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Irdai’s 1-hour cashless approval rule has sped up claim decisions, but many policyholders now face sudden 
rejections during treatment or at discharge. 
 
Insurance regulator Insurance Regulatory and Development Authority of India (Irdai) mandated in May 2024 that 
insurers must decide on policyholders’ cashless pre-authorization requests within one hour of receiving 
documents from hospitals. The window extends to three hours for final authorization on the discharge day. 
While the move has broadly been welcomed, it has also created fresh troubles due to lapses in approvals that 
are later rejected. What happens when a patient gets approval within an hour, only to face rejection midway 
through treatment or on the day of discharge? 
For many families, the sudden reversal turns into a financial emergency despite having insurance coverage. 
 
Approval shock 
 
Take the case of Jaipur-based Deepika Sharma. She was diagnosed with incompetence of cervix uteri during the 
fifth month of pregnancy. Her policy did not include maternity coverage. However, the treating doctor clarified 
that the condition had nothing to do with pregnancy and was merely diagnosed during pregnancy. 
Sharma applied for pre-authorization and received approval. But on the discharge day, the claim was rejected 
on the grounds that maternity treatment was not covered. 
“They could have rejected pre-auth request itself. They had my policy details. Why initial approval and later 
rejection? We have reached out to Ombudsman,” said Sharma. 
 
In another case, Bengaluru-based Ram Vaithya’s premature twins spent nearly two months in hospital after birth. 
A few months later, his son was hospitalized again with fever. 
Vaithya said he had fully disclosed the medical history of both children while adding them to his family floater 
policy. 
“I was told the insurer might reject my request to add them, but they eventually accepted it. Later, when my son 
was hospitalized for fever, the pre-auth request was approved. But on the discharge day, I was suddenly told I 
had hidden my son’s pre-existing disease. I had shared every document. Somehow I managed to get the claim 
settled, but the insurer later cancelled my policy,” he said. 
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Vaithya is considering approaching the Ombudsman to challenge the cancellation. 
Both cases point to lapses in pre-authorization assessment that ideally should have been flagged at the initial 
stage itself. 
 
Has the 1-hour rule improved the industry? 
 
Veteran insurance expert Dr Bhavani, who has worked with several insurers, said the one-hour rule has 
significantly improved industry standards despite operational pressure. 
“Insurance companies now have to share compliance data with GIC, and approval deadlines are being met in 
around 92–93% cases. Earlier, the number was closer to 60–70%,” she said. 
 
“The percentage is higher in companies where they have their in-house claims adjudication team versus those 
relying on third-party administrators (TPAs). Earlier medical adjudication at pre-auth level was not happening. 
Now all insurers employ doctors, which has improved the quality of pre-auth evaluation,” she added. 
Amarnath Saxena, chief technology officer-commercial at Bajaj Allianz General Insurance, said the shorter 
deadline has reduced the depth of evaluation possible for complex clinical reviews, fraud checks and multi-policy 
validation. 
 
“The regulation has improved patient convenience and transparency, while insurers continue to strengthen 
backend processes to balance speed with accuracy,” he said. 
 
Speed dilemma 
 
Avigyan Mitra, founder of health insurance advisory firm Zenoa, said pre-auth responses earlier could take 
anywhere from four hours to an entire working day, often due to incomplete paperwork. 
“The intent is right. No one in a hospital bed should be waiting hours to find out whether their insurer will cover 
the treatment their doctor has recommended, but a flat one-hour deadline for every pre-auth request, 
regardless of complexity, is where I disagree,” he said. 
Giving an example, Mitra said a knee replacement and a liver resection in a cancer patient cannot be assessed 
identically. 
“The documentation problem has not disappeared. Only the pressure has shifted. If a hospital sends incomplete 
papers at 10 PM and the insurer still has to respond by 11 PM, it creates perverse incentives. An insurer that 
approves without adequate review merely to stay compliant becomes vulnerable to fraud,” he said. 
Mitra suggested tiered timelines based on complexity. Standard procedures could continue under the one-hour 
framework, while medically complex or high-value cases could get longer review windows. 
He also recommended standardized documentation checklists for hospitals and mandatory acknowledgement 
of document receipt within 15 minutes to reduce delays caused by repeated queries. 
 
Pre-auth maze 
 
Pre-authorization is the process through which a hospital seeks approval from the insurer or TPA before 
treatment is carried out under a cashless claim. 
Saxena explained that once a patient is admitted to a network hospital, the hospital’s insurance desk submits a 
pre-auth form containing details such as diagnosis, symptoms, clinical findings, proposed treatment or surgery, 
estimated costs, investigation reports and policy information. 
 
The request is electronically sent to the insurer’s claims team or TPA, where a medical reviewer evaluates the 
case and issues a decision—approval, query, partial approval or rejection. 
“Policyholders need to understand that pre-auth approvals are conditional, based on the information available 
at the time of admission. Final claim adjudication takes place after discharge, once the complete medical records 
have been reviewed,” he said. 
Approvals may later be reversed if the final diagnosis changes, discrepancies emerge or material information is 
found missing, he said. 
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For instance, a patient admitted with “acute abdomen” under a first-year policy may later be diagnosed with 
renal stones, which are typically covered only after the waiting period. 
“While the initial emergency symptoms may justify admission, the final records may not support coverage under 
policy terms,” he added. 
 
Claim survival 
 
Ashish Kumar, founder of Delhi-based Sri Shani Financial Services, said insurers often seek additional documents 
during treatment. 
“If that is the case, you better provide it,” he said. 
Kumar advised policyholders to carefully preserve the very first consultation paper issued by the doctor, as it can 
become critical later if the case leads to hospitalization. 
“A lot of claims get rejected simply because the first consultation document is missing,” he said. 
Delhi-based business owner Gourav Kumar faced a similar issue when his mother was hospitalized with acute 
abdominal pain. While the initial approval came through, the insurer later rejected the claim citing non-
submission of first consultation papers related to hypertension and rheumatic heart disease. 
“With the help of my agent, I arranged the documents during treatment itself and eventually got the cashless 
claim approved,” Kumar said. 
 
Delhi-based Natwar Hari Sharma had a different experience. 
“I developed stomach pain and was diagnosed with hernia. The insurer initially approved the cashless request. 
During hospitalization, the doctor checked if I had undergone any surgery earlier. I had undergone heart surgery 
when I was in Class 9. That detail eventually appeared in my discharge summary,” he said. 
The insurer later rejected the claim alleging non-disclosure of a pre-existing disease. 
“Ombudsman ruled in my favour. The surgery had happened nearly two decades ago and there had been no 
recurrence after that. Moreover, it had nothing to do with the hernia treatment,” Sharma said. 
 
Faster approvals alone cannot guarantee a smooth claims experience. Until processes become more 
standardized, policyholders may need to treat pre-auth approvals as conditional rather than final, preserve 
medical documents carefully and respond promptly to insurer queries. 
  

 


