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Medical Cash Claim Form

MetlLife
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Please be aware thal we will not be taking any action without filling your phone number and e-mail data

Employee Name ik gl sl Date of birth Dgall g
Patient Name uasall sl Date of birth Dlgall 75
Patient Effective Date Of Coverage sl (el fy o o
Employee Mobile / Contact NO. i pal) Sla o
Employee E-mail Address il gall | g SN
Policy Number 1 iy b, CRT Number g i) BAgll B
Diagnosis sl
Total Claimed Amount Al 4dlaay) Aaill Currency Al Country 4

Claim submission requirements - iaall aui 4y b

*All question in the form are answered .Don't leave any blanks .Use block letters .
*All claims documents should be submitted either in English or Arabic , documents in other
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*Official receipt showing the attending physician detailed charges along with his stamp and
signature

"ltemized pharmacy bill showing the date of purchase ,name of patient, quantity and name
of drugs along with the physician prescription .

*Official receipt showing charges for each of the lab. Test X-rays film, and other examinations
done and supported by the respective physician's request to undergo examination copies of
the results of examination undertaken.

language must be translated by an official public translator por to submission . Lt 8 4 U i

*All necessary claims documents are to be submitted within 30 days of the incurred date, e Ayl G pua ) Al B as s 45 e Lagy (0000 B R 3 2 ) Tyl el iy

claims received after 90 days will not be processed. Loy cpmadt 2ag
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Inpatient treatment

*Itemized hospital bill supported by the official hospital receipt for the total amount paid.
"Official receipt showing the attending physician's or the surgeon’s charges along with his
stamp and signature.

*Detailed hospital discharge report.
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*| hereby certify that all answers and all documents submitted with the claim form are
complete and true. | hereby authorize any doctor  hospital, or medical provider, any
insurance company or any other company .in situation or any other person who has any
record or information about me and /or any of my family members to provide metlife with the
complete information including copies of their record with reference to my sickness or
accident ,any treatment éexamination ,advise .or hospitalization Any photocopy of this
authorization shall be taken as the original copy
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*| hereby authorize metlife to wire transfer claim reimbursement fo the account indicaled
above this agreement will remain in the effect until | give written notice to withdraw from wire
transfer or metlife notifies me that this service has been terminated .if ever metiife credit
maore money than the corect benefit amount to the account due to duplicate or erroneous
electronic funds transfers || authorize metlife to revise the transaction and withdraw the
overpayment,
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Employee's signature i gl g

MetLife Section

Date Received Batch Claim

Date . fea 3N




Patient Name

Diagnosis

Date symptoms first appear

If the claim is resulting from pregnancy
please provide inception date

Details of the treatment (other than prescription)

Dates of any previous treatment along with the
name of treating physician :

If further treatment or operative procedure
anticicpated please provide the details

Physician's Name &Stamp :

physician's Tel.No.

Date
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