RITES LTD./ HR BRANCH/ CORPORATE OFFICE/ GURUGRAM

RITES/HR/Ins/GMC/lD/ZOZZ
Dated: 23.05.2022

CIRCULAR

Sub:  Group Mediclaim Insurance Plan for contractual employees and their spouse valid from 12.05.2022 to
11.05.2023

2. Steps to download E-cards:
Step 1: Log on to Porta| URL https://saralbima.iffcotokio.co.in
Username: C2047415
Password: Rites123
Step 2: Search from Policy number
Policy Number: H1003638
Step 3: Click on Member to look for Employee Code
Step 4: Click on the filter option next to Em
click “APPLY”.

Step 5: After Clicking on Apply, all the members covered in the Employee Policy will be shown.

From here, click on the FACESHEET to download the E-cards. Once clicked on FACESHEET, the
cards will appear enabling you with an option to download the same.
The policy can be accessed from the same portal under
No. “H1003638" in the space provided,

ployee No and search for the desired Employee code and

“Policy Information” after submitting the Policy

3. Procedure for Claim in Mediclaim Polic
can be made:

3.1. Cashless Type
3.2. Reimbursement Type

y: There are two types where the claim in group Mediclaim policy

3.1. Procedure for Cashless Claim:

Cashless facility is available only at network h
website: https://www.iffcotokio.co.in/contac
Is also provided on the same website.

ospital/s and the list of network

hospitals is available at the
t-us?tab=hospital, The list of ex

cluded/blacklisted hospital

3.2, Procedure for Reimbursement Claim:
To avail the reimbursement facility,

reimbursement claim forms and documents need to be sent to the
below given concerned person:

Mr. Suresh (assistant47.os@ext.lffcotokio.co.fn)
Contact No.-0124-4722104

IFFCO Surendra Jhakhar Bhavan

4th Floor, Plot No. 3, Sector 32

Gurugram, Haryana - 122003




Kindly Note:-

Claim form Part A is to be filled by the insured and claim form Part B is to be filled in by the hospital
duly signed and stamped. Claim form (Part - A & Part - B) is enclosed herewith.

Escalation matrix:

(Concerned person to be contacted in case of assistance needed and prior to the admission)

LEVEL NAME EMAIL ID CONTACTNOS. |
| Level Mr. Chhotelal Prasad Chhotelal.os@ext.iffcotokio.co.in 0124-4722014

Il Level Dr. Poonam B Gilani poonam.gilani@iffcotokio.co.in 0124-4722011, 9319635346
liWLevel | DOr. Pradeep Sharma pradeepl.sharma@iffcotokio.co.in 9599054906

4. All SBU Heads are requested to provide details of the spouse of contract employees who have recently
joined/ married or have not shared details of their spouse earlier on the email ID
himanshulal@rites.com and nafisur.rahman@rites.com in the following format. For any further enquiry
please contact: 0124-2818263
S.No. | Emp.No. | Emp.Name | SBU Spouse details Date of Marriage Remarks—’

Name | D.0.B | Gender

5. All SBUs are requested to kindly bring the contents of the circular to the notice of all contractual
Employees working under their control for their information.

(Himanshu C Lal)
Assistant Manager/HR

Addressed to:

All divisional/ SBU Heads in Shikhar, Srijan & Scope Minar, Delhi
All Regional Project Offices

All Regional Inspection offices

GGM/UI-Mumbai, GM/UT-Bangalore, GM/HW-Kolkata

GM/FE, Company Secretary

GC to DMRC/ Lodhi Road, New Delhi

GC to BMRCL, Bangalore

Secretary/ Concert

Notice Boards

EA/DGM/ Secy. to CMD, DP, DF, DT & CVO
For kind information of CMD, DP, DF, DT & CVO please

AGM (IT) - To kindly get the above circular uploaded on RITES website

Enclosure:

Process for downloading e-cards and policy copy
Claim Form (Part A & Part B)



steps to download E-Cards:

Log on to Portal URL https://saralbima.iffcotokio.co.in/

Step 1: Login with the below mentioned credentials
Username: C2047415
Password: Rites123

. 3> C & medcaimsiffcotokio.coin/pryveb/wyMalPEFMI-sASk-0rMbLaasSNSFACAq /JSTANDARD e e

! Apps M Gmal Z¥ RMESESSPortal @ E-office @ Ermnil

EMEMAL (HEUNANG

Myskurait Kaho

8 cao047415 ,

Forgot Password/Change Password

If you are a Health Underwriting user,ITGI Health Claims User,Cammercial Underwriting user, Please use this URL

https://partner.iffcotokio.co.in

For Downloading E-cards from the Parents policy, only the Policy number has to be changed. Rest all the
mentioned steps remains the same.

Step 2: Search from Policy number

Policy number:'H1003638

& > C & medidsimsificotolio.coin/prweb/3CT1HzyBQNOT PYEITIMNNCIRMIRAXIIN'/ISTANDARD7pzPost Data = 392962355 o2t A

5 Appr M Gmad ZF RTESESSPoral @ Eoffice @ Emad

JTGI HEALTH CLAIMS PORTAL RITES LIMITED

policy Information Pollcy

Claim

et Lnks CORPORATE
Health Porcsl Z S

Policy Information
Polcy number

1003634




Step 3: Click on Member to look for Employee Code

€« > C & mediclairns.iﬁmtokic.co.inlpmeb,’SC?IH:)‘BQNO'IFY[(T{mNNclﬂMQRAxQJI\"IISTANDI\RD?szostDalaLSQZQGZE55

i Apps M Gmal £ RTESESSPortal @ E-ofice @ Email

ITGI HEALTH CLAIMS PORTAL RITES LIMITE
[y
Policy Information
Claim CORPORATE
Helpful Links
Policy Information
Health Portal Policy number
Policy Number Policy Start Date Palicy End Date
H1003638 12/05/2022 11/05/2023 Member }
Once you select Member, the screen will look like this
€ > C & medidsimsiffcotokio.co.in/prweb/3CT1HzyBQNo1 PYEZImNNCIRMIRAGIh*ISTANDARD?pzPostData=-292962355 T

3 Apps M Grad 2 RTESESSPoral @ E-office @ Emad

ITGI HEALTH CLAIMS PORTAL

Palicy Information

laim CORPORATE

1elpful Links
Policy Information

{ealth Portal Policy number

H1003638

Policy Start Date Policy End Date

H1003638 12/05/2022 11/05/2023 Aember

Generate Cards For All Members Download Active Member List 1213145

|H1003638-100033-00 100033 Facesheet ‘
H1003638-100192-00 100192 Facesheet
\H1003638-100192:01 100192 Facesheet

‘

|H1003638-100233-00 100233 Facesheet




Step 4: Click on the filter option next to Employee No and search for the desired Employee code and
click “APPLY".

€« > C @& mediclaimsiffcotokio.coin/prweb/3C71HzyBQNo1 PYEt7ImNNcIRMARAGIR /ISTANDARD? pzPostData=-392962355 11

i Apps M Gmail = RIESESS Portal @ E-office @ Email

Policy Information Generate Cards For All Members Download Active Member List 1 S=e

Claim
Helpful Links Employee No
Health Porial |H1003638-100033-00 Clear Filter - |Facesheet 1
O 100033 ~ | |
‘H1003638-100192-00 O 100192 B |Facesheet ,
O 100233 |
H1003638-100192-
l 92-01 O 100290 Facesheet
| |
H1003638-100233-00 O 100307 |Facesheer \
O 100329 1 :
|H1003638-100233-01 O 100373 +  |Facesneer
1
| \ | |
|H1003638-100290-00 ; Search Text - ‘Fa(esheel |
| | |
H1003638-100290-01 - |Facesheet |
| |
| |
|H1003638-|00307-00 Apply “ Cancel ] |Facesheet i
iH100363&100307-01 100307 Facesheet \|
|H1003638-100329-00 100329 Facesheet }
L

Step 5: After Clicking on Apply, all the members covered in the Employee Policy will be shown as the
below given screenshot.

¢ > C (@ medidaimsificotokio.coin/prweb/3C71HzyBQNoTPYETIMNNARMIRASINYISTANDARD ?pzPostData=-392962355 % @ o |

31 Apps: M Gmai Z7 RMESESPortal @ Eoffice @ Emad

CORPORATE
Policy Information
{ealn Portal Policy number
oo
Policy Number Policy Start Date Policy End Date
H1003633 12/05/2022 11/05/2023 Member
el
gl Generate Card For Family Members

Mem Employee No

H1003638-100290-00 100290 Facesheet |

H1003638-100290-01 100290 Facesheet |




From here, click on the FACESHEET to download the E-cards.

s M Gmal Z¥ RTESESSPoral @) E-ofice @ Emad

ITGI HEALTH CLAIMS PORTAL

Generate Card For Family Members Download Active Member List
Member 1D Emp\oyee No

{H1003638-100250-00 100290 Eacesheer

«

H1003638-100290-01 100250 Facesheer «f

Palicy No : H1003638 ME_
ID No - H1003638-10029 e
Name . e
Age :

Proposer

Relation : SELF

Group Name : RITES UMITED

Valid From T 12-May-2022 To 11-May-2023

Contact us- 01244225499 | Toll free no. 18001035499

Dowridoad <
-

Once clicked on FACESHEET, the cards will appear like this enabling you with an option to download the
same.

> C & meﬁdam\s.‘rﬂmlokiomwpnﬁhlsc‘lm:yaoumP\‘Er?lmHNcmM?ﬂAﬂIh-,qsmND,s_qD;plp.,;toal,;:.39235:_;55 UL T ¢




Ao Y IFFCO-TOKI0 General Insurance Company Limited

GENERAL INSURANCE . CLAIMFORM-PARTA
Muskurate Raho

TO BE FILLED IN BY THE INSURED

The Issue of this Form Is not to be taken as an admission of liability
(To be filled in block letters)

. . DETALSOFPRIMARYINSURED
2)PoicyNo. | b) SI. No./Certificate No.
c) Company/TPA 1D No,
d) Name

) Address

—_ —

City
State Pin Code
Ph. No. Emall ID

DETAILS OF INSI.’.IRA'NGE‘ HISTORY g :
a) Cumrently covered by any other Mediclaim/Health Insurance Yes No
b) If yes, Company Name I | I —[
Policy No. Sum Insured (%)
¢) Date of commencement of first Insurance without break OO ALY f (Copies of Policies to be attached)

d) Have you been hospitalized in the last 4 years? (since inception of the Yes l [ No I [ Date I oD/
contract)

Diagnosis
e) Have you been covered by any other Mediclaim/Health Insurance in last 4 years Yes No

pityes,Companyame | | [ | | [ [ [ [ [ [ [T TTT[[TTI]]I |

.. . DETAILSOFINSUREDPERSONHOSPITALIZED =
2) Name 1 | I D B I I O A O A
b) Gender Male Female c) Age years months d)DateofBith | DO /. i/ <"
¢) Relationship to Primary Self Spouse |child |  |Father [Mother |
jnsured Other. (Please Specify)
f) Occupation Service Self Employee [Homemaker [ [student | [Retired |
Other (Please Specify)
Address (if different
from above)
City
State Pin Code
Ph. No. EmallID 2
R e e e " DETAILS OF HOSPITALIZATION T _ ‘
2) Neme of Hospilal where Admitied | | | | | [ [ 1 [ LT T T
b) Room Category occupied Day Care Single occupancy Twin sharing 3 or more beds per room
¢) Hospitalization due 10 Injury I [ liness Matemity
d) Date of Injury/Date of Disease first delected/Dale of Delivery YT
o) Date of Admission | __/__! [ Time [9) Date of Discharge | __ /.1 h) Time
i} #f injury give cause ]Seﬂ Inflicted Road Traffic Accident
Subslance Abuse/Alcohol consumption I. If Medico lagal Yes No
il. Reported to pofice Yes | [ No lil. MLC Report & Police FIR altached Yes No
J) System of Medicine
k) Date of Surgery — /__/______|hClaimInimated [ Yes [ | No
I. Intimated to whom SBU Intermediaries Call Centre Health Claims Team
il Infimatinn Nn & data I I rl J | I I [ [ | | [} Il




DETAILS OF CLAIM
tails of the treatment expenses claimed ;

i. Pre-hospltalization Expenses | * il. Hospitalization Expenses

iii. Post-hospitalization expenses | * iv. Health-Check up Cost >

v. Ambulance Charges Y vi. Others (code) ] ' I 3

vil. Pre-hosplitalization period days Total :

vill. Post hospltalization period  days
b) Claim for Domiciliary Hospitalization rYes [ I No I (If yes, provide detalls in annexure)
¢) Details of Lump sum/cash benefil claimed
" i. Hospital Daily Cash . il. Surgical Gash
iii. Critical llness Benefit i iv. Convalescence
v. Pre/Post hospitalization Lump | * vi. Others ¢
sum benefit
Total i
""" |Operation Theatre Notes
ECG '
Copy of the claim intimation. Doctor's request for investigation
Hospital Main Bill Investigation Reports (CT/MRI/USG/HPE)
Hospital Break - up Bill : Doctor's Prescriptions
Hospital Bill Payment Receipt Pre-Hosp. Bills
Hospital Discharge Summary Post-Hosp. Bills
Phamacy Bil Others
. DETALS OF BILLS ENCLOSED
S). No.| BillNo. Date Issued by Towards (Hospitalization/Pre-hospitalization/ Amount (%)
Post-hospitalization

1 I8y JEINY

2 DD JIAN

3 DD MY

4 DD/ M LY

5 DD /1444 £ Y

6 oD 1]

7 DO f 144 )

8 DOMRIAL

9 [s1ef 2100}

10 UL frasg

Do you want to opt for Automatic Reinstatement of Sum Insured in the event of a claim? If, Yes, applicable premium at short period rates would be
deducted from the claim amount due o you. This reinstated sum will not be available for the same hospitalization. 1t will be available for treatment
(other than certain chronic diseases) including the same iliness or disease but separate Independent case ofhospitalization

which are nof case of relapse within 45 days of first hospitalization. Please contact the agenour office for further delalls; [ Yes | | NoJ

Y INSURED!S BANK ACCOUNT (Please submita cancelled cheque copy for NEFT)
a) PAN b) Account Number
c) Bank Name and Branch
d) Cheque/DD Payable detalls e) IFSC Code

T DECLARATIONBYTHEINSUR |
| hereby declare that the information furnished In this claim form s true & correct to the best of my knowledge and belief, If | have made any false
or untrue statement, suppression or concealment of any material fact with respect o questions asked In relation to this claim, my right to ciaim
reimbursement shall be forfeited. | also consent & authorize TPA/Insurance company, lo seek necessary medical Information/documents from any
hospitat’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 supplementary claim except the pre/post-hospitalization claim, if any,

T AR - S e T T St L
a2y "T“-,\;.'g,’ ¥ "é’:‘ - Selee Lo

Place: Date: /i) gnalure of the Tnsure

Important:
1. Please submit copy of valid Photo ID.
2. For clalmed amount above 1 lac, it s mandatory lo submit the KYC (Know your customer) form,

Registered Office; IFFCO Sadan, C-1, District Center, Saket, New Deini-110017 + http /Awww.iffcoloiio co i/ » email: websupport@ificolokio.co in

Corporate Office” IFFCO Tower Il, Piol No 3, Seclor 29, Gurgaon, Haryans-122001 Page2af 4




TO BE FILLED IN BY THE HOSPITAL

The Issue of this Form Is not to be taken as an admission of liability
(To be filled in block letters)

Please Include the orlginal preauthorization request form in lieu of PART A

T il

. . DETALSOFHOSPMAL =

. a) |Name ofthe Hospltal [ | | ‘ [ [ I l l l
b) Hospiial‘lD : J ‘ c) Typé of Hbspltal Network Non Netwark (If non network fill section E)
d) ! Name of the ‘trgallng docter ‘ I r ‘ I
) | Qualification f) Registration No. g) Ph No.
g with State Code

—— T T e

e

B e D ETAS O THE BATIENTADMITIED o e B i T
Name of the Patient '—r_-j ! | ] | ‘ ] [ [

b) |IP Registration Number c) Gender | Male Female d) Age | Years Months

e) | Date of birth N OO ufoecy | Dateiof Admission [ DD/ MU Y g) Time [

h). [ Date of Discharge Dodii e |y Time : L wn |

D [Type of Admission Emergency Planned ) Day Care [ Maternity _I

k) |If Matemﬁy i. Date nf Delivery DO/ Lt Ly il. Gravida Status

1) |Status al ime of discharge | Discharge to home Discharge to another hospital Deceased

m) | Tota! Claimed Amount ¢ [ r] l [ I L [ l | ' I l l [ I

F-'f.v"."j' £ N s it st Sy

6 - ~ DETAILS OF AILMENT DIAGNOSED (PRIMARY)
a) ICD 10 Codes Description
i. Primary Diagnosis

ii. Additional Diagnosis

jii. Co-morbidities

iv. Co-morbidities

b) ICD 10 Codes Description

i. Procedure 1

ji. Procedure 2

fii. Procedure 3

iv. Details of Procedure

c) |Present ailment is a complication of PED? Yes No (If Yes, specify
delalls)

d) |Pre-authorization obtained Yes No

e) |Pre-authorization Number I r ] [ I ] ] I ] iTI [ ‘ |

1) |If authorization by network hospital not obtained,
give reason

g) | Hospilalization due to Injury Yes I No | Il. If Yes, give cause ]Sell-inmcted Road Traffic Accidenq
Substance abuse/alcohol II. If Injury due to Substance abuse/alcohol v N (If Yes, attach
consumption consumption. Test Conducted to establish this o2 2 reports)

iil. If Medico legal Yes No ] Ilv. Reported to Police l Yes No v. FIR No.

vl. If not reporied to police give reason

Registered Office: IFFCO Sadan, C-1, Distict Center, Saket, New Delhi-110017 + htip/Mww.Iffcoloklo.co.in/ « emall; websuppori@@ificolokio.co.in Page 3ofd
Corporale Office: IFFCO Tawer Il, Piot No 3, Seclor 20, Gurgaon, Haryana-122001






