




BREACH CANDY HOSPITAL  TRUST 
 

Cashless Consent Form – Third Party Administrator (TPA) 

 
 I have been explained in details about the cashless facilities at Breach Candy 

Hospital Trust. I undertake not to hold the hospital responsible for any delay in 

getting approval or extensions from TPA. 

 

 I have understood that such approvals are my responsibility and the hospital 

renders this service as a value addition only. 

 

 I will be admitted on the basis of authorization letter received from the insurance 

Co / TPA which is only a provisional authorization. 

 

 In the absence of an authorization letter, I would be admitted as a “Cash” patient. I 

would be required to pay the requisite deposit on admission & subsequently clear 

all hospital bills. 

 

 In case of emergency admission, if the authorization is not received from the 

insurance Co. / TPA, then I would undertake to clear the bills of the hospital. 

 

 I would have to clear all bills related to exclusions as stated by the Insurance Co. / 

TPA 

 

 I am aware that subsequent to the pre-authorization and admission a request for 

confirmation of claim payable is sent to TPA. Only on confirmation from TPA, I 

will be treated as TPA (Cashless Facility) 

 

 In case I undergo treatment for which the Insurance Co / TPA withdraws 

authorization or rejects the claim, then I would clear all hospital bills of the 

hospital. 

 

 I would be required to pay security deposit 48 hrs before the admission. The same 

will be refunded on settlement from the Insurance Co/ TPA. 

 

 The hospital is not responsible for refusal on part of TPA for reimbursement of 

my claims. 

 

 I am aware that the  original reports and original discharge card are handed over to 

the Insurance Co/ TPA. 

 

 I am aware that I have to show the copy of the pre-authorization form at the 

reception on the day of admission to get the cashless benefit. 

 

 I am aware that in planned admission I have to submit the pre-authorization form 

one week prior to admission and in emergency within 24 hrs. of admission. 

 

 I agree to pay the over and above bill of the approval amount and that I will not 

seek reimbursement for the same. 

 

 

Signature of the Patient  ________________ Signature of the Relative ________________ 

 

 

Name of the Patient ___________________ Name the of Relative ___________________ 


