Focus Healthcare Pvt. Ltd.

510, Surya Kiran Building, K.G. Marg, New Delhi
Fax-43592989 / 43592925, Tel.-43592999, Toll Free- 1800-112-999

      Pre –Authorization Request Form
Name of the Proposer: ______________________________    Name of the Patient :    _______________________________________
Age :  ___________  Sex: _____  Contact No. : ______________________   FHID No. : ______________________________________

Policy No. : _________________________________   Insurance Company : ________________________________________________

Corporate/ Group: ______________________________________________     Employee Code : _______________________________ 

Hospital Name / Nursing Home: __________________________________      Contact No. :   _________________________________
Date of Admission: ______________ Date of Discharge:  ______________   Category of Room :_____________________________                                     
Room Charges Per Day (Rs.) : ____________  Name of Treating Consultant : ___________________Dr. Contact No. : ___________
INVESTIGATION

Investigation Done: ______________________________________________________________________________________________
________________________________________________________________________________________________________________
Investigation Proposed: ___________________________________________________________________________________________
________________________________________________________________________________________________________________
Provisional Diagnosis   : ____________________________________ Treatment Type (Medical/Surgical) : _______________________

CLINICAL FINDING 
BP                     Temperature                    Pulse                      Hydration                       (Fair/ Dehydration)    Anaemia

Any Other : ______________________________________________________________________________________________________
PAST HISTORY

	Particular
	Yes / No
	Since When
	Particular
	Yes / No
	Since When

	Hypertension
	                    
	
	S.T.D.
	
	

	Diabetes Mellitus
	
	
	Obesity
	
	

	Heart Disease
	
	
	Sterility/ Infertility
	
	

	Bronchial Asthma
	
	
	Alcohol
	
	


IN CASE OF RTA
Cause of Injury : __________________________________________________________________________________________________

Date of Accident : _________________  FIR : __________  MLC : ____________ Alcohol/ Drug Intoxication : ______________________
IN CASE OF MATERNITY
Gravida Status : ________________________________   Past Obstetrics History : _____________________________________________
LMP : ______________  EDD : _______________  No. of Live Children : __________________
ESTIMATE

	Particular
	Type of Charges
	Amount ( Rs.)
	Type of Charges
	Amount ( Rs.)

	ROOM CHARGES
	Room Charges                (RMO/ Room/ Nursing/ Boarding)
	
	ICU /NICU /Nursery (Charges including Bed /All Monitor Charges + Nursing + RMO)
	

	CONSULTANT     CHARGES
	Consultant
	
	Surgeon
	

	
	Assistant Surgeon
	
	Anesthetist
	

	
	Any Other Professional Charges
	
	
	

	OTHER CHARGES
	Investigation
	
	Medicine
	

	
	Consumables
	
	Procedure Charges
	

	
	OT Charges
	
	OT Medicine / Consumables
	

	
	Equipment Charges
	
	Implants
	

	
	Ambulance Charges
	
	Any Other Charges
	

	TOTAL ESTIMATE EXPENSES (Rs.)
	


PART II to be filled by the Hospital Authorities:
(Signature of the treating Doctor with stamp)


                           (Signature of the Provider / Hospital with stamp)

PART III- To be filled in up by the Insured
I have no objection if Focus obtains details of my treatment / collects documents and I also hereby authorize Focus to pay the hospital bill & receive the amount of my claim from my Insurance Company. If my claim is rejected, I/We (the patient) will pay for the hospital and related expenses should this authorisation become null and void due to wrong and/or misleading and/or incorrect information regarding the duration of ailments and/or other historical information regarding my (patients) health status. I agree that information provided by me is true to the best of my knowledge.
Whether Cashless Facility / claim availed earlier, if yes please provide details: ______________________________________________
Previous coverage details, if any: ____________________________________________________________________________________
Signature with date: ____________________ Name: ______________________________ Contact No. : __________________________
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