- T INCALCARE

f I Mlanaged with Care

ADMINISTRATIVE The member is allowed for Qut-Patient atthe Peshawar Medical Centre

Patient Name: May Khant Nyar Thwin , Gender: Male Validity Between 24/Aug/2021and19/Aug/2022
Card No: ES7ACEE91DD7C902 DOBR 14/Dec/1995 Coverage Information for:  Out-Patient

Pin #: Identity Card 111-1111-1111111-1 Network NT-OP @PCP&SpRef@RN3 Ex.AGC
National ID: 111-1111-1111111-1

Service Date 05-Jun-2022 08:16:16 PMRadiology Co-Part: 10%
Patient's Tel No: 971551464101

Regulator Member ID: 1018-002-117108473-01

Policy Holder: PULLMAN JUMEIRAH Threshold Limit:
LAKES TOWERS HOTEL =
Payer Name: INSO18 - Noor Takafu! Class WARD

Family PJSC

Out-Patient : Covered

Camagpry- EADD Patient's File No

S Pharmacy Co-Part: 10%
Gatekeeper: No Consultation : Co-Part: 10% Max(25 AED)

Laboratory: Co-Part: 10%

Referral No:
Referred Service:
SUBJECTIVE ASSESSMENT
Symptom(s) as described by the patient (Chief Complaint): Date of Symptoms/illness started
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Obs/Gyn Claims Date of Symptoms/illness started
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OBJECTIVE ASSESSMENT
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ACCIDENT/OCCUPATIONAL Claim Information (complete if claim is a result of accident or work related iliness/injury)

Accident or iliness due 1o work? Injury due to road accident? |Describe how the accident or wo
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Date of accident ar beginning of iliness

MEDICAL PLAN ltemized Original invoices and Applicable Prescriptions/Reports/Results must be enclosed to consider the claim
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Note: Claims must be submitted along with supporting documents within 30 days from date of Service

Disclairmer: NEXICARE ASOAP formiis used for claim creation purposes The data contained here should always be carefully reviewed NEXICARD w " eld respons-ble nisuse of claims

submission's or any adverse effects caused due to the claims submissions. NEXtCara assumes no responsibility for any d.sc ci tained ir ore-printed datashest anc




