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Claim Submission -GMC Policy

Click here to
upload the claims

Dashboard > Claim Submission

a ‘ [l op e INRTLI | Covid Policy Claim Submission | Parent In Law Policy |  Pre Post Hospitalization |  Deficiency Claim

Name Gender Date of Birth Age Relation Action
B n Test Employee Male 2 Jul-1982 39 Employee & Upload IPD Cleim [} & Upload OPD/DentalVision Claim
- Test Wife Female 24-Feb-1986 36 Wife & Upload IPD Claim [} & Upload 0PD/Dental/Vision Claim
a Test Son Male 16-Jan-2019 3 Son & Upload IPD Cleim [} & Upload OPD/DentalVision Claim
Test Father Male Ol-Mar-1947 75 Father & Upload IPD Claim || & Upload OPD/DentalfVision Claim

Click here to upload IPD claim Click here to upload OPD/Dental Vision Claim




Upload IPD Claim-Step 1: P

atient

etails

Dashboard > Claim Submission

Step 1:

[SVERRYETARTCISSNN  Covid Policy Claim Submission | Parent inLaw Policy | Pre Post Hospitalization |~ Deficiency Claim
Age

2 Upload IPD Claim
& Upload IPD Claim
& Upload IPD Claim

2 Upload IPD Claim

Action
& Upload OPD/DentalVision Claim
& Upload OP( talfVision Claim

& Upload OP talfvision Claim

& Upload OPD/Dental/Vision Claim

Patient Details

Patient Details

All fields marked * are mandatory

Patient Name: TESTEMPLOYEE Date of Bith :
PHSID: 3063262 TPA Claim No.:
Date Of Admission

Please select the Date of Admission

2[07/1982
0

Date of Discharge

Age: 39
TPA Claim Ext.:

dd/mm/yyyy

Gender:

Relation With Insured:

MALE
EMPLOYEE

To upload IPD claims in GMC Policy, Click Upload IPD claim tab.
Select Date of Admission and Date of Discharge.

Name Gender Date of Birth Relation
Test Employee Male 2 Jul-1082 £ Employee
Test Wife Female 24-Feb-1986 36 Wife
Test Son Male 15-Jan-2019 3 Son
Test Father Male 0-Mar-1947 7% Father

Click here to Upload IPD claim

e Click “ Next”

IC ext .




Step 2: Self Declaration

v v
Pationt Details Discloimer

After clicking “Next”

Click Agree& Next, To go for next step.
Click Print, To Print Self declaration
document

To move to previous page click
“Previous’ tab.

Moo & Sgnature o th Climant

Click here tomave previous step n q m Clckbere to o for nextstep

| (Click here,To Print the Self declaration Documentl




Step 3: Claim Form —Part-A

Step3:H

Please Enter the Employee
Name , E-mail id and Phone no.

Please Enter E-mail id in Details
of insured person hospitalized.

Please Select the name of the
hospital where Admitted.

0 0

Patient Details Disclaimer Claim Form
Claim Form
CLAIM FORM - PART A .
Paramount Heaith Services & Insurance TPA Pvt. Ltd. TO BE FILLED IN BY THE INSURED B (To be filled in block letters)
IRDA License No: 006 e issue of this Form s not to be taken as an admission of liability
DETAILS OF PRIMARY INSURED:
3 pol
P o/ A
pin Code: | e T ]
. - -
E [ TPACOM ] IPIease fill the Mandatory fields I
DETAILS OF INSURANCE HISTORY:
) Currently covered by any other Mediclaim / Heaith insurance: (J U
o
" ofso/z2f0006738 :
fthe contract? 0 [
o
00
DETAILS OF INSURED PERSON HOSPITALIZED:
- [FEsT apLovee ]
e e <

Phone No: 9930368983

Pin Code

|v. rail 10 JSHRADDHA SHARMAGPARAMOUNTT PACOM

DETAILS OF HOSPITALIZATION:

| Fill the Mandatory Fields ||




Step 3: Claim Form-Part- A

DETAILS OF CLAIM:
a] Details of the treatment expenses claimed CW‘[“ Documents Submitted Check List
st no. Exponse Rs. Claim Form Duly signad |
Copy of the claim intimation
i pre-hospitalization Expenses u Main Bil
i Hospitalization Expenses - Broak-up D
I Post-hospitalization Expenses
iv Ambulance Charges
v Others (code)
Total
vi lb’rc'homwm\ zation period: Days N (Including CTIMRIIUSG I PHSE)
vii[Post-hospitalization period: Days
b] Claim for Domiciliary Hospitalization _Yes __No (if Yes, provide detalls In annexure)
c] Details of Lump sum | cash benefit claimed
Sr no Expense Rs.
Please Enter the Total
surgical Cash
A t i Critical lllness Benefit
l I IO U n . iv Convalescence
v PrelPost hospitalization Lump sum benefit
vi Others (code)
Total
E nte r t h e P | a Ce DETAILS OF BILLS ENCLOSED:
SI. No Bill No Date Issued by Towards Amount (Rs)
1 D D A M Pre-hospitalization Bills: Nos
2 D D 4 M Hospital Main Bill
F | | | t h e S | g N at ure Of 3 1 | m Post-hosptalzation Blls: Nos
4 D D A M Post-hospitalization Bills: Nos
I n S u re d 5 D D 1 [ m Pharmacy Bills
.
5 1
7
3 N
9
10
B —
F’Iease Enter the Total Amount

DECLARATION BY THE INSURED:

I hereby declare that the information furnished in the claim form is true & correct to the best of my knowledge and belief. If | have made any false or untrue statement, suppression or concealent of any material fact with respect to-questions asked in relation to this claim, my right to claim reimbrusement
shall be forfeited, | also consent & authorize TPA/ Insurance Company. to seek necessary medical information / documents from any hospital / Medical Practitioner who has attended on the person against whom this claim is made. | hereby declare that | have included all the bills / receipts for the
purpose of this claim & that | will not be making any y claim except the pre/post. ization claim, if any

ClI— | |




Step 3: Claim Form —Part B

* Click Download option, to download the Part-B form.
* To go for step 2 Click previous button

* To Take print of claim form ,Click print button

To go for the next step click Save & Next button

Note: As per Guidelines, It is mandatory to Submit Claim Form part-B for smooth processing.
Download the form and get it stamped and signed by Hospital and upload it with claim
Documents




Step 4: Bank Details

Step 4 :

Bank Details

Please enter the employee's PAN details if the claim amount is greater than ILac.

Account No. Account No Re-enter Account No. Re-enter Account No Name as per the Bank Account

IFSC Code FSC Code Bank Name & Branch Bank Name and Branc PAN No.

Upload Cancelled cheque Vicw Document

Click here to upload cancelled cheque

To go to perivous page, Click here |__.m m‘__ldick here, to Move next page

er the Bank Account

Bank details to be filled only once or while filling the first claim.
For Subsequent claims, the fields will be auto populated.
Please Upload Cancelled cheque.

Please enter the employee’s PAN details if the claim is greater than 1lac.




Step 5: Upload Document

O o o o

Patient Details Disclaimer Claim Form Bank Details Upload Document

| Click here to delete the documents |
Ste 5 . Upload Document
. A
« Upload pdffjpg format documents only.

The PDF file should not exceed more than 12 Mb. I I
Click here to View Claim form

Sr. No. Document Name Upload Delete
claim Form
1 Name View Delete
99023291_CLAIMFORM pdf = o
2 KYC DOCUMENTS $ o
NEFT DOCUMENTS
Name iew Delete
99023291_NEFT.JPEG = o
4 DISCHARGE CARD /DEATH SUMMARY /TRANSFER SUMMARY 4 L o
5 FINAL HOSPITAL BILL k3 o
6 INVESTIGATION REPORT IClick here to View Neft details I Es o
MEDICINE PRISCRIPTION E3 o
8 Other n 3 o
IC|ICk here to Deletel

ICIick here to move to previous page |—>m ‘Submit Claim

Flick Arrow button to Upload documents I

Click here to Submit

O If you have more documents / receipts in claim, to share the claim Number and email
Paramount on helpdesk.intuit@paramounttpa.com



mailto:helpdesk.intuit@paramounttpa.com

After Clicking the submit tab POP-UP appears.

Please Use this Inward No. for further correspondence and to track your claim till
claim No. is generated.

It takes 24-48 Hours to generate Claim No.

In case Claim No. is not generated within 24hrs please write a mail to-
helpdesk.intuit@paramounttpa.com

Message

Documents have been uploaded successfully and Inward no isge677122

Plcase submit original claim document at the Intuit Helpdesk within 7 days after uploading
claim on portal. Payment of claim is subject to receipt of the original documents.

hile submitting claim document




Upload OPD/Dental/Vision claims

Click here to

upload OPD

=0 atboard »Glam Submitec
cla i ms olsgon Dashboard > Claim Submission
GMC policy Claim Submission Covid Policy Claim Submission Parent In Law Policy Pre Post Hospitalization Deficiency Claim
Name Gender Date of Birth Age Relation Action
° Test Employee Male 21-Jul-1982 39 Employce & Upload IPD Claim | & Upload OPD/DentalVision Claim
Test Wife Female 24-Fcb-1986 36 Wite & Upload IPD Cloim | & Upload OPD/Dental/Vision Claim

Test Son Male 15-Jan-2019 3 Son & Upload IPD Cloim | & Upload OPD/Dental/Vision Claim

Test Father Male 0-Mar-1947 75 Father & Upload IPD Cloim | & Upload OPD/Dental/Vision Claim

ICHck here to upload OPD/Dental/ Vision claims




Step 1: Patient Details

Step 1:

Patient Details

Patient Details

policy Claim Submission Covid Policy Claim Submission Parent In Law Policy Pre Post Hospitalization
Allfie

* are mandatory.

Gonder Dato of ith Age Relation Action Pationt Name TEST EMPLOYEE Date of Birth Ago: 39 Gender: MALE
Male 2-JuH 3 Employce & Uplood PD Claim | & Upload 0PD/DentalVision Claim PHSID TPA Claim No.: 5694652 TPA Claim Ext.: Relation With Insured : EMPLOYEE
Female 24-Fcb-1986 3% Wife & Upload IPD Claim | & Upload OPD/DentalVision Claim
Male 15-Jan-2019 3 Son & Upload IPD Claim &Up\cudo?m[}:r‘tuf\‘\schur‘
Male OF-Mar-1947 7% Father & Upload IPD Claim | & Upload OPD/DentalVision Claim ‘

IPIease select the Date of Consu\taﬁonl “

[CHck here to upload OPD/Dental/ Vision claims

After clicking Upload OPD/Dental/ Vision tab

* Please select Date of Consultation.
* (Click “Next”



Step 2: Self Declaration

v v
Pationt Details Discloimer

After clicking “Next”

Click Agree& Next, To go for next step.
Click Print, To Print Self declaration
document

To move to previous page click
“Previous’ tab.

Moo & Sgnature o th Climant

Click here tomave previous step n q m Clckbere to o for nextstep

| (Click here,To Print the Self declaration Documentl




Step 3: Claim form: Part-A

In support to above claim, | enclose following documents.
OPD CLAIM FORM .
PART - A

tof above

Name of Policy 1 by the note from t

olegicel Lab

tolder/Employec

ertiticat which

diagno:

Policy Neme

ser(compuisory
Mandatory Documents
Le

2.Copy of PAN C

d of employee

np

py of Acd

A detail of insured person in respect to claim is made. (Patient’s details) Declaration

Namo of insurea ov

I her:

d t disclo:
1, the pelicy shall be void and that | shall r

claims hae be

above referred

er Claim in future unde

e claim and the company

« supporting

in respe:

\ded on the

Vtrom any | er who has any tinr

Noture of liness / di or injury suffered for which insured h

Specify details whether it is OPD Dental or Vision

Noture ot iness

Place

Details of Amount Clgim

Bill Heads Bl Number Bl Generation Date Amount
Consultation Fees oMY
Pharmacy Bitls oYY

Other (Pis Specity)

investigaion Chorges oY ICIick here to move to previous stepl To move to next, Click Save _Next

* Please Enter Mobile No. * Fill Date&Signature of claimant
* Enter Total Claim amount * C(Click “Save& Next”



Step 4: Bank Details

Step 4 :

Bank Details

Please enter the employee's PAN details if the claim amount is greater than ILac.

Account No. Account No Re-enter Account No. Re-enter Account No Name as per the Bank Account

IFSC Code FSC Code Bank Name & Branch Bank Name and Branc PAN No.

Upload Cancelled cheque Vicw Document

Click here to upload cancelled cheque

To go to perivous page, Click here |__.m m‘__ldick here, to Move next page

er the Bank Account

Bank details to be filled only once or while filling the first claim.
For Subsequent claims, the fields will be auto populated.
Please Upload Cancelled cheque.

Please enter the employee’s PAN details if the claim is greater than 1lac.




Step 5: Upload Document

O o o o

Patient Details Disclaimer Claim Form Bank Details Upload Document

| Click here to delete the documents |
Ste 5 . Upload Document
. A
« Upload pdffjpg format documents only.

The PDF file should not exceed more than 12 Mb. I I
Click here to View Claim form

Sr. No. Document Name Upload Delete
claim Form
1 Name View Delete
99023291_CLAIMFORM pdf = o
2 KYC DOCUMENTS $ o
NEFT DOCUMENTS
Name iew Delete
99023291_NEFT.JPEG = o
4 DISCHARGE CARD /DEATH SUMMARY /TRANSFER SUMMARY 4 L o
5 FINAL HOSPITAL BILL k3 o
6 INVESTIGATION REPORT IClick here to View Neft details I Es o
MEDICINE PRISCRIPTION E3 o
8 Other n 3 o
IC|ICk here to Deletel

ICIick here to move to previous page |—>m ‘Submit Claim

Flick Arrow button to Upload documents I

Click here to Submit

O If you have more documents / receipts in claim, to share the claim Number and email
Paramount on helpdesk.intuit@paramounttpa.com



mailto:helpdesk.intuit@paramounttpa.com

After Clicking the submit tab POP-UP appears.

Please Use this Inward No. for further correspondence and to track your claim till
claim No. is generated.

It takes 24-48 Hours to generate Claim No.

In case Claim No. is not generated within 24hrs please write a mail to-
helpdesk.intuit@paramounttpa.com

Message

Documents have been uploaded successfully and Inward no isge677122

Plcase submit original claim document at the Intuit Helpdesk within 7 days after uploading
claim on portal. Payment of claim is subject to receipt of the original documents.

hile submitting claim document




e

laim Sub

mission-Covid Policy Submission

Click Claim
Submission to
upload the Covid
policy claims

Dashboard > Claim

GMC policy Claim Submission I Covid Policy Claim Submission I Parent In Law Policy Pre Post Hospitalization Deficiency Claim
o

Name
Test Employce
Test Wit
Tost Son

Test Father

Action

Gender Date of Birth Ag Relation
Male 2 Jul-1982 39 Employce jt. Upload
Female 24-Fcb-1986 36 Wife jt. Upload
Male 15-Jan-2019 3 Son t. Upload
Male 01-Mar-1947 75 Father t. Upload

Hospitalization Claim | | & Home Isolation
Hospitalization Claim | | & Home Isolation
Hospitalization Claim | | £ Home Isolation

Hospitalization Claim | | £ Home Isolation

| Click here to Upload Hospitalization claim |

ICIick here to upload home isolation cIaimI




Step 1: Patient Details(Hospitalization claims)

board > Claim Subm

(GMC policy Claim Submission Covid Policy Claim Submissior Parent In Law Policy Pre Post Hospitalization Deficiency Claim

Name

Step 1: 407

jon Patient Details

Gender Date of Birth Age Rolation Action Patient Details

Male Employee

fomale Wit All fields marked * are mandatory

Male Son oT A ) PSS

ol ot Patient Name: TESTEMPLOYEE Date of Bith : 2/07)1982 Age: kY Gender: MALE
PHSID: 8963262 TPA Claim No.: 0 TPA Claim Ext.: Relation With Insured: ~ EVPLOYEE

ICMck here to Upload Hospitalization C\almsl Date Of Admission delfmm/yyyy Date of Discharge dfmm]yyyy Please select the Date of Discharge
Date of Admissi Click "Next'
Please select the Date of Admission “ Click "Next"

To upload Hospitalization claim in Covid Policy, Click Upload
Hospitalization claim tab.

Select Date of Admission and Date of Discharge.

Click “ Next”.



Step 2: Self Declaration

v v
Pationt Details Discloimer

After clicking “Next”

Click Agree& Next, To go for next step.
Click Print, To Print Self declaration
document

To move to previous page click
“Previous’ tab.

Moo & Sgnature o th Climant

Click here tomave previous step n q m Clckbere to o for nextstep

| (Click here,To Print the Self declaration Documentl




Step 3: Claim Form —Part-A

Step3:H

Please Enter the Employee
Name , E-mail id and Phone no.

Please Enter E-mail id in Details
of insured person hospitalized.

Please Select the name of the
hospital where Admitted.

0 0

Patient Details Disclaimer Claim Form
Claim Form
CLAIM FORM - PART A .
Paramount Heaith Services & Insurance TPA Pvt. Ltd. TO BE FILLED IN BY THE INSURED B (To be filled in block letters)
IRDA License No: 006 e issue of this Form s not to be taken as an admission of liability
DETAILS OF PRIMARY INSURED:
3 pol
P o/ A
pin Code: | e T ]
. - -
E [ TPACOM ] IPIease fill the Mandatory fields I
DETAILS OF INSURANCE HISTORY:
) Currently covered by any other Mediclaim / Heaith insurance: (J U
o
" ofso/z2f0006738 :
fthe contract? 0 [
o
00
DETAILS OF INSURED PERSON HOSPITALIZED:
- [FEsT apLovee ]
e e <

Phone No: 9930368983

Pin Code

|v. rail 10 JSHRADDHA SHARMAGPARAMOUNTT PACOM

DETAILS OF HOSPITALIZATION:

| Fill the Mandatory Fields ||




Step 3: Claim Form-Part- A

DETAILS OF CLAIM:
a] Details of the treatment expenses claimed CW‘[“ Documents Submitted Check List
st no. Exponse Rs. Claim Form Duly signad |
Copy of the claim intimation
i pre-hospitalization Expenses u Main Bil
i Hospitalization Expenses - Broak-up D
I Post-hospitalization Expenses
iv Ambulance Charges
v Others (code)
Total
vi lb’rc'homwm\ zation period: Days N (Including CTIMRIIUSG I PHSE)
vii[Post-hospitalization period: Days
b] Claim for Domiciliary Hospitalization _Yes __No (if Yes, provide detalls In annexure)
c] Details of Lump sum | cash benefit claimed
Sr no Expense Rs.
Please Enter the Total
surgical Cash
A t i Critical lllness Benefit
l I IO U n . iv Convalescence
v PrelPost hospitalization Lump sum benefit
vi Others (code)
Total
E nte r t h e P | a Ce DETAILS OF BILLS ENCLOSED:
SI. No Bill No Date Issued by Towards Amount (Rs)
1 D D A M Pre-hospitalization Bills: Nos
2 D D 4 M Hospital Main Bill
F | | | t h e S | g N at ure Of 3 1 | m Post-hosptalzation Blls: Nos
4 D D A M Post-hospitalization Bills: Nos
I n S u re d 5 D D 1 [ m Pharmacy Bills
.
5 1
7
3 N
9
10
B —
F’Iease Enter the Total Amount

DECLARATION BY THE INSURED:

I hereby declare that the information furnished in the claim form is true & correct to the best of my knowledge and belief. If | have made any false or untrue statement, suppression or concealent of any material fact with respect to-questions asked in relation to this claim, my right to claim reimbrusement
shall be forfeited, | also consent & authorize TPA/ Insurance Company. to seek necessary medical information / documents from any hospital / Medical Practitioner who has attended on the person against whom this claim is made. | hereby declare that | have included all the bills / receipts for the
purpose of this claim & that | will not be making any y claim except the pre/post. ization claim, if any

ClI— | |




Step 3: Claim Form —Part B

* Click Download option, to download the Part-B form.
* To go for step 2 Click previous button

* To Take print of claim form ,Click print button

To go for the next step click Save & Next button

Note: As per Guidelines, It is mandatory to Submit Claim Form part-B for smooth processing.
Download the form and get it stamped and signed by Hospital and upload it with claim
Documents




Step 4: Bank Details

Step 4 :

Bank Details

Please enter the employee's PAN details if the claim amount is greater than ILac.

Account No. Account No Re-enter Account No. Re-enter Account No Name as per the Bank Account

IFSC Code FSC Code Bank Name & Branch Bank Name and Branc PAN No.

Upload Cancelled cheque Vicw Document

Click here to upload cancelled cheque

To go to perivous page, Click here |__.m m‘__ldick here, to Move next page

er the Bank Account

Bank details to be filled only once or while filling the first claim.
For Subsequent claims, the fields will be auto populated.
Please Upload Cancelled cheque.

Please enter the employee’s PAN details if the claim is greater than 1lac.




Step 5: Upload Document

O o o o

Patient Details Disclaimer Claim Form Bank Details Upload Document

| Click here to delete the documents |
Ste 5 . Upload Document
. A
« Upload pdffjpg format documents only.

The PDF file should not exceed more than 12 Mb. I I
Click here to View Claim form

Sr. No. Document Name Upload Delete
claim Form
1 Name View Delete
99023291_CLAIMFORM pdf = o
2 KYC DOCUMENTS $ o
NEFT DOCUMENTS
Name iew Delete
99023291_NEFT.JPEG = o
4 DISCHARGE CARD /DEATH SUMMARY /TRANSFER SUMMARY 4 L o
5 FINAL HOSPITAL BILL k3 o
6 INVESTIGATION REPORT IClick here to View Neft details I Es o
MEDICINE PRISCRIPTION E3 o
8 Other n 3 o
IC|ICk here to Deletel

ICIick here to move to previous page |—>m ‘Submit Claim

Flick Arrow button to Upload documents I

Click here to Submit

O If you have more documents / receipts in claim, to share the claim Number and email
Paramount on helpdesk.intuit@paramounttpa.com



mailto:helpdesk.intuit@paramounttpa.com

After Clicking the submit tab POP-UP appears.

Please Use this Inward No. for further correspondence and to track your claim till
claim No. is generated.

It takes 24-48 Hours to generate Claim No.

In case Claim No. is not generated within 24hrs please write a mail to-
helpdesk.intuit@paramounttpa.com

Message

Documents have been uploaded successfully and Inward no isge677122

Plcase submit original claim document at the Intuit Helpdesk within 7 days after uploading
claim on portal. Payment of claim is subject to receipt of the original documents.

hile submitting claim document




Claim submission-covid policy (Home Isolation claims)

Click Claim

policy claims

Submission to
upload the covid

Ologout

Dashboard > Claim Submission

GMC policy Claim Submission Covid Policy Claim Submission

Name Gender
Test Employce Male
Test Wife Female
Test Son Male
Test Father Male

Date of Birth
21-Jul-1982
24-Feb-1986
16-Jan-2019

0l-Mar-1947

Parent InLawPolicy | Pre Post Hospitalization |  Deficiency Claim

Age

39

Relation
Employce
Wife
Son

Father

Action

& Upload Hospitalization Claim | & Home Isolation
& Upload Hospitalization Claim | & Home Isolation
& Upload Hospitalization Claim | & Home Isolation

& Upload Hospitalization Claim | & Home Isolation

| Click here to upload Home Isolation Claims|




Step 1: Upload Home Isolation Claims

d» Claim Submission o
Patient Details
(GMC policy Cloim Subrmission Parent inLaw Poley Defieiency Claim

Gondor Dato ofBith A Rolaton Action Patient Details

Mole Kl [mployee & Uplood Hospitafzation Clam | & Home lsolaton Alfields marked * are mandatory.

fomale k) Wite & Upload Clom | & Home lsolation Pationt Name TEST EMPLOYEE Date of Birth Age: 39 Gender: MALE
Mole T5-Jon 209 ] Son 4 Upload Hosptaizeton Cloim | & Home lsolaton FHSD: TPA Clalm Na.: 0 TPAClalm B Relation With Insured : fpLove
Mole ] Father & Uplood Hospitafzation Clam | & Home lsolation

n‘___IPlease check the Patient Details and Click "Next"

| Click here o upload Home slaton Caims|




Step 2: Self Declaration

v v
Pationt Details Discloimer

After clicking “Next”

Click Agree& Next, To go for next step.
Click Print, To Print Self declaration
document

To move to previous page click
“Previous’ tab.

Moo & Sgnature o th Climant

Click here tomave previous step n q m Clckbere to o for nextstep

| (Click here,To Print the Self declaration Documentl




Step 3: Claim Form: Part-A

Step 2 : H

Please Enter Mobile No.

Enter Total Claim amount

Fill Date&Signature of claimant
Click “Save& Next”

HOME ISOLATION CLAIM FORM
PART - A

|Click here to move to previous stepl

ITo move to next, Click Save _Nextl




Step 4: Bank Details

Step 4 :

Bank Details

Please enter the employee's PAN details if the claim amount is greater than ILac.

Account No. Account No Re-enter Account No. Re-enter Account No Name as per the Bank Account

IFSC Code FSC Code Bank Name & Branch Bank Name and Branc PAN No.

Upload Cancelled cheque Vicw Document

Click here to upload cancelled cheque

To go to perivous page, Click here |__.m m‘__ldick here, to Move next page

er the Bank Account

Bank details to be filled only once or while filling the first claim.
For Subsequent claims, the fields will be auto populated.
Please Upload Cancelled cheque.

Please enter the employee’s PAN details if the claim is greater than 1lac.




Step 5: Upload Document

O o o o

Patient Details Disclaimer Claim Form Bank Details Upload Document

| Click here to delete the documents |
Ste 5 . Upload Document
. A
« Upload pdffjpg format documents only.

The PDF file should not exceed more than 12 Mb. I I
Click here to View Claim form

Sr. No. Document Name Upload Delete
claim Form
1 Name View Delete
99023291_CLAIMFORM pdf = o
2 KYC DOCUMENTS $ o
NEFT DOCUMENTS
Name iew Delete
99023291_NEFT.JPEG = o
4 DISCHARGE CARD /DEATH SUMMARY /TRANSFER SUMMARY 4 L o
5 FINAL HOSPITAL BILL k3 o
6 INVESTIGATION REPORT IClick here to View Neft details I Es o
MEDICINE PRISCRIPTION E3 o
8 Other n 3 o
IC|ICk here to Deletel

ICIick here to move to previous page |—>m ‘Submit Claim

Flick Arrow button to Upload documents I

Click here to Submit

O If you have more documents / receipts in claim, to share the claim Number and email
Paramount on helpdesk.intuit@paramounttpa.com



mailto:helpdesk.intuit@paramounttpa.com

After Clicking the submit tab POP-UP appears.

Please Use this Inward No. for further correspondence and to track your claim till
claim No. is generated.

It takes 24-48 Hours to generate Claim No.

In case Claim No. is not generated within 24hrs please write a mail to-
helpdesk.intuit@paramounttpa.com

Message

Documents have been uploaded successfully and Inward no i1 5677420

Please submit original claim document at the Intuit Helpdesk within 7 days after upleading claim on

portal. Payment of claim is subject to receipt of the oniginal documents.




Claim Submission-Parent in Law Policy

Click Claim
Submission to
upload the claims

Dashboard » Claim Submission

’ GMC policy Claim Submission | Covid Policy Claim Submission

Name Gendsr
Test Father In Low Male
Tost Mother InLow Fomale

Parcnt In Law Policy I Pre Post Hospitalization |~ Deficiency Claim

Date of Birth Age Relation
03-Nov-1845 Father In Law
20-May-1948 i Mother In Law

Action
& Upload PD Claim

& Upload PD Claim

[k here to Upload D )

aim




Step 1: Patient Details(IPD Claims)

Step 1:

Dashboard ? Claim Submission
(GMC policy Claim Submission | Covid Policy Claim Submission | [N Pre Post Hospitalization | Deficiency Claim
Nome Gonder Dote of Birth Age Relation Action
TestFother b ow Malg 0-Nov-1045 Father InLow & Upload PO Claim
Tost Mother Loy Fomale 20-Moy 1948 u Mother I Low & Uplood PO Clin

(Click here to Upload PD Claim

407

Patient Details

* Patient Details

Allfields marked * are mandatory.

Patient Name : TEST EMPLOYEE Date of Birth: 2[07/1982

Age: 39 Gender: MALE
PHSID: 3063262 TPA Claim No.: 0 TPA Claim Bxt: Relation With Insured: ~ EMPLOYEE
Date Of Admission dd/mmfyyyy Date of Discharge dafmmfyyyy

Please select the Date of Discharge

Please select the Date of Admission

-]

* To upload Hospitalization claim in Covid Policy, Click Upload

Hospitalization claim tab.

* Select Date of Admission and Date of Discharge.

* Click “ Next”.




Step 2: Declaration

Step 2:

After clicking “Next”

Click Agree& Next, To go for next step.
Click Print, To Print Self declaration
document

To move to previous page click
“Previous’ tab.

unt Health Services & Insurance Pyt Ltd.

Param

_ (Branch

Scif-declaration

cr that:
am a Policyholder of NATIONAL INSURANCE COMPANY LTD. Insurance company, bearing |
tted claim documents submitted to Paramount Health Services & Insurance TPA
sum Insured available (|

or different

lemnly affirm and declare as un
11, TESTFATHERINLAW . hereby undertake that
2.1 hereby declare that | shall not produce or claim the physical copy of th
at any other Insurer/ TPA for whatsoever reason ex

ide No. 602200/50/22/10000738
vtitd
nt to cover

rance Policy

cl. bonus) in the present Insurance policy is no

ached 1

surer wherein the certified copy of same claim documents will be

er balance claim amount from either

oc

claim amount fully and | ha
produced without any mala fide intent to claim the amount twice.
3.1shall ensure that a hard copy of claimed shall be
1shall reimbur y for the

other Insurance polici

10 the Intuit helpdesk within 30 days from the date of uploading the claim file on the portal.
1im amount in case of a fraudulent. duplicate, forged, and manipulated claim submission or if thi

orindemn

y the Insurance Compc

4.1 further assure thy

nest.

declaration is found untrue and dishc

Sincerel

Name & Signature of the Claimant

Place -
Date-

Note -

lock down is i

This decla

2. All claim docurr bmitted al

ng wit

idelines

Insurer.
NATIONAL INSURANCE COMPANY LTD.

»d on the complete set of scanned documents uploaded by the Insured through the portal. In case of any deficient document/requi e may raise

» Claim will be processed ba

s further on receipt of t documents

e quel
« Inthe meantime, Insured has to submi

jlocuments at the nearest Paramount branch

e Original Clai
> hospitalization with any other Insurance Company/TPA or anyw
surance policy is not sufficie
fied copy of same clai
- Intimation of claim should be made to TPA through Emaiil, Call. portal. or mobile app as per the defined timeline.
« All Documents submitted as scanned copies should be s

| 7o g0 to previous step click herek—m Wo go to next step Click Agree_Next|

| To print the self decalation Form click here]

re else for whats ailable

r reason except in the case where Sum Insured @
o cover balance claim an
amount twice.

« Insured will not be claiming for the sam

(incl. bonus) in the present Ir
different Insurer wherein the

nt from either s

ame or

t to cover the claim amount fully and | have other Insurance poli
documents will be produced withou ny mala fide intent to clair

-attested by Insure




Step 3: Claim Form —Part-A

Step3:H

Please Enter the Employee
Name , E-mail id and Phone no.

Please Enter E-mail id in Details
of insured person hospitalized.

Please Select the name of the
hospital where Admitted.

0 0

Patient Details Disclaimer Claim Form
Claim Form
CLAIM FORM - PART A .
Paramount Heaith Services & Insurance TPA Pvt. Ltd. TO BE FILLED IN BY THE INSURED B (To be filled in block letters)
IRDA License No: 006 e issue of this Form s not to be taken as an admission of liability
DETAILS OF PRIMARY INSURED:
3 pol
P o/ A
pin Code: | e T ]
. - -
E [ TPACOM ] IPIease fill the Mandatory fields I
DETAILS OF INSURANCE HISTORY:
) Currently covered by any other Mediclaim / Heaith insurance: (J U
o
" ofso/z2f0006738 :
fthe contract? 0 [
o
00
DETAILS OF INSURED PERSON HOSPITALIZED:
- [FEsT apLovee ]
e e <

Phone No: 9930368983

Pin Code

|v. rail 10 JSHRADDHA SHARMAGPARAMOUNTT PACOM

DETAILS OF HOSPITALIZATION:

| Fill the Mandatory Fields ||




Step 3: Claim Form-Part- A

DETAILS OF CLAIM:
a] Details of the treatment expenses claimed CW‘[“ Documents Submitted Check List
st no. Exponse Rs. Claim Form Duly signad |
Copy of the claim intimation
i pre-hospitalization Expenses u Main Bil
i Hospitalization Expenses - Broak-up D
I Post-hospitalization Expenses
iv Ambulance Charges
v Others (code)
Total
vi lb’rc'homwm\ zation period: Days N (Including CTIMRIIUSG I PHSE)
vii[Post-hospitalization period: Days
b] Claim for Domiciliary Hospitalization _Yes __No (if Yes, provide detalls In annexure)
c] Details of Lump sum | cash benefit claimed
Sr no Expense Rs.
Please Enter the Total
surgical Cash
A t i Critical lllness Benefit
l I IO U n . iv Convalescence
v PrelPost hospitalization Lump sum benefit
vi Others (code)
Total
E nte r t h e P | a Ce DETAILS OF BILLS ENCLOSED:
SI. No Bill No Date Issued by Towards Amount (Rs)
1 D D A M Pre-hospitalization Bills: Nos
2 D D 4 M Hospital Main Bill
F | | | t h e S | g N at ure Of 3 1 | m Post-hosptalzation Blls: Nos
4 D D A M Post-hospitalization Bills: Nos
I n S u re d 5 D D 1 [ m Pharmacy Bills
.
5 1
7
3 N
9
10
B —
F’Iease Enter the Total Amount

DECLARATION BY THE INSURED:

I hereby declare that the information furnished in the claim form is true & correct to the best of my knowledge and belief. If | have made any false or untrue statement, suppression or concealent of any material fact with respect to-questions asked in relation to this claim, my right to claim reimbrusement
shall be forfeited, | also consent & authorize TPA/ Insurance Company. to seek necessary medical information / documents from any hospital / Medical Practitioner who has attended on the person against whom this claim is made. | hereby declare that | have included all the bills / receipts for the
purpose of this claim & that | will not be making any y claim except the pre/post. ization claim, if any

ClI— | |




Step 3: Claim Form —Part B

* Click Download option, to download the Part-B form.
* To go for step 2 Click previous button

* To Take print of claim form ,Click print button

To go for the next step click Save & Next button

Note: As per Guidelines, It is mandatory to Submit Claim Form part-B for smooth processing.
Download the form and get it stamped and signed by Hospital and upload it with claim
Documents




Step 4: Bank Details

Step 4 :

Bank Details

Please enter the employee's PAN details if the claim amount is greater than ILac.

Account No. Account No Re-enter Account No. Re-enter Account No Name as per the Bank Account

IFSC Code FSC Code Bank Name & Branch Bank Name and Branc PAN No.

Upload Cancelled cheque Vicw Document

Click here to upload cancelled cheque

To go to perivous page, Click here |__.m m‘__ldick here, to Move next page

er the Bank Account

Bank details to be filled only once or while filling the first claim.
For Subsequent claims, the fields will be auto populated.
Please Upload Cancelled cheque.

Please enter the employee’s PAN details if the claim is greater than 1lac.




Step 5: Upload Document

B

Patient Details Disclaimer Claim Form

Bank Details Upload Document

| Click here to delete the documents |

Ste p 5 : Upload Document

* Upload pdffjpg format documents only. s The PDF file should not exceed more than 12 Mb.

ICIick here to View Claim forml

Sr.No. Document Name

claim Form

1 Name
99023291_CLAIMFORM.pdif

2 KYC DOCUMENTS

NEFT DOCUMENTS
3 Name View

99023291_NEFT.JPEG =

4 DISCHARGE CARD /DEATH SUMMARY /TRANSFER SUMMARY t
5 FINAL HOSPITAL BILL
] INVESTIGATION REPORT IC“Ck here to View Neft details I
7 MEDICINE PRISCRIPTION
8 Other

ICIick here to move to previous page I—»m Submit Claim

Click here to Submit

Upload Delete

Delete

o

Click here to Delete

I
a

e a a8 a a

e | B B BB

Flick Arrow button to Upload documents I




After Clicking the submit tab POP-UP appears.

Please Use this Inward No. for further correspondence and to track your claim till
claim No. is generated.

It takes 24-48 Hours to generate Claim No.

In case Claim No. is not generated within 24hrs please write a mail to-
helpdesk.intuit@paramounttpa.com

Message

Documents have been uploaded successfully and Inward no isgp877425

Please submit original claim document at the Intuit Helpdesk within 7 days after uploading claim on

portal. Payment of claim is subject to receipt of the original documents.




Claim submission-Pre Post Hospitalization claim

Click Claim
Submission to
upload the claims

Dashboard > Claim Submission

f
GMC policy Claim Submission  |ERENIIEMISTWIRTNUIWANN  Parent In Law Policy
L

IPD Claim Details

Name Relation Intimation No/Date Inward No/Date Claim No
Test Employee Employee ¢-2022 5694
Test Employee Employee 560

Pre Post Hospitalization

Deficiency Claim

ClaimDate  Date Of Admission

Reimbursement Main

Reimbursement Main

Claim Type Claim Sub-Type  Claim Status Action

Outstanding 8 & Upload Documents

& Upload Documents

Click here to Upload Documents

Note: Select the claim no. which you need to upload deficiency documents.




Doshboard

[CUG VTRV Covid Policy Cloim Submission

19D Claim Detals

Name

Test Employee

Test Employoe

Step 1: Patient Details(IPD Claims)

Step 1:

Claim Submission

Parent In Law Policy

zatior Deficiency Claim

Relation Intimation NofDate Inword NoJDate Claim No

Claim Date Date Of Admission
Employee

Camfype  ClimSu-Type  CloimStatus

Action

(lick here to Upload Documents

Hospitalization claim tab.

* Click “ Next”.

407

Patient Details

* Patient Details

Al

fields marked * are mandatory.
Patient Nome: TESTEMPLOYEE Date of Birth: 2forhoe Age: % Gender: MALE
PHSID: 8963262 TPA Claim No.: 0 TPA Claim Bxt.: Relation With Insured: ~ EVPLOYEE
Date Of Admission dd/mmy/yyyy Date of Discharge dafmmfyyyy

YWYy Please select the Date of Discharge
Please select the Date of Admission

-]

To upload Hospitalization claim in Covid Policy, Click Upload

Select Date of Admission and Date of Discharge.



Step 2: Declaration

Step 2:

After clicking “Next”

Click Agree& Next, To go for next step.
Click Print, To Print Self declaration
document

To move to previous page click
“Previous’ tab.

unt Health Services & Insurance Pyt Ltd.

Param

_ (Branch

Scif-declaration

cr that:
am a Policyholder of NATIONAL INSURANCE COMPANY LTD. Insurance company, bearing |
tted claim documents submitted to Paramount Health Services & Insurance TPA
sum Insured available (|

or different

lemnly affirm and declare as un
11, TESTFATHERINLAW . hereby undertake that
2.1 hereby declare that | shall not produce or claim the physical copy of th
at any other Insurer/ TPA for whatsoever reason ex

ide No. 602200/50/22/10000738
vtitd
nt to cover

rance Policy

cl. bonus) in the present Insurance policy is no

ached 1

surer wherein the certified copy of same claim documents will be

er balance claim amount from either

oc

claim amount fully and | ha
produced without any mala fide intent to claim the amount twice.
3.1shall ensure that a hard copy of claimed shall be
1shall reimbur y for the

other Insurance polici

10 the Intuit helpdesk within 30 days from the date of uploading the claim file on the portal.
1im amount in case of a fraudulent. duplicate, forged, and manipulated claim submission or if thi

orindemn

y the Insurance Compc

4.1 further assure thy

nest.

declaration is found untrue and dishc

Sincerel

Name & Signature of the Claimant

Place -
Date-

Note -

lock down is i

This decla

2. All claim docurr bmitted al

ng wit

idelines

Insurer.
NATIONAL INSURANCE COMPANY LTD.

»d on the complete set of scanned documents uploaded by the Insured through the portal. In case of any deficient document/requi e may raise

» Claim will be processed ba

s further on receipt of t documents

e quel
« Inthe meantime, Insured has to submi

jlocuments at the nearest Paramount branch

e Original Clai
> hospitalization with any other Insurance Company/TPA or anyw
surance policy is not sufficie
fied copy of same clai
- Intimation of claim should be made to TPA through Emaiil, Call. portal. or mobile app as per the defined timeline.
« All Documents submitted as scanned copies should be s

| 7o g0 to previous step click herek—m Wo go to next step Click Agree_Next|

| To print the self decalation Form click here]

re else for whats ailable

r reason except in the case where Sum Insured @
o cover balance claim an
amount twice.

« Insured will not be claiming for the sam

(incl. bonus) in the present Ir
different Insurer wherein the

nt from either s

ame or

t to cover the claim amount fully and | have other Insurance poli
documents will be produced withou ny mala fide intent to clair

-attested by Insure




Step 3: Claim Form —Part-A

Step3:H

Please Enter the Employee
Name , E-mail id and Phone no.

Please Enter E-mail id in Details
of insured person hospitalized.

Please Select the name of the
hospital where Admitted.

0 0

Patient Details Disclaimer Claim Form
Claim Form
CLAIM FORM - PART A .
Paramount Heaith Services & Insurance TPA Pvt. Ltd. TO BE FILLED IN BY THE INSURED B (To be filled in block letters)
IRDA License No: 006 e issue of this Form s not to be taken as an admission of liability
DETAILS OF PRIMARY INSURED:
3 pol
P o/ A
pin Code: | e T ]
. - -
E [ TPACOM ] IPIease fill the Mandatory fields I
DETAILS OF INSURANCE HISTORY:
) Currently covered by any other Mediclaim / Heaith insurance: (J U
o
" ofso/z2f0006738 :
fthe contract? 0 [
o
00
DETAILS OF INSURED PERSON HOSPITALIZED:
- [FEsT apLovee ]
e e <

Phone No: 9930368983

Pin Code

|v. rail 10 JSHRADDHA SHARMAGPARAMOUNTT PACOM

DETAILS OF HOSPITALIZATION:

| Fill the Mandatory Fields ||




Step 3: Claim Form-Part- A

DETAILS OF CLAIM:
a] Details of the treatment expenses claimed CW‘[“ Documents Submitted Check List
st no. Exponse Rs. Claim Form Duly signad |
Copy of the claim intimation
i pre-hospitalization Expenses u Main Bil
i Hospitalization Expenses - Broak-up D
I Post-hospitalization Expenses
iv Ambulance Charges
v Others (code)
Total
vi lb’rc'homwm\ zation period: Days N (Including CTIMRIIUSG I PHSE)
vii[Post-hospitalization period: Days
b] Claim for Domiciliary Hospitalization _Yes __No (if Yes, provide detalls In annexure)
c] Details of Lump sum | cash benefit claimed
Sr no Expense Rs.
Please Enter the Total
surgical Cash
A t i Critical lllness Benefit
l I IO U n . iv Convalescence
v PrelPost hospitalization Lump sum benefit
vi Others (code)
Total
E nte r t h e P | a Ce DETAILS OF BILLS ENCLOSED:
SI. No Bill No Date Issued by Towards Amount (Rs)
1 D D A M Pre-hospitalization Bills: Nos
2 D D 4 M Hospital Main Bill
F | | | t h e S | g N at ure Of 3 1 | m Post-hosptalzation Blls: Nos
4 D D A M Post-hospitalization Bills: Nos
I n S u re d 5 D D 1 [ m Pharmacy Bills
.
5 1
7
3 N
9
10
B —
F’Iease Enter the Total Amount

DECLARATION BY THE INSURED:

I hereby declare that the information furnished in the claim form is true & correct to the best of my knowledge and belief. If | have made any false or untrue statement, suppression or concealent of any material fact with respect to-questions asked in relation to this claim, my right to claim reimbrusement
shall be forfeited, | also consent & authorize TPA/ Insurance Company. to seek necessary medical information / documents from any hospital / Medical Practitioner who has attended on the person against whom this claim is made. | hereby declare that | have included all the bills / receipts for the
purpose of this claim & that | will not be making any y claim except the pre/post. ization claim, if any

ClI— | |




Step 3: Claim Form —Part B

* Click Download option, to download the Part-B form.
* To go for step 2 Click previous button

* To Take print of claim form ,Click print button

To go for the next step click Save & Next button

Note: As per Guidelines, It is mandatory to Submit Claim Form part-B for smooth processing.
Download the form and get it stamped and signed by Hospital and upload it with claim
Documents




Step 4: Bank Details

Step 4 :

Bank Details

Please enter the employee's PAN details if the claim amount is greater than ILac.

Account No. Account No Re-enter Account No. Re-enter Account No Name as per the Bank Account

IFSC Code FSC Code Bank Name & Branch Bank Name and Branc PAN No.

Upload Cancelled cheque Vicw Document

Click here to upload cancelled cheque

To go to perivous page, Click here |__.m m‘__ldick here, to Move next page

er the Bank Account

Bank details to be filled only once or while filling the first claim.
For Subsequent claims, the fields will be auto populated.
Please Upload Cancelled cheque.

Please enter the employee’s PAN details if the claim is greater than 1lac.




Step 5: Upload Document

O o o o

Patient Details Disclaimer Claim Form Bank Details Upload Document

| Click here to delete the documents |
Ste 5 . Upload Document
. A
« Upload pdffjpg format documents only.

The PDF file should not exceed more than 12 Mb. I I
Click here to View Claim form

Sr. No. Document Name Upload Delete
claim Form
1 Name View Delete
99023291_CLAIMFORM pdf = o
2 KYC DOCUMENTS $ o
NEFT DOCUMENTS
Name iew Delete
99023291_NEFT.JPEG = o
4 DISCHARGE CARD /DEATH SUMMARY /TRANSFER SUMMARY 4 L o
5 FINAL HOSPITAL BILL k3 o
6 INVESTIGATION REPORT IClick here to View Neft details I Es o
MEDICINE PRISCRIPTION E3 o
8 Other n 3 o
IC|ICk here to Deletel

ICIick here to move to previous page |—>m ‘Submit Claim

Flick Arrow button to Upload documents I

Click here to Submit

O If you have more documents / receipts in claim, to share the claim Number and email
Paramount on helpdesk.intuit@paramounttpa.com



mailto:helpdesk.intuit@paramounttpa.com

After Clicking the submit tab POP-UP appears.

Please Use this Inward No. for further correspondence and to track your claim till
claim No. is generated.

It takes 24-48 Hours to generate Claim No.

In case Claim No. is not generated within 24hrs please write a mail to-
helpdesk.intuit@paramounttpa.com

MOSSOgO
Documents have been uploaded successfully and Inward no is: 5877431

Please submit original claim document at the Intuit Helpdesk within 7 days after uploading claim on
portal. Payment of claim is subject to receipt of the original documents.

Inward No. while submitting claim document

=]




u

bmission- Deficiency documents

Ologout

Dashboard > Claim Submission

GMC policy Claim Submission |~ Covid Policy Claim Submission | Parent InLaw Policy | Pre Post H ation

1PD Details

Name Relation Intimation No,Date Inward No/Date Claim No. Claim Date Claim Type Claim Sub-Type  Claim Status Action

Test Employee Employee 5568012/20-Aug-2022 5694652/ /0 20-Sep-2022 Reimbursement Main Outstanding | & Upload Deficiency Documents
Test Employee Employee 5566120/19-Aug-2022 20-Sep-2022 Reimbursement Main Outstanding & Upload Deficiency Documents
OPD Details

Name Relation Intimation No,/Date Inward No/Date Claim No. Claim Date Claim Type

Claim Status Action

Click here to Upload Deficiency Documents




