
Pre-Authorization Surgery Claim Form
Patient Details

Patient Name 

Date of Birth 

Gender 

Contact Number 

Email Address 

Address 

Policy Number 

Insurance Company 

Hospital & Doctor Details

Hospital Name 

Hospital Address 

Doctor's Name 

Doctor's Registration No. 

Doctor's Contact 

Hospitalization Planned From 

Hospitalization Planned To 

Diagnosis & Proposed Treatment Details

Diagnosis 

Proposed Surgery/Treatment 

Treatment Type 

Estimated Cost (INR) 



Declaration & Signature

Patient/Guardian Name 

Relationship to Patient 

Date 

Signature 
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