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1.0

LEARNING OBJECTIVES

After studying this unit, you will be able to know
 Meaning, Levels and Types of healthcare
 Factors affecting the health system in India
 Evolution of health insurance in India
 Health insurance market
1.1

INTRODUCTION

We shall cover here the evolution of insurance in the health sector with a clear
understanding of what health insurance is, types and factors affecting it. You will also
get an idea about the healthcare system in India explaining its evolution in our country
along with the various players in the health insurance sector market.
What is Health Care?
You have known about the platitude "Wellbeing is Wealth". Have you ever attempted
to understand what Health implies? The word 'Wellbeing' was gotten from the word
'health', which signifies 'adequacy or soundness of the body'.
In days of yore, wellbeing was viewed as a 'Divines Gift' and sickness was accepted
to have been caused because of the wrongdoings submitted by the concerned
individual. It was Hippocrates (460 to 370 BC) who concocted the purposes for
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ailment. As indicated by him, the ailment is caused because of different elements
identifying with climate, disinfection, individual cleanliness and diets.
The Indian arrangement of Ayurveda which existed numerous hundreds of years
before Hippocrates, thought about wellbeing as a fragile equilibrium of four liquids:
blood, yellow bile, dark bile and mucus and unevenness of these liquids causes
infirmity. Susruta, the Father of Indian medication is even attributed with complex
medical procedures obscure toward the West on those occasions.
Throughout some period, current medication has developed into an intricate science
and the objective of present-day medication is not, at this point simple therapy of
ailment yet incorporates counteraction of illness and advancement of personal
satisfaction. A broadly acknowledged meaning of wellbeing is the one given by World
Health Organization in 1948; it expresses that "Wellbeing is a condition of complete
physical, mental and social prosperity and not only the nonappearance of sickness". It
is to be noticed that Indian arrangement of medication like Ayurveda fused a
particularly complete perspective on wellbeing from days of yore.
1.2

DETERMINANTS OF HEALTH

 Lifestyle factors
Way of life factors are those which are generally in the control of the individual
concerned for example practising and eating inside cutoff points, keeping away from
stress and such prompting great wellbeing; and terrible ways of life and propensities,
for example, smoking, drug misuse, unprotected sex and stationary way of life (with
no activity) and so on prompting illnesses, for example, malignancy, helps,
hypertension and diabetes, to give some examples.
Even though the Government assumes a basic part in controlling/impacting such
conduct (for example rebuffing individuals with non-bailable detainment who misuse
drugs, forcing high charges on tobacco items and so forth), the individual obligation
of an individual assumes a choosing part in controlling sicknesses because of the way
of life factors.
Health is wealth and the way an individual steer the handle of living style he gets
results accordingly. Regular practice of an individual to live always has an impact on
his health. It is purely in the control of individual concerned like doing regular
exercise, eating in limits and healthy, worrying less and leading a good healthy life
style, not entertaining any bad life style and habits lead to disease. Government always
tries to bring awareness in controlling and influencing such lifestyle behaviour, yet
every individual is solely responsible for his or her lifestyle
 Environmental factors
Safe drinking water, sterilization and nourishment are essential to wellbeing, the
absence of which prompts genuine medical problems as seen everywhere in the world,
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particularly in non-industrial nations. Transferable infections like Influenza and
Chickenpox and so on are spread because of awful cleanliness, illnesses like Malaria
and Dengue are spread because of terrible ecological disinfection, while certain
sicknesses are additionally caused because of natural variables for example individuals
working in certain assembling businesses are inclined to infections identified with
word related risks, for example, Asbestos in specialists in asbestos produce and
illnesses of the lungs in coal diggers.
Lack of sanitation and proper nutrition one can fall sick, lead to a health disaster.
Communicable diseases spread due to hygiene, due to bad environmental sanitation.
One stays in an industrial area has its hazardous effect on the body. Hence maintain a
healthy body is related to occupational hazards such as asbestos in workers in asbestos
manufacture and diseases of lungs in coal miners.
 Genetic factors
Some diseases may pass on from parents to children through genes and it keeps
continues from generation to generation
Illnesses might be given from guardians to youngsters through qualities. Such
hereditary components bring about varying wellbeing patterns among the populace
spread across the globe dependent on race, geological area and even networks.
A nation's social and monetary advancement relies upon the soundness of its kin. A
sound populace gives a profitable labour force to monetary action as well as liberates
valuable assets which are even more pivotal for an agricultural nation like India. At an
individual level, weakness can cause loss of vocation, failure to perform everyday
fundamental exercises and push individuals to neediness and even end it all.
In this manner the world over, governments take measures to accommodate the
wellbeing and prosperity of their kin and guaranteeing access and moderateness of
medical care for all residents. Along these lines 'spend' on medical services typically
shapes a critical piece of each nation's GDP.
This offers a conversation starter regarding whether various sorts of medical services
are needed for various circumstances.
A country social and economic progress depends on the health of its people. A healthy
mass can produce an effective and productive workforce. At the individual level, a
sick mind and health can cause loss of livelihood
1.3

LEVELS OF HEALTHCARE

Health care is taking care of an individual in terms of providing a set of services by
various agencies and government to promote, maintain, direct or restore the health of
people.
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Healthcare service must be comprehensive, easily available, affordable and adequate.
A healthy body of a person varies from person to person.
The well-being status of an individual shifts from individual to individual. It is neither
possible nor important to make the framework accessible at the same level for a wide
range of medical conditions. The medical services offices ought to be founded on the
likelihood of the rate of illness for the populace. For instance, an individual may get a
fever, cold, hack, skin sensitivities and so forth all the time, however, the likelihood
of him/her experiencing Hepatitis B is less when contrasted from the chill and hack.
Essentially, the likelihood of a similar individual experiencing a basic sickness, for
example, coronary illness or Cancer is less when contrasted with Hepatitis B.
Henceforth, the need to set up the medical care offices in any territory whether a town
or a region or a state will be founded on the different medical care factors called
markers of that zone, for example,
 Size of population
 Death rate
 Sickness rate
 Disability rate
 The social and mental health of the people
 General nutritional status of the people
 Environmental factors such as if it is a mining area or an industrial area
 The possible health care provider system e.g. heart doctors may
not be readily available in a village but may be in a district town
 How much of the health care system is likely to be used
 Socio-economic factors such as affordability
In light of the above variables, the public authority settles on setting up places for
essential, optional and tertiary medical care and takes different measures to make
fitting medical care moderate and available to the populace.
1.4

TYPES OF HEALTH CARE

 Primary healthcare
Primary medical care alludes to the administrations offered by the specialists,
attendants and other little facilities which are reached first by the patient for any
ailment, in other words, that essential medical care supplier is the primary purpose of
contact for all patients inside a wellbeing framework.
In developed nations, more consideration is paid to essential medical services to
manage medical problems before the equivalent become far-reaching, convoluted and
ongoing or extreme. Essential medical care foundations likewise centre around
preventive medical services, immunizations, mindfulness, clinical directing and so
forth and allude the patient to the following degree of experts when required.
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For instance, if an individual visits a specialist for fever and the main finding is
characteristic of Dengue fever, the essential medical services supplier will endorse a
few prescriptions yet additionally direct the patient to get conceded in an emergency
clinic for a particular therapy. For the majority of the essential consideration cases, the
specialist demonstrations like a 'Family Doctor' where all the individuals from the
family visit the specialist for any minor affliction.
This strategy additionally helps the clinical specialist in recommending for
manifestations dependent on hereditary factors and offer clinical guidance properly.
For instance, the specialist will encourage a patient with parental diabetic history to
be vigilant of the way of life from a youthful age to evade diabetes to the degree
conceivable.
At a national level, Primary Health care focuses are set up both by Government and
private players. Government essential medical care habitats are set up contingent on
the populace size and are available right up to the town level in some structure or the
other.
In short Primary health care services include the services offered by doctor nurses and
another point of contact a patient made when falling sick. It includes consultation,
health care tips, vaccination awareness, and preventive methods. This is the first step
a patient takes in our country.
 Secondary healthcare
Secondary medical services allude to the medical care administrations given by
clinical subject matter experts and other wellbeing experts who by and large don't have
the first contact with tolerance. It incorporates intense consideration requiring therapy
for a brief period for a genuine ailment, regularly (yet not really) as an in-quiet,
including Intensive Care administrations, rescue vehicle offices, pathology, analytic
and other significant clinical administrations.
For the greater part of the occasions, the patients are alluded to the auxiliary
consideration by essential medical services suppliers/essential doctors. On certain
occasions, the optional consideration suppliers likewise run an 'In-house' Primary
medical care office to offer coordinated types of assistance.
Generally, the auxiliary medical care suppliers are available at the Taluk/Block level
contingent on the populace size.
This refers to the services provided by medical specialists and other health
professionals who were referred by the primary healthcare providers. Usually, patients
contact the point of contact regarding his or her health issues and then for better health
services they got referred to the secondary health care service. It involves the acute
required treatment for a serious illness, intensive care services, ambulance facilities,
5

pathology, diagnostic and other related services. Mostly, the patient is referred by the
primary service provider to the secondary provider.
 Tertiary healthcare
Tertiary Health care is particular consultative medical care, as a rule for inpatients and
on reference from essential/auxiliary consideration suppliers. The tertiary
consideration suppliers are available generally in the state capitals and a couple at the
area base camp.
Instances of Tertiary Health care suppliers are the individuals who have progressed
clinical offices and clinical experts, past the extent of optional medical services
suppliers for example Oncology (malignancy treatment), Organ Transplant offices,
High danger pregnancy experts and so forth
It is to be noticed that as the degree of care expands, the costs related to the
consideration additionally increment. While individuals may discover it moderately
simple to pay for the essential consideration, it gets hard for them to spend with regards
to auxiliary consideration and significantly more troublesome with regards to tertiary
consideration. The foundation for various degrees of care additionally changes from
country to country, provincial metropolitan zones, while financial factors likewise
impact the equivalent.
They are specialized in the healthcare system, usually for in-patient or on referral from
primary or secondary heath care service providers. These facilities are mostly present
in state capitals and a few district headquarters.
They are equipped with advance medical equipment with doctors with specialization
like cancer treatment, organ transplant, high-risk pregnancy specialists etc.
It has been seen the level of care increases the expenses associated with the hospital
rises simultaneously. Where people may find it easy to pay in primary consultation
when the treatment comes to secondary and finally to tertiary care the cost of medical
expenses increases high which is high for a normal middle-class person or others as
well.
The infrastructure for different levels varies from state to state, country to country,
rural and urban wise.
1.5

FACTORS AFFECTING HEALTH CARE

The Indian wellbeing framework has had and keeps on dealing with numerous issues
and difficulties. These, thus, influence the nature and degree of the medical services
framework and the necessity at the individual level and medical care association at the
primary level. These are talked about beneath:
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 Population related patterns:
India is the second biggest populated country on the planet. This opens us to the issues
related to populace development. The degree of destitution has additionally had its
impact on individuals' capacity to pay for clinical consideration.
 Social patterns
Expansion in urbanization or individuals moving from country to metropolitan
territories has presented difficulties in giving medical care. Medical problems in
provincial territories additionally remain, essentially because of the absence of
accessibility and openness to clinical offices just as reasonableness. The transition to
a more stationary way of life with the diminished need to practice oneself has
prompted fresher sorts of infections like diabetes and hypertension.
 Life Expectancy
Future alludes to the normal number of years that a youngster conceived today will
endure. Future has expanded from 30 years at the hour of freedom to more than 60
years today however doesn't deliver the issues identified with the nature of that more
drawn out life expectancy. This prompts another idea of a 'solid future'. This likewise
requires the formation of a foundation for 'Geriatric' (mature age-related) illnesses.
1.6

EVOLUTION OF HEALTH INSURANCE IN INDIA

While insurance companies proposed their health insurance policies, the government
also tried and looked for the scheme for its mass
Employee’s state insurance scheme
After independence, in 1948, employees state insurance schemes vide the ESI Act,
had been introduced to the blue-collar workers who work in the formal private sector
which provides them with comprehensive health services in its network hospitals.
ESIC (Employees State Insurance Corporation) is the agency that has its tie-up
hospitals and medical care centres. It ties up with both public and private health care
providers when they need extra services.
Employees earning wages up to Rs 15000 are eligible for the contributory scheme
whereas the employee and the employer contribute 1.75% and 4.75% of salary
respectively. And here state government contribute 12.5% of expenses occurred for
medical emergencies.
The benefits covered
1. Free comprehensive healthcare at ESIS
2. Maternity benefit
3. Disability benefit
4. Cash compensation for loss of wages due to disease and accident
5. Funeral expenses in case of death of a worker
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Central Government Health Scheme
 In 1954, the central government health scheme CGHS was introduced for central
govt employees including prisoners and their family members working in civilian
jobs.
 It provides comprehensive medical costs to employees and their families by copayment, where the govt pays the maximum amount whereas the employee has to
pay partly.
 This service was given in its tie-up medical care centres and hospitals. This covers
all the expenditures include the overall consultation and treatment charges.
Commercial health insurance
Here the no life insurers come to the picture where they bring the concept of
commercial health insurance to market. In 1986 the very first standardise health
product for individuals and their families was introduced by four nationalised non-life
insurers, named mediclaim. It provides the coverage of hospitalization expenses with
certain exclusions like maternity benefit, pre-existing disease etc. Over time this
policy has gone under many revisions and changed according to the demand.
However, this product is governed by a third party agency that looks at all the details
to check the patient condition with expenses that occurred. Commercial health care
coverage was offered by a portion of the non-life backup plans before just as after the
nationalization of the protection industry. Yet, as it was generally misfortune making
for the backup plans, to start with, it was generally accessible for corporate customers
just and that too for a restricted degree.
In 1986, the originally normalized medical coverage item for people and their families
was dispatched in the Indian market by all the four nationalized non-disaster protection
organizations (these were then the auxiliaries of the General Insurance Corporation of
India). This item, Mediclaim was acquainted with giving inclusion to the
hospitalization expenses up to a specific yearly restriction of reimbursement with
specific prohibitions, for example, maternity, previous infections and so on it went
through a few rounds of amendments as the market advanced, the last being in 2012.
In any case, even after going through a few corrections, the hospitalization repayment
based yearly agreement keeps on being the most well-known type of private health
care coverage in India today, driven by the current adaptations of Mediclaim. So
famous is this item that private health care coverage items are frequently named by
numerous individuals as 'Mediclaim covers' thinking about it as an item classification
instead of a particular item offered by the backup plans.
With private players coming into the protected area in 2001, health care coverage has
developed immensely however there is a huge undiscovered market even today.
Impressive varieties in covers, rejections and more up to date add-on covers have been
presented which will be examined in later sections.
Today, more than 300 health care coverage items are accessible in the Indian market.
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1.7

HEALTH INSURANCE MARKET

The medical coverage market today comprises various players some giving the
medical services offices called suppliers, others the protection administrations and
different go-betweens. Some structure the fundamental foundation while others offer
help offices. Some are in the public authority area while others are in the private area.
These are momentarily portrayed underneath:
Infrastructure
Public health sector
This includes the health system at the national level, state level, district level, and to a
limited extent at the village level. Some volunteer organisation works to link between
village community and govt infrastructure.
a) Anganwadi workers (1 for 100 population) assigned for the nutrition
supplementation programme and integrated child development service
scheme.
b) Trained birth attendants and village health guides are assigned to the govt
health departments in every state
c) ASHA (accredited social health activist) are assigned volunteers for the mass
people under NHRM (national rural health mission) programme.
Sub centres are available in every 5000 population (3000 in hilly tribal and backward
areas)which is taken care of by an assigned female health worker called
ANM(Auxiliary nurse mid wife) and a male health worker.
Primary health centres are the referral hub for about six sub-centres, available for
every 30000 population (20000 in hilly tribal and back ward areas). Here the outpatient
services and some limited bed systems are available. In staff, they have 14 para
medical works including male or female health assistants, nurses, lab technicians,
pharmacists, and helping staff.
Community health centres the referral unit for four primary health units which is
known as a foe speciality centre. It has at least 30 beds, one operation theatre, x-ray
machine, labour room, with lab facilities, with at least four specialists including a
surgeon, a physician, a gynaecologist, and a paediatrician, with other 21 para medical
and supporting staffs.
Rural hospitals, speciality and teaching hospitals, and other agencies have been
assigned to the government with a setup hospitals in many sub-divisional levels.
Speciality and teaching hospitals
These emergency clinics are less and these incorporate the clinical universities (around
300 in number by and by) and other tertiary reference habitats. These are generally in
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locale towns and metropolitan territories yet some of them give extremely specific and
progressed clinical administrations.
Other agencies
Organizations having a place with the public authority, for example, medical clinics
and dispensaries of rail routes, safeguard and comparative enormous divisions
(Ports/Mines and so on) likewise assume a part in giving wellbeing administrations.
Nonetheless, their administrations are frequently limited to the representatives of the
concerned associations and their wards.
Private sector providers
In our country, many private healthcare service providers are providing all three types
of health care services including primary, secondary and tertiary. This includes all
voluntary, not for profit organisations or individuals, trusts, solo practitioners,
standalone specialist services, diagnostic laboratories, pharmacy shops, In India, we
have 77% of allopathic doctors who are practising in the private sector and increasing
every year. Also in private hospitals, the no of the patient visit, in patient numbers are
increasing every year due to better service in a customized manner.
We have the largest no of qualified medical practitioners in our system of medicine
includes all like Ayurveda, Siddha, Unani, Homeopathy in both public and private
sectors.
Apart from profit-making private providers some NGOs and the voluntary sector have
also engaged themselves in providing health care to the community.
It is estimated around 7000 voluntary agencies involved and a large number of
secondary and tertiary hospitals are registered and who are dedicated to the health
service provider,
Pharmaceutical Industry
India has a large pharmaceutical industry which has grown from 10 crore industry to
55000 crores plus business today. It employs almost 5 million people with
manufacturing units around 6000 units. National Pharmaceutical Pricing Authority
(NPPA) is under the ministry of chemicals which regulates the price in this sector.
Insurance Providers
In the general insurance sector, many insurance companies provide health insurance
services. Those companies are listed under IRDA and also some standalone health
insurance service providers are present in the market. They design and propose many
types of health care policies to mass to cover all health-related risks in t=financial
terms.
Intermediaries
Many people and organisations are providing health services as a part of the insurance
industry. All such intermediaries are governed by IRDA which are
10

Insurance Brokers are the individuals or corporates which links between the people
and insurance company obtaining the best possible insurance covers with the best
possible premium rates. They also assist people in the time of loss and guide them at
the time of claim.
People or corporates and work autonomously with insurance agencies. They address
individuals who need protection and interface them to insurance agencies acquiring
the most ideal protection covers, best-case scenarios, and conceivable charge rates.
They likewise help the protecting individuals during seasons of misfortune and
making protection claims. Intermediaries may put protection business with any
insurance agency taking care of such business. They are compensated by insurance
agencies via insurance commission.
Insurance agents are the individual's act on behalf of a general insurance company
who works for getting business and remunerated by insurance companies by way of
insurance commission.
Here people however some can be corporate specialists as well. In contrast to
representatives, specialists can't put protection with any insurance agency however
just with the organization for which they have been allowed an office. According to
current guidelines, a specialist can act just for the benefit of one general insurance
agency and one disaster protection organization one wellbeing guarantor and one of
every one of the mono line safety net providers. And no more. They also are
compensated by insurance agencies via insurance commission.
Third part Administrators are the service providers who have the authority to sell
insurance but provide administrative services to insurance companies. Once a health
policy is sold, the policy and customer details have been shared with TPA and who
then prepared the database and issues a health card to the customer. Such a health card
helps a customer avail of the cashless benefit at the time of hospitalization.
They are another sort of specialist organization that came into the business in 2001.
They are not approved to sell protection yet offer authoritative types of assistance to
insurance agencies. When a medical coverage strategy is sold, the subtleties of the
protected people are imparted to a named TPA who at that point readies the
information base and issues wellbeing cards to the safeguarded people. Such wellbeing
cards empower the safeguarded individual to profit credit only clinical offices
(treatment without paying money quickly) at medical clinics and centres. Regardless
of whether the guaranteed individual doesn't utilize a credit only office, he can cover
the bills and look for repayment from the delegated TPA. TPAs are supported by the
insurance agencies for their separate cases and are compensated by them via charges
which are a level of expense. TPA is funded by insurance companies for respective
claims.
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TPA functions
 Acts as intermediaries between the insurance company and the policyholder to
process claims and settlement
 TPA issues ID cards to a customer known as health card used for claim
 When a claim lodge, the customer has to inform the TPA. He will be directed
to a hospital the TPA has a tie-up with. He can opt for another hospital, but
then payment will be a reimbursement.
 It issues an authorisation letter to the hospital, after which they track the case
and at discharge, all bills are sent to TPA for payment.
 It sends all the documents necessary for consideration of claims, along with
bills, to the insurer.
Insurance Web Aggregators are one of the most current sorts of specialist
organizations to be administered by IRDAI guidelines. Through their site and
additionally selling, they can request protection business through distance advertising
without encountering the possibility and create leads of intrigued possibilities to
guarantors with whom they have an understanding. They additionally show results of
such insurance agencies for correlation. They may likewise look for IRDAI approval
to perform selling and revaluating capacities for the safety net providers, for example,
premium assortment through the online entrance, sending premium updates and
different sorts of strategy related administrations. They are compensated by insurance
agencies dependent on the leads changed over to business, a show of protection items
just as the revaluating administrations performed by them.
Marketing Firms are the most recent sorts of mediators to be administered by IRDAI.
They can play out the accompanying exercises by utilizing people authorized to
advertise, disperse and administration such items:
Insurance Selling Activities: To sell by drawing in Insurance Sales Persons (ISP)
protection results of two Life, two General and two Health Insurance organizations
any time of time, under hint to the Authority. Regarding general protection, the IMF
is permitted to request or secure just retail lines of protection items as given in the
document and use rules specifically engine, wellbeing, individual mishap,
householders, businesspeople and such other protection items affirmed by the
Authority occasionally. Any adjustment in the commitment with the insurance
agencies should be possible just with the earlier endorsement of the Authority and with
reasonable courses of action for overhauling existing policyholders.
Insurance Servicing Activities: These overhauling exercises will be just for those
insurance agencies with whom they have an understanding for requesting or obtaining
protection items and are listed underneath: undertaking back office exercises of
guarantors as permitted in the Guidelines on Outsourcing Activities by Insurance
Companies gave by the Authority; turning out to be endorsed individual of Insurance
12

Repositories; undertaking study and misfortune evaluation work by utilizing on their
rolls authorized assessor and misfortune assessors;
Some other protection-related action allowed by the Authority every once in a while.
Financial Products Distribution: To circulate by drawing in Financial Service
Executives (FSE) who are people authorized to advertise, disperse and administration
such other monetary items specifically:
 Mutual funds of mutual fund companies regulated by SEBI;
 Pension products regulated by PFRDA;
 Other financial products distributed by SEBI licensed Investment Advisors;
 Banking/ financial products of banks/ NBFC regulated by RBI;
 Non-insurance products offered by Department of Posts, Government of India;
 Any other financial product or activity permitted by the Authority from time
to time.
1.8






INSURANCE REGULATORY FRAMEWORK
Insurance Regulatory and Development Authority of India (IRDAI), is a legal
body framed under an Act of Parliament, i.e., Insurance Regulatory and
Development Authority Act, 1999 (IRDAI Act 1999) for general management
and improvement of the Insurance area in India.
The forces and elements of the Authority are set down in the IRDAI Act, 1999
and Insurance Act, 1938. The vital goals of the IRDAI incorporate advancement
of rivalry to upgrade consumer loyalty through expanded shopper decisions and
reasonable charges while guaranteeing the monetary security of the Insurance
market.
The Insurance Act, 1938 is the chief Act overseeing the Insurance area in India.
It gives the forces to IRDAI to outline guidelines that set out the administrative
structure for oversight of the elements working in the area. Further, there are sure
different Acts that oversee explicit lines of Insurance business and capacities, for
example, Marine Insurance Act, 1963 and Public Liability Insurance Act, 1991.

IRDAI Mission follows as:
 To ensure the interest of and secure reasonable treatment to policyholders;
 To achieve fast and deliberate development of the Insurance business (counting
annuity and superannuation instalments), to assist the average person, and to give
long haul assets to quickening development of the economy;
 To set, advance, screen and implement exclusive requirements of honesty,
monetary sufficiency, reasonable managing and fitness of those it controls;
 To guarantee quick settlement of real cases, to forestall Insurance fakes and
different misbehaviours and set up successful complaint redressed apparatus;
 To advance reasonableness, straightforwardness and efficient lead in monetary
business sectors managing Insurance and construct a dependable administration
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data framework to uphold exclusive expectations of monetary sufficiency among
market players;
To make a move where such principles are insufficient or ineffectually
implemented;
To achieve an ideal measure of self-guideline in the everyday working of the
business steady with the necessities of prudential guidelines.

Entities regulated by IRDAI:
 Life Insurance Companies - Both public and private sector Companies
 General Insurance Companies - Both public and private sector Companies.
Among them, there are some standalone Health Insurance Companies that offer
health Insurance policies.
 Re-Insurance Companies
 Agency Channel
 Intermediaries include the following
o Corporate Agent
o Brokers
o Third-Party Administrators
o Surveyors and Loss Assessors.
Supervisory Role:
The goal of oversight as expressed in the introduction to the IRDAI Act is "to secure
the interests of holders of Insurance arrangements, to direct, advance and guarantee
systematic development of the Insurance business", both Insurance and Reinsurance
business. The forces and elements of the Authority are set down in the IRDAI Act,
1999 and Insurance Act, 1938 to empower the Authority to accomplish its
destinations.
 Segment 25 of IRDAI Act 1999 accommodates the foundation of the Insurance
Advisory Committee which has Representatives from business, industry,
transport, horticulture, devour for assessors specialists, go-betweens, associations
occupied with security and misfortune anticipation, research bodies and workers'
relationship in the Insurance area are addressed. All the standards, guidelines,
rules that are relevant to the business are facilitated on the site of the manager and
are accessible in the public area.
 Section 14 of the IRDAI Act, 1999 specifies the Duties, Powers and functions of
the Authority.
o Grant licenses to (re) Insurance companies and Insurance intermediaries
o Protect interests of policyholders,
o Regulate investment of funds
o call for information from, undertaking an inspection of, conducting enquiries
and investigations of the entities connected with the Insurance business;
o Specify requisite qualifications, code of conduct and practical training for
intermediary or Insurance intermediaries, agents and surveyors and loss
assessors
14

o prescribe form and manner in which books of account shall be maintained
and statement of accounts shall be rendered by insurers and other Insurance
intermediaries;
1.9

PRUDENTIAL APPROACH: REPORTING, RISK MONITORING
AND INTERVENTION:

Reporting Requirements:
insurers are needed to submit different returns like budget summaries for a yearly
premise properly joined by the Auditors' assessment articulation on the yearly records;
reports of valuation of resources, valuation of liabilities and dissolvability edge;
actuarial report and dynamic and yearly valuation returns giving data about the
monetary condition for life coverage business; Incurred But Not Reported cases in the
event of general Insurance business; Reinsurance plans on a yearly premise; and
month to month explanation on guaranteeing of enormous dangers if there should be
an occurrence of general Insurance organizations; subtleties of capital market
openness consistently; Investment strategy, Quarterly and yearly profits for
speculations.
Solvency of Insurers:
To screen and control dissolvability prerequisites, it has been made compulsory for
the safety net providers to submit dissolvability reports on a quarterly premise. In the
event of any deviation, the Supervisor starts fundamental and reasonable advances to
guarantee that the Insurer makes a prompt remedial move to re-establish the
dissolvability position at the base legal level.
Calculation of dissolvability edge considers the inborn danger that separate line of
business postures to the guarantor. Higher prerequisites are put for unsafe lines of
business contrasted with others presenting less danger to the safety net providers. Even
though the backup plans are needed to keep a base dissolvability proportion of 150%
consistently, the genuine dissolvability edge kept up by guarantors are well over the
necessary dissolvability edge prompting the dissolvability edge proportion
fundamentally higher than 150% overall.
Quarterly dissolvability proportion reports must be submitted to the Supervisor,
keeping up the least dissolvability proportion of 150%. This gives the ordinary a
system to screen the dissolvability position occasionally over the monetary year to
guarantee consistency with the prerequisites and consequently to start reasonable
activity in case of any early notice signal on the Insurer's monetary condition.
Asset-Liability Management:
Under Asset-Liability Management announcing, Insurer should give the year
insightful projected incomes, in regard of the two resources and liabilities. Back up
plans should keep up jumbling holds in the event of any confound among resources
and liabilities as a piece of the worldwide stores. Further, Life backup plans are needed
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to present a report on affectability and situation testing exercise in the endorsed design.
Non-life guarantors should present a report on 'Monetary Condition' covering the
affectability investigation of the monetary sufficiency in gathering the policyholders'
liabilities.
The administrator requires the board of speculations to being inside the guarantor's
association. To guarantee a base degree of security of interests by Insurance Act
Provisions, the guidelines recommend certain rates of the assets to be put resources
into government protections and in affirmed protections. The administrative structure
sets out the standards for the blend and expansion of interests as far as Types of
Investment, Limits on openness to Group Company, Insurer's Promoter Group
Company. Speculation Regulations set out the system for the administration of
ventures. As far as possible are additionally recommended in the Regulations. The
Investment Regulations require a legitimate procedure to be embraced by the safety
net provider for coordinating resources and liabilities
Reinsurance
Move of risk by transferring through Reinsurance is perceived distinctly to the degree
indicated in the guidelines. Due shields are worked in to guarantee that changes are
made to accommodate the nature of resources held. No other danger move component
exists in the current framework. To limit the counterparty hazard, the re-guarantors
with whom business is put should have the base endorsed rating by an autonomous
FICO assessment office as indicated in the guidelines. Enactment has determined the
base capital prerequisites for an Insurance organization. It further, endorses that
Insurance organizations can underwrite their activities just through common offers
which have a solitary assumed worth.
Corporate Governance:
To ensure the long-term interests of policyholders, the IRDAI has delineated proper
administration rehearses appropriate to Insurance organizations for the upkeep of
dissolvability, sound long haul venture strategy and supposition of guaranteeing
chances on a prudential premise now and again. The IRDAI has given exhaustive rules
for appropriation by Insurance organizations on the administrative duties of the Board
in the administration of the Insurance capacities. These rules are notwithstanding
arrangements of the Companies Act, 1956, Insurance Act, 1938 and other appropriate
laws.
Corporate Governance Guidelines gave by IRDAI, expects backup plans to have set
up essential control capacities. The oversight of the control capacities is vested with
the Boards of the individual safety net provider. It sets out the construction, obligations
and elements of the Board of Directors and the senior administration of the
organizations. Back up plans are needed to receive sound judicious standards and
practices for the administration of the organization and ought to can rapidly address
issues of resistance or powerless oversight and controls.
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The Guidelines ordered the safety net providers to comprise different advisory group’s
viz., Audit Committee, Investment Committee, Risk Management Committee,
Policyholder Protection Committee and Asset-Liability Management Committee.
These boards assume a basic part in fortifying the control climate in the organization.
1.10

MICRO INSURANCE
OBLIGATIONS

AND

RURAL

&

SOCIAL

SECTOR

The IRDAI had given micro Insurance guidelines for the assurance of low pay
individuals with reasonable Insurance items to assist adapt to and recuperate from
normal dangers with normalized mainstream Insurance items holding fast to specific
degrees of cover, charge and advantage principles. These guidelines have permitted
Non-Governmental Organizations (NGOs), Self Help Groups (SHGs) and other
allowed elements to go about as specialists to Insurance organizations in showcasing
the miniature Insurance items and have likewise permitted both life and non-life safety
net providers to advance combi-miniature Insurance items. The Regulations outlined
by the Authority on the commitments of the backup plans towards rustic and social
areas specify focuses to be satisfied by guarantors on a yearly premise. As far as these
guidelines, backup plans are needed to cover year insightful endorsed targets (I)
regarding several lives under social commitments; and (ii) as far as the level of
approaches to be guaranteed and level of complete gross premium pay composed
directly by the life and non-life guarantors separately under rustic commitments.
General Insurance and Life Insurance Councils, who take approvals or make a
recommendation to IRDAI for conducting their respective life or general insurance
business.
The insurance Information Bureau of India was advanced in the year 2009 by
IRDA and is an enrolled society with an administering committee of 20 individuals
generally from the protection area. It gathers examinations and makes different area
level reports for the protection area to empower information-based and logical
dynamics including evaluating and outlining business procedures. It likewise gives
key contributions to the Regulator and the Government to help them in policymaking.
The Bureau has produced numerous reports, both occasional and one-time, to serve
the business.
IIB handles the Central Index Server which goes about as a nodal point between
various Insurance Repositories and helps in the de-duplication of Demat accounts at
the phase of production of another record. The Central Index Server additionally goes
about as a trade for transmission/steering of data relating to exchanges on every
strategy between a backup plan and the protection vault.
IIB has just dispatched its emergency clinic extraordinary ID ace program by enrolling
the emergency clinics in 'the favoured supplier organization' serving the health care
coverage area.
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The most recent activity of IIB would keep a medical coverage lattice associating
TPAs, safety net providers and emergency clinics. The point of the activity is to help
the medical coverage area to come out with an arrangement of protection claims the
board with straightforwardness in therapy costs and effective valuing of health care
coverage items.
Educational institutions, for example, Insurance Institute of India and National
Insurance Academy which give a wide assortment of protection and the executives
related preparing and a large group of private preparing foundations which give
preparing to would-be specialists
Clinical/medical Practitioners likewise help insurance agencies and TPAs in surveying
health care coverage dangers of imminent customers during acknowledgement of
dangers and instruct insurance agencies on the off chance that regarding troublesome
cases.
Legal Entities, for example, the Insurance Ombudsman, Consumer courts just as
common courts additionally assume a part in the health care coverage market with
regards to redressal of purchaser complaints.
1.11

LET US SUM UP

Health insurance is a type of insurance that pays for medical costs incurred as a result
of an illness. These charges could include hospitalisation bills, pharmaceutical prices,
or medical consultation fees. Health insurance helps consumers pay for medical
treatment by spreading the risk of excessive health-care expenses over a large group
of people and allowing them (or their employers) to pay a premium based on the
group's average medical-care expenditures. As a result, health insurance makes health
care more inexpensive for the majority of individuals. Each insurance company may
offer one or more of the following four plan types:

Health maintenance organizations (HMOs)

Preferred provider organizations (PPOs)

Exclusive provider organizations (EPOs)

Point-of-service (POS) plans.
1.12




KEYWORDS
DEMAT: A DEMAT Account helps the investors hold shares and securities in
electronic format. This kind of account is also called a dematerialised account.
Insurance council: The role of insurance councils is to coordinate between the
government, regulatory board and the public.
SHG: Self Help Groups (SHGs) are informal groups that consist of people who
face similar problems
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1.14

Corporate Governance: Corporate governance is the system of rules, practices
and processes by which a company is directed and controlled.
FSE – Financial Services Executives: Financial Services Executive (FSE) is an
individual employed by Insurance Marketing Firm (IMF) and holding a valid
license issued by the respective financial sector Regulator
TPA: A third-party administrator is a company that provides operational services
such as claims processing and employee benefits management under contract to
another company. Insurance companies and self-insured companies often
outsource their claims processing to third parties.
ESIS: Employees' State Insurance is a self-financing social security and health
insurance scheme for Indian workers. The fund is managed by the Employees'
State Insurance Corporation according to rules and regulations stipulated in the
ESI Act 1948.
FURTHER READINGS
M.N. Mishra: Insurance Principles and Practice, S. Chand & Company Ltd, Delhi.
Indian Institute of Bankers (Pub) Commercial Banking Vol-I/Vol-II (part
I&II) Vol- III.
Hota P.K., and Das S.K. Financial Literacy and Banking, Kalyani Publishers
Dr P. Periasamy: Principles and Practice of Insurance, Himalaya Publishing
House, Delhi.
Mishra S. Banking Law and Practice – S Chand
Prasad – Banking Insurance – Vikash Publication
Inderjit Singh, Rakesh Katyal& Sanjay Arora: Insurance Principles and Practices,
Kalyani Publishers, Chennai.
G. Krishnaswamy: Principles & Practice of Life Insurance
Kothari &Bahl: Principles and Practices of Insurance.
MODEL QUESTIONS

Q1: What is health care? What are the factors determining the health care sector?
Q2: Briefly discuss the evolution of health insurance in India.
Q3: Describe different levels and types of healthcare.
Q4: Write a note on the health insurance market.
Q5: What do you understand by insurance regulatory framework?
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2.0

LEARNING OBJECTIVES

After studying this unit, you will be able to know
 About Insurance documentation
 About Proposal form and its elements
 Different dimensions of health insurance
2.1

INTRODUCTION

In this, we will get to know about the forms, documents and their importance in an
insurance contract. This will give us a full idea about the nature of each form, how to
fill it and reasons for specific information.
2.2

PROPOSAL FORM

As explained before, insurance is an agreement that is decreased recorded as a hard
copy to a strategy. Protection documentation isn't restricted to the issuance of
arrangements. As there are numerous middle people like specialists and specialists
who work between them, it is conceivable that a protected and his safety net provider
may never meet.
The insurance agency comes to know the client and his/her insurance needs just from
the documents that are presented by the client. Such reports likewise assist the
guarantor with understanding the danger better. In this manner, documentation is
needed to bring comprehension and clearness among guaranteed and guarantors.
There are sure reports that are usually utilized in the protection business.
The insurance specialist, being the individual nearest to the client, needs to confront
the client and explain all questions about the records in question and help him/her in
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topping them off. Specialists ought to comprehend the motivation behind each report
included and the significance and importance of data contained in the archives utilized
in protection.
The first stage of documentation in the proposal form includes
✔ who he/she is
✔ what kind of insurance he/she needs
✔ details of what he/she wants to insure and
✔ for what period
The proposal form should be filled by the insured customer with all risk transfer
information of the material information which will be validated by the insured
company to accept or reject the claim.
The proposal form contains all the major information of the client which he wants to
secure. The principle of utmost good faith and duty of disclosure of material
information starts with the proposal form.
At the end of the proposal form, there is a Declaration from the customer signed by
the customer to ensure that the details given in the form are true and understood all the
facts given there. So that there won’t be any disagreement at the time of claim.
2.2.1 Standard form of declaration in the proposal form
The IRDAI has specified the format of the standard declaration in the health
insurance proposal as under:
1. I/We hereby declare, on my behalf and on behalf of all persons
proposed to be insured, that the above statements, answers and/or
particulars are given by me are true and complete in all respects to the
best of my knowledge and that I/We am/are authorized to propose on
behalf of these other persons.
2. I understand that the information provided by me will form the basis
of the insurance policy, is subject to the Board approved underwriting
policy of the insurance company and that the policy will come into
force only after full receipt of the premium chargeable.
3. I/We further declare that I/we will notify in writing any change
occurring in the occupation or general health of the life to be
insured/proposer after the proposal has been submitted but before the
communication of the risk acceptance by the company.
4. I/We declare and consent to the company seeking medical
information from any doctor or from a hospital who at any time has
attended on the life to be insured/proposer or from any past or present
employer concerning anything which affects the physical or mental
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health of the life to be assured/proposer and seeking information from
any insurance company to which an application for insurance on the
life to be assured/proposer has been made to underwrite the proposal
and/or claim settlement.
5. I/We authorize the company to share information about my proposal
including the medical records for the sole purpose of proposal
underwriting and/or claims settlement and with any Governmental
and/or Regulatory authority.
Nature of questions in a proposal form
The number and nature of inquiries in a proposition structure differ as per the class of
insurance concerned. Factors like wellbeing, individual mishap and travel insurance,
proposition structures are intended to get data about the proposer's wellbeing, lifestyle
and propensities, prior ailments, clinical history, inherited characteristics, past
insurance experience and so forth.
2.2.2 Elements in a proposal form
 Proposers full name
The name should be mentions of the insured person so that the benefits under the
policy can be received by the insured
 Proposer’s address and contact details
Agrees and contact details are important to mention for the above same reason
 Proposer’s profession, occupation or business
In a case like health and personal accident insurance, the policy holder occupation
is important as they can be a factor of bearing risk.
 Details and identity of the subject matter of insurance
The subject matter should be mentioned for claim settlement.
 Sum insured
It is the limit of liability or risk-bearing amount in a policy, should be mentioned
clearly.
 Previous and present insurance
The proposer is needed to educate the insights regarding his past insurances to the
guarantor. This is to comprehend his insurance history. In certain business sectors,
there are frameworks by which safety net providers privately share information
about the guarantee.
The proposer is additionally needed to state whether any safety net provider had
declined his proposition, forced uncommon conditions, required an expanded
premium at recharging or would not restore or dropped the strategy.
Subtleties of current protection with some other backup plans including the names of
the safety net providers are additionally needed to be unveiled. Particularly in property
insurance quite possibly safeguarded may take approaches from various backup plans
and when a misfortune occurs, guarantee from more than one safety net provider. This
22

data is needed to guarantee that the standard of commitment is applied so the
safeguarded is reimburse and doesn't acquire/benefit because of different protection
arrangements for a similar danger.
Further, in close to home accident insurance a safety net provider might want to
confine the measure of inclusion (whole guaranteed) contingent upon the entirety
safeguarded under other PA approaches taken by a similar guaranteed.


Loss experience
The proposer is approached to pronounce full subtleties of all misfortunes endured
by him/her, regardless of whether they were protected. This will give the
guarantor data about the topic of protection and how the safeguarded has dealt
with the danger before. Guarantors can comprehend the danger better from such
answers and settle on directing clinical assessment or gathering further subtleties.



Declaration by safeguarded
As the motivation behind the proposed structure is to give all material data to the
guarantors, the structure incorporates an affirmation by the safeguarded that the
appropriate responses are valid and precise and he concurs that the structure will
be the premise of the protection contract. Any off-base answer will give the
privilege to safety net providers to stay away from the agreement. Different
segments basic to all proposition structures identify with mark, date and now and
again, the specialist's suggestion.
The insurance company has to take all correct information from the customer.



Medical questionnaire
The insured past diseases and health conditions should be filled in the section for
the right calculation of the claim

Once the proposal form is received by the company they process it through many
processes to issue a policy, they first check it through their underwriting guidelines to
make sure to proceed, and after collecting the premium by any means traditional or
digital the policy is issued and the bond paper is hand over to the customer.
A country social and economic progress depends on the health of its people. A healthy
mass can produce an effective and productive workforce. At the individual level, a
sick mind and health can cause loss of livelihood
2.3

HEALTH INSURANCE

Likewise, insurance essentially covers all the medical expenses of the insurer using
financial help. A health insurance policy is a contract between an individual or a
group(insured) with the insured company (insurer) in which the wordings agrees to
provide the cost of expenditures within the guideline of underwriting terms and
conditions.
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In India, the middle class constitutes about 350 million of the whole population. Also,
when it comes to sudden financial risk, it comes as a real concern to every class of
people. And in medical emergencies, a health policy can give a good financial backup
to handle the risk. Health-related risks are very critical and it demands to be treated,
which is a part of our lives. Hence the expenses incurred from illness and injury can
be managed by health insurance or a Mediclaim policy.
Coverage
Life is uncertain and no one is sure that what can happen at any moment. When the
recent pandemic hit people got little aware about health is equally important in life
like other stuff. An exciting job, a sharp salary, a good place can’t save you when you
are unhealthy. And to take care of the medical expenses which can go high without
any prior notice. And with current lifestyle and the way people neglect health we are
facing many sicknesses and chronic diseases where the treatment cost is high. As
health is our priority many insurance schemes are introduced by many good private
players to safeguard the health-related expenses and it can be a worry less support in
the time in need.
The insurance not only solves the medical expenses but also act like a friend which
can solve the risk in terms of financial help. In India, there are many Middle-class
people and when any emergency come they always go for selling their asset to release
the money. Hence in time of emergency if insurance is there it can relax a customer to
many extents which can act like a real friend in the time of need.
There are many nationalized and private players in the insurance industry who are
developing and ideating many beneficiary policies for the customer which can leave
no stones untouched when we talk about safe guarding our health-related risk. A
customer can take an individual policy where he can financial secure his health-related
medical expenses and added benefits. Also, a customer can take a floater policy where
he can secure the whole family including self with all the benefits mentioned in the
policy.
In the current market, there are many beneficial policies that not only cover
hospitalization due to sickness or accidental treatment cost but also many added
benefits which a customer can never say a no if he is keen to take care of this healthrelated risk with some affordable premiums.
Let’s discuss the coverage which almost every insurance player is proving.
When an insurer agrees to pay a premium for the agreed benefits mentioned in the
terms and conditions of a policy provided by the insurer, the insurance company will
take care of the medical expenses.
What a normal health policy does cover?
Let’s first clear with the fact that when a policy is made it has some validity as in a
period of insurance up to which a customer can avail its benefits. Also, we have to
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clear with the term sum insured which is nothing but the limitation of financial help
an insurer can provide. So in policy, the insurance company pays for the reasonable
and necessary expenses incurred within the policy term during a customer
hospitalization and related conditions mentioned in the policy. The conditions can
differ from company to company.
As health is precious, and we want to live as we want without any hazards smoothly,
a health policy can allow you to live as you decide. It can protect yourself and family
from financial hazard without emptying your pocket.
In hospitalization
To reduce the financial burden at the time of hospitalization because of illness or
accidental bodily injury sustained or contracted in between the policy period, an
insurance policy pays you all the reasonable expenses incurred subject to the policy
wording comes under the terms and conditions guided by the underwriting guidelines
in every insurance company proposed to the customer.
While in hospitalization there go different levels of expenses starting from registration
to release of patient thee customer has to undergo many processes like consultation,
medicines, testing, operation, ICU, related supporting medical equipment, nurse chare
and many more these all come under the procedure of in hospitalization expenses
In a broader view, it includes
 Room, Boarding expenses
 Nursing expenses
 Fees of surgeon, anaesthetist, physician, consultants, specialists
Anaesthesia, blood, oxygen, operation theatre charges, surgical appliances, medicines,
drugs, diagnostic materials, X-ray, Dialysis, chemotherapy, Radio therapy, cost of
pace maker, Artificial limbs, cost of organs and similar expenses.
Also, above facilities, the policy holder can avail with some capping or full according
to company norms applied to the particular policy.
Pre hospitalization and post-hospitalization
If a customer had to consult the primary health centre often for sickness and still could
out gets well and then referred to secondary or tertiary health care system where he
needs to hospitalized for certain testing or consulting and found out the result and get
treatment, there. In that case, the customer can demand the pre occurred expense by
producing the related documents to the insurance company and asks for a
reimbursement. It involves the medical expenses incurred before hospitalization for
the same injury or sickness for which the customer has to get into the hospital for
treatment and the customer can claim the payment spent by producing bills and he
paid before.

25

Likewise, after the treatment of the customer in the hospital, if he has to run or consult
or had to spend on extra medications, the customer can again avail the reimbursement
from the company as per terms and conditions mentioned in the policy. It involves the
costing happened immediately after you discharged on the costs for the same illness
or injury for which earlier hospitalization happened, under such condition a customer
can claim the expense money by producing the bills and related documents.
Cost of Health Check up
Customers can avail the cost of a health check-up before taking a policy under the
guidelines of company norms. Also, a customer can claim the costing price of health
check-ups included in policy benefits by customizing or ask arrangements for
individual or family health check-ups as per requirements.
There are many underwriting guidelines that a customer should know and ask while
taking a policy and read the conditions in policy wordings.
Sum Insured
It the total amount a customer does the policy to get the amount for the financial loss
that can occur in medical expenses. In health policy, it applied for both individuals
and floaters.
Cumulative Bonus (CB)
Every health policy gives a cumulative bonus for every claim-free year where the sum
insured is increased by some percentage as per company guidelines and can increase
maximum up to 50/100% which varies from company to company. And once the claim
is done the customer bonus is redeemed to zero or some percentage according to
company guidelines.
The minimum period of stay in Hospital
To become eligible to make a claim under the policy, a minimum stay in the Hospital
is necessary for a certain number of hours. Usually, this is 24 hours. This time limit
may not apply for the treatment of accidental injuries and certain specified treatments.
Read the policy provision to understand the details
A customer is eligible to claim the health-related expenses only if he/she is
hospitalized in any hospital for a minimum of 24 hours. This is not applied to
accidental injuries and some certain specified diseases which can happen within 24
hours. Apart from that, a customer has to admit a minimum of 24 hours to avail of the
policy benefits.
Cashless facility
Every insurance player makes tie-up arrangements with many hospitals to make a
network. And if a policy holder takes treatment under its tie-up hospital all the
expenses under or up to the sum insured are paid to the hospital directly, where the
benefit goes cashless for a customer for a hazel free service. In an insurance company,
the TPA (Third party administrator) is assigned to check and decide which directly
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pay the hospital. And expenses beyond the sum insured or validation of condition in
policy are paid by the customer only. Scenarios, where the customer admits to non-tie
up hospitals customer, can get treatment there but the customer had to produce all the
bills and required documents by which he /she can claim the reimbursement from the
insurance company.
Additional Benefits
Every insurance policy has its add on benefits like hospital cash, critical illness
treatment, cancer treatment, surgical benefit, elderly people benefit, Ayush treatment,
bariatric surgery, maternity coverage, sum insure reinstate coverage, day care cover,
road /air ambulance cover, which can vary company to company in policy to policy.
A few companies have come with a top-up policy that can provide a customer above
limit and death benefits as well.
Exclusions
The following are generally listed in exclusions
 Pre-existing diseases (this exclusion is uniformly defined by all nonlife and
health insurance companies)
 Under the first-year policy, any claim during the first 30 days from the date of
cover, for sickness/disease. This is not applicable for accidental injury claims
 During the first year of cover – cataract, Benign prostatic hypertrophy,
Hysterectomy for Menorrhagia or Fibromyoma, Hernia, Hydrocele,
Congenital Internal diseases, Fistula in the anus, piles, sinusitis and related
disorders.
 Circumcision unless for treatment of a disease
 Cost of specs, contact lenses, hearing aids
 Dental treatment/surgery unless requiring hospitalization
 Convalescence, general debility, congenital external defects, V.D., intentional
self-injury, use of intoxicating drugs/alcohol, AIDS, Expenses for Diagnosis,
X-ray or lab tests not consistent with the diseases requiring hospitalisation.
 Treatment relating to pregnancy or child birth including caesarean section
 Naturopathy treatment. The actual exclusions may vary from product to
product and company to company. In group policies, it may possible to
waive/delete the exclusions on payment of extra premium.
No short period policy
There is no short term policy issued for health less than a year
2.4

LET US SUM UP

When a policyholder applies for insurance, he or she fills out a proposal form. You'll
need to fill in details regarding the risk you're insuring, such as the cost of rebuilding
your home or the type of automobile you own. We'll also need information about you,
such as your claim history and driving history. When seeking insurance, a proposer
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must complete the life insurance company's proposal form. The Proposal Form is a
vital document that contains the proposer's information as well as the life assured, and
is used to determine an individual's insurability. A proposal form is a legal document
that asks you for specific information so that the insurance company can better
understand you. A proposal form for insurance is more than just a list of your personal
information, such as your name, age, gender, and address.
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2.7

KEYWORDS
Proposal Form: A proposal form is the form completed by the policyholder when
applying for insurance. You will need to fill in information about the risk you are
insuring e.g. the rebuild cost of your house or the type of car you own. We will
also require information about you such as your claims history and driving
experience.
Health Policy: Health Insurance is a type of insurance that offers medical
coverage to the policy holder for medical.
Hospitalisation: Admission to hospital for treatment.
Sum Insured: Sum Insured meaning the maximum amount that
the insurance company can pay to the policyholder in case of any loss or damage
suffered by him shall be termed as the sum insured.
Cumulative Bonus: Cumulative Bonus is the bonus or rather a reward that a
policyholder gets for remaining fit and not filing a claim.
FURTHER READINGS
M.N. Mishra: Insurance Principles and Practice, S. Chand & Company Ltd, Delhi.
Indian Institute of Bankers (Pub) Commercial Banking Vol-I/Vol-II (part
I&II) Vol- III.
Hota P.K., and Das S.K. Financial Literacy and Banking, Kalyani Publishers
Dr P. Periasamy: Principles and Practice of Insurance, Himalaya Publishing
House, Delhi.
Mishra S. Banking Law and Practice – S Chand
Prasad – Banking Insurance – Vikash Publication
Inderjit Singh, Rakesh Katyal& Sanjay Arora: Insurance Principles and Practices,
Kalyani Publishers, Chennai.
G. Krishnaswamy: Principles & Practice of Life Insurance
Kothari &Bahl: Principles and Practices of Insurance.
MODEL QUESTIONS

Q1: What is a proposal form? Explain the nature of an insurance proposal form.
Q2: Differentiate between pre hospitalisation and post hospitalisation
Q3: What a normal health insurance policy does cover?
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Q4: What is the standard form of declaration of a proposal form?
Q5: What are the elements of a proposal form?
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LEARNING OBJECTIVES

After studying this unit you will be able to know:
 Health insurance products and terminologies
 Types of Claims and their settlement
 About Reinsurance
 Government health schemes to boom this sector
3.1

INTRODUCTION

Health insurance is a type of insurance that pays for medical costs incurred as a result
of an illness. These charges could include hospitalisation bills, pharmaceutical prices,
or medical consultation fees. The primary goal of medical insurance is to ensure that
you obtain the best medical treatment possible without putting your finances at risk.
Health insurance plans provide coverage for unexpected medical expenses. It includes,
among other things, hospitalisation costs, day care procedures, domiciliary fees, and
ambulance costs. A contract between an insurer and the policyholder is known as a
health insurance plan. The policyholder pays an insurance premium, and the insurer
reimburses the policyholder for medical expenses such as hospitalisation, day care,
post and pre-hospitalization treatment, and so on.
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3.2

HEALTH INSURANCE PRODUCTS

Top-up policies:
This policy works along with a basic health cover with low sum insured where the
customer can avail a top-up plan for himself. These policies offer for high sum insured
over and above the sum insured. This is also known as a high deductible policy.
A customer can avail of this policy with a reasonable price of the premium. An
individual can cover himself for extra protection after the base cover, where the base
policy will guard the healthcare facility at a basic level with the taken sum insured.
Whereas the top-up plan can help the customer guarding him more and beyond avail
up to the top-up plan he has taken. It can be for self as well as for family can be handy
for an unfortunate event for high-cost treatment. A person can avail of the top-up
benefit only if the medical cost is greater than the deductible or the threshold level
chosen under the plan, these covers are available on an individual and family basis.
In case of higher expenses, this top-up policy takes care of additional expenses. The
fact that with rising inflation of health cover policy, buying large insurance is not
affordable. This is a perfect gate away for wider health insurance cover to take care of
higher expenses.
Some top-up plans relax the pre-existing disease, no prior health check-up, or
maternity benefits as well. This too covers all costing regarding patient hospitalization,
pre and post hospitalization, with additional benefits that differ from company to
company. The aggregate deductibles amount is not paid by the company and the rest
sum insured value the customer can claim.
Senior citizen policy:
Here this is a unique policy provided by many insurance companies for old age senior
citizens to live a tension free life to safeguard their illness in terms of financial risk.
People nearing or after retirement tend to avail this policy with many beneficiary
schemes where the pre-existing disease is waved off after one year of continuation and
many major attracting and add on covers one can avail the medical expenses and
income tax benefit and health check-up is covered.
Critical illness:
This protects against some critical illnesses due to non-curable or curable diseases in
terms of financial help. Nowadays many are dying pre mature due to diseases like
cancer and kidney failure, however with the advancement of medical technology many
life-threatening illnesses now can be cured as well. There by taking this policy a policy
holder can avail the insured amount at the time of need a s these diseases nearly cost
high and empty the pock leaving the family to cope without a breadwinner.
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Women-specific critical illness
This is for the protection against the risk associated with the critical illness of women.
This too provides the hospitalization, loss of employment and other benefits are
provided in terms of financial help.
Personal Accident guard Policy
If one earning member dies due to an accident or become disable full or partial the
livelihood comes in danger. In that case, some insurance company has proposed a
scheme where the policy holder can avail the accidental death, partial disability, and
permanent disability benefit they have taken the policy by paying an affordable
premium. Also, many companies provide many other optional benefits along with
personal accident benefits such as children education where if the main earnings get
hamper and the policyholder had opted for this benefit then the taken amount is
provided for the children education. Also, benefits like protecting loans and benefits
can be optional in this policy.
Apart from the above many insurers designed many types of health guard policies
according to the demand in every sector and community without leaving any risk.
3.3

HEALTH INSURANCE TERMINOLOGIES

Certain terms and terminologies are used in health insurance policies that have
standard definitions which help with the understanding between the policyholder and
company without ambiguity. Health insurance also follows certain guidelines
proposed by the underwriter for a customer in a company. The terms and conditions
help the company to increase the business whereas the customer can have a clear idea
and know the right ways to avail the benefits. Let’s discuss the terms used in Health
insurance
 Accident: Any sudden, unforeseen and involuntary event caused by external,
visible and violent means is known as an accident Any One illness (not
applicable for travel and personal accident). This means the continuous period
of illness which relapse within 45 days from the date of the last consultation.
 Cashless facility: With aggregate terms and conditions, the insurer paid the
expenses directly to the tie-up hospitals in the policy period when
hospitalization happened.
 Co-payment: Cos sharing between the insurer and insured under the policy
guidelines
 Cumulative bonus: Increase of sum insured after acclaim free year at the time
of renewal without an increase of premium.
 Day Care Centre and treatment: Certain injuries or diseases can get
treatment within 24 hours of hospitalization at many hospitals with registered
specialists and hospitals. There is a list of disease comes under day care
treatment for customer knowledge to avail.
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Deductible: It is the cost requirement under a health insurance policy where
the customer agrees or voluntarily participate in an agreed deductible in
availing the claim. This does not reduce the sum insured but helps to reduce
the premium.
Dental treatment: Treatment used for teeth or structure supporting teeth
including examination fillings crowns, surgery.
Domiciliary hospitalization: Treatment Taken in at home under conditions
where the patient doesn’t get room to board in hospital, and when the patient
can’t move to a hospital in a critical situation
Emergency care: The immediate care requires for the patient suddenly in an
unexpected way to prevent serious damage or death
Grace period: This the premium due date during which a payment can be done
without losing the bonus and continuity benefits for the customer, once the
grace period over the policy lost its continuity and other benefits.
Hospital: The institution established for in-patient care and daycare treatment
for illness or injuries. It has qualified nurses, doctors, other health professionals
with infrastructure to give treatment to a patient with all medical equipment
and medicines.
Hospitalization: Admission to hospital for a minimum stay of 24 hours.
Illness: The sickness or disease or pathological condition of a patient which
requires treatment for its acute or chronic conditions.
Injury: Accidental physical bodily harm due to unavoidable external factor
Inpatient care: Treatment for which insured person has to stay in a hospital
for 24 hours or more
ICU: Intensive care unit charges are the amount chare for ICU bed, medical
support services provider in a hospital
Maternity Expenses: Medical treatment expenses during childbirth including
complicated deliveries and caesarean sections incurred during hospitalization.
Newborn baby: Baby born during the Policy Period and is aged up to 90 days
Network provider: The tie-up hospital where the patient can avail the cashless
procedure
Non-network hospital: Non-tie up hospitals where the customer can demand
claim by the procedure of reimbursement
Pre-existing disease: When a customer has been diagnosed and getting
treatment for a long time is known as pre-existing disease. In every insurance
company, there are different conditions applied to treat the pre-existing
diseases and diseases that arise from them
Renewal: When the contract of insurance policy can be renewed on mutual
consent for the next near.
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3.4

STANDARD NOMENCLATURE AND PROCEDURE FOR CRITICAL
ILLNESSES

Like normal sickness, health insurance cover for critical illness, there also goes many
inclusions and exclusion depending upon the conditions and policy wording. There
are about 22 critical illnesses that could form part of the health insurance policy. All
insurers shall use the documented definitions without exception for whatever the
illness that is mentioned in the policies and all health insurance policies filed
henceforth covering critical illness shall use the nomenclature and procedures
specified below.
1.

Heart Attack / Myocardial Infraction :
 If there is a lack of blood supply to the Heart for any reason leads to the
failure/death of a portion of the heart muscle this is called Myocardial
infarction. The diagnosis for this illness should be evidenced by the following
criteria:
o A background marked by commonplace clinical indications steady
with the determination of intense myocardial localized necrosis (for
example regular chest torment).
o Any new characteristic electrocardiogram changes.
o Rise of localized necrosis explicit catalysts, Troponins, or other explicit
biochemical markers.


2.

Below mentioned criteria are excluded:
o Any type of Angina pectoris.
o Any other acute Coronary Syndrome.
o An ascent in cardiovascular biomarkers or Troponin T or I without
clear ischemic coronary illness OR following an intra-blood vessel
heart system.

Cancer:
 A harmful tumour is portrayed by the uncontrolled development and spread of
dangerous cells with the attack and annihilation of ordinary tissues. This
analysis should be upheld by histological proof of harm. The term malignancy
incorporates leukaemia, lymphoma, and sarcoma.
 Below mentioned criteria are excluded:
o All tumours which are histologically depicted as carcinoma in situ,
favourable, pre-harmful, fringe dangerous, low threatening potential,
neoplasm of obscure conduct, or non-intrusive, including however
not restricted to Carcinoma in situ of breasts, Cervical dysplasia CIN-1,
CIN - 2 and CIN-3
o Any non-melanoma skin carcinoma but there should be evidence of
metastases to lymph nodes
o Threatening melanoma that has not caused attack past the epidermis.
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o All tumours of the prostate except if histologically named having
a Gleason score more prominent than 6 or having advanced to at any rate
clinical TNM arrangement T2N0M0
o Thyroid cancers are histologically named T1N0M0.
o And chronic lymphocytic leukaemia is less than RAI stage 3.
o A non-intrusive papillary disease of the bladder is histologically portrayed
as TaN0M0 or of a lesser grouping.
o All Gastro-Intestinal Stromal Tumors are histologically named T1N0M0
(TNM Classification) or beneath and with a mitotic tally of not exactly or
equivalent to 5/50 HPFs.
o All malignancy in the presence of HIV infection.
3.
Repair of Heart valves / Open Heart Replacement:
The genuine going through of open-heart valve medical procedure is to supplant or fix
one or more heart valves, as an outcome of deformities in, variations from the norm
of, or disease affected cardiovascular valve(s). The determination of the valve
variation from the norm should be upheld by echocardiography and the
acknowledgement of medical procedure must be affirmed by an expert clinical
specialist. Catheter-based methods counting yet not restricted to, swell
valvotomy/valvuloplasty are rejected.
4.
Coronary Artery Bypass Grafting (Open Chest CABG):
The genuine going through of heart medical procedure to address blockage or
narrowing in one or more coronary artery(s), by coronary vein sidestep joining done
using a sternotomy (slicing through the bosom bone) or negligibly intrusive keyhole
coronary corridor sidestep techniques. The finding should be upheld by coronary
angiography and the acknowledgement of medical procedure must be affirmed by a
cardiologist.
Below mentioned criteria are excluded:
 Intra-arterial procedures
 Angioplasty.
5.




Coma:
Coma is the state of unconsciousness with no reaction or response to any
external stimuli or any internal needs. The diagnosis must be supported by the
below-mentioned evidence:
o If a patient does not respond to any external stimuli continuously for at
least 96 hours.
o Life support measures are necessary to continue life.
o Lasting neurological shortfall which should be surveyed in any event
30 days after the beginning of the extreme lethargies.
The condition must be affirmed by an expert clinical professional. Trance state
coming about straightforwardly from liquor or medication misuse is
prohibited.
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6.
Kidney Failure (Kidney failure requiring regular dialysis)
End-stage renal illness introducing a persistent irreversible disappointment of the two
kidneys to work, because of which either ordinary renal dialysis (haemodialysis or
peritoneal dialysis) is organized or renal transplantation is done. The determination
must be affirmed by an expert clinical professional.
7.
Stroke:
Any cerebrovascular occurrence creating lasting neurological sequelae. This
incorporates localized necrosis of mind tissue, apoplexy in an intracranial vessel,
drain, and embolization from an extracranial source. The analysis must be affirmed by
an expert clinical professional and proved by ordinary clinical manifestations just as
ordinary discoveries in CT scans or MRI of the mind. Proof of perpetual neurological
shortage going on for at any rate 3 months must be created. Below mentioned criteria
are excluded:
 Transient ischemic attacks.
 Traumatic brain injury.
 An avascular disease affecting the eye or optic nerve or vestibular functions.
8.

Organ Transplant / Bone marrow plant:
 Actual undergoing of a transplant of:
o Following human organs: heart, liver, kidney, pancreas, and lung.
o Human bone marrow using haematopoietic stem cells.
 Below mentioned criteria are excluded:
o Any other stem cell transplant.
o Where only islets of Langerhans are transplanted.

9.
Permanent Limbs Paralysis:
Absolute and irreversible loss of utilization of at least two appendages because of
injury or sickness of the cerebrum or spinal string. An expert clinical specialist should
be of the assessment that the loss of motion will be perpetual with no expectation of
recuperation and should be available for over 3 months.
10.
Motor Neuron Diseases (with Permanent Symptoms):
Motor neuron illness analysed by an expert clinical specialist as spinal solid decay,
reformist bulbar paralysis, amyotrophic sidelong sclerosis, or essential sidelong
sclerosis. There should be reformist degeneration of corticospinal parcels and
foremost horn cells or bulbar efferent neurons. There must be a current huge and
lasting utilitarian neurological hindrance with target proof of engine brokenness that
has endured for a consistent time of at any rate 3 months.
11.


Multiple Sclerosis with Persisting Symptoms
The unequivocal determination of Definite Multiple Sclerosis affirmed and
confirmed by the entirety of the accompanying:
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12.





o Examinations including common MRI discoveries that unequivocally
affirm the conclusion to be various sclerosis.
o There should be the current clinical impedance of motor or tangible
capacity, which probably endured for a constant time of in any event a
half year.
Other causes of neurological damages like SLE and HIV are excluded.

Angioplasty
Coronary Angioplasty is characterized as percutaneous coronary mediation via
swell angioplasty with or without stenting for treatment of the narrowing or
blockage of at least 50 % of at least one significant coronary vein. The
intercession should be resolved to be medicinally fundamental by a
cardiologist and upheld by a coronary angiogram (CAG).
Coronary corridors thus allude to the left principle stem, left front plunging,
circumflex, and right coronary course.
Symptomatic angiography or examination methods without angioplasty/stent
inclusion are barred.

13.

Benign Brain Tumor:
 A benign Brain Tumor is a non-cancerous life-threatening growth of cells in
the brain, meninges, or cranial nerves within the skull and this tumour should
be confirmed by imaging studies such as a CT scan or MRI.
 The brain tumour must result in at least one of the below mention criteria by
the relevant medical specialist.
o Undergone radiation therapy or surgical resection to treat a brain
tumour.
o The permanent neurological deficit with persisting clinical symptoms
for a continuous period of at least 90 days consecutively.
 Below mentioned criteria are excluded:
o Granulomas.
o Cysts.
o Blockages or malformations in veins or arteries of the brain,
o Abscesses,
o Hematomas.
o Pituitary tumours.
o Tumours of bones in the skull and spinal cord.

14.

Blindness:
Permanent loss of eyesight in both eyes because of accident or illness.
The Loss of sight is evidenced by:
o Corrected visual acuity is 3/60 or less in both eyes.
o The field of vision is less than 10 degrees in both eyes.
o The diagnosis of loss of sight should be confirmed and must not be
related to aids or surgical procedures.
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15.
Deafness:
Permanent loss of hearing in both ears because of accident or illness. The diagnosis
should be supported by a pure tone audiogram test and certified by an ENT specialist.
16.
Lung Failure ( End-stage lung failure):
Disease-causing chronic respiratory failure as confirmed and evidenced by
the following:
 FEV 1 test results in consistently less than or lower than 1 lit measured on 3
parts in 3 months.
 A patient who requires continuous permanent supplementary oxygen therapy
for lung diseases.
 Dyspnoea at rest
17.

Liver Failure ( End-stage liver failure):
 Liver failure that resulted in the below-mentioned criteria:
o Jaundice
o Ascites
o Hepatic encephalopathy
 The below-mentioned criteria are excluded:
o Liver failure as a result of Alcohol abuse
o Liver failure because of Drug consumption

18.
Loss of Speech (Adscence of Speech):
Permanent loss of speech because of injury or disease of the vocal cord. The patient’s
inability to speak must be established for a continuous timeline of 12 months and this
should be evidenced by an ENT specialist. Any psychiatric related causes are
excluded.
19.
Loss of Limbs:
Physical separation of limbs at or above wrist or ankle as a result of accident or disease.
This will include amputation necessitated by accident or disease. The separation has
to be permanent. Loss of limbs from self-inflicted injury, alcohol, and drug abuse is
excluded.
20.

Head Injury:
 Head injury resulting in Neurological deficit to be assessed no sooner than 3
months from the time of the incident. The diagnosis should be supported by
MRI, Tomography, or any other imaging techniques.
 Head injury resulting in an inability to perform at least three (3) Daily
activities mentioned below with or without the support of mechanical
equipment. The Daily activities are as below.
o Taking bath.
o Dressing.
o Movement from bed to chair or vice versa.
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21.

o Ability to move from indoor to outdoor and vice versa.
o Feeding
o Toileting
Spinal cord injury is excluded.
Idiopathic (Primary) Pulmonary Hypertension:
 There should be a permanent physical impartment to the degree of at
least Class IV of the New York Heart Association(NYHA) Classification
of cardiac impartment and a clear diagnosis of IPH or PPH by Cardiologist
evidencing right ventricular enlargement and pulmonary artery pressure
greater than 30 mm of hg on Cardiac Cauterization.
 Below mentioned criteria are excluded:
o Hypertension is associated with lung disease.
o Chronic Hypoventilation
o Pulmonary Thromboembolic Disease
o Drugs
o Toxins
o Diseases of the left side of the heart
o Congenital Heart Disease.

22.
Third Degree Burns:
There must be at least 20% body surface covered with scarring and third-degree burn.
The diagnosis should confirm the total is involved using standard clinically accepted
body surface area charts.
Items for which optional cover may be offered by insurers
There are items such as consumables, non-medical items including toiletries,
cosmetics, personal comfort or convenience items, apart from certain elements of
room charges, admin charges etc. When the expenses are not covered by the insured
that must be included in the policy wording of the insurance contract as well as in the
website of the insured company to make a clear deal. However, an insurer can cover
some of the expenses which are not listed by taking add on the cover by paying an
extra amount of premium.
Standards and benchmarks for hospitals in the provider network
The insurance company or the TPA as in third party administrator both have the tieup network hospitals where the policyholder can avail the cashless procedure unless
he has to go through reimbursement procedure.
Health insurance has its guidelines followed by every company. And there are certain
inclusions as benefits and exclusions as well. These all conditions are proposed for the
good fare of the customer and to keep the business growing.
Healthcare Financing: Medical services financing is an interaction of creating
distributing and utilizing the monetary assets in the wellbeing framework. At the point
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when this is utilized fittingly, it guarantees satisfactory assets for medical care to all
populace gatherings and decreases monetary obstructions to utilize the wellbeing
administrations.
In India, numerous associations and state-level arrangement examiners are planned
also, executed to address holes/challenges in medical services financing.
Reason
 Make subsidizing accessible
 Set the privilege monetary motivations for suppliers
 To guarantee that all people approach viable public -well-being and individual
medical care.
 Health is common liberty.
 India is at an energizing and testing period in its set of experiences.
 Key centre zone: making medical services moderate and open for all.
THE CHALLENGES:
 Nearly 73% of the country's populace lives in provincial zones and 26.1% is
beneath the neediness line.
 India needs a solid medical services foundation,
 Several inalienable shortcomings in the framework of its medical services
 Dominant private area in India, with 70% provided food by it.
 Epidemiological progress
 Demographic progress
Healthcare SERVICE FINANCING SOURCE is taken care by By government,
Health administrations financed extensively through private use or public use or
outside guide. Voluntary instalments by people or bosses. External sources allude to
the outer guide which comes through a two-sided help Program or worldwide NGOs's
and Social protection offices, non-benefit associations.
3.5

CLAIMS: TYPES AND SETTLEMENTS

When there arises a claim in health insurance, the company follows a certain procedure
to pay the customer or reject the claim. When the details given by the customer is
invalid and not true, or the conditions comes under an exclusion in policy wordings,
there is no claim payable. Apart from that with all valid documents and procedures,
the insurance company pays all the required amounts under the terms and conditions
in policy wordings.
There is a list of documents required at the time of claim
 Duly signed claim form with NEFT details and cancelled cheque
 Original / attested copy of discharge summary/ certificate
 Death summary certificate
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Original paid receipt with final hospital bills including all medication, lab
charges, nurse charges etc
Original Ambulance bill
The doctor consultation paper and prescription
Pan card /Aadhar card copy

At the time of claim payment, every insure requires the basic above documents to
proceed with the claim. Now, when the claim settlement happens it goes with two
types
Cashless settlement
Here when the customer shows his health card to the tie-up hospital the hospital
proceeds with the procedure and contacts the insurance company or to TPA, where all
the records and final bill are verified and they pay the required amount to the hospital
directly without bothering the customer. The customer does not have to pay anything
and here it is called cashless settlement
Reimbursement settlement
When a customer gets treatment from a non-tie up hospital he has to go through all the
procedures with the hospital and pay the bill by himself. And then he has to produce
all the related documents for the claim and ask for a reimbursement. This procedure
takes time yet the customer still gets benefited.
Health Insurance Policy Forms and Clauses
There is standardise general terms and clauses in health insurance by simplifying the
terminology of policy contracts to ensure uniformity across the industry, under the
provisions of Section 34(1) of the Insurance Act, 1938 read with Regulation 20 and
Schedule III of IRDAI (Health Insurance) Regulations, 2016.
Applicability
Those guild lines are applied to all general and health insurance companies offering
health insurance.
Standard General Terms and Clauses:
Disclosure of Information
The policyholder shall and should disclose all the material facts to the insurer at the
time of policymakers and vice versa.
Condition Precedent to Admission of Liability
The terms and conditions of policy must be filled by the policyholder for the company,
this helps the company to decide the right amount to release or reject at the time of
claim.
Claim Settlement (provision for Penal Interest): The company must pay the claim
to settle or reject to the policyholder within 30 days from the date of documents
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received from the customer. If any delay happens from the insurer side the company
have to pay interest from the date of receipt of the last necessary documents to the date
of payment of claim at a rate of 2%.
The company must do the investigation at the earliest.
Complete Discharge
There should be a valid discharge towards payment of the claim by the company of
the claim to the customer or his legal representatives or nominees.
Multiple Policies
In case the customer has taken multiple policies for the same health insurance, and any
claim happened the insured person has full right to require a settlement of the claim
according to the policy norms. At that time both the insurance company obliged to
settle the claim as long as the claim is within limits and valid to the terms of chosen
policies. Until the sum insured is not exhausted the insurer can avail of the claim.
Benefit. And the insurance company can settle as per the IRDA standard norms. If the
amount to claim is exhausted in one policy of a company then the other company can
pay the rest amount within the policy term.


Fraud
If a customer shared a false declaration at the time of policymaking, the claim is
not payable if the claim happens. And if any payment had already paid and later
the situation is known to the company, then the company asks for the repayment
of the paid amount under the fraudulent case.



Cancellation
The policyholder can cancel the policy if he is not happy with the wordings and
benefits, within 15 days of the policy made. And the company can refund the full
amount to the customer. Apart from this if a customer wants a cancellation after
15 days company will keep the used day premium and refund the remaining day’s
premium.



Migration
A customer can migrate the policy to another health policy offered by the
company by applying migration at least 30 days before the policy renewal date as
per IRDA guidelines.



Portability
The insured person can port his policy at the time of renewal with all benefits
restored in the chosen company as well.



Renewal of Policy
Every year the policy gets renewed with company norms. The company gives the
notice at the time of renewal and renewals shall not be rejected on the ground of
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claim in the before year. And no loading should imply renewals based on the
claim.


Withdrawal of policy
If a product is withdrawn in future, the company should intimate the customer 90
days before the expiry of the policy so that the customer has time to migrate to
other similar health products.

Premium payment in instalments
This involves half-yearly, quarterly, or monthly as mentioned in the policy schedule
certificate within the grace period, once exceed the policy get lapsed.
Possibility of Revision of Terms of the Policy Including the Premium Rates
If a company change the premium rates that have to be done with approval from IRDA.
And the same has to be informed to the customer before three months before the
changes are effected.
Free lookup period
This applies to new health policies and not on renewals at the time of porting/
migrating the policy. The policyholder is allowed to have a free lookup period of 15
days to reviews the documents the terms and conditions of the policy.
Portability of Health Insurance Policies
Before when a customer wants to change the company at the time of renewal for any
of reasons, the customer loses all of the accumulated benefits in the previous policies.
As in a health policy, there are exclusions for pre-existing diseases and a cumulative
bonus for a claim-free policy for the renewed policy. So when a customer changes a
company he has to lose all the benefits. Now IRDA protects these benefits by allowing
the credit gained in the previous company van be ported to the new company. And
both companies shall agree to this portability. So the customer does not have to lose
the benefits gathered.
Rights






Easy to port your policy from and to any general insurance company or other
Port applicable for any individual/ family policies
New insurers sustain the credit gained in previous policy
The new insurer has to insure you at least up to the sum insured under the old
policy
The two insurers should complete porting under guidelines of IRDA

Conditions
 Port can be done at the time of renewal, not in the middle of the policy period
 Apart from waiting period credit, rest benefit and premium s are as per new
company norms
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IRDA Facilitation
IRDA had formed a database website to maintain and refer the data about the details
of health insurance history of individual of all companies, this provides the new insurer
to get data on the history of health insurance of policyholder wishing to port his policy
maintaining the transparency.
3.6

REINSURANCE

Reinsurance is the concept where an insurance company buy the policy from the
selling insurance company to transfer the risk at an aggregate premium. It can happen
directly or through a broker for risk management. The seller and the reinsure company
both agree to the terms and conditions of the policy where if any claim occurs the
reinsure company would pay a share of the claim, demand by the ceding company. In
simple word here the ceding or the base, company transfer its big risks with
Reinsurance Company. The reinsurance company helps the insurance company stay
financial viable particularly after a big hazard.
 Types of coverage
 Facultative coverage
Protects an insurance company only for an individual, or a specific risk or contract. If
several risks involved, each one must be negotiated individually. The reinsurance
company has the full right for accepting or denying the proposal.












Reinsurance Treaty
This involves a specific period over on specific risk or contract. For the particular
period the reinsure agrees to cover the risk partially or full as per the agreement.
Proportional Reinsurance
Here the reinsurance company agrees to pay the prorated share of a claim for the
policies sold by the insurance company. This deal happens with the aggregate
percentage between the reinsurer and the insurance company.
Non-proportional reinsurance
Here the reinsure will get involved only if the insurance company losses exceed a
specific amount.
Excess of Loss Reinsurance
This is a type of non-proportional reinsurance. The reinsure will only pay only if
the loss of the insurance company exceed the retained limit.
Risk Attaching Reinsurance
Here all the policy claims that occurred during the policy term of reinsurance
coverage will be paid, whether the loss happened outside of the coverage period.
Loss occurring reinsurance
Like treaty coverage, the reinsurer will pay the claim any time but only if the loss
happened in between the loss period
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Reinsurance before Nationalization
In India, from 1951 onwards, the insurance business and market is booming and
spreading their position. Also, it is helping in economic development during this
period. When insurance happens for any small or big entity or the risk they safeguard,
no doubt with increased business, the reinsurance company gives protection to the
insurance company. Before the reinsurance company was arranged from foreign
markets mainly from British and Continental. In 1956, Indian Reinsurance
Corporation was established by a general insurer operating in India and started giving
its safeguard assistance to the insurance companies.
Reinsurance after Nationalization
In 1971, there were 63 domestic insurers and 44 foreign insurers operating and all have
their reinsurance company agreements. In 1973 these companies were reconstructed
into 4 companies which are
 National Insurance Company Limited
 The New India Assurance Company Limited
 Oriental Insurance Company Limited
 United India Insurance company Limited
Reinsurance after Liberalization
IRDA controls the code of conduct among insurance companies. IRDA frames rules
and regulations for betterment or minimal fraud in the insurance industry. Not only
the four nationalized companies were allowed but also all the private insurers are
allowed to do business after getting a licence from IRDA.
Functions of Reinsurance
It includes:
 Stabilization of profitability
 Provides large limit capacity
 Catastrophe protection
 Supports high growth in premium volume
 Provides help with the underwriting process
 Facilitates withdrawal from a particular risk or line of business
3.7

AWARENESS HELP TO BOOM HEALTH INSURANCE IN INDIA

Health insurance in India is considered as a tax benefit measurement rather than being
a well-being necessity. There are lots of challenges and things to adopt in our system
to bring awareness where this can be treated as a basic need. In India, this issue begs
attention from its people where they treat it as an extra cost. Where we grow well in
technology, defensive power and increasing our wealth, we still lack to stand to secure
our good health care of the nation.
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From a survey by the NSSO National sample survey organisation, the real challenge
we face from the regular rise in cost in medical treatments and services. As observed
Indians spends 58% of their total earnings on medical care expenditures of which 40%
of the rural mass of India spends by borrowing and selling their assets when any
medical emergency arises. NSSO states that one of the main reasons being in debt
among the poor and middle-class population is for the cost of medicines and medical
treatments.
Also, health insurance is viewed in our country as a tax benefit scheme, people don’t
understand the actual benefit of having insurance that can secure the well-being in
actual need.
3.8

GOVERNMENT HEALTH INSURANCE SCHEMES IN INDIA

A Government Health Insurance Scheme is a State or Central Government controlled
medical coverage activity for its residents. It is coordinated towards improving the
remainder of the medical service of the area by offering low-estimated protection
approaches with a sizeable total safeguarded. Such strategies are typically offered on
a yearly premise.


Ayushman Bharat:
This scheme made by the National Health policy designed to make comprehensive
health facilities. The two components related to Ayushman Bharat: Health and
Wellness Centres (HWC) and Pradhan Mantri Jan Arogya Yojana (PM-JAY).
150000 HWCs have been created to ensure better healthcare for the people. These
HWCs are transformed versions of earlier initiatives like Sub Centres and Primary
Health Centres. The PM-JAY is a health insurance scheme for the poor. It offers
a health cover of Rs. 5 lakhs per family on an annual basis, and the payable
premium is Rs. 30.



Awaz Health Insurance Scheme:
This is a health care coverage cover for traveller labourers and is started by the
Government of Kerala. It additionally offers protection for death by mishaps for
workers. The plan was dispatched in the year 2017 and directed 5 lakh between
state traveller workers working in Kerala. The health care coverage inclusion
offered under Awaz Health Insurance is Rs.15000, while the cover for death is
Rs.2 lakh. This arrangement can be gotten by workers falling in the age gathering
of 18 to 60. They will be furnished with an Awaz Health Insurance card, post
submitting and handling of enrolment subtleties relating to biometric data and
other business-related records.



Aam Aadmi Bima Yojana:
The Aam Aadmi Bima Yojana (AABY) is intended for individuals associated
with certain employments, for example, Carpentry, Fishing, Handloom weaving,
and so forth there are 48 such characterized employments. Before 2013, there
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were two strategies of comparative nature, AABY and Janashree Bima Yojana
(JBY). After 2013, JBY was converged with AABY. The charge for Rs.30000
protection strategy is Rs. 200 for a year. The qualification rules for this strategy
is that one ought to be a family head or an acquiring individual from one's family
(around the neediness line) furthermore, ought to perform one of the 48 referenced
employments.


Bhamashah Swasthya Bima Yojana:
Rajasthan Government upholds protection activities towards its residents under
the Bahmashah Swasthya Bima Yojana. This is a credit only claims plot for
provincial individuals of Rajasthan. There is no recommended age limit for
profiting from the advantages of this plan. The individuals who are a piece of the
National Food Security Act (NFSA) and the Rashtriya Swasthya Bima Yojana
(RSBY) are additionally equipped for this protection strategy. This plan covers
hospitalization costs for general sickness just as basic diseases according to the
terms and conditions. It covers both in-persistent just as out-quiet costs.



Central Government Health Scheme (CGHS):
As the name proposes, this arrangement is started by India's Central Government.
Focal Government representatives are qualified for this strategy. For instance,
Supreme Court judges, Certain Railway Board representatives, and so forth this
strategy has been dynamic for sixty years and has covered more than 35 lakh
representatives and beneficiaries. Hospitalization, just as domiciliary
consideration, are covered according to this plan's terms and conditions. Focal
Government Health Insurance Plan covers Allopathy and Homeopathy also. It is
accessible in 71 urban communities and the arrangement is to grow the degree to
more territories.



Chief Minister’s Comprehensive Insurance Scheme:
This is a state government plot. It is advanced by Tamil Nadu Government in
relationship with United India Insurance Company Ltd. The Boss Minister's
Comprehensive Insurance Scheme is a family floater plan intended for quality
medical care. One can guarantee hospitalization expenses up to Rs. 5 lakhs under
this arrangement. Select government and private emergency clinics are a piece of
this plan. Individuals living in Tamil Nadu acquiring not as much as Rs. 75000
every year are qualified for this plan. More than 1,000 strategies are covered under
the Chief Minister's Comprehensive Insurance Scheme.



Employees’ State Insurance Scheme:
A colossal number of individuals worked in production lines post-freedom in
India. The working conditions were with the end goal that there were wounds and
passings too. This is the place where the idea of protection demonstrated valuable.
Representatives' State Insurance Scheme was dispatched in the year 1952 to offer
a monetary cover if there should arise an occurrence of disease, handicap or
passing looked by protected specialists/representatives. At first, just Kanpur and
47

Delhi were thought of, however, the extent of the plot extended with time. This
approach got an update in the year 2015. Presently, over 7 lakh plants are a piece
of this plan.


Karunya Health Scheme:
Kerala Government had dispatched this activity in the year 2012. Karunya Health
Scheme is coordinated towards giving Health Insurance for recorded persistent
ailments. It is a Critical Illness plan for the poor and covers significant infections,
for example, Cancer, Kidney Ailments, Heart-related clinical issues, and so forth
those underneath or close to the destitution line can select themselves for this
cover. Aadhaar Card and fitting Income Certificate are required for this plan.
There were gossipy tidbits that this plan has been nullified, notwithstanding, they
were simply bits of gossip as this plan is as yet dynamic.



Mahatma Jyotiba Phule Jan Arogya Yojana:
This strategy is started by the Government of Maharashtra for the improvement
of its discouraged individuals. Rajiv Gandhi Jeevandayee Arogya Yojana was
renamed Mahatma Jyotiba Phule Jan Arogya Yojana in the year 2017. Ranchers
from select regions and individuals beneath and around the destitution line across
all locales are qualified for this plan. It is a family cover with an advantage of Rs.
150000. The sicknesses referenced as incorporations in the plan will be covered
from the very beginning, with no holding up period except if indicated.



Mukhyamantri Amrutum Yojana:
The Government of Gujarat dispatched the Mukhyamantri Amrutum Yojana in
the year 2012 to help the state's destitute individuals. Lower working-class
families and those living underneath the destitution line are qualified for this
cover. This plan offers a front of Rs. 3 lakhs for a year on a family floater premise.
Treatment can be profited in various kinds of medical clinics, for example, public
clinics, private medical clinics, trust-based medical clinics, Grant-in-Aid clinics,
and so on.



Pradhan Mantri Suraksha Bima Yojana:
This plan appeared to offer mishap protection to the individuals of India. In 2016,
it was seen that lone 20% of the Indian residents had a protection cover. In any
case, Pradhan Mantri Suraksha Bima Yojana tries to change this measurement
positively. Individuals matured 18 to 70 and having a ledger can benefit from the
advantages of this plan. This arrangement offers a yearly front of Rs. 1 lakh for
halfway handicap and Rs. 2 lakhs for complete handicap/demise for a premium
of Rs. 12. The premium gets charged naturally from the safeguarded individual's
financial balance.
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Dr YSR Aarogyasri Health Care Trust Andhra Pradesh State Government:
The Andhra Pradesh Government alongside the Dr YSR Aarogyasri Trust, which
works for medical care, has concocted four valuable government assistance plans.
These plans oblige various individuals and help them in a period of scarcity.
o Dr YSR Aarogyasri – This scheme is dedicated to the welfare of the poor.
o Aarogya Raksha – This scheme is designed to benefit people Above Poverty
Line (APL).
o Working Journalist Health Scheme – This scheme is for journalists and it
offers cashless treatment in case of listed procedures.
o Employee Health Scheme – This scheme is for the benefit of state
government employees.



Telangana State Government – Employees and Journalists Health Scheme:
This wellbeing plan is offered by the Telangana Government for its
representatives and writers. It is valuable for the individuals who are right now
functioning just as the individuals who have resigned and are retired people. The
feature of this plan is the credit only treatment. Recipients can move toward
medical clinics that are a piece of this plan also, profit credit only treatment for
specific medicines according to the terms, conditions. This aids the recipients as
they don't need to race to assemble assets for clinical costs in a crisis.



Rashtriya Swasthya Bima Yojana:
This plan is coordinated towards individuals working in the sloppy area.
Frequently, they are not covered under any protection strategy. What's more, in
such a situation, if they become sick – which happens often – their investment
funds get depleted. Consequently, they are always unable to guarantee they have
investment funds in the bank. This is the place where health care coverage can
demonstrate support to them. Rashtriya Swasthya Bima Yojana is started by the
Indian Government's Service of Labour and Employment. People labourers in the
sloppy area and underneath the neediness line are covered under this conspire.
The cover additionally stretches out to their family (limit of five individuals).



Universal Health Insurance Scheme:
All around the world, a ton of created and agricultural countries have some kind
of medical care plans to support their needy individuals. In India, the Universal
Health Insurance Scheme tries to do that and much more. This plan can be profited
by the most unfortunate of the poor in the age gathering of 5 to 70 years. Allinclusive Health Insurance Scheme offers individuals just as gathering medical
coverage. It covers hospitalization, mishap, and handicap. The premium changes
according to the size of the family. Those falling under the neediness line need to
show appropriate documentation to profit the policy.



Yeshasvini Health Insurance Scheme
The Yeshasvini Health Insurance Scheme is advanced by the Karnataka State
Government. It is intended for ranchers and labourers related to a co-employable
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society. More than 800 methodologies (Orthopaedic, Nervous system science,
Angioplasty, and so forth) are covered according to this protection strategy.


West Bengal Health Scheme:
This plan was dispatched by the Government of West Bengal for its
representatives in the year 2008. It is likewise material for retired people. It got
an update in the year 2014 and was called West Bengal Health for All Employees
and Pensioners Cashless Medical Treatment Scheme. This cover is for a person
just as the relatives and the entirety protected is Rs. 1 lakh. The strategy covers
OPD and medical procedures according to the terms and conditions. Its
exemptions incorporate restorative medical procedures furthermore, non-crisis
methodology.
Top Features and Benefits of Government Health Insurance Plans:
Here’s a list of features and benefits of health insurance schemes:
o Policies are offered at a low price.
o Encourages people below the poverty line to avail of insurance.
o Ensures the poor people have some sort of insurance cover.
o The government initiated policies help policyholders to feel assured.

The benefit of the Government Health Scheme. Policies offered at Low prices and
encourage people below the poverty line to safeguard their health.
3.9

LET US SUM UP

Within a service region, a product is a discrete package of health insurance coverage
benefits provided by a specific product network type (such as a health maintenance
organisation, preferred provider organisation, exclusive provider organisation, point
of service, or indemnity). Cashless and reimbursement claims are the two types of
claims that can be filed against a health insurance/Mediclaim policy. The term "levels
of care" is widely used by medical practitioners. Primary care, secondary care, tertiary
care, and quaternary care are the four categories. Each level is determined by the
severity of the medical issues being handled, as well as the provider's abilities and
speciality.
3.10



KEYWORDS
Senior Citizen: According to the law, a "senior citizen" means any person being
a citizen of India, who has attained the age of sixty years or above.
Critical Illness: Critical illness insurance provides additional coverage for
medical emergencies like heart attack, stroke, or cancer. Because these
emergencies or illnesses often incur greater than average medical costs, these
policies pay out cash to help cover those overruns where traditional health
insurance may fall short.
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3.12

Personal Accident: Personal accident insurance is an agreement between the
insurance company and the person insured where the former will provide financial
compensation to the latter or his/her family in case of permanent disability/death
caused directly and only due to an accident.
NEFT: National Electronic Funds Transfer is an electronic funds transfer system
maintained by the Reserve Bank of India.
Free Lookup period: A free look period often lasts 10 or more days (depending
on the insurer), allowing the contract holder to decide whether or not to keep the
insurance policy; if they are not satisfied and wish to cancel, the policy purchaser
can receive a full refund.
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MODEL QUESTIONS

Q1: What are various government health insurance schemes in India?
Q2: How awareness will help to boom health insurance in India?
Q3: What are the different types of claims? How claims are settled?
Q4: Gives some examples of critical illness.
Q5: Briefly discuss different health insurance products.
Q6: How awareness will help to boom health insurance sector in India?
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