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Pre / Post Hospitalization claim

Click Claim
Submission to
submit the claims

Dashboard » Claim Submission
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Action

o
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Step 1: Patient Details

Step 1:

Patient Details
1P Cloin etols i Allfields marked * are mandatory
HName Relation Intimation NofDate Inward NofDate Claim No ClimODate  Date Of Admission Claim Type CloimSub-Type  Claim Stotus Action p
Lo Patient Name: TESTEMPLOVEE Date of Birth: afo7hesz
Lo PHSID: se63262 TPAClaim No.: 0
Date Of Admission Date of Discharge

Click here to Upload Documents

Please select the Date of Admission |

Age: 3
TPA Claim bxt.:

ddjmmyyyy

- i

Gonder: MALE

Relotion With Insured: ~ EMPLOYEE

Please select the Date of Discharge

* Click “Upload documents” tab.
* Please Add Date of Admission and Date of Discharge.
* Click “ Next”.




Step 2: Self Declaration
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Step 3: Claim Form — Part A

Patient Detoils Disclaimar Ciaim Form
Claim Form
. CLAIM FORM - PART A
Step 3 . Paramount Hoalth Sarvices & Insurance TPA Pvt. Ltd. TO BE FILLED IN BY THE INSURED - (To be filed In block letters)
JROA Licenas No: 008 ha issue of this Farm is not to bo taken os an o
DETAILS OF PRIMARY INSURED:
. 1

Please Enter the mandatory fields P
highlighted in red: — !

l —_ I|,.rumm—;wnw.\(:‘mu:u.mow\wu_uw

1.Employee Name

] IPIease fill the Mandatory fields I

2.Phone no.
3.Name of Hospital

4. Total amount to be claimed
5. Place & Signature -

ediclaim | Healt

dl by ony ther Mediclaim | Health insurance

ny Nama

DETAILS OF INSURED PERSON HOSPITALIZED:
o [f=s7 spariovee

Phone No: DOS0368083

Evozh=sez 1

| Fill the Mandatory Fields |}

Injuryilinessiaternity

o) Dote of Admission: Z7/oe/2022

resNo

| Dote of Deliver

n) Time:




Step 3: Claim Form — Part A

DETAILS OF CLAIM:
o] Details of the treatment oxponses claimed [eiaim Documents Submitted Chec List
] Glaim Form Duly
S no. Exponso Rs.
i Pre-hospitalization Expenses
Hospitalization Expenses
il Post-hospitalization Exponses
iv Ambulance Charges
v Others {code)
Total
vi ‘on- hospitalization period: Days TINGILEO1 )
i ‘Pos!- hospitalization period: Days
b] Claim for Domiciliary Hosprtalization |_lves |_No (if Yes, provide detalls In annexure)
¢| Details of Lump sum | cash benafit claimed
S no. Exponse Rs.
i Hospital Daily Cash
Surgical Cash
iii Critical llinass Benofit
iv Convalescance
v PrelPost hospitalization Lump sum benefit
vi Others (code)
Total
DETAILS OF BILLS ENCLOSED:
Sl No Bill No Date Issued by Towards Amount (Rs)
1 D 0 M M Pre-hospitalization Bills: Nos
2 D D M Hospital Main Bill
3 DD |M]|M Post-hospialization Bills: Nos
4 D D M M Y Posl-hospitalization Bills: Nos
5 D D M M ¥ Pharmacy Bilis
6 DD |mM|[m
T D D '] A
8 D| D $ | M
9 D (D |[m|M
10 C D ™
K ]
Flease Enter the Total Amount jeg

DECLARATION BY THE INSURED: -

| hereby declare that the information furnished in the claim form is true & comect 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, lo seek necessary medical information / documents from any hospital / Medical Practifioner 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 supplementary claim except the pre/post-hospitalization claim, if any — ]

3 ] | Pm— |




Step 3: Claim Form — Part B

CLAIM FORM PART B

Click here, to previous step _._m m.___l Click here, to move next step I

Click here, to Download claim form

claims. Download Claim Form Part B L_:;' tstamped and s E_}:‘:-:i by hospital and upload it wirh claim documents

* Download the Claim Form B by clicking “Download” button

* Please take a printout of the Claim Form B and fill in the details yourself and by the
hospital where you have your IPD / pre/ post hospitalization claims and get the form
stamped and signed by the hospital.

* 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 : H

Bank Details

Plecse enter the employee’s PAN details if the claim amount is greater than lLoc.

Account No. Account No Re-enter Account No. fe-onter Account No Narme as per the Bank Account
FSC Code FSC Cod Bank Name & Branch Bank Name ondBranc PAN No.
Upload Cancelled cheque 2 | ChooseFile | N file chosen View Document

Click here to upload cancelled thequel——-—" RS

To go to perivous page, Click here |_.m Click here, to Move next page

* Bank details to be filled only once or while filling the first claim.

* For Subsequent claims, the fields will be auto populated.

* Please upload personalized cancelled cheque with name mentioned on cheque leaf
* Please enter employee’s PAN details if the claim is greater than INR 1 lakh




Step 5: Upload Document

© @ © ©

Patient Details Disclaimer Claim Form Bank Details Upload Document

| Click here to delete the documents |
S t . Upload Document
e p - The PDF file should not exceed more than 12 Mb
.
* Upload pdtfjpg format documents only. = The PDF file should not excoed more than 12 Mb.

I Click here to View Claim forml
Sr. No. Document Name Upload Dalete

claim Form

Delete
a

1 Name

99023291_CLAIMFORM.paf

2 KYC DOCUMENTS EA o

NEFT DOCUMENTS

3 Nome \iew Delote

95023201_NEFT.IPLG - -
4 DISCHARGE CARD /DEATH SUMMARY [TRANSFER SUMMARY f L o
5 FINAL HOSPITAL BILL L o
8 INVESTIGATION REPORT ICﬁCk here to View Neft detailsl £ -}
7 MEDICINE PRISCRIPTION 3 o
8 Other ES o

Click here to Delete

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

Flick Arrow button to Upload documents I

Click here to Submit

e Each PDF file Should not exceed more than 12Mb.



In case you miss uploading any
mandatory fields / documents
under Step 5 (Upload documents),
a pop-up message will appear
indicating you to upload
documents.

After uploading documents in
respective sections click “Submit
claim”

Please upload documents to proceed furthur!

Upload Document

+ Upload patfjpg tormat documents only, +] Th PDF fils should not exceed mare than 12 Mb. Hlmponanl |

§t.No. Document Name
¢laim Form
1 Name
00023251 CLAMFORMpd!
2 KYC DOCUMENTS

NEFT DOCUMENTS
Name

90023291_NEFTPOF

DISCHARGE CARD [DEATH SUMMARY [TRANSFER SUMMARY

FINAL HOSPITAL BILL
[ INVESTIGATION REPORT
7 MEDICINE PRISCRIPTION
8 Othar

Message

-

View

Tpoad
Delate
L]

]

Delote

|

F
i
4
i
4

Click here to upload the documents in respective buckets I




Message

Documents have becn uploaded successfully and Inward no isge677122

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.

submitting claim document

Please use this Inward No. for further correspondence and to track your claim till a claim No. is generated.
It takes 24-48 Hours for Paramount to generate Claim No.

You can view your Claims No. under Track your Claims section

In case Claim No. is not generated within 48 hrs please write a mail to- helpdesk.intuit@paramounttpa.com




Track your claim:

Dashboard * Track Cl

Track Claim Details
SNSRI Covid Cloim Details | Parent in Law Claim Details Click here to Track your Claim for IPD claims
Click here to Trac PD Claim Details HIPD Claims Listed here |
Your Claims

Name Gender Date of Birth Age Relation Inward No Inward Date Claim No Claim Date Documents Action

n ' Test Employea Malg ) Employee 5718157 18-0cl-2022 5730484 20-0ct-2022 @ Track Your Claim

n . n Tast Employee Male 2-Juk1982 ki Employoo 5568012 20-Aug-2022 5604652 28-S0p-2022 & Track Your Claim

» Test Employeo Male 2-Juk-1982 3 Employce 6566120 18-Aug-2022 5604675 20-S0p-2022 @ Track Your Claim

Test Employee Male 2k Juk-1082 kil Employoe 0 X Addfedit | ®View @ Trock Your Cloim
Test Employee Male 2 Juk1982 k] Employoe 0 L Addfedit | @ View @ Track Your Claim
|OPDIDenluINision Claim Do:ui!s|<-|0PD Claims Listed here IChck here to Add/ Edit Submitted documents
Name Relation Intimation No/Date Inward No/Date ClaimNo.  Claim Date Claim Type Claim Sub-Type Claim Status Documents Action
TEST WIFE Wile | 576475/ 18-0ct-2022 2748843 18-0ct-2022 Reimbursement Main utstanding @ Trock Your Claim
Tast Employee Employeo | Aug-2022 DAddfEdt ® View B Track Your Claim
Tost Employoo Employeo | DAddfEdit ® View 8 Track Your Claim
Tost Employeo Employee | DAdd/Edit ® View 8 Track Your Claim

Click here to Track your Claim for OPD claims




Downloading filled in Claim Forms
e Claim Eorm will be available to

Inward No.: ST515T Inword Date Claim No.: 4 Claim Date: 20-0et-2022
download under Track Your Claims tab bothame: Tostnplyes s i coner: o po—" ey
. - Hospital Nome : Tota Memarial Kospitol State: Mohorashtra City: Mumbai
once the claim no. is generated —
Sum Insured: 00000 Admission Date Discharge Date: Hospitalization Days: 5

Diagnosis: Claim Type: Fumbursement Claim Status: Claim File Re
a n ‘ n ‘ n Bl Amount: 8000 Sottiod Amount: t

u ° n Bill Details +
NEFT Details +
a SMS Communication Details L
Email Communication Details +
Viow Documents +
Claim Status will be seen here | Click here to viewsubminedDocumenlsl
View Documents -
Sr. No. Document Name
1 CCN COPY
claim Form Document Namao View
5730484 _Lpdf @
2 Click here to Download filled in Claim forms | EEE e ®
5730484_3.pdf @
5730484 _4.pd! @

(5]

AL Document

4 KYC DOCUMENTS

NEFT DOCUMENTS

DELAY INTIMATION / SUBMISSION DOCUMENTS

N~ @ o

DISCHARGE CARD [DEATH SUMMARY /TRANSFER SUMMARY



Claims submission and settlement process

1. Claim Number Generation:
Employee submits a claim on Paramount portal, Inward No. is generated followed by a Claim No. (3 to 5 working
days)

2. Claims review of soft copy documents by Paramount:

Paramount will review the claims on the portal within 5 to 7 working days of claim no. generation

a. Documents and receipts submitted are as per policy terms, claims are approved and pending for submission
of hard copies

b. In case shortfall / deficiency documents, Paramount will raise the deficiency request for submission of
additional / missing documents (can be submitted via portal)

3. Hard copy document submission:
Employee to submit hard copy of the documents within 1 week of submitting claims on the portal including
deficiency documents.



Submit the following in an envelope with your name, mobile#, Inward No. written on the envelope at the Intuit
paramount helpdesk or drop box at building 8, ground floor reception OR

Courier the documents to Paramount office directly to the below address:

Paramount Health Services & Insurance TPA Pvt. Ltd

Janardhan Towers, No.133/23rd Floor,

Residency Road, BANGALORE-560025

Note: Please ensure INWARD no. is mentioned on the folder/courier cover

*  Original receipts of the consultation, prescription, test reports and any other medical expenses

4. Claims approval:

Paramount approves the claims within 7 to 10 working days from the date of hard copy documents submission
and sent to insurer for claims settlement

5. Claims Settlement:

Insurer settles the claims by processing the payment directly to employee’s bank account within 7 to 10
working days

*Please note that the timelines indicated above might take longer incase of holidays / increase in volume of
claims



