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B-416 Ansal Chamber I,, Bhikaji Cama Place, New Delhi-110 066
Tel. :  91-11-55629096-97, 51659831-32    Fax : +91-11-51659833


Preferred Service Provider (PSP) 

Information-cum-Application Form


Name





Address

Street

       City

 
       State
          Pin 





E-mail





         Website


Phone




         Fax

        Mobile

Contact Person 

First Name

Middle Name

      Last Name

Established on
______________

Medical Superintendent _________________________________________ 

Accounts Dept. (Billing) ​​​​​​​_________________________________________


Branches, if any and Details   (if Covered under services please mentions the time and charges separately

	S.No.


	Name
	Address
	Contact Person
	Telephone No.

	
	
	
	
	


Facilities available in each branch and the time and rates are to be given in separate annexure.


Office Use Only





  

     

  
     











Remarks






I/We agree in principle to be a Preferred Service Provider (PSP) of Vipul MedCorp Pvt. Ltd. subject to finalisation of terms and conditions.  The details of specialist, services, etc. and the consulting/visiting time along with rate are to be mentioned in the annexure.








Signatures




Category


Doctor
       Nursing Home
Hospital          Diagnostic Centre 
      Laboratory
      Chemist


If Nursing Home/Hospital, tick the facilities available


General Physician  
Specialist
    Super Specialist          Laboratory         


Diagnostic Centre
Chemist


If Specialist tick from the following 







Consulting Charges          Visiting Hours*






    Normal  Emergency  Night        From
To

Medicine  

General Physician


Cardiologist


Endocrinologist


Gastroentrologist


Gynecologist & Obstetrician


Pediatrics

Psychiatric

Oncologist

Neurologist

Nephrologist

Dermatologist

Surgeon


General Surgeon


ENT


Ophthalmologist


Urologist


Gynecologist & Obstetrician


Orthopedic


Nuero Surgeon


Cancer Surgeon


Pediatric Surgeon

*If time is different on different days, please specify.


If Diagnostic Center or Laboratory or Chemist Please Specify time ___________________________

Ambulance Service Yes / No.
No. of Beds   _______________

If Doctor/Nursing Home, please specify emergency 24 Hrs
 Yes / No

If No Specify Timings __________________
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Date of Receipt





Membership Code	





       Issued On	





Thru





Agreement Date
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