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PLEASE FAX / SCAN PAGE 1 ONLY
REQUEST FOR CASHLESS HOSPITALISATION FOR MEDICAL INSURANCE POLICY
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DETAILS OF THIRD PARTY ADMINISTRATOR (To be Filled in block letters)

�������������������������������������MDIndia Healthcare Services (TPA) Pvt. Ltd.
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TO BE FILLED BY THE INSURED / PATIENT
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(PLEASE COMPLETE DECLARATION ON THE REVERSE SIDE OF THIS FORM)

TO BE FILLED BY THE TREATING DOCTOR / HOSPITAL
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PAGE 2 : NOT TO BE FAXED/SCANNED

DECLARATION BY THE PATIENT / REPRESENTATIVE
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HOSPITAL DECLARATION
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DOCUMENTS TO BE PROVIDED BY THE HOSPITAL IN SUPPORT OF THE CLAIM
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