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S. No Benefit Limit Rs 75,000/- Benefit Coverage

1 Hospitalization* Covered

2 Diagnostic tests (during hospitalization) Covered

3 Consultation and registration (during hospitalization) Covered

4 Tibetan Sorig facilities (in-patients) Covered

5 For medicines from DoHe health centre 20% Discount

6 For medicines from Men-Tsee-Khang and Delek hospital 10% Discount

7 Outpatient treatment (OPD) Not Covered

8 Annual Contribution Rs 1100

S. No Benefit Limit Rs 1,50,000/- Benefit Coverage

1 Hospitalization* Covered

2 Diagnostic tests (during hospitalization) Covered

3 Consultation and registration (during hospitalization) Covered

4 Tibetan Sorig facilities (in-patients) Covered

5 For medicines from DoHe health centre 20% Discount

6 For medicines from Men-Tsee-Khang and Delek hospital 10% Discount

7 Outpatient treatment (OPD) Not Covered

8 Annual Contribution Rs 4300
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Maternity & Child coverage
under TMS
All expenses related to the delivery 
of the baby (normal or caesarean) 
in the hospital /nursing home are 
covered.

Coverage up to Rs. 15,000 for 
normal delivery and 25,000  for     
C-section delivery.

Newborn expenses up to Rs. 3500 
without the requirement of 24 hrs 
hospitalization. (during delivery)

Newborn coverage from day one 
up to the end of the policy, even if 
the newborn is the sixth member 
of the enrolled family.
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07. TMS-ENROLMENT PROCESS FLOW

Department of Health་

TMS

Settlement Office / DoHe's
Health Centers

  TMS Members

• Pre-enrolment Activity
• Setting up of Enrolment camps
• Collection of Member contribution
• Delivery of ID-Cards & Member Handbook

Enrolment Lists,
Documentation
and Member Contribution

• Identification of Subsidy Groups
• Enrolment Facilitation
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08. CLAIMS PROCESS UNDER TMS HEALTH PLAN

The Claimant will receive benefit as per the treatment category
mentioned in page number 28. 

Only if treatment cannot be done at TVHA hospital, then the 
Doctor/Nurse/TMS Contract Doctor/Men-Tsee-Khang Doctor 
will provide a referral slip to Government/Corporate hospital 
depending on the disease.

Consult Health Care Center under (TVHA) Department of 
Health or any branch of Men-Tse-khang with your TMS identity 
card.

Another referral letter is needed from the Government / 
Corporate hospital in case of need for further and continuous 
treatment to higher Medical Centre where the patient should 
be hospitalized for 24 hours or more to avail the benefit.

If no Healthcare Centers of DoHe or no contract doctor of TMS 
is available in your locality, you can go ahead and consult 
either Government or private hospitals. But you are obliged to 
inform your respective Settlement Officer within 48 hours of 
your admission.

The documents once received at the Department of Health, 
CTA, will be considered for the final claim.

After discharge from the hospital, documents mentioned in no. 
2 at the back page "needed documents” must be submitted to 
Settlement Office or DOHe’s Healthcare Center within seven 
days.
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TMS 

Department of Health/TMS

Settlement Office/DoHe Health Center

Referred Hospital

TMS Member visits referred Hospital
along with referral slip provided

by DoHe Health Centre.

Hospital provides treatment 

                                                                                                                          
On discharge:
• TMS Member pays for  the 

treatment.

• Obtains discharge summary,  
prescription, itemized original bills 
& receipts, investigations reports.

• TMS Member submits these 
documents along with Referral 
slip to Settlement Office/ DoHe  
Health Center.

Settlement Office/DoHe
Health Center, after initial
verification, sends the
documents to DoHe/TMS 
for claims processing.

DoHe/TMS sends payable
claim amount to TMS members
through the Settlement
Offices/DoHe Health Centers
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(If patient is in ICU)
Day 1 to 2=INR 7000/Day
Day 3 to 5=INR 3000/Day
 Day 6 onwards=INR 2000/Day

10. BENEFIT LIMIT

PATIENT ADMITS IN A HOSPITAL 
FOR A DISEASE

Medical Case
(Where patient is treated in

Hospital with conservative management) 

Surgical Case
(Where patient requires
certain kind of surgery)

Per Diem Rates 
(Inclusive of Room Rents & 

All Hospital charges)   
 Package Rates (Annex I)

(Paid up to the maximum
of package rates only)

Co-Pay
INR 1- INR 30,000(5%)
INR 30,001 - INR 50,000 (10%)
INR 50,001 - INR 70,000 (15%)
INR 70,001 - INR 100,000 (20%)
INR 100,001 - INR 120,000 (25%)
INR 120,001 - INR 150,000 (30%)

(If patient is in Non ICU)
Day 1 to 2= INR 3500/Day
Day 3 to 5=INR 1500/Day                  
Day 6 onwards=INR 1000/Day
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12. ANNEX II:

TMS CLAIM FORM
DETAILS OF INSURED PERSON HOSPITALIZED

Settlement
Gender: (M/F)
Address:
Email Address:

Patient Name
Age
Green Book No:
Mobile No:

DETAILS OF HOSPITALIZATION
Name & Address
of hospital where
admitted:

Date of Admission:

Name of Treating 
Doctor:

Dt. of Discharge

Diagnosis

DETAILS OF BILLS ENCLOSED
Document
Serial No

Document
Date

Name & Address
of the Hospital

Type of
Document Amount
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For Office Use Only
Received by SO/ES

Date ………………                 Sign. of Policy Holder …………..….

Claim Receipt (For Claimant)

Received the claim documents from

 ……….........……………………………................................................ 
(Name of Claimant/ member code) on ……………... (Date) with 
.......……………………………….    (No.) bills/documents attached.

Name of SO/ES …………………………

 Sign……………………………………………..

DECLARATION
Declaration- I hereby declare that the information furnished in the claim form is true & 
correct to the best of my knowledge and belief. If I have made any false or untrue statement, 
suppression or concealment of any material fact with respect to questions asked in relation 
to this claim, my right to claim reimbursement shall be forfeited. 
I also consent & authorize TMS representative/s, to seek necessary medical 
information/documents from any hospital/Medical Practitioner who has attended on the 
person against whom this claim is made. I hereby declare that I have included all the 
bills/receipts for the purpose of this claim. I further declare that I have not made a similar 
claim on any other Insurance Company/Employer/Ex-Servicemen Contributory Health 
Scheme (ECHS) or any other Government Health Insurance Scheme. I hereby undertake 
to refund the entire claim amount received from TMS, in case it is discovered anytime that I 
have received a similar claim from any other Insurance Company/Employer/Ex-
Servicemen Contributory Health Scheme (ECHS) or any other Government Health 
Insurance Scheme."
I, Mr. /Ms…………………………………….............................................. 
(Name)…........................................……………………………(Relation) of Mr./Ms. 
..........................…………………………………….(Name of patient) hereby authorize 
the TMS representative to obtain all the original medical/hospital records/ other 
records/information (including photocopies) pertaining to the treatment of the patient.

Date…......................                                         Signature of Policy Holder ……………
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B) TMS Refer Slip

Slip No:                                                       Age: 

Patient name:                 G ender: 

TMS Member Code (Green Book No.):

Patient Resident at:

Treatment Given at TVHA Hospital/Clinic:

Date of Treatment:

Investigation:

Vital Sign:                            

BP:        Pulse:                                                                                                

Temperature: Blood Group:

Referred to:

Reason for Referral:

Any Other remarks:

Date of Referral:

Signature & Stamp of Physician:
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ANNEX III: CONTACT DETAILS OF SETTLEMENTS
AND TVHA HEALTH CARE CENTERS

SOUTH-ZONESOUTH-ZONESOUTH-ZONE
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