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AYUSHMAN BHARAT - AROGYA KARNATAKA 

Beneficiaries Declaration Form (Eligible patient) 

 

 

1. This is to certify that we collected Rs. __________________ (Rs. In words 

_____________________________________________________) towards Investigation 

charges from patient __________________________________ (Name of patient) holding 

Ayushman Bharat-Arogya Karnataka Card (Eligible Patient-AB-ArK ID/Ration Card) 

Number ________________________. The amount of Rs. ________________________ 

(Rs. ______________________________________ in words) has been refunded to 

beneficiary through cash/cheque/DD the preauthorization is 

__________________________ (Preauth Number) has been approved to us. 

 

2. This is also to certify that Rs. _____________________________________ (Rs. In words 

________________________________________) has been paid to beneficiary towards 

travelling charges.  

 

 

 Signature/Thumb impression of       Signature of Arogyamitra                Signature of SAMCO  

  patient  
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Ayushman Bharat-Arogya Karnataka (Eligible patient) Preauthorisation-Request  

for cashless hospitalisation 

                                                                                                              Date of Request:    

Hospital name and city:  

 District: Date of referral: Date of reporting to NWH: 

If patient has already availed the treatment under Arogya Karnataka, furnish pre-auth/treatment details:  

 

Eligible patient card Details 

AB-ArKID/Ration Card No.               Card issue date:                                                   

Family Head Details: 

First name: Middle name: Last name: 

Gender (M/F): Age:  Marital Status: Caste:   SC  /   ST   /   Minority  /  Others 

Address: Village: Taluk: District: 

Pin code: Contact no:  

Whether patient is covered under any other govt. schemes? If yes furnish the name of the scheme and ID card No. 

without fail: _______________________________________________________________________________ 

Patient Details to be filled by network hospital Arogyamithra 

First name: Middle name: Last name: 

Gender (M/F) Age:  DOB: Marital status:  

Relationship (with FH): Source of registration: 

To be filled by SAMCO 

Treating doctor name: Doctor registration No: 

Doctor qualification: Specialty: Mobile no: 

Past history of the patient: 

Present complaints: 

Final diagnosis: 

Disease main category: Disease sub Category:       Surgery code: 

Plan of  treatment: 

High risk consent remarks 

Complications description: 

Counselling doctor remarks: 

DOA: Probable DOS: Probable DOD: Elective        Emergency  

Details of Diagnostics Protocol Followed: 

Total Amount collected for investigation: 

Special investigation (with reports) : 

Routine investigation (with reports): 

Clinical Data 

Pulse  Temperature  CVS  

BP  Respiratory  CNS  

Estimated days of hospitalization 

Expected no. of days hospital Stay : Room type: general 

Duration in ICU Duration in room: 

Estimated cost of surgery / Procedure: 

AM name and signature Treating doctor 

Signature 

hospital Seal: 

SAMCO name and 

Signature: 

 

 

Patient /Family Head 

Signature / LTI 
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DAiÀÄÄµÁä£ï ¨sÁgÀvïÀ - DgÉÆÃUÀå PÀ£ÁðlPÀ (CºÀðvÁ gÉÆÃV) 

C¤¹PÉ /¥ÀæAiÀiÁt ¨sÀvÉå / GavÀ DºÁgÀ ¥ÀqÉ¢gÀÄªÀ §UÉÎ zsÀÈrüÃPÀgÀt ¥ÀvÀæ  
 

²æÃ/²æÃªÀÄw/PÀÄªÀiÁgÀ/PÀÄªÀiÁj............................................................................UÁæªÀÄ ............ ..................................................................... 

vÁ®ÆèPÀÄ ..................................................................................... f É̄èAiÀÄ............................................................................................. 

....................................................................................... ¤ªÁ¹AiÀiÁVzÀÄÝ, £Á£ÀÄ DAiÀÄÄµÁä£ï ¨sÁgÀvïÀ DgÉÆÃUÀå PÀ£ÁðlPÀ PÁqïð 

(AB-ArKID/ ¥ÀrvÀgÀ aÃn) ¸ÀASÉå ..............................................................................ºÉÆA¢zÀÄÝ 

................................................................................................... ................................................................................................ D¸ÀàvÉæ¬ÄAzÀ 

DAiÀÄÄµÁä£ï ¨sÁgÀvïÀ - DgÉÆÃUÀå PÀ£ÁðlPÀ AiÉÆÃd£ÉAiÀÄrAiÀÄ°è GavÀ aQvÉì ¥ÀqÉzÀÄ ¢£ÁAPÀ: ............................................... gÀAzÀÄ 

©qÀÄUÀqÉAiÀiÁVgÀÄvÉÛÃ£É.  

1. ¥ÀæAiÀiÁt s̈ÀvÉå gÀÆ. ………………………………… ¥ÀqÉ¢gÀÄvÉÛÃ£É / ¥ÀqÉ¢gÀÄªÀÅ¢®è.  

2. D¸ÀàvÉæAiÀÄªÀgÀÄ GavÀ DºÁgÀ MzÀV¹gÀÄvÁÛgÉ / MzÀV¹gÀÄªÀÅ¢®è  

3. D¸ÀàvÉæ¬ÄAzÀ aQvÉì ¥ÀqÉzÀ §UÉÎ £À£Àß C¤¹PÉ F PÉ¼ÀV£ÀAvÉ EgÀÄvÀÛzÉ. ........................................... 

............................................................................................................................. ................................................................................................................

.............................................................................................................................................................................................................................................

.................................................................................................................................................... ....................................................  

 

¢£ÁAPÀ:                 ¥sÀ¯Á£ÀÄ¨sÀ«AiÀÄ ¸À»                  DAiÀÄÄµÁä£ï ¨sÁgÀvïÀ DgÉÆÃUÀå PÀ£ÁðlPÀ 

      ¸ÀÄªÀtð DgÉÆÃUÀå ¸ÀÄgÀPÁë læ¸ïÖ£À ªÉÊzÀåQÃAiÀÄ 

             ¸ÀªÀÄ£ÀéAiÀiÁ¢üPÁjUÀ¼À (SAMCO) ¸À» ªÀÄvÀÄÛ ªÀÄÄzÉæ. 

 

 

¥sÉÆÃ£ï £ÀA. DgÉÆÃUÀå«ÄvÀæ£À/¼À ºÉ À̧gÀÄ ªÀÄvÀÄÛ ¸À»:  

zÀÆgÀªÁtÂ £ÀA:  

¥sÀ¯Á£ÀÄ¨sÀ«AiÀÄ ¥ÀÆtð «¼Á¸À:  

n¥ÀàtÂ: ¥sÀ¯Á£ÀÄ¨sÀ«AiÀÄÄ C¥Áæ¥ÀÛ ªÀAiÀÄ¸ÀÌ£ÁVzÀÝ°è PÀÄlÄA§zÀ ¥ÀæzsÁ£À ¸ÀzÀ¸ÀågÀÄ zÀÈrüÃPÀj¸À¨ÉÃPÀÄ. 

  



 
4 

 

AYUSHMAN BHARAT - AROGYA KARNATAKA PROCEDURE CLAIM FORM AND FEED BACK FORM 

Hospital name :………………………………………………………………………………………………………………………….… 

Patient Name  :……………………………………………………………………………………………………………………..……… 

AB-ArKID/Ration card no. : …………………………………………………………………………………………………..………….. 

DOA:………………………………… DOS:…………………………………………………… DOD:……………………………………… 

Preauth issue date:…………………………………….… Preauth no:………………………..……………………………………. 

Preauth amount:……………………………………………………… Claimed amount:………………………………………….. 

Bill no:…………………………………. Bill date:………………………………. Bill amount:………………………………………. 

 

TREATMENT DETAILS 

Procedure code approved:…………………… Procedure code done:………………………………..……..…...…………. 

Name of the procedure:………………………………………………………………………………………………..…………….……. 

Treating doctor name:……………………………………………………Mobile no:……………………..………………………… 

Diagonsis:……………………………………………………………………………………………………………………………………………. 

 

FEEDBACK AND REFUND 

Shri/smt/Kum………………………………………………………………………………………….From:………………………………….... 

Taluk:…………………………………………………………………………….……. District:……………………………..………………………. 

having AB-ArKID/Ration card:………………………………………………………………..………… having treated under 

Ayushman Bharath - Arogya Karnataka Scheme was discharged on …………………………………………………………. 

1. Amount collected for Pre-operative investigation Rs…………………………………………………………. 

2. Amount refunded at the time of discharge Rs:………………………………………………………………….. 

3. Travelling allowance Rs……………………………………………………………………………………………………… 

4. Free food given: Yes              No 

5. Feedback from the patient…………………………………………………………………………………………………… 

……………………………………………………………………………………………………………………………………………………………

………………………………………………………………………………………………………………………………………………… 

 

Signature of the patient with 
mobile no.  

Signature of the SAMCO with phone no.  Signature of the AM with 
phone no.  
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AYUSHMAN BHARAT - AROGYA KARNATAKA 

Beneficiaries Declaration Form (General patient) 

 

3. This is to certify that we collected Rs. __________________ (Rs. In words 

_____________________________________________________) towards Investigation 

charges from patient __________________________________ (Name of patient) holding 

Ayushman Bharath - Arogya Karnataka Card (General patient-AB-ArKID/Ration Card) 

Number ________________________. The amount of Rs. ________________________ 

(Rs. ______________________________________ in words) has been refunded to 

beneficiary through cash/cheque/DD who’s the preauthorization is 

__________________________ (Preauth Number) has been approved to us. 

 

4. This is also to certify that Rs. _____________________________________ (Rs. In words 

________________________________________) has been paid to beneficiary towards 

travelling charges.  

 

 

Signature/Thumb Impression of     Signature of Arogyamitra            Signature of SAMCO  

  Patient  
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Ayushman Bharat - Arogya Karnataka (General patient) Preauthorisation-Request form 

                                                                                                              Date of Request:    

Hospital name :                                        City:                                    District:  

APL card no:  AB-ArKID no:  

If patient has already availed the treatment under Arogya Karnataka, furnish pre-auth/treatment details:  

 

 

Card no:               Card issue date:                                                   

Family Head Details: 

First name: Middle name: Last name: 

Gender (M/F): Age:  Marital Status: Caste:   SC  /   ST   /   Minority  /  Others 

Address: Village: Taluk: District: 

Pin code: Contact no:  
 

Patient Details to be filled by network hospital Arogyamithra 

First name: Middle name: Last name: 

Gender (M/F) Age:  DOB: Marital status:  

Relationship (with FH): Source of registration: 

To be filled by SAMCO 

Treating doctor name: Doctor registration No: 

Doctor qualification: Specialty: Mobile no: 

Past history of the patient: 

Present complaints: 

Final diagnosis: 

Disease main category: Disease sub Category:       Surgery code: 

Plan of  treatment: 

High risk consent remarks 

Complications description: 

Counselling doctor remarks: 

DOA: Probable DOS: Probable DOD: Elective        Emergency  

Details of Diagnostics Protocol Followed: 

Total amount collected for investigation: 

Special investigation (with reports) : 

Routine investigation (with reports): 

Clinical Data 

Pulse  Temperature  CVS  

BP  Respiratory  CNS  

Estimated days of hospitalization 

Expected no. of days hospital stay : Room type: general 

Duration in ICU Duration in room: 

Estimated cost of surgery / Procedure: 

Package rate info 

General ward rate:  AK share amount: Beneficiary share amount:  

AM name and signature Treating doctor 

signature 

hospital Seal: 

SAMCO name and 

signature: 

 

 

Patient /Family head 

signature / LTI 
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Ayushman Bharat - Arogya Karnataka (General patient) Claim request form 
 

                                                                                                              Date of Request:    

Hospital Name :                                        City:                                    District:  

APL card no:  AB-ArKID no:  

If patient has already availed the treatment under Arogya Karnataka, furnish pre-auth/treatment details:  

 

Preauth no:               Preauth approved amount:                                                   
 

Patient Details to be filled by network hospital Arogyamithra 

First name: Middle name: Last name: 

Gender (M/F): Age:  DOB: Marital status: 

Relationship (with FH): Source of registration: 

To be filled by SAMCO 

Treating doctor name: Doctor phone no: 

Investigation :  

 

Diagonsis: 

Broad speciality :  

Procedure name : Procedure code:  

Disease main category: Disease sub Category:       Surgery code: 

Plan of  treatment: 

High risk consent remarks 

Complications description: 

Counselling doctor remarks: 

DOA: Probable DOS: Duration of Stay:  DOD:  

Details of Diagnostics Protocol Followed: 

Total amount collected for investigation: 

Special investigation (with reports) : 

Routine investigation (with reports):  

Billing info 

 Amount approved  AK share amount Beneficiary share amount 

Preauth     

Claim     

AM name and signature Treating doctor 

signature 

hospital Seal: 

 

 

SAMCO name and 

signature: 

 

 

Patient /Family head 

signature / LTI 
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DAiÀÄÄµÁä£ï ¨sÁgÀvïÀ - DgÉÆÃUÀå PÀ£ÁðlPÀ (¸ÁªÀiÁ£Àå gÉÆÃV) 

 ¥sÀ¯Á£ÀÄ¨sÀ«AiÀÄ C¤¹PÉ ¥ÀvÀæ 
 

 

         ²æÃ/²æÃªÀÄw .............................................................................................................. gÀªÀgÀ ªÀÄUÀ/ªÀÄUÀ¼À/ºÉAqÀwAiÀiÁzÀ 

.................................................................................. UÁæªÀÄ ........................................................................................... vÁ®ÆèPÀÄ 

............................................................................................................... f¯ÉèAiÀÄ ......................................................... ¤ªÁ¹AiÀiÁVgÀÄªÀ £Á£ÀÄ 

DAiÀÄÄµÁä£ï ¨sÁgÀvïÀ-DgÉÆÃUÀå PÀ£ÁðlPÀ (¸ÁªÀiÁ£Àå gÉÆÃV)/¥ÀrvÀgÀ aÃn PÁqïð À̧ASÉå ........................................................................... 

ºÉÆA¢zÀÄÝ .................................................................................................................................... D¸ÀàvÉæ¬ÄAzÀ DAiÀÄÄµÁä£ï s̈ÁgÀvïÀ - 

DgÉÆÃUÀå PÀ£ÁðlPÀ-(General patient) AiÉÆÃd£ÉAiÀÄrAiÀÄ°è aQvÉìÀ ¥ÀqÉzÀÄ ¢£ÁAPÀ ............................................... gÀAzÀÄ 

©qÀÄUÀqÉAiÀiÁVgÀÄvÉÛÃ£É. 

1. £À£Àß PÀqÉ¬ÄAzÀ D¸ÀàvÉæAiÀÄªÀgÀÄ ¸ÀºÀ¥ÁªÀw ªÉÆvÀÛªÁzÀ ............................................... C£ÀÄß ¥ÀqÉ¢gÀÄvÁÛgÉ ªÀÄvÀÄÛ CªÀgÀÄ 

CzÀPÉÌ gÀ¹Ã¢AiÀÄ£ÀÄß PÉÆnÖgÀÄvÁÛgÉ. 

 

    2.  D¸ÀàvÉæAiÀÄªÀgÀÄ aQvÉì ¥ÀqÉzÀ §UÉÎ £À£Àß C¤¹PÉ F PÉ¼ÀV£ÀAvÉ EgÀÄvÀÛzÉ…..................................................................................... 

............................................................................................................................. ....................................................................................................... 

............................................................................................................................. ....................................................................................................... 

 ¢£ÁAPÀ:          ¥sÀ¯Á£ÀÄ¨sÀ«AiÀÄ ¸À» 

DAiÀÄÄµÁä£ï ¨sÁgÀvïÀ - DgÉÆÃUÀå PÀ£ÁðlPÀ AiÉÆÃd£ÉAiÀÄ 
ªÉÊzÀåQÃAiÀÄ ¸ÀªÀÄ£ÀéAiÀiÁ¢üPÁjUÀ¼À (SAMCO)             

¸À» ªÀÄvÀÄÛ ªÀÄÄzÉæ 

 

 

DgÉÆÃUÀå«ÄvÀæ£À/¼À ºÉ¸ÀgÀÄ ªÀÄvÀÄÛ ¸À» 

 

 

¥sÀ¯Á£ÀÄ¨sÀ«AiÀÄ ¥ÀÆtð «¼Á¸À: 

........................................................................................... 

...................................................................................... 

zÀÆgÀªÁtÂ ¸ÀASÉå:...................................................... 

¸ÀÆZÀ£É: ¥sÀ¯Á£ÀÄ¨sÀ«AiÀÄÄ C¥Áæ¥ÀÛ ªÀAiÀÄ¸ÀÌ£ÁVzÀÝ°è PÀÄlÄA§zÀ ¥ÀæzsÁ£À ¸ÀzÀ¸ÀågÀÄ zÀÈrüÃPÀj¸À¨ÉÃPÀÄ 
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Ayushman Bharat - Arogya Karnataka 

Referral to tie-up hospital 

(Ayushman Bharat - Arogya Karnataka- pre-auth to be uploaded by the primary hospital only) 

Primary hospital details 

Hospital Name & Place  

 

Available facilities & 

MoU signed for oncology 

 

Surgery          RT               CT 

Name of treating doctor 

 

 

 

Patient details& Treatment provided 

Patient name  

 

 

Diagnosis    

 

 

Surgery details 

 

 

 

 

RT details  

 

CT details   

 

Pre-auth details  

 

 

 

Further treatment required  

 

 
 

Herewith referring the patient to the tie up _____________________________  hospital.  

  Surgery               RT  CT 

     Specify details : 

 

 

Kindly provide the required treatment for our patient. 

Date : 

Signature of the treating doctor      hospital seal 

NOTE : This form should be uploaded at the time of Pre-auth and Claims also 
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                                      SUVARNA AROGYA SURAKSHA TRUST 

         Hospital / Arogyamithra Daily patient Visit Chart 

Hospital Name Location    

Arogyamitra/Hospital 
Representative Name 

 Pre-auth 
No. 

 

Date of Admission : Date of Surgery : Date of Discharge : 

   

 

Date of Visit Visit Time Food Provided Any Complaints 

    
 

    
 

    
 

    
 

    
 

    
 

    
 

    
 

 

To be filled During Discharge from Hospital 

1. Free Food Provided during hospitalization ( Yes/No)          :     __________ 

2. Rs.________ was collected towards investigation charges and Rs. ________ amount 

refunded to patient. 

3. Travel Allowance provided ( Yes/No)                                        :    ___________ 

4. Discharge Medicines provided( Yes/No)                                  :    ___________ 

5. In case of death, ambulance facility provided (yes/No)       :    ___________ 

6. Any Complaints / feedback:- 

 

 

 Signature of 

 

Arogyamitra/ Hospital Representative                    Patient/ Attender                 SAMCO                                     
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Government of Karnataka 

SUVARNA AROGYA SURAKSHA TRUST 

(Department of Health & Family Welfare) 

Bangalore Metropolitan Transport Corporation , TTMC “A” Block,  

                         4
th

 Floor, shanthinagar, K H Road, Bangalore-560 027, 

Phone: 080-22536200, Fax: 080-22536221,    E-mail: directorsast@gmail.com 

 

 

PROFORMA FOR SURGICAL AND OTHER PROCEDURE CASES 

 
 

Patient Name : Name of the hospital: 

Date of Approval of preauth 
  

 

Package code/s approved 
 

 

Amount approval 
 

 

Date of surgery/ 

Procedure performed 

 

 

O T note enclosed 

(Yes/No) 

 

 

Discharge summary 

(Yes/No) 

 

 

Post of investigations 

Yes/No 

(As per code book) 

 

Clinical photo showing 

scar/photo as requirement 

 

 

Amount claimed 
 

 

Remarks 

 

 

 

 

 

 

 
 

Name & Signature of claims executive                                        Signature of the consultant        

With contact number    

 

mailto:directorsast@gmail.com
http://en.wikipedia.org/wiki/File:Karnataka_emblem.png

