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Cost Estimate Form
Please fill our the form with capital letters

This form, duly completed, and signed, should be returned prior  You can also send this form by :

to admission to : 1- Scan and email to : _
LIFE LINE HOSPITAL AND TRAUMA CARE CENTER OPPOSITE Iifellnehospitaltraumacarecent@gmall.wm
INDIAN BANK G.T. ROAD ABOO NAGAR FATEHPUR 2- PHONE No. 9026816950

*Please keep the original form for a minimum of 12 months. During this period the insurer reserves the right
to ask for the originals at any time.

Cost estimate for the hospitalisation) : Mr. [Z] Mrs. D Ms. I:]

Full Name of Insured member : __ Nhivendaa Personal reference
number: 800392060 82 DateofBirth(dd-mmyy): o|.2.]+ 98] . Expecteddate of
admission (dd-mm-yy) : [G,fga{,'lo,zé. Expected Date discharge (dd-mm-yy) : 1?/9&{.26"

To be completed by the hospital and / or physician

Diagnosis and reason for admission ***: Read.. 'f'\"@w C. ﬁwdw 4. :‘[Vad}_vm

Present Medical History / Current siluation :

- l& { L 2l . Date ul’ ﬁrsl syrnptoms ) I G [b 3 ,'14. Pnnc:pal Procedure I Type of surgery I
Treatment: m—rmrgdw cagﬁ[inj (_PoP) . ﬂm_a:agm-,.......

Follow-up plan and Discharge MediCation ...

Name, Address, tel/fax, email address of haspital. Name, address, tel/ffax of physician/surgeon

Name of Contact person ‘8003920083 .

Spana .

Option A : All-in-rate = ...................oovrmvrirnicirinnns /day

Option B : Type of room Private Semi-Private Ward Gen Ward @ No. of Day
(o5 medicnes,xrays.abec)| 2000 |-
_D_:_)ctor'sfees“ | 100_0[,__

Surgeon's fees o il y

Anesthetist fees —_— -4 1
[Asistat | ) 000/ -] _
[Modbcing, | L PRI SO =1 A il

Bed Charge | 3060/~|

Nursing Charge [l | 1
impart Pop /tmtiny | 1300 /- |

Total | 6,650/1

A )
BTPSTC A
| T 1|

Date and signature of Patient




