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Overview UnitedHealth Group

)

(Please click on the link below to see/print the document checklist for more details. Please submit the check list

along with your claim documents)
Document Checklist

Claims documents are classified into:

a) Mandatory Documents:
(Documents without which the claim will not be paid by the insurer and the claim file will be returned to you.)

Some important Mandatory Documents are listed below:
+Original Signed Claim form

+0riginal Discharge Summary/Card from the Hospital

+0riginal Hospital Main Bill

+0riginal Cash receipts/Credit card charge slip

+Original Lab reports/Images e.q. X ray Plates/ECG/Ultrasound report.

+Certificate form Hospital on No of beds and Registration No.

b) Non Mandatory Documents:
(Documents without which the claim can be paid post deduction of any amount due toward the said missing document.)

Some examples are:
+Original Medicine bills with prescription from attending doctor-Stamped and signed.

+Receipts for tests/investigations undergone at the hospital.

m_Alt is hence important that you insist on all of the above during your stay at the hospital before the discharge. ,

ny use, copying or distribution without written permission from UnitedHealth Group is prohibited.



Points to Remember-While in Hospital UnitedHealth Group®

)

+Insist on a receipt for every transaction involving your money paid to the hospital.

+Preserve every receipt for the payments you make to the hospital including Credit Card transaction slips.

+Make sure that you collect all the reports (both printed as well as images like X ray films, ECG reports) before discharge.

«For any consultation by a specialist from outside the hospital and whose charges won’t be billed by the Hospital in their bill,
do obtain a receipt for the services rendered by the said doctor as well as a certificate regarding his registration Number
of the hospital

+For any medicines purchased from a chemist outside the hospital (for whom the hospital would not raise a bill),
please obtain prescriptions from the hospital for the said medicine.

+Make sure that you obtain a certificate from the hospital giving the following information:
a) Hospital Registration Number
b) Number of Beds in Hospital
c) Operation Theater Facility
d) Round the Clock Nursing Staff.

m: The certificate should be on Hospital Letter Head & affixed with the Stamp and Signature of Hospital

Any use, copying or distribution without written permission from UnitedHealth Group is prohibited. 3



Document identification made easy for you! UnitedHealth Group’

)

In the next few slides, You can see screen shots of some of the documents for your ready
reference. These will help you with the following:

%+ |dentify the relevant documents from the set of documents you have for the claim.
%+ |dentify the source of such a document for ease of your obtaining the same.

4+ |dentify whether the document is classified as a mandatory/Non mandatory document.

m Please note the screenshots are only indicative and may not exactly resemble the

corresponding document in your list. For any help please call us at our call center or
write to us.

Any use, copying or distribution without written permission from UnitedHealth Group is prohibited. 4



Signed Claim Form-Front Page

Generl Insurance Company Limited
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UnitedHealth Group’

Name of Document

Signed Claim Form (SCF)

Type Of document:

Mandatory

Available at:

Send request to customerservice@uhci.com

Relevance:

Carries declaration and Signatures of Insured/Employee

yrohibited.




Signed Claim Form-Reverse Page

10. If the claim is for domiciliary
hospitalisass 1 Indica te

.
a) Date of cgmmemmcm of { a)
treatment

b) Date of completion of | b)
treatment

<) Name &  address of <)
attending medical
practitioner
Telephone no, oy

1e) S
vicitiary

Registration no.

11. Schedule of expenses incurred by the clalmant under hospitalisation, do,
hospitalisation (to be suppozted by bills/ receipts, cash memos etc.) .
Expenses incurred Pre hospitalisation Post hoppitalisation expenses
in the hospital expensas (Rs) (Ry) .
Hospitalisation
efit . 8
Domiciliary
tospitalisation

I have incurred the above expenses for the tr 1t of the disease ; {lifhess / accident referred to
ere. | i . K

here,

2
3
4. Surgeon’s certificate stating the nature of operation performed and Surgeon’s bill and receipt,
5. Attending bill and receipt and certificate
regarding diagnosis. .
6. In case of domiciltary hospitalisation, receipt from a
at his / her residence duly supported by a certificate
7. Certificate from the attending Medical practitioner

home, . . .
Certificate from the attending Medical Practitioner / Surgeon/that the’ patient is'fully cured.

asons for allowing treatment at

@

- I hereby warrant the truth of the foregoing Particulars in eve
made or shall make any false or untrue statement, suppressio:
reimbursement of the said expenses shall be absolutely forfeit
of the above treatment, no benefits are admissible under any of

Dated at .. this day of e

UnitedHealth Group’

Name of Document

Signed Claim Form (SCF) back page

Type Of document:

Mandatory
Available at:

Send Request to customerservice@uhcindia.com

Relevance:

Carries declaration and Signatures
of Insured/Employee

Make sure the signature
of the employee is affixed

RGI-HL-01

ohibited.

before sending




Original Hospital Discharge Summary

MAIPOOOSHIDE! .

Marps) INSPIRED BY LIFE

DEPARTMENT OF OBG
DISCHARGE SUMMARY

NAME ;. MRS, HOSPITAL No
AGE / SEX T AKKERBOSOORENALE IPNo

DATE OF ADMISSION  :  05-Mar-2008 DATE OF DISCHARGE 06-Mar-2t
CONSULTANT L ROOREBROBIX. TP

FINAL DIAGNOSIS:
LEFT OVARIAN CYST TORSION(DERMOTD)
LAPAROSCOPIC OVARIAN CYSTECTOMY (LEFT SIDE) DONE U'NDER GA ON 05.03.08,

COMPILAINTS ON REPQRTING:

Mrs. came with complaints of severe pain abdomen and vomiting since 2 days.

MENSTRUAL HISTORY : Regular cycles, 5/30 days. Dysmenorrhoea (+) st day LIMP 06.02.08.

OBSTETRIC HISTORY : Married life 2 1/2 years. Non consanguinous marrigge. P L1.
Ist Pregnancy : FTND at Apollo Hospital. Mysore. Female baby - | wear 2 months of age. Birth woight
1 2.45 Kgs. Alive and Healihy, Not on any contraceptive.

PAST HISTORY;

Hypothyroid on treatment with Tab. Eltroxin 100 meg

FAMILY HISTORY : Nil.

PHYSICAIL INGS O XA NATION:
General Condition: Goaol.

Pulse Rate- $8/min, BP - 110/70 21315153

No pallar , edema

CVS /RS-NAD

P/A - Soft, Non tender.

LABORATORY DATA:

Blood Group : 'A° Positive.
05.03.08 : Glucose Random - 101 mg/dl, BUN - § mg/dl. $. Creatinine - 0.6 mg/dl
$.Sodium - 136 wmunol/1, $. Potassium - 3.9 mmol/1. 8. Chloride - 99 mmol/l,

05.03.0% : WBC - 10720/cu.mm, RBC - 4. %4 milli‘ou mm. Hb- 11.7 g/d]. PCV - 38,9 %, MCV- 79, | fl. MCH-
Page No. !

Flrst Indian multi- -supearspecidity nospital, 1S GaCT 2060 ceras SRR Clunong, Siagrostics and aled arcas
WXQXWW)@X)@@O@QXXXKX‘XXXW)@XXXK‘KHKXKNXXXXXXKXXXEXXXXXWX; KBS LEEEPPES

SLSORRR!
AR MRIRBA BRI BB ARTRAR M0 X XX SOOMKX

UnitedHealth Group

Name of Document

Original Discharge Summary

Type Of document:

Mandatory (ORIGINAL)

Available at:

Hospital where treatment was taken
Relevance:

Summary of the entire hospitalization
including diagnosis and line of treatment




Original Discharge Summary (continued)

w

Z5.8 pg. MOHO- 32 6g4d1 PL - 210D o0 men
DIFFERENT OOUNT - Memtrophiis - 708 %6 | Lymphooetes - 24,3 % Monooyies - 3. 7%, Eorinophdls - 1.0
-

. Basophals - 0.1 %
BT - 200" " mins , CT - 700" 'min

INVESTIGATIVE PROCEDURES:

0508 0F : KUB and Pelvis Scan Repout :
R il h ok jure of 065 cms.

wich
There was an asechods Cysl soan in the feft ovary probabily @ fofticle,
A thick soned ovarian pedicle with & wisoried of vessels withen wes suggesting of torsion
of the eft gvary with 7. and fAow, (2.8 x 1.9 x ¥ loms)
COURSE OF TREATMENT I'N THE ROSPITAL:
Lef side - lap P iam oy oy done mnder GA on (150108
Indicseion - Orarian cvst
Imcissom - 3 poris.
Per Oporative Fimdings -
Lefl ovarian oyst [ £ x & cms) beasmod mwice.
Lpoan eatwesting blue colioar chappod to pink.
Cvst had a seroes component and a sob P with hairid 43 semi for HPFE
Posa Operative period was Ful She d & course of riaoi mnd i 1
Cwsl senl for Hestopatbology.
CONDITION QN DISCHARGE:
Somisfast ory
EURTHER ADVICE ON DESCHARGE:
TAR AUMGAOENTIN 375 mg I-1-1 TILL 10.0% 08,

TAEB RANTAC 150 g 1-0-1 TILL 10 OR06.

TABR COMBIFLAM 1-0-1 TILL FRLOY GB.

REVIEW WITH DR TP REKHA AT O8G0 OFD AFTER | WEEK WITH HFE RPEORT
WITH PRIOR APPOINTMEMNT

FOR APPOINTMENT CONTACT (O8G 2500 3262
"™ CASE OF EMERGENCIES PLEASE OONTACT 080 -2 85368801,

%@fxxx

Dr.
P ST .t -
Byl By
iNetra R}

NS UILTAN

Wert [
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Ghesked
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o
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UnitedHealth Group’

Name of Document

Original Discharge Summary

Type Of document:

Mandatory (ORIGINAL)

Available at:

Hospital where treatment was taken
Relevance:

Summary of the entire hospitalization
including diagnosis and line of treatment




Hospital Main Bill
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UnitedHealth Group

Name of Document

Hospital Main Bill

Type Of document:

Mandatory (ORIGINAL)

Available at:
Hospital where treatment was taken
Relevance:

Complete expenditure of hospitalization
with break up of broad heads.




Hospital Main Bill (Breakup)

UnitedHealth Group

IP CHARGE CHECKLISTLICRll‘GlGS)
AN TP MBS PIFAN DATE: 10+Mar-2008
BANGIABEOROBRC T TIME: 04fll:47 PM
HOSPITAL NO: . DEPT: OBG . v
IPNQ:- . WARD: B8TH FLOOR D Age: 2% Yearzis)
NAME: M_‘Rs. :
ADDRESS:
ADMIT DATETIME: 0%-Maxr-2008 4154 PM‘
DISCHARGE DATETIME: OG—Mar—;O(JB 5108 PM
gggﬁggnmmé‘memm (p C‘;g:ngRS;?YEKEESPL
BED NO: 0B85 7EX-C
~ Name of Document
f_‘_%%Z‘.ZZE%%@%%%E%EZ’_'_ZTﬁ'_f_'_ﬁ'_'f_f.ﬁﬁ"Zﬁ';“_"_‘_’ff.'..'_if_'_.’_f.‘iﬁ'_i%%r%é?_'é'_'_:"_'_f_
. eep crancEs Hospital Main bill (Breakup)
1 EXE~SPL 0857EX—-C 1 Day\s 4B20, 00
sub Toval - ~ 4boo.oa Type Of document:
2 SERVICE/NURSING CHARGES
2 EXE-SPL 0BS57EX~-C 1 Days 1000.00 Mandatory !ORIGINAL!
sun Total .. " Lese 00
Available at:
3 ADMISSION CHARGES 200.00 —
4 ' ANASTHESISTS FEE .
SOWMINT G IYER 05-Mar-2008 1660.00 HOSpItal Where treatment was taken
5 SDWM;NI G IYER CS5~Mar—200¢ 2080.C0
sub Total ... ;;;;—;; _____ /
' N Relevance:
€6 BIOCHEMISTRY / ¢ "‘ih\
22 e gz eseeweny fatmia Gives break up of expenditure on
LS ATECTIOLYTES i, sggetﬁ;fxgr;;&wﬁgxgz hospitalization for
IR oy Room Rent/Doctors fee/Nursing/OT
R I charges Surgeons Fee/Test charges etc
Continue. .. .

Any use, copying or distribution without written permission from UnitedHealth Group is prohibited
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Medico Legal Certificate (MLC-Format)

Name:
Age:
Sex:

Address:

Occupation:

Identification Marks:

History:
History of Alcohol Consumptions:

Clinical Findings:

Signature of Medical Authority

Date:

MEDICO LEGAL CASE RECORD

Hospital No.:

M.L.C. No.:

Date:

Time of arrival

Patient brought by: Wife/Husband/ Children
Relative

Police

Onlookers

UnitedHealth Group’

Name of Document

MLC (Medico Legal Certificate-Format)

Type Of document:

Mandatory (Copy with Policy attestation)

Available at:
Hospital where treatment was taken
Relevance:
Necessary in Road Traffic Accidents.
Must certify that the patient was not

Under influence of Alcohol at the time
Of the accident

Any use, copying or distribution without written permission from UnitedHealth Group is prohibited.
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Medico Legal Certificate (MLC- Sample)

FFD(NJ P91 33 2320 o334 ApPT. 84 2000 11:eaam P1

E m;PtD
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. o R, e i )

toaeceking Jlves

UHID No...

R . K = Lenfw
The patient is brought by me to AgoHo G ohos mm .
mmmﬂmwm‘hm-ﬂdwwmb."“my
Malic? %3., .
y_ Ltuu kot -pp - -
: <) Ostertime: O2]0G/08 1 20t
g DeA” — Dalel“(nma oy .{ e

Police

UnitedHealth Group

Name of Document

MLC (Medico Legal Certificate-Sample)

Type Of document:

Mandatory (Copy with Policy attestation)

Available at:
Hospital where treatment was taken
Relevance:
Necessary in Road Traffic Accidents.
Must certify that the patient was not

Under influence of Alcohol at the time
Of the accident

Stamp

Any use, copying or distribution without written permission from UnitedHealth Group is prohibited

12



Certificate format from Treating Hospital

)

UnitedHealth Group’

TO WHOMSOEVER IT MAY CONCERN

This is to certify that this ‘Hospital / Nursing Home Registration Number is

It also has the following facilities.

1. " (Number) inpatients beds.

2. Fully equipped operation theatre.

3. Fully qualified nursing staff under its employment round the clock.
4. Fully qualified doctor should be in charge round the clock.

In case of queries fell free to call on

Thanking You

Sincerely

| Doctors Sign &
@d Signatory Hospital Seal.

NOTE: This letter is to be taken on the hospital Letter Head

Print on Hospital
Letter Head

Name of Document

Hospital Certificate

Type Of document:

Mandatory
(on Hospital Letter head)
With seal of Authorized person)

Available at:
Hospital where treatment was taken
Relevance:
Necessary to identify whether the hospital

Infrastructure and Manpower Qualifies for
insurance claim settlement

Any use, copying or distribution without written permission from UnitedHealth Group is prohibited.

13




Prescription for Medicine

\ HARENX SUXER SPECIALTI
i ‘ | ES HOSPITAL
HEALTHCARE
Winwing Heants] Date......?.Z/S?/$A(L
© / ns

o 1 &6/11)\/&& W:»\d ’;4‘(:_7’
o X, Founo S AR “q A !
ey Duﬁﬂwoc&/u\ /«% [
"‘,———qﬁccwfzvn-—ﬁg ‘
“’T. Carri s 29 ( t—p
PG O&W ;H‘:% ( ~—7
o1, E{gwu Ixn O~ ~o
7 Onwx /‘i,o:g “M

FOXBRME XX IPEROOPHRORMORS LTD .

NI RS AR X XA XK XOPRL KX OPORPIOY ,

)

UnitedHealth Group

Tﬁ&x’xf&&xm@exxkx«ammxmmx@a@v&%gw B
B0 RABIITREBoonmmns ey PO

Doctors
Sign.

Name of Document

Prescription for Medicine

Type Of document:

Mandatory (Original)

Available at:

Hospital where treatment was taken
Relevance:

To relate the relevance of medicine

Purchased With the treatment provided by
the hospital

Any use, copying or distribution without written permission from UnitedHealth Group is prohibited.
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Medicine Bill

B0 20 TE O

Fgzn ¥

e

=y

o
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i XXX XXX T Mo RAXXXRXGE \
IXXXXXXKXXXXHX KKK HXX e LT G XXXXXXXXXKX e

pI.0.00.00.09.9.0.0.9.9.0.0.00900 000900000 00.0.0007 |
PO 0090.9999.00990.990.900.00.04-

) 0:9.09.9.0.9.9.99.9.9.0.0.9] |

E MEDIGINE
1 v
L (VIAF
oF ITTH CTRTE
1} L
0 f

BILL NO

TAX PHARMACY BILL

CASH  BILI
| aalb
ILL TIME
19042006 1357
BATCH ROJEX, DATE ary. AMOUNT
NTA85 ( 12/7000) { o9 27
a1 10T ) 5 184,41
A (127202) ! &82.58
EFEIR(1272012) . 05,14
MElZ(12/73012) - Tecl
ALBLSRT(272811) | 1 17.0@
|
b T 7185
Sub Total Amount
VAT AMDLKNT - 22 .87
VAT Amount
5 /
W

NET AMOUNT PAYABLE

299,50

UnitedHealth Group’

Name of Document

Medicine bill

Type Of document:

Mandatory (Original)

Available at:
Chemist where Medicine purchased
Relevance:
This along with the doctors advise

Is evidence of medicine purchased
During the treatment.

Any use, copying or distribution without written permission from UnitedHealth Group is prohibited.
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FAQ’S UnitedHealth Group’

)

Q. | am asked to submit Investigation reports. What should | do?

Ans: Investigation reports mean the pathological and diagnostic tests that you have undergone during the treatment on
treating doctors advise. Some examples are blood tests, urine examination, X ray, ECG etc.

Q.2 | am asked to clarify/Justify prolonged stay at the hospital. How can | justify the duration of stay in the hospital?

Ans: You are not expected to justify the stay duration. This needs to be explained by the treating hospital and the treating
doctor on their letter head. This is asked by insurers when the duration of stay is more than the average duration of stay for
a particular treatment. Please contact the hospital and obtain the same.

Q.3 | am asked to submit a sticker/invoice. What does this mean?

Ans: A Sticker or invoice is asked to prove the charges incurred for a lens (cataract) or any other implant like pace maker,
prosthetic joint etc used during surgery.

Q.4 | am asked to submit indoor case papers/ICP. What does it mean and where do | obtain these from?

Ans: Indoor case papers are the complete treatment record during your stay at the hospital. These are internal records of the
hospital and can be demanded from them. The hospital will be able to provide you a copy of the entire set and you need to
submit the same to us.

Any use, copying or distribution without written permission from UnitedHealth Group is prohibited. 16



FAQ’S UnitedHealth Group’

Q.5. | am asked to provide break up of medicine and investigation charges. Where do | get these from?

Ans: This hospital main bill provided to you does not always provide individual break up of expenses for each
medicine administered or each test done by you. The hospital however maintains a record of each of these
transactions. We need these details to assess your claim and get approval from the insurer. You can demand
this from the hospital. (See slide no.10 for a sample)

Q.6. | am asked to provide time of admission and discharge from the hospital. What should | do?

Ans: Please approach the Hospital where the treatment was taken and ask them to provide the “date and time of
admission” and “date and time of discharge” from the hospital on their letter head. This is necessary to
determine whether hospitalization was for more than 24 Hrs.

Q.7 | am asked to provide the hospital registration no, number of beds, availability of nursing staff, Operation
theater availability etc. How do | know these and where do | get these?

Ans: These details are required by the insurer to determine whether treatment has been taken in a registered
hospital and whether it has the necessary infrastructure and facilities to qualify as a hospital as per terms and
condition of the policy. Please obtain these details from the hospital as per format on slide no.13.

Q.8. | am asked to provide a FIR and MLC report. What are these are where should | get these from?

Ans: The FIR report is the “First information report” to the police. The MLC report is called the “Medico Legal
certificate” that is prepared by the Hospital in case of Road Traffic accident and is endorsed by the Police. The
medico legal certificate must mention that the patient was not under influence of alcohol at the time of
accident. (MLC format on slide no. 11 and 12 for a sample)

Any use, copying or distribution without written permission from UnitedHealth Group is prohibited.

)
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UnitedHealth Group’

I_I [

Thank You

For further assistance please call us at:
Toll free: 1800-22-8484 / 1800-22-4646

Or email at:
customerservice@uhcindia.com

Or write to us at:

Document Recovery Department
UnitedHealthcare India (Private) Limited
3 B, Gundecha Onclave, Kherani Road, Saki Naka
Andheri East, Mumbai-400 072

Any use, copying or distribution without written permission from UnitedHealth Group is prohibited. 18



CHECK LIST FOR SUBMISSION OF CLAIM

Very IMP:

-

-

Employee Name:-
Name of the company:

Contact Number:

Do not forget to attach this checklist with the Claim file.

Arrange the documents in the same order as in the checklist, checking against the designated
box when you do so. This way you can ensure that you have not missed any documents.

Employee No: Claim No.

Mobile no. E- Mail ID:

Check list for Documents: Please put a “X” mark against the box

Original Claim Form duly signed by you.

[Fill the claim amt in Signed Claim Form ]
Original Main Hospital bill with Bill Number & break up,

(With detailed break up of various heads like Room Rent/OT charges/Nursing etc).
Original Discharge summary

(Gives the summary of diagnosis and treatment in hospital)

Original Death summary

(Only in case of death of Patient during Hospital stay).

Original Hospital Payment Receipt with receipt number

(With seal & signature of hospital) (if main bill does not carry a bill number).

Original Payment Receipt with receipt number

(For consultation/surgeon charges if charged outside the main hospital bill).

Hospital registration number

(Registration No. & Number of beds, on hospital letterhead with signature).

Doctor’s registration number

(On doctor’s letterhead with signature).

Original Pharmacy and Investigation bills

(Along with prescriptions & Lab reports).

Original prescriptions

(On doctor’s letterhead mentioning duration and dosage for medicines and advice for diagnostic tests).

investigation reports in original/attested from hospital

(Reports for all tests done along with images)
Police FIR / Medico Legal Certificate (MLC)

(Mandatory for All Road traffic accidents-Duly attested by Police with

Points to remember

-

3

Please retain copies of all the documents submitted to us for future reference.

For any assistance with any of the above formats, please contact us at customerservice@uhcindia.com
or call at 1800 22 4646

Please retain a POD copy of the courier for tracking your consignment in case of any delay etc.

The above list of documents is indicative. In case of any other document requirement as specified by the
insurance company our Document recovery Team will contact you on receipt of your claim documents by
us.

For Implants used in Cataract, Heart Valve surgeries, CABG, Abdominal Surgeries, Knee replacement
surgeries, please submit the bill from the vendor for the prosthetic device used along with Sticker.



mailto:customerservice@uhcindia.com



