Tripartite Memorandum of Understanding[MOU]
Provider No.

MEMORANDUM OF UNDERSTANDING(MOU)
This Agreement made at ______ on this ________ day of _______ year
BETWEEN
United Insurance company having its registered office at _______________________________ ________________________________________________ and duly registered with IRDA under the Insurance Act 1938 bearing license No______.
National Insurance Company  having its registered office at _______________________________ ________________________________________________ and duly registered with IRDA under the Insurance Act 1938 bearing license No______.

Oriental Insurance company having its registered office at _______________________________ ________________________________________________ and duly registered with IRDA under the Insurance Act 1938 bearing license No______.

New India Assurance Insurance company having its registered office at _______________________________ ________________________________________________ and duly registered with IRDA under the Insurance Act 1938 bearing license No______.

Here in after together called the “Insurance” of the ONE PART.

AND

 ________________________________  HOSPITAL/NURSING HOME owned and run by a company registered under the Companies Act, 1956 having its registered office at________________
______________________________________________________________ and Hospital situated at
_________________.

hereinafter referred as “Networking Provider” (which expression shall unless it be repugnant to the context or meaning thereof shall mean and include the persons for the time being and from time to time constituting the said private organization/Trust, survivors or survivor of them) of the Second Part.  
AND 
Park Mediclaim Insurance TPA Pvt. Ltd. A company duly registered under the companies Act, 1956 having its registered office at 702, Rajendra Place, New Delhi – 110008.
Third Party Administrator licensed by the Insurance Regulatory and Development Authority under the Third Party Administrator – Health Services Regulation 2001 (name, address, IRDA License number  as per list attached ) 

WHEREAS:
The Insurer is an insurance company, duly registered under the applicable laws for the purpose of providing insurance cover in India and is providing ‘Health Cover’ to the Beneficiaries/ Members/ Insured Person;
The TPA is a Third Party Administrator duly licensed under the appropriate regulations of the IRDA and is providing Health Services to Beneficiaries/ Members/ Insured Persons;
The Network Provider is engaged in the business of providing Health Care Services to the general public in India and manages a Hospital/chain of Hospitals/Nursing Home/ Day Care Clinic under the brand name “____________________________________” (hereinafter referred to as the “Hospital(s)”). The Network Provider confirms that, the Hospitals are well equipped with the facilities and qualified manpower to provide the requisite medical services. The specialties, the facilities and all other details of the Hospital are more fully mentioned/declared by the Network Provider in the “Provider Empanelment Application Form” forming Annexure II.

The Network Provider is desirous to empanel the Hospital / Hospitals (whose details and facilities are more fully mentioned in the “Annexure II” attached to this Agreement) to be a Network Hospital/s and is willing to extend Cashless Facilities and treatment to the Insured Persons on the agreed terms and conditions mentioned hereinafter. 

On the basis of Network Provider’s representations, warranties and covenants, the Insurer / its representative TPA have empanelled the Hospital(s) for providing health services to the Insured Persons (for the sake of convenience and for the limited purposes of this Agreement the term “Network Provider”and“Hospital” are used synonymously and to be considered as a single entity). 

NOW, THE PARTIES BEING DESIROUS OF RECORDING THEIR RESPECTIVE STATEMENTS, MUTUAL AGREEMENTS, UNDERTAKINGS, REPRESENTATIONS, WARRANTIES AND COVENANTS AND THE TERMS AND CONDITIONS SET FORTH IN THIS AGREEMENT HEREBY AGREE AS FOLLOWS: 

1.
Interpretation 

In this Agreement, unless the context otherwise requires: 

1.1 Use of any gender includes the other genders and use of the singular includes the plural and vice-versa.
1.2 Headings, subheadings, titles, subtitles to clauses, sub-clauses and paragraphs are for information only and shall not form part of the operative provisions of this Agreement or the annexures hereto and shall be ignored in construing the same. 

1.3 Should any condition contained herein, contain a substantive condition, then such substantive condition shall be valid and binding on the parties notwithstanding the fact that it is embodied in the definition clause. 

1.4 References to Network Provider throughout this Agreement shall include and apply to Hospital as if stated in full.

1.5 The Annexures (as each may be amended from time to time in accordance with this Agreement) form an integral part of this Agreement and shall have the same force and effect as if expressly set out in the body of this Agreement, and any reference to this Agreement shall include the references to the respective Annexure also. 

1.6 Any grammatical form of a defined term herein shall have the same meaning as that of such term.

1.7 Any reference to an agreement, memorandum of understanding, instrument or other document (including a reference to this Agreement) herein shall be to such agreement, instrument or other document as amended supplemented or innovated pursuant to the terms thereof.

1.8 Any reference to statutory provisions shall be construed as meaning and including references also to any amendment or re-enactment (whether before or after the date of this Agreement) for the time being in force and to all statutory instruments or orders made pursuant to such statutory provisions;

1.9 The term "including" shall always mean "including, without limitation," for purpose of this Agreement.

1.10 Any reference in this Agreement to "writing" or "written"includes a reference to facsimile transmission or comparable means of communication including the e-mails.

1.11 The capitalized terms defined by inclusion in quotations and/ or parenthesis in this Agreement or otherwise used in this Agreement, which have also been defined under the Insurance Act, 1938 or the Insurance Regulatory and Development Authority Act, 1999 or the IRDA (Health Insurance) Regulations 2013 or Health Insurance Standardization Guidelines dated February 20, 2013 (as amended by IRDA circular dated July 3, 2013)or any other rules, guidelines, circulars, policy or regulation that are or may becomeapplicable to this Agreement, shall have the same meaning as respectively assigned to them under such Acts, regulations, rules, guidelines, circulars or policy, as amended from time to time.
1.12 The terms used but not defined in this Agreement but which are defined under the Insurance Act, 1938 or the Insurance Regulatory and Development Authority Act, 1999 or the IRDA (Health Insurance) Regulations 2013 or the Standardization Guidelines dated February 20, 2013 (as amended by IRDA circular dated July 3, 2013) or any other rules, guidelines, circulars, policy or regulation that are or may become applicable to this Agreement, shall have the same meaning as respectively assigned to them under such Acts, regulations, rules, guidelines, circulars or policy, as amended from time to time.

2
Definitions

2.1 “AGREEMENT”shall meanthis Agreement together with the Annexures and shall include any modifications, alterations, additions or deletions thereto agreed between the Insurer / TPA / Network Provider, in writing after the date of this Agreement. 

2.2 “ACCIDENT”or“ACCIDENTAL”shall meana sudden, unforeseen and involuntary event caused by external, visible and violent means.

2.3 “ACUTE CONDITION”shall mean a disease, illness or injury that is likely to respond quickly to treatment which aims to return the person to his or her state of health immediately before suffering the disease / illness / injury which leads to full recovery.

2.4 “ANY ONE ILLNESS”shall mean continuous period of illness and it includes relapse within 45 days from the date of last consultation with the Hospital / Nursing Home where treatment may have taken.

2.5 “ALTERNATIVE TREATMENTS”shall mean forms of treatments other than "Allopathy" or"modem medicine" and includes Ayurveda, Unani, Sidha and Homeopathy in the Indian context.

2.6 “BENEFICIARIES”or“INSURED”or“INSURED PERSON”or“POLICY HOLDER”or“MEMBER”shall mean Person(s)covered under a Policy and eligible to receive medical benefits as defined under the said Policy.

2.7 “CASHLESS FACILITY” or “CASHLESS SERVICE”shall meana facility extended by the Insurer to the Insured where the payment of cost of treatment undergone by the Insured in accordance with the policy terms and conditions, are directly made to the Network Provider by the Insurer to the extent Pre-Authorisation approved. 
2.8 “CONGENITAL ANOMALY”shall mean a condition(s) which is present since birth, and which is abnormal with reference to form, structure or position.
2.8.a.
“INTERNAL CONGENITAL ANOMALY”shall mean a Congenital Anomaly whichis not in the visible and accessibleparts of the body.

2.8.b
“EXTERNAL CONGENITAL ANOMALY”shall mean a Congenital anomaly which is in the visible and accessible parts of the body. 

2.9 “CONTROL”together with its grammatical variations when used with respect to any Person, means the power to direct the management and policies of such Person, directly or indirectly, whether through the ownership of the vote carrying securities, right to appoint member(s) to the board of directors, by contract or otherwise howsoever.

2.10 “CO-PAYMENT”shall mean a cost-sharing requirement under the Policy that provides that the Policy Holder / Insured will bear a specific percentage of the admissible claim amount. A co-payment does not reduce the Sum Insured.

2.11 “CHRONIC CONDITION”shall mean a disease, illness or injury that has one or more following characteristics –

(a) it needs ongoing orlong term monitoring through consultations, examinations, check-ups, and / or tests;
(b) it needs ongoing or long term control or relief of systems;
(c) it requires your rehabilitation or for Insured tobe specially trained to cope with it;
(d) it continues indefinitely;
(e) it comes back or is likely to come back.
2.12 “DAY-CARE CENTRE”shall mean any institution for Day Care Treatment of illness / or injuries or a medical setup within a Hospital and which has been registered with the local authorities, wherever applicable, and is under the supervision of a registered and qualified Medical Practitioner and must comply with allminimum criteria as under:

(i) has fully qualified nursing staff under its employment;
(ii) has fully qualified Medical Practitioner(s) in charge;
(iii) has a fully equipped operation theatre of its own where surgical procedures are carried out;
(iv) maintains daily records of each of its patients and will make these accessible to the Insurance Company’s authorized personnel. 

2.13 “DEDUCTIBLE”shall mean a cost sharing requirement under a health insurance Policy that provides that the Insurer will not be liable for a specified rupee amount in case of indemnity Policies and for a specified number of days / hours in case of hospital cash Policies which will apply before any benefits are payable by the Insurer. A deductible does not reduce the Sum Insured.

2.14 “DISCREPANCY”or“SHORTFALL LETTER”shall mean a letter forwarded by the TPA to a Network Hospital asking for any additional document or other clarification required to process the cashless treatment request or processing of bills.

2.15 “ESTIMATE”shall mean the estimated cost of medical treatment furnished by the Network Hospital to the TPA in connection with the proposed treatment of the Insured Person covered under the Policy.

2.16 “EMERGENCY CARE”shall meanmanagement of a severe Illness or Injury which results in symptoms which occur suddenly and unexpectedly, and requires immediate care by a Medical Practitioner to prevent death or serious long term impairment of the Insured Person’s health.

2.17 “HEALTH SERVICES”shall meanservices to be rendered by a TPA to an Insurer under an agreement in connection with "Health Insurance Business" or "Health Cover" as defined in regulation of the IRDA, but does not include the business of an Insurance Company or soliciting directly or indirectly of Health Insurance Business
2.18 “HEALTH COVER”or“HEALTH INSURANCE BUSINESS”shall mean effecting of insurance contracts which provide for sickness benefits or medical, surgical or hospital expense benefits, including assured benefits and long term care, travel insurance and personal accident cover.
2.19 “HOSPITAL”shall mean any institution established for in patient care and Day Care Treatment of illness and / or injury and which has been registered as a hospital with the local authorities under the Clinical Establishments (Registration and Regulation) Act, 2010 or under the enactments specified under the schedule of Section 56 (1) of the said ActOR complies with the minimum, criteria as under:

(i) has qualified nursing staff under its employment round the clock, 

(ii) has atleast 10 in-patient beds in towns having a population of less than 10,00,000 and at least 15 in-patients beds in all other places, 

(iii) has qualified medical practitioner(s) in charge round the clock;
(iv) has a fully equipped operation theatre of its own where surgical procedures are carried out, 

(v) maintains daily records of each of its patients and makes these accessible to the Insurance Company’s authorized personnel.

2.20 “HOSPITILIZATION”shall mean admission in a Hospital for a minimum period of 24 in-patient consecutive hours except for specified Day CareTreatment/ procedures, where such admission could be for a period of less than 24 consecutive hours.

2.21 “ID CARD” shall mean the identity card issued to the Insured Person by the TPA / Insurance Company to facilitate Cashless Facility in Network Hospitals.

2.22 “ILLNESS”shall mean sickness or a disease or pathological condition leading to the impairment of normal physiological function which manifests itself during the Policy period and requires medical treatment.

2.23 “INJURY”shall mean Accidental physical bodily harm excluding illness or disease solely and directly caused by external, violent and visible and evident means which is verified and certified by a Medical Practitioner.

2.24 “IRDA”or “AUTHORITY” shall meanInsurance Development and Regulatory Authority established under the Insurance Regulatory and Development Authority Act, 1999.

2.25 “INTENSIVE CARE UNIT”shall mean an identified section, ward or wing of an Hospital which is under constant supervision of a dedicated Medical Practitioner(s) and which is specially equipped for the continuous monitoring and treatment of the patients who are in a critical condition, or require life support facilities and where the level of care and supervision is considerably more sophisticated and intensive than in the ordinary and other wards.

2.26 “INPATIENT CARE”shall mean thetreatment for which the Insured Person has to stay in a Hospital for more than 24 hours for a covered event.

2.27 “MEDICAL ADVISE”shall mean any consultation or advice from aMedical Practitioner including the issue of any prescription or repeat prescription.
2.28 “MEDICAL EXPENSES”shall meanthose expenses that the Insured Person has necessarily and actually incurred for medical treatment on account of illness or Accident on the advice of a Medical Practitioner, as long as these are no more than would have been payable if the Insured Person had not been insured and no more than other hospitals or doctors in the same locality would have charged for the same medical treatment.

2.29 “MEDICAL PRACTITIONER”shall mean a Person who holds a valid registration from the Medical Council of any State or Medical Council of India or Council for Indian Medicine or for Homeopathy set up by the Government of India or a State Government and is thereby entitled to practice medicine within its jurisdiction; and is acting within the scope and jurisdiction of license and meets such other criteria as may be specified by the Insurer. 
2.30 “MEDICALLY NECESSARY”shall mean any treatment, tests, medication or stay in Hospital or part of a stay in Hospital which:
(a) is required for the medical management of the illness or the Injury suffered by the Insured;
(b) must not exceed the level of care necessary to provide safe, adequate and appropriate medical care in scope, duration and intensity;

(c) must have been prescribed by a Medical Practitioner;
(d) must conform to the professional standards widely accepted in international medical practice or by medical community in India.
2.31 “MEDICO LEGAL CASE” or“MLC”shall mean all medical conditions ofthe patients / Policy Holders / Members which under the law in force needs to be intimated to the jurisdictional Administrative / quasi-judicialauthorities immediately upon patients / Policy Holders / Member’s arrival at the Hospital (like road traffic accidents/ poisoning / assault / burn injury / atrocities / intentional self injury etc.).
2.32 “NETWORK HOSPITAL”or ‘Network Provider’ shall mean all such Hospitals, Day Care Centers or other health careproviders enlisted by the Insurer or the TPA and the Insurer together to provide medical services to an Insured Person  by a Cashless Facility. The list is available with the Insurer / its representative TPA and is subject to amendment from time to time.

2.33 “NETWORK REJECTION”shall mean a transaction where the Pre-Authorization provided by the TPA / Insurer in connection with the proposed treatment of the Policy Holder / Member is rejected at a later date when the claim is submitted by the Network Hospital owing to fraud, misrepresentation or substantial change in the line of treatment subsequent to issue of Pre-Authorization letter (PAL)OR where no re-authorization has been obtained.
2.34 “NON-NETWORK HOSPITALS”shall mean any Hospital, Day Care Centre or other health service provider that is not part of Network.

2.35 “OPD TREATMENT”shall mean a treatment in which the Insured / Policy Holder visits a clinic / Hospital or associated facility like a consultation room for diagnosis and treatment based on the advice of a Medical Practitioner. The Insured is not admitted as a Day Care or in-patient.
2.36 “PERSON”shall mean any natural person, firm, company, Governmental Authority, joint venture, partnership, association or other entity (whether or not having separate legal personality).

2.37 “PLAN”or “POLICY” shall mean a medical insurance Policy issued or administered by the Insurer.

2.38 “PRE–EXISTING DISEASE”shall mean any condition, ailment or injury or related condition (s) for which Insuredhad signs or symptoms, and/ or were diagnosed, and / or received medical advice / treatment within 48 months to prior to the first Policy issued by the Insurer.

2.39 “PRE-HOSPITALIZATION MEDICAL EXPENSES”shall mean Medical Expenses incurred immediately before the Insured Person is Hospitalized, provided that:

(a) Such Medical Expenses areincurred for the same condition for which the Insured Person’s Hospitalization was required, and

(b) The in-patient Hospitalization claim for such Hospitalization is admissible by the Insurance Company.

2.40 “POST - HOSPITALIZATION MEDICAL EXPENSES”shallmean Medical Expenses incurred immediately after the Insured Person is discharged from the Hospital, provided that:

(a) Such Medical Expenses are incurred for the same condition for which the Insured Person’s Hospitalization was required, and

(b) The in-patient Hospitalization claim for such Hospitalization is admissible by the Insurance Company.

2.41 “PLANNED ADMISSION” shall mean an admission of the Insured Person for treatment not being an Emergency admission (i.e. the proposed treatment is planned in advance).
2.42 “PRE-AUTHORIZATION”shall mean the approval / undertaking / document issued by the TPA in accordance with the Pre-Authorization Procedure mentioned hereinafter (and the terms "Pre-authorize" and "Pre-authorized" shall be construed accordingly) and in standard format as prescribed by the IRDA.Pre-Authorization shall be based upon the terms and conditions of the Policy Document issued by the Insurer to the Insured Person.

2.43 “PRE-AUTHORIZATION PROCEDURE”shall mean the procedure to be followed for providing Cashless Facility for a particular treatment to the Policy Holder / Member in terms of guidelines prescribed by the IRDA and the insurer from time to time.
2.44 “PREFERRED PROVIDER NETWORK”shall mean a network of Hospitals which have agreed to special/pre fixed package price for certain defined procedures and schedule of charges. The list is available with the Insurers / TPA and subject to amendment from time to time. Reimbursement of Expenses incurred in a preferred provider network Hospital shall be as per pre agreed rates.
2.45 “QUALIFIED NURSE”shall mean a Person who holds a valid registration from the Nursing Council of India or the Nursing Council of any State in India.

2.46 “REASONABLE AND CUSTOMARY CHARGES”shallmeanthe charges for servicesor supplies which are standard charges for the specific providerand consistent with the prevailing charges in the geographical area for identical orsimilar services, taking into account the nature of illness / injuries involved.
2.47 “ROOM RENT”shall mean the amount charged by a Hospital for the occupancy of a bed on per day (24 hour) basis and shall include associated Medical Expenses.

2.48 “RE-AUTHORIZATION”shall mean an authorization, issued subsequent to the issue of Pre-Authorization, either to cover the additional treatment charges for the existing line of treatment or of a situation arising out of a change in the line of treatment not covered under the Pre-Authorization. 

2.49 “SURGERY” or “SURGICAL PROCEDURE”shall mean manual and/ or post operative procedure(s) required for treatment of an illness or injury, correction of deformities and defects, diagnosis and cure of diseases, relief of suffering or prolongation of life, performed in a Hospital or a Day Care Center by a Medical Practitioner.

2.50 “THIRD PARTY ADMINISTRATOR”or “TPA”shall mean any entity licensed under the IRDA (Third Party Administrators - Health Services) Regulations 2001 by the IRDA, and is engaged, for a fee or remuneration by the Insurance Company, for the purpose of providing Health Services.
2.51 “UNPROVEN / EXPERIMENTAL TREATMENT”shallmean treatment including drugexperimental therapy which is not based on established medical practice in India, istreatment experimental or unproven.

3
Term of Agreement
3.1
Subject to the termination clause mentioned hereinafter, this Agreement shall take effect from _____________ (Effective date) and remain in force and bind the parties for a period upto _________(usually not less than 2 yrs-mention the specific date) (Term). The parties further agree that, after the expiry of this Term by efflux of time if the parties so desire, this Agreement may be renewed in writing for such further period/s on such terms and conditions as may be mutually agreed between the parties. 

3.2
Non-Exclusivity
The parties expressly agree with each other that, the Agreement entered into between the parties is non exclusive in nature and each party shall always have the right to negotiate and enter into similar agreements with other insurance companies and /or TPAs and the Hospitals/Network providers as the case may be.

4.
Representations and Warranties and Covenants
Mutual Representations and Warranties and Covenants
4.1
Each party hereby covenants to the other party that, it shall perform its respective obligations under this Agreement in a timely, diligent, competent and professional manner. Each party shall ensure that, while performing their respective obligations under this Agreement no harm is caused to any property (tangible or intellectual or otherwise) or personnel of the other party. 

4.2
Each party represents and warrants to the other that, they have obtained all necessary internal corporate and/or statutory approvals to enter into this Agreement. Each party represents and warrants to the other that the person executing this Agreement on its behalf has the necessary power and authority to enter into this Agreement and bind the party represented by him.

4.3
Each party shall ensure that, throughout the tenure of this Agreement they shall obtain and keep all the statutory licenses, authorizations, sanctions and internal corporate approvals applicable to their respective business current, valid and in compliance with all applicable laws.
4.4
Each party unequivocally warrants to the other that, while implementing their respective obligations under this Agreement the parties shall adhere and comply with all statutory requirements and ethical practices. Parties further agree that, they shall not indulge in or encourage or tolerate any illegal / unethical act(s).
4.5
Each party confirms to the other that, the information provided by it to the other in connection with the implementation of this Agreement are true and authentic to the best of its knowledge and belief. 

4.6
The party confirms that they shall have no objection if the other party uses their name, logo as a preferred associate for the purposes of implementation of this Agreementand also to display a signboard stating that the Hospital isa NetworkHospital empanelled bythe Insurer / TPA. However, without obtaining prior permission of the other in writing, neither party shall use the name or signage of other party’s group companies. Except the preceding, neither party shall be deemed to have been granted any other rights, license or permission to use other person’s trademark, trade name, service mark, service names, copyrights, etc. The parties shall ensure that use of logo and brand shall not fall into the ambit of co-branding and is compliant with relevant guidelines / regulations prescribed byIRDA from time to time.
4.7
Each party agrees that, breach of the representations, warranties and covenants made by each party under this Agreement shall be sufficient grounds for the other party to terminate this Agreement without prejudice to the representing party or any of its officers’ or representatives' liability under applicable laws. 

4.8
Billing disputes will be sorted out amicably between the NetworkProvider and the Insurer in the manner prescribed hereunder.
4.9
The parties agree that if a new or other Hospital of the Network Providerdesires to join the network of Hospitals then it may be added as a Network Hospital on mutually agreed terms and conditions.

4.10
Subject to the applicable laws and notwithstanding anything to the contrary contained herein, the parties agree and confirm that all rights and benefits of the Insured emanate from the Policy duly issued to the Insured by the Insurer and the Insurer/ TPA shall in no event be liable to the Network Provider or any other Personin any manner whatsoever unless a claim is admissible in terms of the Policy.
4.11
The parties agree and confirm that the Insurer reserves the right to cancel or otherwise modify the Agreement in case of any fraud, misrepresentation, inadequacy of service or other non-compliance or default on part of TPA and/ or Network Provider, after giving either party the opportunity to submit their replies for the same.
Representation and warranties by the Insurer 

4.12
The Insurer undertakes to deduct the TDS or any applicable taxes as per law from time to timewhile settling the bills of Network Provider. If any exemption is available to theNetwork Provider they must inform the Insurer in advance.

4.13
The Insurer reserves the right to reject a claim preferred by Policy Holder / Member for Cashless Facility.
4.14
The Insurer warrants that the Agreement with the Network Provider shall continue to remain in force irrespective of change of servicing TPA.

Representation and warranties by Insurer / and its representative TPA.

4.15
Insurer / and its representative TPA shall not interfere in the line of treatment provided to theInsured Person who is undergoing treatment as a patient in the concerned Network Provider’s Hospital / Nursing Home.

4.16
Insurer / its representative TPA’s Medical Representative may visit the Hospital to liaison with the Insured Person or the member or the Medical Practitioner in charge of the Member, but will not suggest or insist on any medical course of action. The medical treatment or the modus operandi of medical actions will be the sole prerogative of the Network Provider/ Hospital and its treating doctor.

4.17
Insurer / and its representative TPA warrants that, at no point of time will theHospital /Network Provider be de-empanelled from the list of Network Hospital withoutfollowing the dueprocess as laid down by IRDA and stated in clause[13.3.3].
4.18
The extension of Cashless Facility by the Network Provider to the eligibleMembers of the Insurer shall be the sufficient and validconsideration under this Agreement. Insurer shall pay to the Network Provider for the necessary medical treatment given to the Insured / Memberprovided the Network Provider hasfulfilled all the necessary conditions as mentioned.
Representation and warranties by the Network Provider 
4.19
The Network Provider represents and warrants that it has andshall continue to have the sufficient medical, paramedical staff and employees withrequisiteprofessionalskills, knowledgeandexperience to provide the servicesasrequired under this Agreement and further ensure that, the registrations, recognitionsof their medical and paramedical staff with their respective professional bodies areand shall continue to remain current and valid.

4.20
Ithasthe necessary statutorylicenses, approvals and authority for operating theHospital(s).
4.21
NeithertheNetworkProvidernorany of itsprincipleofficershascommittedacriminaloffence which prevents it/ them from carrying on practice of medicine.

4.22
Ithasprocured andshall alwaysmaintainadequate insurancesincludingbut not limitedtoemployers'liabilityinsurance,publicliabilityinsurance,professionalindemnitypolicy, Error and Omission Policyandsuch otherinsurancesas may berequiredbylawor customarilyrequiredforthenatureof servicescontemplatedherein.

4.33
Network Provider warrants that, atno pointof timewill the Cashless Facility extendedtotheInsured Person / Member be revoked without tendering a minimum 30 days ofprior notice in writing to the Insurer / TPA.

4.34
NetworkProviderwarrantsthatitshallcontinuetoprovideservicestoInsurer and its Members/ Beneficiaries irrespective of the change in TPAor termination of the contract between Insurer and a particular TPA.
4.35
The choice ofNetwork Provider’s Hospital for treatmentbyInsured Person / Membershall be entirely that of the Insured Person. The Network Provider shall not makeanyrepresentationsassociatingInsurer / TPAwith the treatment or its quality, necessityor results regarding which Insurer / TPA shall have no liability whatsoever.

4.36
The Insured Person will be provided treatment by the panel of consultants / doctors /surgeons / medicalstaff of the Network Provideraccording to the established clinicalprotocols and prevalentnorms in the medicalworld. TheNetwork Providerwarrantsthat,itshallfollowethicalpracticesinconductingdiagnostictests,prescribingmedicalprocedures, carryingtreatmentsetc.atalltime. TheNetworkProvider furtherwarrants that, in caseofanyliabilityagainsttheInsurer / TPAor their respective directors, officers, employees, agents and representatives arising outoftheprovisionofthemedicalservices,the Network Providershallindemnifythe Insurer / TPA and their respective directors, officers, employees, agents and representatives for all such losses incurred by the Insurer / its representative TPA and/ or their respective directors, officers, employees, agents and representatives.

4.37
The Network Provider will render services as an independent contractor and shall notact or purport to act as an agent or agency of the Insurer / TPA.

4.38
ExceptduringthesuspensionofCashlessFacilityandforothervalid reasonsmentionedintheAgreement,upon receiptofavalidPreAuthorization from theInsurer / TPA, theNetwork Provider / Hospitalwill not insist foror retain any depositfrom the Insured Person / Member.

4.39
TheNetworkProviderwillfurnishtotheInsurer / TPAthedetailedSchedule of chargesfor variousservices, tariff and package procedure rateswhichshall form“Annexure III”andkeepthem informedaboutany revision in the charges which may take place from time to time. Any such revision shall be done only prospectivelywithmutual consent and with a minimum notice of 60 days to the Insurer / TPA.

4.40
TheNetworkProviderwillchargeonlyfor the ailment for which the Insured Person hasbeenadmitted. Unrelated treatment / investigationcarried outonthe Beneficiary’s insistence are not payable by or on behalf of the Insurer / TPA.

4.41
TheNetworkProvider shallallow the authorised representativeofInsurer / TPAtovisittheInsuredandgenerallydiscussthemedicaltreatmenttobe given by theNetwork Provider to the Insured provided always the final decisionwith respect to thelineof treatment to be given to the Insured shallbe that of the NetworkProvider andits teamof doctors, andthe representatives ofInsurer / TPAshall not interfere withthesame. HowevertheInsurerandthe TPAshallbeentitledtoknowthetreatment plan and discuss the same with the Network Provider.
4.42
Iffound necessaryby theInsurer / TPA shall have a right to depute an authorized representative and theNetworkProvidershallallowsuchauthorized representativestohaveaccesstothestandardizedbillingandmedicalrecords, electronic medical record, indoor case papers etc. after the Insured Person / Member is discharged or during the period of the Hospitalization.
4.43
The Network Provider shall at all times comply withthe statutory requirements and follow and be in compliance with all applicable laws.
4.44
TheNetwork Providerwillkeep theInsured Person / Memberonlyforthe requirednumber of days of treatment and carry out only the required investigation and treatmentfortheailmentforwhichhe / sheisadmittedandthedecision ofthetreating doctor of the Network Provider in this regard shall be final and binding on the parties. In the event of any complications / deviation and / or emergency the treatment for the same will be included and permitted as necessary treatment after obtaining the Re-Authorization and the attached doctor shall at all times have the rights to treat the Beneficiary as he / she considers in his / her absolute discretion fit and necessary. Any other investigations required by the Insured Person / Member for his / her benefit are notreimbursable andhence not payable by Insurer / representative TPA and the doctor will inform theInsured Person / Member that he/she will have tobear the costs of the same. However, if thereis any deviation in the line of treatment or from the information given in the Pre- Authorization request Insurer / representative TPA shallnot be considered liableandthe InsuredwillhavetobearthecostforthesameandtheNetwork Provider would be required to recover the same from the Beneficiary.

4.45
It is the responsibilityof the Network Providerto conform and bill as per package procedure rates,scheduleof charges andthetariff ratesas agreedupon by Insurer / TPAwiththeNetwork Providerfromtime to time andmarked and attached as “Annexure III”. 

4.46
The Network Provideragrees to abideby the provisions of the IRDA (Health Insurance) Regulations 2013,the Plan/ Policy andconform to the standard guidelines issued by IRDA asregardsstandard billing format, discharge summary, Preauthorization, claim formand ICD 10 / PCS coding etc. and comply with all other Acts, rules, guidelines, regulations and circular as may be applicable to this Agreementfrom time to time.

5.
Obligation of the parties.

5.1
Information about the Products, coverage and Tariffs

To ensure better services to the Insured / Members, the Insurer / itsrepresentative TPA shall, from time to time adopt suitable measures to disseminate informationto the NetworkProviders / Policy Holders / Members regarding the following:

(a)the salient features of the products administered by it;
(b)terms and conditions of such insurance products;
(c)modification of existing policy terms (if any); and 

(d)new regulations / amendments by the IRDAaffectingthebusiness contemplatedherein andprovide sufficient time to the Network Provider to adoptthe same. It is desirable to provide refresher training at least twice a year.

5.2
Identification of the Insured Person / Member / Network Hospital 

5.2.1
For the purpose of identification, the Insurer / its representative TPA shall provide each Insured Person / Member, an Identity Card / Smart Card bearing Logo of the Insurer. Member’s recent photograph (optional), name, age, gender, period of validity and like other relevant information reasonably required by the Network Provider / Hospital to establish identity of the Insured Person. 

5.2.2
The Network Provider shall identify the Insured Person / Member seeking admission for treatment through the Identity Card / Smart Card issued by the Insurer / TPA or when in doubt through other supporting documents such as Passport, Income Tax PAN Card, Voters ID card, Driving License or any other valid Photo Identity document issued by Government of India or State Government or Government of any other countrythat conclusively establishes the Identity of the Member. Photocopy of such identity proof duly signed by Insured, counter signed by Hospital should be provided to the Insurer / TPA. Upon satisfying itself on the existence of a valid insurance Policy and other identification parameters the Network Provider would extend Cashless Services to the Policy Holder / Member.

5.2.3
In theevent of the Network Provider, bona fide, believing that the identity card or theAuthorizationletterisnotgenuinethentheNetwork Providershall contact TPA /Insurer and address the same.

5.2.4
For the ease of the Insured Person / Member, the Network Provider shall display at the Hospital the recognition and promotional material, network status and the procedures for admission supplied by the Insurer / TPA at prominent location (preferably at the reception, admission counter and at Casualty / Emergency departments).
5.3
Help desk and Admission

5.3.1
Help desk:To the extent practical, the Network Provider shall endeavor to establish a dedicated help desk with all necessary infrastructure and communication facilities to assist and serve the Insured Persons / Members. The service provider shall ensure that, the Person managing the help desk shall have adequate training and information regarding the procedures of admission, Pre-authorization and discharge.

5.3.2
Single Point Contact: To ensure smooth implementation of the provisions of this Agreement, for the duration of the Term each Party shall designate one (1) person from their side to act as the single point contact between them.

5.3.3 In all fit cases meeting with the prescribed parameters for cashless admission, the Network Provider shall admit, on priority and expeditiously, a Member to the Hospital for the purpose of treatment without seeking any deposit or advance payment from the Member or the Insurer / TPA.

5.3.4 As a part of its admission process, the Network Provider would inform the Members / their relatives of the following :

· documentary proofs required to establish the identity of the member and other information required be submitted along with the request for seeking PAL;
· documents which will be provided by the serviced Provider to the Member at time of discharge; 

· documents required for submission to the Insurer / TPAfor the insurance claim; 

· procedure to be followed in case of Death of the Policy Holder / member;
· list of expenses which are not covered under the insurance (as specified in “Annexure IV”)
5.4 Admission and Pre-Authorization:

TheInsuredPerson / Member shallbe provided treatment free of cost for all such ailments coveredunderthePolicywithinthelimits/ sub - limitsandthesuminsuredandnot specifically excluded underthe Policy. The Network Provider shall be reimbursed asperthe schedule ofchargesandtariffagreedundertheservicelevelagreementfordifferenttreatments or procedures marked as “Annexure III”
Pre-Authorization:

5.4.1
Insurer shall guarantee the payment of treatment chargesto the Network Provider in connection withInsuredPerson / Member’streatmentbyway ofissueof authorization letter (AL)subject to Request for Authorization letter (RAL)beingcompleteinallrespectsandprovidedtheRALisnotbasedonwrong / incomplete /fraudulentinformation.TheALshallbeissuedwithinthestipulatedturnaroundtime only after receipt ofdulyfilled RAL requestalongwith necessary medicaldetailsintheprescribedformatandafterascertainingtheeligibilityand coverage of the Insured Person / Member.

5.4.2
Inallcases wherethe symptomsmentioned in the RAL are vague or ambiguous or noeffectivediagnosisis arrivedat, then the medical team of the TPAreserves therighttogetintouchwiththetreatingphysician / InsuredPerson/Memberif necessary for seekingadditional information required to process the RAL.
5.4.3 Attimesowingtocertain underlying circumstances there may be a denial of AL by the TPA. Insuch circumstances thedenial of authorization for Cashless Facility shall not beconstrued tobea denial of treatmentandthe casemay be treated by the Network Provider like any other normal patient and dealt accordingly.

5.4.4
AL issued by the TPA shall essentially mention the amount, Policy number, guaranteed classof admission, eligibilityofthe Insured Person / Member includingvarioussub limits for rooms and board, surgical fees etc. wherever applicable, as per the benefitPlan/ PolicyoftheInsured.TheALshallalsomentionvalidityof datesfor admission and number of days allowed for Hospitalization. The Network Provider shall endeavor to adhere to these norms.

5.4.5 Insurer shallbe responsible and liable for all the paymentstotheNetworkProvideruptotheamountspecifiedintheAL inconnectionwiththeservicesrenderedbytheNetworkProvidertotheInsuredPerson / Member in terms ofthis Agreement. However,theInsurer shallnotberesponsible andliableformakingpaymentsforitemsthatarecustomarilyinadmissibleaspertheInsurancePolicy / guidelines / agreementsinforcefromtimetotimeandthe items expressly excludedasnonpayables.Ageneral masterlistofnon – payableitemsisincludedin “Annexure IV”,anditisto benoted,thataspecific insuranceplanmayhave additional expenses which are excluded.

5.4.6 Further if the estimated Expenses or the real medical treatment expenses incurred by the InsuredPerson / Member exceedstheamountspecifiedby the TPA in the AL, then the Network Provider will inform the InsuredPerson / Memberaccordinglyand arrange tocollectsuchexcess amountfrom theInsured Person / Member (as per theirnormswhiletreatingpatientswhodo not fall under the purview of Cashless Facility). The Insurer/ TPAwouldnotberesponsibleforreimbursinganyamountwhichiseitherinexcessoftheamountstatedinPALorwhichisnotapprovedby it. It is the responsibilityofHospital tomakeposition clear to Person / Member and keep him / her / relatives informed.

5.4.7 ExpensesincurredbytheInsuredPerson / Membernot related to actual medical Treatment andfor non-medical (excluded) itemssuch as special attendant charges,telephone,snacks,foodandbeverages,co-payinthepolicy, expensesbeyondlimitetc,mustbedirectlycollectedbytheNetwork Providerfromthe Insured Person / Member.
5.4.8 Attimesthere mayarise asituation where in subsequenttothe issueof AL for aparticularlineoftreatment, owingto themedical necessitiestheInsured Person / Membermay requireadditionaltreatmentoralternativelineoftreatmentnot envisaged inthe PAL resultingeither in the revision of treatmentcharges orchange in the line of treatment then, inallsuchcircumstancestheNetworkProvidershallrequestthe TPAfora Reauthorization.
Cashless facility admission procedure:

The procedure to be followed for providing cashless facility shall be as explained below:-

Pre-authorization Procedure- Planned Admission:

5.4.9 Requestfor Hospitalizationshallbe forwarded by the Network Providerimmediatelyafterobtainingduedetailsfromthe treating doctor / Insured Person / Memberin thepre-authorizationformprescribed i.e.“request for authorization letter” (RAL) asper“Annexure V”The RAL shallbesent alongwithallthe relevantdetailsin the electronicform to the24 - hourauthorization /cashless department of the Insurer or its representative TPA along with contact details of treating physician and the Insured Person / Member.The Insurer’sorits representativeTPA’s medicalteam may consult the treating physician or the InsuredPerson / Member if necessary.

5.4.10 If the treating physician identifies any disease/ailment/illness/condition as pre-existingthetreatingphysicianshallrecordit andalso inform the Insured Person / Member immediately.
5.4.11 In the cases where the symptoms appear vague / no effective diagnosis is arrivedat,themedicalteamof the Insurer orits representative TPA may consult with treating physician /Insured Person / Member, if necessary.

5.4.12 TheRALshallreachtheauthorizationdepartmentof Insurer or its representativeTPA 7 days prior to the expected date of admission, in case of planned admission.

5.4.13 Ifclause 5.4.11 above is notfollowed, theclarificationforthedelayneeds to be forwardedalong with the request for authorization.

5.4.14 The RAL form shall be dully filled with clearly mentioning Yes or No and/or the detailsas required. The form shall not be sent with nil or blanks replies.

5.4.15 Theguaranteeof payment shall be given only for the medically necessary treatmentcost oftheailment covered andmentioned intherequestforHospitalization. Noncovereditems i.e. non-medicalitems whicharespecificallyexcludedin the Policy,liketelephoneusage,foodprovidedtorelatives / attendants,NetworkProviderregistrationfees etc. shallbecollecteddirectlyfrom the InsuredPerson / Member. Indicative list of inadmissible items provided as per “Annexure IV”.
5.4.16 The AL by the Insurer or its representative TPA shall clearly indicatethe amount agreed for providing Cashless Facility for Hospitalization.

5.4.17 Intheevent ofthe cost oftreatment increasing with respect to the agreed amount, the Network Provider maycheckthe availability offurther limit with the Insurer or itsrepresentative TPA.

5.4.18 When the cost of treatment exceeds the authorized limit, request for enhancement ofauthorization limitshallbe made immediately duringHospitalization using the sameformatasfortheinitialPre-Authorization.The requestforenhancementshallbeevaluatedbased on the availabilityof further limits andmay require to provide validreasons for the same. No enhancement of limit is possible after discharge of InsuredPerson / Member.

5.4.19 FurthertheInsurershallacceptordeclinesuchadditionalexpenseswithinamaximumof24 hoursofreceivingtherequestforenhancement.Absenceofreceivingthe replyfrom the Insurer within 24hours shall be construed as denial ofthe additional amount.

5.4.20 In case the InsuredPerson / Member has opted for a higher accommodation / facility than theoneeligible under the Policy,theNetwork Provider shallexplain orallythe effect ofsuchoptionandalsotake awrittenconsentfromtheInsuredPerson / Member atthetimeofadmissionasregardtoowingtheresponsibility ofsuch Expenses bytheInsured Person / MemberincludingtheproportionateExpenses which have a direct bearing dueto upgradationofroomaccommodation /facility.Inallsuch cases theInsurer shallpay forthe expenseswhicharebased ontheeligibilitylimits oftheInsured Person / Member.HoweverNetworkProvidermaychargeanyadvanceamount / securitydepositfromtheInsuredPerson / Memberonly in suchcases where the InsuredPerson / Memberhas optedforan upgradedfacilitytotheextentofthe amountstobe collected fromtheInsured / Member.
5.4.21 Insurance Company guarantees payment only after receipt of RAL (Request for Authorization letter) and the necessarymedicaldetails.The AuthorizationLetter (AL) shallbeissuedwithin48hours ofreceiving the RAL.

5.4.22 Incasetheailmentisnotcoveredorgivenmedicaldata is not sufficient for the medicalteamofauthorizationdepartmentto confirmtheeligibility, Insureroritsrepresentative TPA shall seek further clarifications/ information immediately.
5.4.23 Authorizationletter(AL)shallmentiontheauthorizationnumber and the amountguaranteed for the procedure.

5.4.24 Incasethe balancesum availableis considerablyless thanthe cost of treatment,Network Provider shallfollowtheirnormsof deposit / runningbillsetc.However,Network Provider shallonly chargethebalance amount over and above the amountauthorizedunder the health insurancePolicy againstthe package or treatment from the InsuredPerson / Member.
5.4.25 OncetheInsuredPerson / Memberisto be discharged, the Network Provider shall makea finalrequest for the Pre-Authorizationfor any residual amount along with the standarddischargesummaryandthestandardbillingformat. OncetheNetwork Provider receives finalPre-Authorization foraspecific amount,the Insured Person / Membershallbeallowedto get dischargedbypaying the difference betweenthePre-Authorizedamountand actualbill, if any.Insurer, uponreceiptofthecomplete bills and documents, shall make payments of the guaranteedamountto the Network Provider directly.

5.4.26 Dueto any reasonifthe InsuredPerson / Member does not availtreatment atthe NetworkProviderafterthePre-Authorizationisreleased,theNetworkProvidershallreturn the amount to the Insurer immediately. 
5.4.27 Allthepaymentsin respectof Pre-Authorized amounts shall be made electronicallyby the Insurer to the Network Provider asearly as possible but not later thana week, provided all  claim documents are received by the Insurer. TheNetwork Providershouldsubmitallthe documents to theconcerned TPA within 2 days ofdischargeofthe InsuredPerson / Memberfrom theNetwork Provider. Ifthe documentsarenotreceivedby theTPA withinthetimeframethey willissue reminder after the first 15 days, then 15daysthereafterandifstillthe documentsare notforthcomingthe claimmaybe treated as NO CLAIM.] 
5.4.28 Denial of authorization (DAL) for Cashless Services isby nomeans denial of treatment by theNetworkProvider.TheNetwork Providershalldealwithsuchcaseaspertheirnormal rules and regulations.

5.4.29 Insurer shallnotbeliablefor payments to the Network Providers in case theinformationprovidedinthe“requestforauthorizationletter” andsubsequent documents during the course of authorization, is found incorrect or not disclosed.

5.4.30 Network Provider, Insurer and its representative TPA shall ensure that the Cashless Facility Admission procedureprescribed by the IRDA is strictly complied in all respects.

Preauthorization Procedure - Emergency Admission:

5.4.31 RequestforHospitalization shallbe forwarded bythe Network Provider immediately afterobtainingduedetailsfromthe treatingdoctor / InsuredPerson / Member in the Pre-authorization form prescribed i.e. “request for authorization letter”(RAL) as per “Annexure V”. TheRAL shallbesent alongwith all the relevant details in theelectronic form to the 24-hour authorization /cashless department of the insurer or itsrepresentative TPA along with contact details of treating physician andtheInsured /Member. The Insurer’soritsrepresentative TPA’smedicalteam mayconsultthe treating physician or the InsuredPerson / Member, if necessary.

5.4.32 If the treating physician identifies any disease/ailment/illness/condition as pre-existing the treating physician shall record it and also inform the Insured Person / Member immediately. 
5.4.33 In the cases where the symptoms appear vague / no effective diagnosis is arrived at, the medical team of the Insurer or its representative TPA may consult with treating physician / Person / Member, if necessary.

5.4.34 The Insurer or its representative TPA may continue to discuss withtreating doctor till conclusionofeligibilityofcoverageis arrived at.However, anylifesaving,limbsaving, sight saving, emergency medical attentioncannotbe withheld or delayed forthe purpose of waiting for Pre-Authorization. The Network Provider meanwhile may consider treating him by taking a token deposit or as per its norms.
5.4.35 Once a Pre-Authorization is issued after ascertaining the coverage, Network Provider shall refund the deposit amount to the Insured if taken barring a token amount to take care of non-covered expenses.

Preauthorization Procedure - RTA / MLC:

5.4.36 Ifrequesting a Pre-Authorization for any potential Medico-Legal Case includingroad traffic accidents,theNetworkProvidershallindicatethesameintherelevantsection of the standard form.

5.4.37 In case of a road traffic accident and/ or a Medico Legal Case, ifthe InsuredPerson / Memberwasundertheinfluenceofalcoholorinebriatingdrugsoranyother addictivesubstanceor doesintentionalselfinjury, it is mandatory for the Network Provider to inform this circumstance of Emergency to the Insurer or its representative TPA.

Authorization letter (AL):
5.4.38 ALshallmentiontheamount,guaranteedclassofadmission,eligibility, of the Insured Person / Member or varioussublimits for rooms and board,surgical fees etc. wherever applicable, as per the benefit plan for the InsuredPerson / Member. 

5.4.39 The Authorization letter willalsomention validity of dates for admission and number ofdays allowed for Hospitalization, if any. The Network Provider shall see that these rules are strictly followed, else the AL will be considered null and void.

5.4.40 In the event the room category, if any, is not available the same shallbe informedtotheInsurer oritsrepresentative TPA andtheInsuredPerson / Member. Forsuch cases,iftheInsuredPerson / Member isadmittedtoa classofaccommodation higherthanwhatheiseligible for, the Network Provider shall collect the necessary difference, if any, in charges from the InsuredPerson / Member.

5.4.41 The AL has a limited period of validity - which is 15 days from the date of sending theauthorization.

5.4.42 AL is not an unconditional guarantee of payment. It is conditional on facts presented when the facts change the guarantee changes.

Reauthorization:

5.4.43 Reauthorizationsareanessentialcontroltoensurethatrejections – andtheconsequent disputes between Insurer/ TPA and Network Provider are minimized.

5.4.44 Wherethere wasachange inthe clinical line of treatmentafteradmission, andareauthorization was obtained, the reauthorization limits and decision would apply.

5.4.45 Where theclaimamountincludes asecondaryor subsequent ailment for which noALhasbeenobtained,the Insurer/ TPAwouldnotbeliableto payfor costs linked to thesecondary ailment.

5.4.46 TheNetwork ProvidershalltakeRe-authorization fromTPA each time the periodcoveredbythePre - authorizationhasexpired, orineachofthecircumstancesmentioned herein above.
5.4.47 The same Pre-Authorization form shall be used for Re-Authorization, and the same turnaround times as specified shall apply.

Discharge Procedure:

5.4.48 Thefollowingdocumentsshall be included in the list of documents to be sent alongwith the claim form to the Insureror its representative TPA. Theseshall notbe givento the Insured / Member :

(a)
Original pre authorization request form;
(b)
Authorization letter;
(c)
Original discharge card & final Hospital bill;
(d)
All original investigation reports, prescription & pharmacy receipt etc.;
(e)
Copy of receipts, if any made by the Network Hospital for the amount paid by the Insured /Member in excess of amount authorized by the TPA.
(f)
Original invoice for stents/implants.
5.4.49 WheretheInsuredPerson / Member requiresthe discharge card/reportshe or she can beasked to take photocopiesofthesameathisorherownexpensesand these have to be clearly stamped as “Duplicate, originals are submitted to Insurer”.

5.4.50 The discharge card / summary shallmention the duration of ailment and duration ofotherdisorderslikehypertensionordiabetesandoperativenotesincaseofsurgeries. The clinical detail shall be sufficiently and justifiably informative. In addition, the Network Provider shall provide all the relevant details pertaining to past treatment availed by the Insured in the Network Provider.
5.4.51 SignatureoftheInsuredPerson / MemberonfinalNetworkProviderbillshall be obtained.

5.4.52 Inthe event of death or incapacitation of the InsuredPerson / Member, the signatureof the nominee or any of InsuredPerson / Member family who represents him/ her as suchsubject to reasonable satisfaction of Network Provider shall be sufficient forthe Insurer to consider the claim.

5.4.53 Standard Claim form as per attached “Annexure –VI”duly filled in shall be presented totheInsuredPerson / Memberforsigningand identityoftheInsuredPerson / Member shallbeconfirmedbytheNetworkProvider.NetworkProvideragreestocomplywiththepresent&future requirementsofthe regulator/insurerslikestandardizedpre - authorization form /discharge summary /billing, ICD-10coding etc. 
The following formats have been provided with the Agreement to be followed in this respect:

1. Indicative list of inadmissible items and services provided as per “ Annexure –IV ”

2. “Request for authorization letter” (RAL) as per “ Annexure –V ”

3. Standard Claim Form for InsuredPerson / Member / Network Provider as per “ Annexure –VI ”

4. Standard Format for Hospital Bill as per “ Annexure –VII ”

5. Standard Format with guidelines for Discharge Summary as per “ Annexure –VIII ”

Billing Procedure:

5.4.54 The Network Provider shall submit original invoices directly to Insurer or its representativeTPA and such invoices shall contain, at the minimum, following information:
(a) The InsuredPerson / Member full name and date of birth;

(b) The Policy number;

(c) The InsuredPerson / Member address;

(d) The details of the admitting consultant;

(e) The date of admission and discharge;

(f) The procedure performed and procedure code according to ICD-10 PCS or any other code as specified by the Authority from time to time;

(g) The diagnosis at the time of treatment and diagnosis code according to ICD-10 or any other code as specified by the Authority from time to time;

(h) Whether this is an interim or final bill / account;

(i) The description of each serviceperformed, together with associated charges,

(j) The agreed standard billing codes associated with each serviceperformed and dates on whichitems of serviceswere provided; and.

(k) The Insured Person / Member signature (in original)
5.4.55 SubjecttoRe-authorization,theNetworkProvidershallsendthefinalbill /Invoice(“Claim”)along with the following documents to the Insurer / TPA for payment:

(a) Original duly approved Preauthorization form and Re - authorization letter.

(b) Fully completed Standardized Claim form or the relevant claim section of Pre-Authorization letter duly signed by the Insuredand treating consultant for the treatment performed.
(c) Originaland complete dischargecardaspertheStandardizedDischargeSummaryasper “Annexure VIII”,summarizingsymptomswiththeirduration,clinicalfindings, investigations, overalltreatment,diagnosis, procedureperformed,consultants operative notes and follow - up treatment etc., duly coded as per ICD -10 – PCS;
(d) Final HospitalBill (as per the Standardized Billing formatas per “Annexure VII”)duly signed by Hospital and counter signed by the Insured.Unless otherwise agreedbetween the parties for a single line bill for predetermined packages the final bill should mention details of charges payable for necessary medical services provided and also the units of each service as per the latest submitted & approved tariff. It should NOT include charges such as that of telephones, snacks, beverages, barber etc. which are not covered in the Insurance Policy and / or agreement as listed out “Annexure IV”;
(e) Original copies of investigation reports, pharmacy bills with corresponding prescriptions and reports;
(f) Pharmacy bill with corresponding prescription/request;
(g) Any other documentary evidences statutorily required under the law, such as FIR in case of an Accident / Medico Legal Cases or required under Member’s health cover;
(h) To the extent practical the bills and all other relevant documents should be submitted by the Network Provider in a computerized format (in XML or EXCEL) for fast and easy processing of the bills at Insurer / TPA. However, this should be in addition to the Original manual copies of the bills submitted.

(i) Insurer / TPA shall be entitled to verify and obtain copies of any further documents such as in-door Case Sheetsas may be deemed necessary. 

(j) Photocopy ofthe Insured / Member’s policy, photo identification (e.g.voter's Smart card/ ID card, passport or driving License etc.)
(k) Evidence of use of implants/lens, like bar coded stickers in original.

(l) Invoice in support of implant cost.
5.4.56 The Network Provider shall submit the final invoice and all supporting documentationrequiredwithin2daysofthe dischargedate. Network Provider shall also endeavorto provideall claim records electronically including indoor case record.
5.4.57 The Hospital agrees that the schedule of fees submitted is the lowest and if any other schedule of fees during the tenure is found lower, the Hospital will refund the additional charges to the TPA within 7 days of demand.
6. General Obligations of the NetworkProvider / Hospital in relation to the Treatment, Diagnostic Tests, Supply of Medical consumables andreferral
6.1
The NetworkProvider/ Hospital undertakes to provide the services in a precise, reliable and professional manner, in accordance with the applicable legal, regulatory and ethical obligations. 

6.2
The Network Provider shall treat the members of the Insurer / TPA in accordance with the good business practice. 

6.3
The Network Provider shall maintain factual medical record documentation as per applicable law and medical ethics and shall allow the Insurer / TPA to examine the same to establish authenticity of the records and documents as and when required.

6.4
The Network Provider shall not inflate rates or indulge in excess billing, unnecessary Hospitalization or any other malpractice.
6.5
The Network Provider shall inform personnel concerned of the Insurer / TPA of all the relevant details as and when the Insured Person/  Member or any relative requests or asks the NetworkProvider to furnish any information which is false or untrue or fraudulent for the purpose of procuring Pre-Authorization or claim reimbursement, or any other related purpose. 

6.6 Whenever possible and subject to availability of beds the Network Provider willextend priorityadmissionfacilitiestotheInsured / Memberoftheinsuranceproducts administeredby the Insurer / TPA.

6.7
Rights of the Network provider
6.7.1
The Network Provider shall have the right to supply all medicines and medicinal consumables like, surgical materials, implants and disposable items as may be reasonably required for medical treatment of the Insured Person / Member at the Hospital as per the accepted medical norms and include them in the final bill, stating cost of each item consumed and in no event the price shall not exceed the MRP.
6.7.2
In the event of Network Provider does not have the facility within its own resources to procure aforementioned items or to carry on some of the diagnostic tests or procedures as may be reasonably required in connection with the treatment of the Member then, the Network Provider shall have the right but no obligation to arrange for such items and or tests / procedures from external supply sources and include the cost of such medicine/ diagnostic tests in its final bill clearly mentioning the cost of each medicine/diagnostic test or procedure. Procurement of such items shall be supported by issue of proper prescription by the doctor(s) attending the case on his / her letterhead mentioning the date, name and ID Number of the Member.

6.7.3
The Network Provider shall always ensure that the cross referrals of Members / Policy Holders / Members made by it shall be to a Hospital that fulfils the specific quality standards of Insurer / TPA. 

6.8
Treatment charges / Tariff / Schedule
6.8.1 The Network Provider agrees to submit to the Insurer / TPA clear and unambiguous tariff, schedule of charges and package procedure charges and the same shall form “Annexure III”. The NetworkProvider shall endeavor to display its prevalent tariff on its website.

6.8.2 In the event, parties agreeing for a pre-determined package rates for selective treatments and or for procedures then, such package charges must be inclusive of stay, medicines, consumables, surgical fees operation theatre etc. Unless otherwise stated, package prices as quoted in “Annexure III ” shall be an all inclusive charges like of accommodation charges, critical care ( including ICU, ITU, HDU, CCU, NICU, PICU etc), laboratory tests, blood handling and phlebotomy, imaging, theatre fees, surgeon's fees, anesthetist’s fees, surgeon's follow-up visits in Hospital, equipment usage, recovery, nursing, theatre consumables, prosthesis / implants, theatre drugs (including anesthesia), physiotherapy, occupational therapy, hydrotherapy and dietician' No additional payment under a package rate would be entertained by the Insurer / TPA unless the medical team of Insurer / TPA agrees with treating consultant for any deviation

6.8.3 The aforementioned package prices are valid regardless of the length of the stay in the Hospital, except in exceptional circumstances (where an unexpected medical complication arises during Treatment which is not due to the mistake or negligence of the Hospital and / or treating doctor). In such circumstances, a specific Re- Authorization must be obtained from the Insurer / TPA for any additional costs above the package price. 

6.8.4 In case the Insurer / TPA is not intimated regarding the revision and the revision is not mutually agreed Insurer / TPA will continue to pay for the services only as perpreviousagreed rates.

7. Billing 
7.1
Anyrevisioninscheduleoftariff and package procedure chargesiseffective onlyfrom the date of approval of therevised schedule of tariff by Insurer / its representative TPA in writing.

7.2
TaxDeductionatsource (TDS):-IncometaxwouldbedeductedatapplicablerateasperIncomeTaxAct,1961fromthebill amountanddepositedwithGovernment.At theyearend,TDSCertificatewillbeissued forsuch deduction of TDS amount.

7.3
OtherthanagreedpackagestheNetwork Providerwouldprovide adiscount fromthe Standard Charges (SOCs) in line with the package rate.

7.4
Network Provider agreesthatiftwo procedures are done inasingle Hospitalization then full package for major / 1st procedure and 50% of the minor / 2nd Procedure willbeconsideredforsettlement.Incasethereisathirdprocedurethatwillbeconsidered at 25% of the cost of that procedure and so on.

7.5
The Network Provider shall raise / submit invoice in specified formatsasmandated bythe IRDA marked and attached as “Annexure VII”
7.6 Thepartieshereby agreethat, asan endeavor tominimize the dispute between theparties inrelationtothenoncoveredorexcludedchargesorcasesofNetwork Rejection at a later date, the Network Provider shall try to submit the draft of the finalbill drawn in accordance with the agreed tariff accompanied by the relevant documents besubmitted to the Insurer / TPA8 (eight) hours prior to member’s discharge (in whose case a validPAL has been issued by the Insurer / TPA) for seeking Insurer / TPA’s re authentication for the amounts covered under the draft bill. 

7.7 In theeventofreceipt ofa responsefrom theInsurer / TPA informingtheNetwork Rejection or disputed charges then, notwithstanding the merits of the claim the Network Providerreserves therightto collectthe differentialcharges orthe entire treatment charges as the case may be from the Policy Holder / Member.

7.8 IfPALforRe – authorizationis rejectedor denied, or theadmissibility oftheClaim cannotbe ascertained asat the point of discharge, insuch cases, the onus to collectmoney against invoice from the Insured lies with the Network Provider / Hospital.

7.9 The parties expressly agree that, depending upon the applicability of the servicetax on the medical services, the NetworkProvider shall have the right to recover the service tax or any other tax that may become applicable in future on the services contemplated herein from the Insurance company or from the Member as the case may be.

8. Payments

8.1 Insurer herebyagrees and undertakesto pay alltheeligiblebillswithin7workingdays of the receipt of the complete claim docket along with the bill at Insurer / TPA office along with all the documents mentioned above.

8.2 In case certain billed items do not tally with the corresponding reports; the related billamountwillbeheldback frompayment of the final bill, whichmeans Insurer shallmake partpayment ofthetotalbilledamounttotheNetwork Provider forwhichInsurerissatisfiedthatthe sameispayableunderthe bill. Duereason forsuch deductions, ifany, willbegivenatthetime ofsettlement of bills by Insurerto the Network Provider.Clarificationby the Network Providermay be sent within 15 days of receiving the part payment as aforestated to receive the remaining payment if the Network Provider wishes to collect the balance amount.
8.3 All Payments shall be effected by Electronic Fund Transfer (EFT) and only in exceptional cases, for valid reasons,by Account Payee Cheque / Demand Draft drawn in favour of the Network Provider.All payments are subject to deduction of prevalent applicable taxes at source 

8.4 IfNetworkProviderfailsto fulfillthedeficiencyraised byTPA within a period of 7working days from the date on which such deficiency is raised, 

(a) Incase wherethe efficiencydoes not pertain to theadmissibility oftheClaim,theClaim shall be short paid mentioning the reasons.

(b) In case where the deficiency pertains to the admissibility of the Claim, the claim shallbe closed mentioning the reasons.

8.5 IncasetheClaimfilealongwith the relevantand completeset ofdocuments is notforwardedto TPA within the prescribed period stipulated, TPA and Insurer will not beliable for making payment against such claims for delayed submission of claims files.

8.6 TheNetwork Providershallsubmitits queries regarding payment to TPAwithin 15 working days from the date of payment or the date of closure as the case may be.

8.7 Acceptance and encashment by the Network Provider would be construed as due receipt if a Network Provider omits to send a stamped receipt for the payment received.

8.8 The power to deny a claim lies solely with the Insurer.
8.9 Parties hereby agree that, once in every quarter they shall reconcile their accounts and for which each party shall extend their co-operation and furnish the requisite data.

8.10 After the payment of a Claim, if the Insurer / TPA has reasonable grounds to believe that, it has made an erroneous payment in relation to any invoice attributable to the reasons that the service Provider was not entitled to charge for a particular services then the Insurer / TPA shall notify the Network Provider in writing as soon as possible and in any event not later than sixmonths' from the date of the invoice and shall adjust such erroneous payment against amounts payable in respect of other Claims unless Network Provider clarifies to the satisfaction of Insurer/TPA. 

9
Inspection, Audit and Access Rights
9.1
Insurer / its representative TPA shall have the right of access to conduct an inspection of the Hospital and any portion thereof at any time. The Insurer/ TPA shall be allowed to carry out such inspection through such persons as maybe nominated by them.The Network Provider shall give full co- operation to the Insurer / TPA officials and shall grant full right of access to such nominated persons for undertaking an inspection.
9.2
The Insurer / its representative TPA shall have the right of access to also conduct an audit of the Hospital from time to time toin connection with the following:
· quality assuring specific services;

· reasonable concerns about the Hospital expressed by anyone ; and / or

· audit of the Hospital's compliance with the management of care, standard treatment guidelines, quality standards, indoor case papers etc.

· to visit the Insured Person / Member during the Hospitalization and check the indoor papers / treatment papers ;

· to facilitate Pre-Authorization, discuss aspects of the treatment, discharge management, disease management, post-operative care and / or post-discharge care etc.

9.3
The Network Provider shall give full co- operation to the Insurer / TPA officials and the person nominated by them for undertaking the inspection and also for undertaking the audit. The Network Provider shall make available the requested information promptly and without delay. The Insurer / TPA shall not interfere with the medical treatment of Inured / Member / Policy Holder.
9.4
Ifthe Insurer / TPA notify the Network Provider of any issue ofqualityand / or any issue of safety as identifiedwhether asa resultofanyinspectionor audit carried out or otherwise,theNetworkProviderundertakestoforthwith takeremedialactionsto the satisfaction of the Insurer /TPA.
9.5
Intheeventthat any non-compliancewithanyterm ofthisAgreement (including withoutlimitation, anyovercharges) isdiscoveredasaresultof anysuchinspection or audit, the Insurer/ TPA shall have the right to (at its own discretion):
· recover from the Network Provider any monies overcharged;

· widen the scope of audit and/or size of the audit sample;

· caution the service Provider against carrying on or indulging in such practices and seek undertaking from the service Provider;

· cause the service Provider take corrective action in order to rectify non-compliances within a reasonable time-frame; and/or

· suspend the operation of the Agreement till such time the breach / non- compliance is rectified and / or terminate the Agreement in accordance with the termination Clause.

10.
Reporting

10.1
To the extent practical in the first week of each month, beginning fromthe first monthof the commencement of this Agreement, the Network Provider and theTPA shallexchangeinformation ontheir experiencesduringthe month and reviewthe functioning of the process and make suitable changes whenever required.
10.2
Howeverallsuchchangeshavetobeinwritingandbywayofexchange of letters. 

11
Coding

The Network Provider / Hospital shallcomplywith requirement to providestandardized discharge summary and with standardized billing,ICD 10 - PCS coding etc. as mandated by IRDA and any other statutory requirement as may be applicable from time to time.

12.
Confidential Information; Undertakings

12.1
For the purpose of this Agreement, the term "Confidential Information" shall be deemed to be all information howsoever furnished or supplied or caused to be furnished or supplied by one party to the other or the staff (before or after the Effective Date) or obtained or received by one party or the staff from the other (before or after the Effective Date) in oral, written or any other form including but not limited to information which is of a technical, commercial, legal or financial nature pertaining to the business or operations of the Insurer / TPA, Network Provider / the Hospital, its patients and other persons with whom the Hospital or Insurer / TPA have financial, legal or commercial dealings. For the avoidance of doubt, such Confidential Information shall also include, without limitation, computer programs, codes, specifications, systems, know-how, processes, ideas, inventions (whether or not patentable), patient data, treatment data, other technical, business and financial information and all information concerning current, future or proposed products or services, patient lists and printouts, marketing or sales plans and any and all other information or materials relating to the business and operations of the Insurer / TPA, Network Provider / the Hospital. It is hereby expressly clarified that any patient treatment data and any data stored in or accessed from the Hospital's electronic medical records system shall be deemed to be Confidential Information.

12.2
Insurer / TPA and Network Provider / the Hospital, hereby undertake and covenant that at all times during the Term and thereafter, to hold in strictest confidence and not to use, disclose, remove or transfer whether directly or indirectly, to any person, firm or corporation, any Confidential Information save in the following instances: 

(a) 
where the use, disclosure, removal or transfer is required for the purpose of the performance of the services under this Agreement; or 

(b) 
where the use, disclosure, removal or transfer is lawfully required under the provisions of any written law or is authorized by the board of directors of the Network Provider or of Insurer / TPA as the case may require. 

12.3
Each party hereby undertakes and covenants that neither they nor their staff will retain in their personal possession any proprietary or Confidential Information of the other or patients whatsoever save in the course of their duty in law to retain it and in compliance with all directions issued or approved by the other with regard to the storage of such information and the return and disposal thereof. 

12.4
Insurer / TPAandNetwork Provider / the Hospitalherebyundertakeandcovenantrespectively thattheseundertakingsshallbebindingupontheirrespective successorsand assigns andshall inure to the benefit of, andbe enforceable by therespective parties successors and assigns. 

12.5
Insurer / TPA and the Network provider / Hospital hereby undertake and covenant that the undertakings contained in this clause shall survive the expiry or earliertermination of this Agreement. 

12.6
In particular the Network Provider agrees to:

12.6.1
use any personal information relating to a Insured Person / Memberreceived by the Network Provider only for the purpose of inclusion / preparation / finalization of medical reports / test reports for transmission in terms of this Agreement or for the purposes of any disclosures under any applicable law and shall not give or make available such information / any documents to any third party whatsoever. 

12.6.2
keep confidential and endeavor to maintain confidentiality by its medical officer, employees, medical staff, or such other persons, of medical reports relating to Members, and that the information contained in these reports remains confidential and the reports or any part of report is not disclosed /informed to the insurance agent/ advisor under any circumstances.

13.
Termination

13.1
TPA andInsurerortheNetwork Providershall reservetherightto terminatethis Agreement by giving 30 days prior notice to the other parties in writing.

13.2.
However,incaseofgrossbreachoftermsandconditionsofthisAgreement by theNetwork Provider, the Insurer reserves the right to terminate this Agreement with immediate effect.

Gross breach would include inter alia acts such as:

(a) failure to perform any material obligation under this Agreement, by the Network Provider;
(b) failure to maintain any license, certificationor accreditationrequired toconduct business or perform under this Agreement, by the Network Provider;
(c) ifNetwork Providerisdeclared bankruptorinsolvent,approvesa petition seeking reorganizationofthepartyor appointsareceiver, trustee, or liquidatorfor all or a substantial part of the party’s assets;
(d) if there is a change in the Controlling interest of the Network Provider which affectsits financial ability or performance under this Agreement;
(e) if any claim is/are in any respect fraudulent, or if any fraudulent means or devices areused by the Network Provider or anyone acting on its behalf to obtain any benefit under this Agreement, provided that before terminating or modifying this Agreement the Network Provider will be given appropriate and reasonable time and opportunity to explain its stand;
(f) ifNetwork Providerexhibitsstatements,demeanororprofessionalconductthatis reasonably likely to be detrimental to patient safety or to the delivery of quality patientcares; 

(g) if Network Provider disrupts the said services or impairs the reputation of the other party inthe community; or

(h) if Network Provider commits a breach of trust; or
(i) if Network Providerbreaches any of their respective material obligations under this Agreement. 

13.3
Consequences of termination:

13.3.1
From the date of expiry or earlier termination of this Agreement, neither party shall be obliged to perform their part of obligation contemplated under this Agreement. However in such instances the Network Provider shall ensure, that all admitted Policy Holders/ Members undergoing treatment at the time of termination are treated completely and discharged and subject to the eligibility of the Claim of the Insured Person / Member, the Insurer / TPA shall pay the treatment charges to the NetworkProvider for such Insured Persons.

13.3.2
Notwithstanding anything contrary contained in any part of this Agreement, within 7 days of termination of this Agreement the parties shall reconcile their accounts and settle their respective undisputed entitlements fully and finally. However, the Insurer / TPA reserves the right not to pay any disputed amount till such time the liability to pay such disputed amounts is established by proper adjudication in the manner mutually agreed between the parties.

13.3.3
PROCEDURE FOR DE-EMPANELLEMENT OF NETWORK PROVIDER
The following procedure shall be followed for de-empanelment of Network Provider:

Steps 1 - Putting the Network Provider on “Watch-list”

1. Based on the claims data analysis and / orthe Network Provider visits, ifthereisany doubt on the performance of a Network Provider, the InsuranceCompany can put that Network Provider on the watch list.

2. Thedataof suchNetworkProvidershallbeanalyzedverycloselyon adailybasis by the Insurance Company for patterns, trends and anomalies.

Step 2 - Suspension of the Network Provider

3. A Network Provider can be temporarily suspended in the following cases:

(i) FortheNetworkProviderswhichareinthe “Watch-list”iftheInsuranceCompanyobservescontinuouspatterns or strong evidence of irregularity based oneitherclaimsdataorfieldvisitofNetwork Provider,theNetwork Provider shallbesuspendedfromprovidingservicestobeneficiariesandaformal investigation shall be instituted.

(ii) Ifa Network Provider isnotinthe “Watch-list”,buttheInsuranceCompany observesatany stagethat it has data / evidence that suggests thatthe Network Provider is involved in any unethical practice/ or is not adhering to the Agreement or involvedinfinancial fraudrelated to health insurance Beneficiaries, it mayimmediately suspend the NetworkProvider fromprovidingservicestoBeneficiaries andaformalinvestigationshallbe instituted.

4. Aformalletter shallbesenttothe Network Provider regarding its suspension withmentioningthetimeframewithinwhichtheformalinvestigationwillbe completed.

Step 3 - Detailed Investigation

5. The Insurance Company can launch a detailed investigation into the activities of a Network Provider in the following conditions:

(a) For the Network Provider which have been suspended.

(b) Receipt of complaint of a serious nature from any of the stakeholders.


6. ThedetailedinvestigationmayincludefieldvisitstotheNetworkProvider, examinationofcasepapers,talkingwiththeInsuredPerson / Member(if needed), examination of Network Provider records etc.

7. Iftheinvestigationrevealsthatthereport / complaint / allegationagainstthe NetworkProviderisnotsubstantiated,theInsuranceCompanywouldimmediatelyrevokethesuspension (in case it is suspended). A letter regarding revocation of suspension shall be sent to the Network Provider within 24 hours of that decision.

Step 4 - Action by the Insurance Company

8. If the investigation reveals that the complaint / allegation against the Network Provider is correct then following procedure shall be followed:

(a) TheNetwork Provider mustbe issued a “show-cause” notice seekingan explanation for the aberration.

(b) After receipt of the explanation andits examination, the charges may bedroppedor an action can be taken.

(c)  Theaction could entailone ofthe followingbased on the seriousness ofthe issue and other factors involved:

(i) Warning to the concerned Network Provider,

(ii) De-empanelment of the Network Provider.

9. The entire process should be completed within 30 days from the date of suspension.

Step 5 - Actions to be taken after De-empanelment

10. Once a Network Providerhas been de-empanelled by Insurer, followingstepsshall be taken:

(a) a letter shall be sent to the Network Provider regarding this decision.

(b) this informationshall be sent to all theother Insurance Companieswhich are doing Health Insurance Business;
(c) a FIR shall be lodged against the Network Provider by the Insurer at the earliest in case the de-empanelment is on account of fraud or fraudulent activity.

(d) theInsurance Company which hadde - empanelledtheNetwork Providermaybe advised to notify the samein the local media, informing all InsuredPerson / Member aboutthe de-empanelment,so that thebeneficiariesdonotutilizethe services of that particular Network Provider.

(e) ifthe NetworkProviderappeals against the decision of the Insurance Company, theafore mentioned actions shallbe subjectto the dispute resolution process agreed in the Agreement.

14.
Limitation of liability

14.1
The Insurer / TPA shall not be liable or responsible for any acts, omission or commission of the doctors and other medical / non-medical staff of the Network Provider as well as other Hospitals / diagnostic centers to which cross referrals are made by the Network Provider. If any claim, demand or dispute is raised or instituted by the member of the Policy, Member(s) or third party against the Insurer / TPA for any damage or loss arising out of any acts, omission or commission of the Network Provider (their employees, agents, contractors, etc.), the Network Provider hereby indemnify and agree to fully indemnify the Insurer / TPAand their respective directors, officers, employees, agents and representatives against such claims, demands or actions and hold the Insurer / TPA and their and their respective directors, officers, employees, agents and representatives harmless in every respect. 

14.2
The Network Provider shall be solely responsible for desired quality and standard of treatment to the Insured/ Member(s) and Insurer / TPA shall not be liable to any Person on this account. 

15.
Indemnity

Each party (“Indemnifying Party”) hereby indemnifies and agrees to keep indemnified and hold the other party, its employees, officers, directors, shareholders, agents, and assigns (“Indemnified Party”), harmless, from and against, any and all suits, claims, liabilities, demands, causes of action, damages, losses, costs and expenses of any kind including reasonable legal fees, arising out of or attributable to any misstatement or breach of any representation, warranties, obligations, covenants or agreement of the Indemnifying Party contained in this Agreement.
16.
Force Majeure

16.1
NeitherpartyshallbeliableforanyfailureordelayinperformanceunderthisAgreement to the extent said failures or delays are proximately due to causes beyondthat party's reasonable control and occurring without its fault or negligence, including,but not limited to : natural disaster (earthquake, hurricane, flood); war,riotorothermajorupheaval; performancefailuresofexternalpartiesto the Agreement(e.g., disruptionsintelephoneserviceattributabletothetelephonecompany).Asa conditiontothe claimof non-liability, the party experiencing the difficulty shallgive theotherpromptwrittennoticeoftheoccurrence. Datesbywhichperformanceobligationsare scheduled to be met will be extended as agreed between the parties.

17.
Jurisdiction, Dispute resolution & Arbitration 

17.1
The provisions of this Agreement, including the arbitration agreement contained herein,shall be governed by and construed in accordance with the Indian law.
17.2
The parties shall endeavor that any and all disputes arising out of or in relation to this Agreement including without limitation as to the validity, interpretation, termination, construction, performance, enforcement or alleged breach of this Agreement (“Dispute”) are resolved amicably. In the event of any Dispute, any party may serve formal written notice on the other parties that a Dispute has arisen (Notice of Dispute). The parties shall use all reasonable efforts for a period of 14 days from the date on which the Notice of Dispute is served by one party on the other parties (or such longer period as may be agreed in writing between the parties) to resolve the Dispute on an amicable basis. 
17.3
All disputes not settled amicably in accordance with Clause 17.2 shall be referred for final and binding resolution by arbitration in accordance with the provisions of Arbitration and Conciliation Act, 1996.

17.4
The arbitration tribunal shall consist of three arbitrators, one arbitrator to be jointly appointed by the Insurer and the TPA, the second arbitrator to be appointed by the Network Provider and the third arbitrator to be appointed by the mutual consent ofthe arbitrators so appointed.
17.5
The place of arbitration shall be Mumbai and any award whether interim or final, shall be made, and shall be deemed for all purposes between the parties to be made, in Indian Rupees.
17.6
The arbitral procedure shall be conducted in the English language and any award or awards shall be rendered in English. The procedural law of the arbitration shall be Indian law.

17.7
The award of the arbitrator shall be final and conclusive and binding upon the parties.
17.8
The cost of the arbitration proceeding shall be borne by the parties to the Dispute as decided by the arbitration tribunal.

18.
General

18.1
Code of Conduct:All the partiesshall comply with all applicable laws, rules &regulations both in letter and in spirit and shall conduct their activities, with honesty, integrity and fairness. They shall act in good faith, responsibly, with due care, competence and diligence, without allowing their independent judgment to be subordinated. None shall receive/offer, directly or indirectly, any gifts, donations, remuneration hospitality, illegal payments and comparable benefits which are intended or perceived to be for some unlawful gains.
18.2
Entirety of the Agreement: This Agreement along with annexures attached to it fully integrates the understanding between the parties and supersedes all prior correspondence, communications (oral or written) understandings between the parties in connection with the arrangement / transactions contemplated under this Agreement. This Agreement or any of its annexures can only be amended or modified by a written agreement signed by both the parties. It is agreed by and between the parties that intheevent of any inconsistency between the provisions of this Agreement andthe Schedules / Annexures hereto, the provisionsof the Agreement shallprevailover that of the Schedule. However, allthe parties agree andunderstandthattheIRDA guidelines on Standardization ofHealth Insuranceissuedvide IRDA /HLT / CIR / 036 / 02 / 2013dated 20/02/2013 (as amended by IRDA circular dated July 3, 2013), the PolicyandtheIRDA (Health Insurance)Regulations, 2013 and all other Acts, rules, regulations, guidelines, circulars as applicable to this Agreement (as amended from time to time), shall bind all the parties and all the parties shall be governedby the same. Incasethere isanyinconsistencyorrepugnancybetweentheprovisionsoftheaforementioned IRDA guidelines on Standardization of Health Insurance issued vide IRDA / HLT / CIR / 036 / 02 / 2013 dated 20/02/2013, the Policy, the IRDA (Health Insurance) Regulations, 2013 and all other Acts, rules, regulations, guidelines, circulars as applicable to this Agreement (and as amended from time to time) on the one hand andtheprovisionsthis Agreementontheother, thepartiesshallbeboundbythe former for all their intents andpurposes.

18.3
Authorized signatories: All the parties shall provide a list of authorized signatories for the Pre-Authorization request / authorization letter / Shortfall Letter to each other and keep the same updated from time to time. 

18.4
Relationship between the parties:Nothing contained in this Agreement is intended to create, nor shall it be construed to create, a relationship between the parties other than that of independent parties contracting with each other solely for the purpose of effectuating the provisions of this Agreement. The Agreement is agreed into by the parties on principal to principal basis and as such neither party shall be deemed to be the agent of the other or partner of the other.
18.5
Severability:If any provision of this Agreement is held by any court or other competent authority to be invalid or unenforceable in whole or in part, this Agreementshall continue to be valid as to its other provisions and the remainder of the affected provision.

18.6
Discretionary Authority:The Insurer shall have the discretion at all the times in modifying, adding, deleting or cancelling the contract of this Agreement, at its sole discretion and that the other parties shall be bound by any such decision

18.7
Effects of breach:In the event of a breach of or non-compliance with any of the provisions of this Agreement or any misfeasance, nonfeasance or negligence by a party, the other parties without prejudice to the other rights and remedies available to it have the right to recover damages from the party in breach. 

19.1 Waiver:No waiver by any party of any default with respect to any provision, condition or requirement hereof shall be deemed to be waiver of any other provision, condition or requirement hereof nor act as waiver of any remedy available for breach of that very provision, condition or requirement in the future. No delay or omission of any party to exercise any right hereunder on one occasion in any manner shall impair the exercise of any such right or any other occasion.

19.2 Non-solicitation:The Insurer / TPA and Network Provider / the Hospitalhereby agrees that they shall not solicit each other's employees or medical consultants during the validity period of this Agreement and for a period of two (2) years after the expiry/termination (howsoever caused) of this Agreement.

19.3 Assignment:Neither party shall transfer or assign any of its rights, obligation and duties under this Agreement to anybody without the prior consent in writing of the other. Neither party can assign its right and obligations under thisAgreement toanythirdparty, withoutthe prior writtenconsent ofthe other parties. However, thisshall not apply to any right or obligation that would befall any party to thisAgreement on account of portability of insurance(subject to the Regulations of IRDA) as opted by any Insured Person / Member in terms ofthe IRDA(Health Insurance)Regulations, 2013 or any amendment modification thereto.
19.4 Notices: All notices from one party to the other party pursuant to this Agreement shall be in writing and shall be delivered either personally, by nationally recognized overnight delivery service, courier services, or by certified or registered mail - return receipt requested to the following addresses :

1. SIGNED SEALED AND DELIVERED

By United Insurance Company Ltd. _______________________________________

By the hand of its duly constituted Attorney
By National Insurance Company Ltd._______________________________________

By the hand of its duly constituted Attorney
Oriental Insurance Company Ltd___________________________________________
By the hand of its duly constituted Attorney
New India Assurance Company Ltd._________________________________________
             By the hand of its duly constituted Attorney
Through __________________________________________________

In presence 
of            ___________________________________________________        
2. SIGNED SEALED AND DELIVERED by the 

Within named Network Provider 

By the hand of its Constituted Attorney :

Through 


Sign._________________________________________
In the presence of  

Sign.__________________________________________
3. SIGNED SEALED AND DELIVERED by the

Within named Third Party Administrator _______________________________________
By the hand of its duly Constituted Attorney 

Through  _________________________________________________________________

In presence of ______________________________________________________________
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