DENTAL CLAIM FORM - PROVIDER DIRECT BILLING

Section 1 - Details of Member/Patient
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Paﬁent il difmas iMember Neuron ID:} TPAQO1

: ARJUN BALAKRISHNAN BALAKRISHANAN Emirates ID : DHA-P-0230994
Date of Birth : 07-Oct-1993
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Insurence Name: NEURON - CN GN+ GNP Member Mobile : 0565542809

Section B -Medical Section

_( to be fully completed by treating dentist - involved tooth numbers must be marked an chart also )
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[Clinical Details :

T[:I’reatment Plan :

Section C - Dental Treatment Details
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Sectien - D Treating Dentist
Tel Number |os63232355

, Fax Numbrer : |Imca1003
i declare that | am the patient's treating Dentist, and that the i
l|particulars given are to the best of my knowledge true and correct - - o &a*hwnk:hm
| Treating Dentist Stamp : 7 i Bk WO
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Patient Declaration and Consent

'il confirm | am the patient's or guardian (if the patient is under 16 years of age) and wish to claim benifits
lland declare that all the particulars given above are to the best of my knowledge true and correct.In respect
Eof any medical claim. | hereby consent to and authorize the medical practitioner, health proffessional or
{lother relevent medical establishment to provide and discuss any health/ treatment details, medical records
llor discharge arrangements(past and present) with and to the insurer and/or Third Party Administrator. |
|Agree thar a copy of this consent shall have the validity of the original.
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Signature

Date: 26-Dec-2023



