YPbAYUIIAH MATALQAJITAAHDbI XYYIOAC
mﬂHgﬂg PRE-AUTHORIZATION FORM

SH3 YpbA4vnaH MarafnaraaHbl XyyAchir Ta X3BTIH IMUMYYaX Oyx TOXMONZONL 3aaBan OernyyasH aMUmMnrad aBaxaac
Oarafaa 24-48 uarniiH eMHe Lo0pX X3N03pYYINIAH aib HIMMIAT COHFOH BUABHL, XYPryyIIHI VY.

- MaHgan gaatranblH 3pyyn M3HAMAH AaaTransiH anbaxpg Jargalanhealth@mandal.mn xasraap unraax,

- MaHgan faatranbiH YANYUAr3HWA 3aanaHg Xypryyisx.

- Mandal daatgal application awmrnax naraax.

This form has to be completed at least 24-48 hours before hospitalization and provided to Health insurance unit of the
insurer.

Email: Jargalanhealth@mandal.mn App: Mandal daatgal

DAATTYYNATY BOrfex X3Car/To BE FILLED BY INSURED
(Lapman ycrasp 6udaHs vy / To be filled in block letters)

A. BAATTYYJIATYUAH M3AD3N31 (PATIENT INFORMATION)

1. AnbaH GanryynnarsiH H3p / Organization

2. [aatryynarduninH osor / Last name

3. Haatryynar4vnH Hap / First name

4. TepceH orHoo / DOB / / OH/cap/enep

5. PeructpumnH gyraap / State registration Ne¢

6. YTacHbl gyraap / Tel number

7. N-mamn / E-mail

5. 3PYYJ1 M3HATAM XONB00TON M3A33/UIUAT ALUUINYYNAX 36BLUO6PeN

(RELEASE OF MEDICAL INFORMATION)

b1 ©8pUIH SMUYMNTI3HWIA Tanaapxm M3433M137, TaMA3rN3, OypTran 33par anveaa 3pyyS M3HATIN
XONOOrAONTON M3ANINAT ©BPUAH IMUMIAMY dMY 3CXYN IMHINMMIAH Ganryynnara Hapaac Mangan [aatran
XXK, 6a TyyHWI Teneenering TyC KOMMAHUAH 3pyyn M3HOAUAH AaaTrang xamparnax, HexeH Tenbdepuinr
OJIFOX 33P3rT3M X0NO0OTONrOOP M3A3313N1 erexunr OypaH 3eBlweepy OarHa.

I, hereby authorize my treating physician, hospital, medical practitioner, clinic or other medical facility,
insurer, employer who has knowledge of or has any information about my health and other related
medical conditions to provide Mandal insurance company limited and its representative, all information,
data or records that are in their possession / knowledge regarding my medical history and treatment.

lapbIH ycar / Signature of patient

Ornoo/Date / / OH/cap/enep

3MH313r/ 3MY BOrfex X3Car / TO BE FILLED BY TREATING PHYSICIAN /HOSPITAL

B. SMH3JITUAH M3433/13)1 / HOSPITAL INFORMATION

1. OMHaarMnH Hap / Name of Hospital

2. Omunary amy / Name of treating physician

3. DMYMIH yTacHbl ayraap / Telephone number

4. DMUMAr3d XMANMX Tacar, H3NKMMH Hap / Name of hospital ward




r. SMUYUAMI3HUA M3A33713 / MEDICAL INFORMATION

1. Ofoo mnapy Gy 308uyp / Disease with presenting complaints:

5. Tenesnergex Oyn aM4Mnra3, yun4MnrasHum tepen / Proposed line of treatment:
5.1. X3BT3H 3m4nyynax / Medical management / Xuirasx sM4UArSHUIA HIP:

6. DMH3MI3IT X3BT3XT3M XONOOOTON M3A33M13)1:
a. DMH3N3IT X3BT3X orHoo / Date of admission ..........ccc..... /e AT OH / cap / enep
b. flapanTta 3mMunnras toy? TenesnereeT XaBT3H 3MUyYNaX vy? / Is this an emergency / a planned

hospitalization event?

1. flapantan? / Emergency 2. Tenesnereet / Planned
7. DMH3M3IT X34, XOHOT X3BTaX B3? / Expected no of days stay in hospital: ............... ©pep / Days
©peeHu Tepen / Room type: SHrumH/Standard Har xyHwn/Private Thoke/VIP

8. TenbepuiiH 3agapraa / Payment detail

1. ©peeHuii Tenbep (Bpee + CyBunaxyn + X0OMHbI 3aphan)

/ Room fee

2. XUArgax WUHXUNr3HUM 3apaan / Investigation

3. fapanTtan TycnamxuiH 3apgan / ICU

4. Mac axunbapblH 3apgan / Surgery

5. OMunH 3apgan / Medication, drugs | L Ter ... XOHOT
6. bycap 3appan / Other expenses in detail | Tor o XOHOF
7. Hawt 3apgan / Total Ter ... XOHOr

FapbIH ycar / Signature of physician

OrHoo/Date / / oH/cap/enep

SMH3AMMIH /3MYMNH Tamra
Hospital/ Physician seal



