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Note : Please use a separate claim form for each medical condition/doctor visit. R AV 3 5i4‘.,.,J94'JIa-JSJJ..m559.4.i plasuin Gy - dbdglo
1. Personal information : : dumsa sl Sl )
Policy No. : : dauigll @8y | Patient Name : : payad] @l
Membership No. : :dygansell o8, | Mobile No.: s ailgll <,
Date of treatment : M)l 7l | Date of Birth : + el Fuyls
Total Cost : +4alssll JJle>] | Company Name : s dule (1050l A,k @l
2. Medical Section % (to be filled by the treating doctor, unless providing a medical report ) (oot paall §Léy) Al 6 ¥) codadl déy2 0y Mas) ¢ 3.,_.,.th QL"L:.Q.". f
Diagnosis / Signs & Symptoms : s Aol Gl e ¥/ pansodil]
Onset date of symptoms : s ol ¥l 2965 g3 )5
Date of doctor’s 15t visit ( with regards to the medical condition ) : (dada ) ATl ddasyolf) condall Al 8,5 J9" b
Investigations ( necessary investigations requested to define the diagnosis ): : (poasdnl ayass oo el Sillg lasd AL abS,oll) dnbll olbogsall
3. Treatment : ( to be filled by the treating doctor, unless providing the doctor’s prescription ) (ddadl liskg Jf 8Ll > o ¥ bl ddyeqy a3 ) 3 CM—I—" . ‘H
Drugs M=l | Dose dc,>Jl | Frequency 4.oSJ/| Duration daadl
Procedures (Please provide details of medical procedures if any ) (o> o) dagllho duls wlgly>f 4y LliS sl>y) olgl X
4. Treatment outside area of coverage : rdbh il 8,0 ol Glail )ls Zielf £
Country where the treatment took place : g Pl a5 @5 Il sl
Reason for treatment abroad : s bl et e
Date of departure and return to own area of coverage : From —/ —y /[ — to — /| — | — + 3l A Bag2dlg 8)sleed) fu,ls
Are you claiming for an in-patient treatment? Please tick Yes I:l No I:l § adiianedly At @audlly Piell @5 Jo
If Yes, Please enclose detailed hospital discharge report confirming the .za,5Jly JoJI 7o) i:a..n"ag.o Jrabo do jopdS @uadd oy @i il colS 13)

admission & discharge dates .

Note: Claims must be submitted & completed along with supporting documents within 90 days  &glholl wlilodl JleSiwlg .4 I e | g0 uilgadl Jluw)l cany : AlSgntlo
from date of service. doasdl Fu)ls e pgr A0 IS 8
Doctor’s Signature/Stamp Client’s Signature o]l guBys skl @is / gades
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1. Personal information :

Health Insurance
Dental Reimbursement Claim Form

Ol (Gadill ol il Z3g-0d

: Aumasudall Slled!.)

Policy No. : :ddaugll @8y | Patient Name : : paaad] @anl
Membership No. : : dygaaell od, | Mobile No. : s ailgll @b,
Date of treatment : sl 7l | Date of Birth : Mol g5
Total Cost : :44lSs) e/ | Company Name : s dule (1050l 4,k @l

2. Medical Section :( to be filled by the treating doctor, unless providing a medical report )

(el payiall 3L6,f Al 6 %] gl sy a0y Sa3) ¢ Akl L. F

Diagnosis: + gl
gﬁr(;/;ce Service Description -r!;%‘.)ltLhett er Service Cost Facial
D9310 DENTAL CONSULTATION
D1110 DENTAL PROPHYLAXIS
D2140 AMALGAM-ONE SURFACE,
PRIMARY OR PERMANENT
D2391 RESIN-BASED COMPOSITE
D6740 CROWN- PORCELAIN/CERAMIC
D2952 POST AND CORE CAST + CROWN
D3310 ROOT CANAL THERAPY
PERIODONTAL SCALING AND
D4341 ROOT PLANING
D6240 BRIDGE PORCELAIN
EXTRACTION TOOTH OR
D7140 EXPOSED ROOT
IMPACT TOOTH REMOV COMP
D7240 BONY
Services (if not mentioned):
Medications: - dug¥ | Lab & Radiology: - dn &¥lg Sl
Procedures ( please provide detalls of medical procedures if any): (amg of dupllae dunls cilsly>] & LS eloy) gl X
Note: Claims must be submitted & completed along with supporting documents within 90 days dyglla ol @bl JleSiuwly decacdl olaiiinall go yuiledl! Jlawyl con : A gt

from date of service.

Doctor’s Signature/Stamp Client’s Signature
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