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MEDICAL CLAIM FORM

Frint vate/ 1ime ; U/-JUn-2uss  DIHULLOPM

Claim Ref :J-636041/2022

Patient Name

Card No
Policy Holder

Payer Name
TPA

Validity
Gender

Date Of Birth

LPatient‘s Tel No

:AMILA SANJEEWA ARANGALA

*1017-029-118013017-01
:TFA HI TRUNK FZE -

: ABU DHABI NATIONAL INSURANCE COMPANY
‘E CARE INTERNATIONAL MEDICAL BILLING SERVICES

:01-Oct-2021 - To - 30-Sep-2022

Service Date

Health Provider

Doctor's Name

Co-Insurance

Remarks

:04-Nov-1984

1971-52-5330648

10% max NIL

1 07-Jun-2022
. Peshawar Medical Centre-Al Barsha

. SAJID RASHID(HNC MDC)

. CONSULT LAB/RAL PHYSIO PHARMAC IP
:

Network : Green

Direct Access SP - YES

MATERN DENTAL

o NIL LUMITNIL  10%  NA

3

O Acute [0 Pre-existing and chronic O Maternity
Chief Complaints: d{ f { N / / Duration:
Vitals: BP: J/ /?a Ppaf 7 TEP: Fé6< HR: £ Yl RR: i&é)ﬁf
Clinical Findings:
Diagnosis: Q )r 3 " y}, Diagnosis Code: Date of Onset :
N ? 1 - (dd/mmivyyy)
( 107" () k > 7 AN

Requested Investigations:

‘E(C%r

Ty . LA oo CBE

Estimated Cost:

Prescription:

Dose:

Dt

MEDICAL PRACTITIONER g@&m*mlﬂomr
A No: 05758224 -001

Duration:

Estimated Cost:

Date :

PATIENT'S DECLARATION :

1 declare t1aP ? nd that the
particularg given are ? oryect.
Dr's Name: Stamp .
Patient 's signature{Parent if minor} :
Signature

1 hereby authorize any Healthcare provider, Insurer, Employer or other
organization to release any information regarding my medical condition & history
for purpose of determining insurance benefits.

Date."/)‘?(,og,_}}

For Clinic & Hospital Approval
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: 043811550 | For Pharmarcy Approval : 043811560




