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510, Surya Kiran Building, 

K. G. Marg, New Delhi – 110001

Tel. No.91-011-43592999 (10 lines), 

Fax. 91-011-43592925, 

Email: info@focushealth.in   

Pre-Authorisation Request Form

Name of the Proposer:_______________________________ Name of the Patient: ________________________________        

Age: ____________ Sex:_________ Contact No: _____________________________ ID No:________________________     Policy No: ___________________________________  Insurance company :_____________________________________

Corporate / Group: ________________________________________________ Employee Code:_____________________

Name of Hospital / Nursing Home: __________________________________________ Contact No.:_________________             

Diagnosis at Admission:_______________________________________________________________________________

Presenting Complaints with Durations:____________​​​​​_______________________________________________________

Relevant past history and treatment: _____________________________________________________________________

Plan of treatment:______________________________________________________________________________________

In Maternity Claim:  No. of Live Children:________________  LMP:________________  EDD:_______________________

Relevant Clinical Findings:_________________________  Investigation reports:_________________________________

Particulars
Yes/No
Since when
Particulars
Yes/No
Since When

Hypertension


Heart Diseases



Diabetes Mellitus


Any other Chronic Disorder Please specify



Alcohol / Drug abuse






In c/o Accidents, influence of alcohol / drugs:  Yes / No.                                     Whether MLC done: Yes / No  

Particulars
Details

Date of Admission


Approximate duration of stay


Room Rent per day with Class / ICU Charges


Investigation Charges


Doctor / Surgeon Fees


Other Charges


Approximate Total Expenses


Package Rate (Procedure Charges)


PART II to be filled in 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.:________________

