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V I S M A Y  B A S U  @ New Delhi 

P
EOPLE take less care of  
a vehicle once it is in-
sured; economists call 
this moral hazard. The 
same happens in health. 
Once a third party pays, 
patients and providers 

grow cavalier about cost: bills swell, 
and spending drifts to items of  doubt-
ful clinical relevance. Insurers argue 
that comprehensive cover encourages 
longer stays and additional tests. A co-
payment is meant to ameliorate this 
by returning a share of  every bill to 
the policyholder so that price sensitiv-
ity synchronises with medical need.

General Insurance Council is con-
sidering a 10 per cent co-payment on 
admissible inpatient claims under re-
tail health policies from 1 January 
2027, capped at J5 lakh per claim, with 
outpatient claims excluded. It cannot 
be waived through riders, nor recov-
ered from another policy. 

How do Singapore, the US  
and Germany structure  
cost-sharing?
Each system pairs cost-sharing with 
a limit on patient exposure. Singapore 
layers optional private Integrated 
Shield Plans, held by about 71 per cent 
of  residents, over MediShield Life, 
the compulsory national scheme. Its 
co-payment mandate targets the rid-
ers that top up those plans: a mini-
mum 5 per cent co-payment capped at 
S$3,000 a year since 2018, and from 1 
April 2026 no rider may cover the min-
imum deductible, while the cap dou-
bles to S$6,000. Without a rider, the 
policyholder pays the deductible plus 
the standard 10% co-insurance. 

In the US, co-insurance is a percent-
age of  a claim, usually after a deduct-
ible, but the Affordable Care Act caps 
annual in-network cost-sharing on es-
sential health benefits at $10,600 for 
an individual and $21,200 for a family 
in 2026, after which no further cost-
sharing applies that year; out-of-net-
work care falls outside the cap. 

Germany prefers flat, nominal 
charges: 10 euros a day for up to 28 
days of  inpatient care, a ceiling of  280 
euros, and total annual co-payments 
limited to 2 per cent of  household 
gross income, or 1 per cent for the 
chronically ill who meet statutory con-
ditions. The lesson is narrower than 
often assumed. Singapore fixes a floor 
on supplementary cover with a univer-
sal baseline intact; the United States 
and Germany put a hard ceiling on 
what a patient can lose. India's propos-
al applies to the primary retail prod-
uct, and its J5 lakh cap restrains only 

the co-payment, not the non-admissi-
ble charges that sit on top of  it.

Has a mandatory co-payment 
mandate ever been proposed 
in India before?
Cost-sharing has long existed in In-
dian health insurance. Standard re-
tail plans offer voluntary co-payment 
in exchange for a lower premium, sen-
ior-citizen plans may carry manda-
tory co-payment, and some policies 
trigger it for specified illnesses or for 
treatment in a higher-tier city than 
the policy covers. An industry-wide, 
non-waivable co-payment on all retail 
policies would be new.

How did previous IRDAI 
initiatives differ from the 2027 
proposal?
From 1 April 2020, the Insurance Reg-
ulatory and Development Authority 
of  India (IRDAI) required insurers to 
offer Arogya Sanjeevani, a basic 
standard policy with a fixed 5 per cent 
co-payment and a sum insured of  J1 
lakh to J5 lakh; buyers could still 
choose comprehensive plans without 
co-payment. The 2027 draft is different 
in kind: the co-payment would apply 
across retail health policies and could 
not be bought out through riders. 
Critics argue this removes the choice 
between a cheaper deductible policy 
and a full-compensation one. Reports 
differ on scope, some describing retail 
policies only, others retail and group.

How much dearer will 
inpatient hospitalisation 
become for patients?
A 10 per cent co-payment does not 
mean a family pays 10 per cent of  the 
bill. Policies already exclude non-ad-
missible items such as consumables, 
administrative fees and registration 
charges. Let's assume that non-admis-
sible items equal 8 per cent of  the in-
voice, with the co-payment applied to 
the remaining 92 per cent. On that ba-

sis the patient bears 17.2 
per cent of  the bill; at a 
10 per cent non-admissi-
ble share the figure 
reaches 19 per cent. 
The realistic band is 
roughly 17 to 19 per 
cent.

What structural 
changes could 
hospitals 
experience?
The Council plans to 
expand empanelled 
hospitals to 5,000, 
with common pric-
ing benchmarks and a 
formal insurer-hospi-
tal dispute mechanism. 
Under the common em-
panelment draft, the 
Council itself  becomes a 
signatory to hospital-in-
surer contracts, replacing 
bilateral deals, and partici-
pation is not mandatory for 
hospitals. The draft is further 
described as setting bench-
mark package tariffs from re-
gional reimbursement aver-
ages, with markups of  up to 20 
per cent for accreditation such 
as NABH certification and up 
to 40 per cent, approved by three-
member committees, for special-
ised tertiary centres; these tariff  
details are not corroborated in the 
public reporting reviewed.

How will outcome metrics and 
grievance resolution be 
managed?
The draft is said to link hospital con-
tracts to procedure-wise clinical out-
comes, infection-control standards 
and patient-safety metrics, a detail 
likewise uncorroborated. The Coun-
cil has already instituted a dispute-
resolution forum for hospitals left un-
paid after a cashless authorisation; a 

centralised payor-provider forum 
would extend it to contested line-item 
deductions and claim rejections.

What operational disruptions 
will hospitals face?
The shift from full indemnity to com-
pulsory cost-sharing will change ad-
mission and discharge workflows. 

Counters will need to 
give transparent, itemised esti-
mates at triage, covering projected 
non-admissible deductions and the ex-
act co-payment due, or discharge desks 
risk becoming bottlenecks for billing 
disputes. 

Invoice Non-admissible 
(8%)

10% 
co-payment

Total out 
of pocket

Share of 
invoice

J2 lakh J16,000 J18,400 J34,400 17.2%

J5 lakh J40,000 J46,000 J86,000 17.2%

J15 lakh J1.20 lakh J1.38 lakh J2.58 lakh 17.2%

J60 lakh J4.80 lakh J5.00 lakh 
(capped; 
uncapped 
J5.52 lakh)

J9.80 lakh 16.3%

What does this increased
financial burden look like
across different hospital bills?

A J2 lakh surgical admission 
costs the patient J34,400; 
a J5 lakh major surgery 
leaves J86,000 due at 
discharge; a J15 lakh tertiary claim 
produces J2.58 lakh. At J60 lakh the 
cap bites, the co-payment stops at  
J5 lakh and total spending reaches 
J9.8 lakh. The cap softens the 
extreme case but does little for the 
middle-income admission, where the 
burden is most keenly felt

Insurers say premiums would fall in 
return for the co-payment, but no 
reported figure sizes the reduction. 
Take a hypothetical saving of J4,000 
a year: a single J86,000 out-of-
pocket bill would take 21.5 years of such savings to recoup. Even 
holders of comprehensive cover would need liquid reserves to stave 
off a cash crunch at discharge

PROBLEMATIC 
PROPOSAL 

on health insurance 
co-payment by patient

Co-pays are fixed fees you pay every time you receive health care. 
Coinsurance is the percentage of the total cost of services that the 
patient pays. It can vary by plan and care type and must be paid after 
the deductible is met. Both are designed to share medical costs 
between the policyholder and the insurer
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OFFICE OF THE CHIEF ENGINEER, MEGA LIFT
BHUBANESWAR

Plot no. A 8/2, Bhoinagar, Bhubaneswar, Odisha, PIN-751022
E-Mail: cemlpwr.od@gmail.com

Government of Odisha “e” Procurement Notice
Bid Identification No. 16ML /2026-27

32001/1015/2627:  The Chief Engineer, Megalift on behalf of the Governor of Odisha invites online tender 
through “E” procurement for the works as detailed in the Annexure to this bid notice.

ANNEXURE TO BID NOTICE

Name of the work Appointment of Third Party Inspection Agency (TPIA) 
for implementation of Mega Lift projects in Cluster No. 
XXXIV & XXXV

Cost of Tender Paper Rs.10,000/-
EMD/Bid Security Rs. 1,76,200/-
Mode of payment of tender paper Cost & EMD Online
Period of completion 36 (Thirty Six) Calendar months
Availability of Bid document for sale and receipt 
through on-line

From dt. 14.10.2026, 10.00 A.M, to dt. 03.11.2026, up to 
5.00 P.M.

Last date/time for reciept of bid in the portal 03.11.2026 (5.00 PM)
Date of Pre-bid conference 22.10.2026 11.00 AM
Date of opening of Techno-Commercial bid 
through online

on dt.04.11.2026 at 11.00 AM in the office of the Chief 
Engineer, Megalift.

Class of Contractor The bidder should be registered under the Companies 
Act, 1956 / 2013

Digital Signature Certificate of Bidder The Bidder must posses compatible digital signature 
certificate (DSC)

The detail tender call notice can also be seen in the DOWR web site https://dowr.odisha.gov.in
Name & Address of the OIT Chief Engineer, Megalift, Plot No. A-8/2, Bhoi Nagar, 

Bhubaneswar-751022, Ph.No -0674-2567252, Email ID: 
cemlpwr.od@gmail.com

Further details can be seen from the e-Procurement market place https://tendersodisha.gov.in
Sd/- Chief Engineer, Megalift, BhubaneswarOIPR-32001/32478/1/26-27/0015 STEWART BRAND
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