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Human Resources Department, Central Office
#239, Union Bank Bhavan, Vidhan Bhavan Marg, Nariman Point, Mumbai-400021

STAFF CIRCULAR NO.7818
To: All Branches/ Offices

October 31, 2022

Subject : Group Medical Insurance Policy for Retired Employees/ Family Pensioners
Policy Tenure - 01.11.2022 to 31.10.2023
Continuation of services of ‘Health Insurance (HI)’ TPA of India Ltd as “third party

administrator”
Information on various guidelines & procedures along-with contact details

. The Group Medical Insurance policy for retired employees/ family pensioners has
been renewed for a further period of one year i.e. from 01.11.2022 up to
31.10.2023.

. As per the records available with this office, a total of 13974 retired employees/
family pensioners successfully enrolled themselves in the Group Medical Insurance
Policy for the year 2022-23, commenced w.e.f. 01.11.2022, by exercising their
options through the first window (made available in the month of October 2022)
and subsequently paying the requisite premium amounts.

. It has been informed by the National Insurance Company that, M/s Health Insurance
TPA of India Ltd. (HI TPA) would continue to extend its services as the ‘third party
administrator’ for Group Medical Insurance policy pertaining to retired employees/
family pensioners, for the policy year 2022-23 also.

Insurance Company Name National Insurance Company Ltd
TPA Name Health Insurance TPA of India Ltd (HI TPA)

. Claim intimation & Claim submission: In terms of the guidelines in vogue, details
pertaining to ‘claim intimation & claim submission’, are provided below:

Claim Intimation

Notification of claim in case of
Cashless facility

TPA must be informed :

In event of planned hospitalization

At least 72 (seventy two) hours prior to the
insured person’s admission to network
provider/ PPN Hospital

In event of emergency
hospitalization

Within 24 (twenty four) hours of the insured
person’s admission to the network provider/
PPN Hospital




Notification of claim in case of | TPA must be informed :

Reimbursement

In event of planned hospitalization/ | Within 48 (forty eight) hours of the insured
emergency hospitalization person’s admission to the network provider/

PPN Hospital

Various methods of “claim intimation” are mentioned below:

a)

b)

Email - Claim intimation can be done by sending a detailed mail on
customerservice@hitpa.co.in. The mail must contain details like employee no,
employee name, patient name, relationship with the employee, hospital name,
treating doctor name, hospital address, date of admission in hospital, estimated
expenses etc.

Phone Call - Claim intimation can also be done by calling on TPA’s Toll Free
Numbers 1800-180-3600 or 1800-102-3600.

% In case of ‘cashless hospitalization claim’, cashless/ pre-authorization
request is to be sent on:
i) hitpamumbaicashless@hitpa.co.in (Applicable only for Mumbai)
ii) cashless@hitpa.co.in (Applicable for all other locations)

Upon intimation, a ‘claim intimation number’ is generated/ provided to the
insured. For all the reimbursement hospitalization/ IPD claims, this claim
intimation no. is to be mandatorily mentioned on the claim form.

> Claim Submission:

In case of reimbursement claim, all claim documents should mandatorily be
submitted within 30 days of date of treatment/ discharge to the TPA, in
original. The location-wise addresses/ details provided by ‘Health Insurance (HI)
TPA’ for submission of ‘claim documents’ are provided herewith as Annexure-I
to this circular. Insured retired employees are requested to refer to the
Annexure and submit the claim documents accordingly on the basis of their
locations.

» Claim Forms & Claim Documents Check-list: Claim form for IPD
(Hospitalization) claims, OPD (Domiciliary) reimbursement claims and
check-list for claim documents, as shared by HI TPA & National Insurance
Company Ltd, are attached herewith as Annexure Il, Annexure Ill &
Annexure |V respectively.

In case the insured person/ insured person’s representative fails to intimate/
notify the claim to the TPA or fails to submit/ file the claim within the prescribed
time limit, ‘delay intimation &/ or submission condonation letter’ is to be
submitted to the Medical Insurance Team through proper channel i.e. ‘the delay
condonation letter’ should invariably be routed through concerned regional
office. The ‘delay intimation &/ or submission condonation letter’ is attached
herewith as Annexure-V. Kindly note that the claim intimation number, for




hospitalization/ IPD claims, should be mandatorily mentioned in the given
field on the letter.

5. The contact details of representatives of ‘Health Insurance - HI TPA’ team are
provided below for ready reference:

S.No | Name Mobile E-mail ID
Number
1 Mr. Gaurav Naroji 9319297316 | gaurav.narojitemp®@hitpa.co.in
2 Ms. Kanchan Thombre | 9319297309 | kanchan.thombaretemp®@hitpa.co.in
3 Mr. Brijendra Tiwari 9319297310 | brijendra.tiwari@hitpa.co.in
4 Mr. Vipin Singh 7303695964 | vipin.singh@hitpa.co.in
5 Mr. Kuldeep Singh 9773981488 | kuldeep.singh1@hitpa.co.in
6 Mr. Amit Kumar 8448998795 | amit.kumar1@hitpa.co.in
7 Mr. Ali Suratwala 9319297311 | aliasgar.suratwalatemp@hitpa.co.in
8 Mr. Karan Deep 9560298341 | karan.deep®@hitpa.co.in
9 Dr. Kiran Baragade 9810226983 | kiran.baragade®hitpa.co.in
10 Mr. Praneeta Goyal 9599749008 | praneeta.goyal@hitpa.co.in
11 Mr. Pawan Chaube 9311585588 | pawan.choube@hitpa.co.in

Grievances/ complaints, if any, related to IBA Group Mediclaim Policy may be raised/
addressed on the following e-mail IDs:
a) For Grievances related to IBA Group Mediclaim Policy, employees may
contact National Insurance Company at
E-mail ID:  iba.grievance®@nic.co.in

b) For any complaints in processing of claims including any issues with TPA
E-mail ID:  iba.customersupport@nic.co.in

6. The policy document, to be issued by ‘National Insurance Co Ltd’, pertaining to
policy year 2022-23, would be shared/ communicated in due course of time.

7. Contact Details: For any kind of query, regarding ‘Group Medical Insurance Policy
for Retired Employees/ Family Pensioners’ for the policy period 2022-23, team
members may be contacted on the following numbers:

Union Bank of India, Central Office, Mumbai -
Landline Nos : 022 - 22896255/ 22896383
IP Nos 116252/ 116263/ 116264/ 116254
E-mail ID : staffmediclaim@unionbankofindia.com

All concerned are requested to take a careful note of the above.

Sd/-
General Manager (HR)



ANNEXURE-T
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HEALTH INSURANCE TPA OF INDIA LIMITED

Location-wise Address for submission of Claim Documents

1) Mumbai Branch

3)

4)

Address:

Health Insurance TPA of India Ltd.
5th Floor, Sterling Cinema Building,
65, Murzban Street, Fort,

Mumbai- 400 01

Website - www. hitpa.co.in

Ahmedabad Branch

Address:

Health Insurance TPA of India Ltd.

1st Floor, Jesvan Sadan,

Opposite Sanyas asimarm, Ellis Brsdge Ashram Road
Ahmedabad, Gujarat - 38000%

Office Landline No. (079-26583711

Chennai Branch

Address:

Health insurance TPA of India Ltd.

Nationat Insurance Building,

2nid Floor, No. 224, N.5.C. Bose Road,

Parry's Corner, Chennai - 600001.

Land Mark: Opp. The Bar council of Tamil Nadu & Pondicherry

Office Landline No. {}44«42019546

Hyderabad Branch

Address:

Health insurance TPA of India Ltd.
15t Floor, United India Towers,
Goor Number, 3-5-817 & 818,
Basheer Bagh, Hyderabad 500029

Office Landiine No. 040-23232144



J)

6)

7)

8)

9)

Kolkata Branch

Address: Health Insurance TPA of India Ltd.
3rd Floor, Inside Re-insurance Accounts Department,
National Insurance Building
8, India Exchange Place, Kolkata - 700001

Office Landline No. 033-22108955

Bengaluru Branch
Address: Health Insurance TPA of India Ltd.
"Jeevan Sampige Building" (LIC),
2nd floor,#1/1, 2nd Main Road,
Malleshwaram,Bengaluru - 560003.
Landmark: Between sampige theatre and Mantri Matll

Kochi Branch
Address: Health Insurance TPA of India Ltd.
First Floor, Rukiya Bagh,MG Road, Ravipuram,
Kochi - 682 016
Land Mark : Near Kanoos Theatre { former Deepa Theatre)

Pune Branch

Address: Health Insurance TPA of India Ltd.
Office No. 4, 3rd floor, Royal Tower,
Above Shree Krishna Hotel, Opp. BSNL Office,
Viman Nagar, Pune - 411014.

Vadodara Branch

Address: Health Insurance TPA of India Ltd.
Ist Floor, Suraj Plaza -ll,
Sayajiganj,
Vadodara- 390005
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GUIDANCE FOR FILLING CLA!M FORM - PART B (To ba lilled in by tha hospital)
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SECTION O - CLAIM QOCUMENTS SUBMITTEQ-CHECHK LIST
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HEALTH INSURANCE TPA OF INDIA LTD.

Regstered and corporate office :Healh Insurance TPA of India Lid..2™ Floor, Majestic Omnis Building,
A-110, Sector 4 Nowda, Utiar Pradesh - 2003010,

CONSENT FORM

from:

Patient's Name and address:
Policy no:

Hospital IPD no:

To:

Hospital Name:

Madam/5ir,

I hereby authorize TPA representatives/Investigator free and unlimited access to seek medical
information {Indoor case papers, reports, documents, including photocopies thereof pertaining my
admission f treatment) from any hospital / medical practitioner fram which or whom | have at any
time sought or shall seek medical attention concerning any disease/ sickness, ailment or injury.
which affects my physical or mental health.

Yours faithfully

Signature of the Patient/Insured



Annexuve JIT

e

Nationa! lnsurance

a':_rﬁ'a =R
. Matioaal Insurange

NATIONAL INSURANCE COMPANY LIMITED

Registered & Head Office :3, Middleton Streer, Kolkara 700 071,

DOMICILIARY HOSPITALISATION/ OPD BENEFIT POLICY
CLAIM FORM

YOU ARE ADVISED TO FILL FACH AND EVERY COLUMN OF THIS CLAIM FORM

and give all information correctly and completely to enable the company to process your claim

promptly.
L. Name of the Insured:
2. Details of the jnswed person

{in respect of whom clann 15 made)

a) Name of an emploree

b) Contrct Number

¢} E-Maul Addrest
3 PHSID:
4. Emplovee ID:
2. BDetads of the Reimbusement Submutted: (As per Annexure 1)
[ hereby warrant the truth of the foregoing particulus in every respect and | agree thatif have
made or shall make any false or untrue statement, suppression or concealnent, my right 1o
cluitn, reimbursement of the said expenses shall be absolutely forfented. I further declare cha,
Iu respect of the nbove trestment, no benefits are admissible under any other Medical Scheme

of Iusurance.

Daed:

Signature of Employee

................................................................................................................... it

Acknowledgment by the Third party Administrator
Naumnc & Signature of the TPA representative:
Date of Recerving Clain:

Total Claim Amounnt:



Amexure 1

I have nncuried Rs on the OPD teatment /iulls as per the details given by me m
the Schedule of Expense given below.

Details of Bills Submited

Patient’s Name | Relatdonchip | Darte Type of Expense Amount ( Rs)
Taxal:
Name:
PHS ID -



Annexvve IV

& vt dni aitw qfea s CHECK LIST FOR SUBMISSION OF REIMBURSEMENT CLAIM
HEALTH INSURANCE TPA OF INDIA LTD.,

Please attach the checklist with the Claim file.

Arrange the documents in the same order as in the checklist & keep checking against the
designated box when you do so. This way you can ensure that you have not missed any

documents. i

Name : Emp. No.
E-mail ID Mobile No. :
Policy No. : HITPAID :

0
Checklist for documents: Please Put a “ mark against th{\ box

1. Ctaim form duly filled & signed by the insured. - ]
2. Capy of your Member Photo ID / Photo |D Proof \‘\H\' ]
38 Copy of your current Policy and also |ast 4 years Policies (if available). \.\\ E:|
4, Discharge Summary / Discharge card (Original, Photocopy for prefpost hospitahz_qtion claim) L___|
5. Hospital bills and all payment receipts (Original) For all consalidated _arnounts} the detailed ]
breakup of the billed amount is required from the hospital. Advance paymentmade if \_é"ny should
be supported by a receipt. e R : 3 i b
6. For medicines purchased from outside the original billshould be accompaniediby-a.prescriptidng |
from the doctor. : >
7. Allinvestigation reports. S D AR S 4 3
8. In case of hospitalization due to accident, medico legal certificate (MLC) frum!hqspi'tal./ / ]
9. All Previous treatment papers related to ailmentincluding first consuitatiqn.pap‘ers,;r" 1]

10. Cancelled Cheque {with pre-printed name) / Copy of passbook of the prnpgse? for electronic [:]
fund transfer type. Complete Account Number duly signed by insured and Bank authority and
sealed by the bank (All Fields in the form are mandatory to process). {th required if already
provided} y

11. Registration Certificate of the hospital or a certificate from the’ ﬁospital giving infrastructure D
details eg Number of Beds, Availability of Doctor's & Nurse’ground the clock. Operation theatre

etc.
12, Summary of claim made providing delails of Bill no. date amount, ]
13. Copy of claim intimation (if Any). ["_‘I
14, KYC (Photo ID and Address Proof of the Proposer) for claim of 1 lakh and above. |:|

15. Claim intimation shoutd be given within 24hrs of admission, if there is delay more than that kindly D
provide justification for the same.

16. Claim documents should be submitted within 7 days from discharge/last consultation. if there is [:]
delay more than that kindly provide reason forthe same.

17. Sticker /Invoice of the Implant/lens used (if applicable)

Important Points to remember

Please retain a duplicate copies of all the documents submitted lo us for future reference.

For any assistance with any of the above formats, please contact us at : ustomerservice@hitpa,co.in or calt at :-1800-102-3600 / 1300-
180-3600

Please relain a POD copy of the courier for fracking your consignment in case of any etc.

The above list of documenis is indicative. In case of any other document requirement as specified by the insurance company our Dacument
recovery Team will conlact you on receipt of the claim documents by us. For Implants used in Calaract. Heart Valve Surgeries. CABG,
Abdominal Surgeries Knee replacement surgeries. please submit the bill fram the vendor for the prosthetic device used along with sticker.




ANMNEXURE -3

To,
The Assistant General Manager (HR)/ Nodal Officer,
Human Rescurces Department, "
Central Office, Union Bank of India,
Mumbai-400021 ,
&
Subject : Endorsement regarding delay in submission/ intimation of my Medical Insurance
claim.

Dear Sir/ Madam,

| hereby state that there is a delay in submission/ intimation of my Medical Insurance
claim. My details and reason for delay intimation/ submission is mentioned below.

P.F. No.

Employee's Name

Patient's Name

iPD/ OPD (Hospitalization/
Domiciliary) :

Claim Intimation No, and Date
{Mandatary in hospitalization
claims)

FIR/ CCN/ Claim No.

Reason for the delay in
intimation &/ or delay in
submission

| request bank's Nodal Officer to kindly endorse my delay submission/ intimation. | will
take utmost care that no such delay happens in future claims.
Yours Sincerely,

RECOMMENDED/ DECLINED

Dy. Regional Head / Department Head
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