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Preauthorization Form

Hospital / Clinic Name:

Department:

Treating Doctor Name:

Patient Name:

Policy Holder:

Membership No.:

Claim Form Sr. No.:

This Case:

Acute Chronic

Pre-
Existing

Dental

Maternity

Condition Requiring Treatment /

Complaints

Date of Commencement of Illness:

Date of First Treatment:

Final

Diagnosis:

Accommodation Type: |

| Night(s) Required: |

]
o

Description

Quantity

Unit Price

Total
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Scheduled date for treatment:

I certify that the medical services on this form were/ are medically indicated for health of the patient. Attending

Medical Practitioner’s Name:

Signature:

Date:




