Reimbursement claim form
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MEMBERSHIP DETAILS (TO BE COMPLETED BY THE BENEFICIARY)

Company Name L e et s Principal Name L e s
Patient Card Number @ ... Date of Birth ettt et en s
Amount Claimed e e e e e e Gender et et et
IBAN No L ettt eh et et heaeh e eea e e b b Sea £t e Aa et fa Sea e eE b ehe Sea e E b s SR eeR e E ek b b ebe Aea b e b Aea e e b ehe st e beneaenen et en
Bank Name L e e EMIrates ID & oottt st
DECLARATION

| hereby appoint the physician or the hospital as my representative to file this medical claim, for injury/sickness. |
hereby certify that all answers and documents submitted with the claim form are complete and true, as | am fully
aware that any person who intentionally makes any false and/or misleading statement and/or information to
obtain reimbursement from INSURANCE HOUSE P.S.C is subject to penalization. | hereby authorize any doctor,
hospital clinic or medical provider, any insurance company or any other company, institution or any other person
who have any record of information, about me and/or any of my family members to provide INSURANCE HOUSE
P.S.C or its authorized representative with the complete information, including copies of their records with
reference to any sickness, accident, any treatment, examination, advice or hospitalization.

Patient’s NamMe : ..occoveeivecee e Relationship to the principal member:.......ccccovvveveeceiee e,
SIgNAtUre e Date @ oo, MODIlE NO & oo
MEDICAL PROVIDER’S SECTION (TO BE COMPLETED BY THE TREATING DOCTOR)
MEICAl PrOVIAEI'S INGME: ...ttt sttt sttt et st bbb e s e eb b ea e es e e h bt ees £ et sen et bbb ebe sen bt et esebe st een
Chief complaints / symptoms: If the case is chronic  Yes |:| No ‘:‘
D= = 3 Vo 3] 13RS
TrEATMENT DETAIIS: .. vttt ittt ettt eh e ettt e s et b b s4s et e bbb et sen et e b sebea ses et et ses b et ebeneneatsen bt ebeesbae s
If related to pregnancy/childbirth, the expected/actual delivery date: .......ccevieeeeeriecccee e e

| declare that | have attended to this patient and the medical services shown in this form are/were medically
indicated for his health.

DOCLOI'S NAME iuoveeiveieee et cet e et sne s Stamp / Seal

Date D ettt et et s Signature



