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Pre-Authorization Request Form

Beneficiary Card Numner (24 Digits) :

Aadhaar Card No. :

Patient Name :

Father/Mother/Spouse Name :

Age (In yrs) :

Gender : D Male D Female D Others

Present lliness :

Diagnosis :
Package Type : D Secondary D Tertiary
Sr.no. Procedure Name Package Code
1
Package Name : 2
3
Expected LOS :
Admission Type : D Emergency D Planned
Name:
Details of Treating Doctor : Qualification :

Registration No. :

Hospital Name :

Hospital Address :

Declaration :

We herewith declare that the information furnished in the claim form is true and correct to the best of our knowledge and
belief. If we have made any false or untrue statement, suppression or concealment of any material fact, our right to
entitlement under this claim shall be forfeited.

Name of Patient/Attendant : Doctor/ MCO Signature & Stamp :

Signature of Patient/Attendant : Name of the Doctor :

Contact No. : Contact No. :




