
 

        NEXT Care 
  Reimbursement Form     

�ذج ط�� ا���داد ���و��ت�   
 

Part 1 : Patient Details  
The claim should be submitted within 30 days of the initial treatment date. Always enclose the original invoices & receipt 


� ا�
	���� ��ل ��� ��
�� ��ر
� ��ء ا���ج. � 30 ً���
�� إر'�ق ا�%�ا�$# وا!
 ��ت �� #
  ا,+*$� وا�(��ر
1) Policy No.: ……………………………………………………………………………………………………………………….…    : ��$.�  ر/� ا�

2) Patient's Card No.: ………………………………………..……… 
0 ر/� �	�/� #
: ا�(2�$� ا�	�1 �*  

3) Policy Holder's Name: ……………………………………...…………………  ��$.�: ا5� �4�3 ا�  

4) Patient's Name: …………………………………………………………………………………………………………………  0
#
: ا5� ا�  

5) Patient's Date Of Birth: ………………………………………..…………… �$�د  �

0 ��ر#
: ا�  

6) Gender: ………………………………………………………………………………………………………………………………………… ا�8�ع :   

 

  ا  Part 2: Medical Details ط��� /ا�	����ل ا�
   (to be completed by Physician)   ( :���

�#'� ا�	�$� ا�� ;
�)-     

 

 
Date of Treatment :      /     /                                     Date of Symptoms Onset :        /   / 

1) Clinical Findings :                                                       Vital Signs : B/P:……  T:……… HR:……… RR: ……………. 
……………………………………………………………………………………………………………………………………………………………………… 

……………………………………………………………………………………………………………………………………………………………………… 
2) Cause :   �   Physical Illness    �   Accident   �  Maternity     �  Dental       �   Optical 
3) Assessment / Diagnosis           � Acute          � Chronic         � Confirmed   � Suspected 
                                                              Indicate Diagnosis not symptom 
     ……………………………………………………………………………………………………………………………………………………………… 

4) Medical Plan : Itemized Original Invoices and Applicable Prescriptions / Reports / Results must be 
enclosed to consider claim  
 

���� Consultation Cost  � Laboratory/ 
Radiology 

Cost 

    

���� Pharmacy Cost  � Inpatient Cost 
    

Total Charges    

5) For In-patient Treatment :        Admission date :     /    /               Discharge Date :      /     / 
 
Hospital / Clinic Name : …………………………………………   Treating Physician Name : …………………………………….. 
Tel. : ……………………………………………………………………….    Fax : ……………………………………………………………………… 

Signature & Stamp : ……………………………………………… 

 
 

�(B$�C �5�5 إA<#اءات ا5<(#داد ا�
	���<� ا�(2�$8$<� ، و�?<=ا 
 �>��D
� #>�)�
�ذج >
ا�M#ض '�<J>' ، Kن �<�/G>*H 1�$ ھ<=ا ا�8

 �N#O� P
# �(Next Care) '�N G*H ل� C*� ت�>Q�$ا�� �
 �>>>�ا�	�$<<<� ا��ز�<<<� !دارة ا�
	���<<<�ت ا��T+<<<� �<<<1 أو أي 

  .أ�WHء أ1�#5
 3$
�*� 1X8ب ا���ZCت ا��Q�$�� [Q�$أ� �N#\ �

#GA �]و

.3$
���\#ة '�Z4 1ب ا�� ����	

� ا�$/ 3
�C� ���?Z�  
  


0 /�+#) ����� ا����� أو ��
	 ا������#
   (إذا �Nن ا�

      لي للعميالبنكالحساب بيانات 
 رقم الحساب:

 اسم البنك:

 اسم العميل كما هو مدون لدي البنك:

 كود البنك:

 

 
Patient's Signature (Parent if minor) 

 


