Medicare T.P.A. Services (I) Pvt. Ltd.

Region: ______________________

NON-COMPLIANCE OF DISCHARGE PROCEDURE

Name:





Membership No:


Date of Admission:




Date of Discharge:

Name of Hospital:






(A) Reasons for unsigned hospital bills by the patient party and the         customer care executive:

1) …………………………………………………………………………………………

2) …………………………………………………………………………………………

3) …………………………………………………………………………………………

(B) Reasons for non collection of Feed Back Form:

1) …………………………………………………………………………………………

2) …………………………………………………………………………………………

3) …………………………………………………………………………………………

Customer Care Executive



R.O. Head

Name:





Name:

Signature:





Signature:

