YPbAYWJICAH 36BLLUOOPJINAH XYYAAC/PRE-AUTHORIZATION FORM
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Approval Code: Provider Code: Form No:

XYAAJ BOJIOH AVTYY M3A33J13J1 Hb HOEX6H TGHB?PVIVIH ABL, LUMAABIPT HO/1©0/16X BOJTHO. TA YH3H
36B, bYP3H rymus 6erjieHe vy
PLEASE FILL IN LEGIBLY. INCOMPLETE/ILLEGIBLE DETAILS WILL DELAY PAYMENT

A. YWAIMWII3 Y3YYJ13r4y BAArYYJINArbiH M3433J13/1/ PROVIDER INFORMATION
MY 3CB3/1 SMHAMIBMUIAH axkmnTaH 6erneHe./To be completed by the hospital staff or doctor.

SMHanrnH Hap/Name of Hospital: ®dakc/Fax:
Xon6oo 6apux XyHuii ytac/ Xon6oo 6apux xyH/Contact person:
Contact phone number:

B. 3MYWIM3HUA M333J13J1/ MEDICAL INFORMATION
MY 3CB3/1 SMHAMIBMUIH axkmunTaH 6erneHe./To be completed by the hospital staff or doctor.

YpbauncaH 3eBLwespsiniiH Wwantraad/PRE-AUTHORIZATION FOR
Inpatient/x3BT3H smunyynax  [] Outpatient/Am6ynaTop [] Others/6ycan []

LTt 1R (o g0 1 a1 £

YpbaunncaH 6aianaap XaBTaH aMuMnyynax xyrauaa/Estimated days in Hospital: ........c..cooooeieiiiiieneeee e
YpbaunncaH 3apAan/EStMAated COSE: ......uviii et st e et e et e e e ate e aaeenaaeeasaeeaae eeereeenrenns

Name of Patient/[aatryynarumnitiH oBor Hap: Sex: Male [] Female O

©BunHMI Tenes/Treatment plan is for: [ eBunh/Iliness [ rsmaTwitH ocon/Accident
©BuMH BonoH MMTANIH TogopxoinonT/Description oOf illNESS/ACCIAENL: ..........ccveeiiiieeeeeeeeet e
OHOLL/DIBGNOSIS: .. .veeiuvieetieiitee ettt esteeeteeeateeeeteeesteeaseaaseeaabeseasseeabeaseeaseeeaseeasseasesesseeseeeaseeesaeeaseeesseesbeensseeseeesseeseeesnsesnseennteesans
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*Please attached others medical reports and test results. Bycag apyyn MaHAWIAH AYrHAAT 6OM0H WUHXUAM33HUIN Xapuyr
XaBcapraHa vyy.

SMUMIMH rapbIH ycar/Signature of Doctor: OrHoo/Date: /mm.dd.yyyy/
C. AAATIYYJIATMUAH M3A33J19J1/ PATIENT DETAILS To be completed by the patient.

[HaaTtryynaruuniiH oor Hap/Patient Name: KapT 6onoH PeructpbiH gyraap/Card and Passport Number:

[JaatransiH rapasHuii gyraap/Policy Number: baru/Plan:

KomnaHuii Hap/Name of Company: [HaaTranbiH rapasHuit ayraap/Policy Number:

YTacHbl gyraap/Mobile Number: Llaxum xaar/Email Address:

Statement of Consent

I hereby acknowledge and agree the validity of the changes and that if there is any miscalculation or uncovered item settled by DIRECT
BILLING. I will accept the adjustment actions. I hereby authorize this Medical Practitioner, hospital or clinic by whom or where I have been
observed or treated for any reason to give full particulars there of including prior history and diagnosis to the Insurer/TPA Company. A
copy of this authorization shall be as valid as the original.

Signature of Patient: Date: /mm.dd.yyyy/
Guardian (if Patient is a Minor)




D. DETAIL MEDICAL INFORMATION —3PYYJ1 MOHAWWH A3JIFAP3HIYW M3A33J13N1
To be completed by Attending Physician - 3MunitH 6ernex xacar

PLEASE FILL IN LEGIBLY. INCOMPLETE/ILLEGIBLE DETAILS WILL DELAY PAYMENT
TA YH3H 36B, BYP3H 'Y/l 6OIJ1I6He YY.

DESCRIPTION OF ILLNESS/INJURY — ©BYMH 50/I0H MMTJ/IMUH TOAOPXOM10/T,30BUYP, LLMHXK
TSMA3T, Y3J13IT

CHECK UP/INVESTIGATION RESULT - Y3J13Ir/OHOLWIOrOOHbI YP AAYH
This will include, but not limited to: Lab Test, X Ray, CT Scan/MRI — JlabopaTopuiiH WNHXWNra3, PeHtreH, CT Scan/MRI
OHOLLTOrOOHbI Yp AYHI AypAax 6ereeq 36eBXeH 34r33p33p XsA3raapiargaxryi.

DIAGNOSIS — OHOLU
Please specify the ICD code - ICD kogpblH XxaMT 6M4H3 VY.

YHAC3H OHOW:

[aranaax oHow:

HamanT:

TREATMENT- 3MUYUIAH 3AABPbIH JATYY XUAIAC3H SMYWNIID
Please specify the quantity, as well — SMunnrasr 6uyHs vy.

MEDICINE,DRUGS — SMYMWH 3AABPbIH JJATYY )XOPOOP OJIrOrA0X 3M TAPUA
Please specify the quantity, as well — 3M TapuaHbl XaMX33, TOO IMPX3rUIr GUYH3 VY.

Statement of declaration - Magargan
I hereby certify that the details above are full, complete and true — [133p 61UCIH M332NYYANIAT YHIH 36B, 6YP3H 60/10XbIM
yyrasp 6atanraaxyymnx 6aiHa.

Signature of Attending Physician: Date:
DMUMIAH rapblH yCar, Tamra: OrHoo:




