s e INCALCARE

Your Health Managed with Cari

ADMINISTRATIVE The member is allowed for Out-Patient at the Peshawar Medical Centre
patient Name: MUHAMMAD REHMAN Gender: Male Validity Between: ZSIOct/20213nd27/0ct/2022
Card No: 8456D2313E6D716C DOB: 22/0ct/1999 Coverage Information for; Out-Patient
it P/04/1306/2021/14956 Identity Card 784-1999-9740464-7  Network: 0IC-OP @ PCP & Sp Referral @ RN
National ID: 784-1999-9740464-7 Service Date: 10-Jun-2022 02:31:45 PMRadiology: Co-Part: 20%

Patient's Tel No: 971582622167
Policy Holder: MUHAMMAD.REHMAN.  Threshold Limit:
payer Name: INS008 - Orient Class: WARD /} }

Insurance PJSC

Out-Patient :

PRI Pharmacy: Co-Part: 30%
Gatekeeper: No Consultation : Co-Part: 20%

Laboratory: Co-Part: 20%

Referral No:
Referred Service:

SUBJECTIVE ASSESSMENT
Symptom(s) as described by the patient (Chief Complaint): Date of Symptoms/iliness started
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past Medical Surgical History? Date of Symptoms/illness started
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Obs/Gyn Claims l l Date of Symptoms/illness started
Para: O |Gravida: = lAB: O |LMP1 lMaritai Status: Marital Date:

OBJECTIVE ASSESSMENT

Clinical Findings: [ vital Signs: \B/P V/@T | 3.9 |HR 75@ R IFZE
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Assessment / Diagnosis: l AA ‘W/(L
l_ / Indicate diagnosis not symptom
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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 to work? Injury due to road accidfent? ]Descr'\be how the accident or work related injury/illness occur:
O ves 27NO 0 YES ;J—/No

‘ |
Date of accident or beginning of iliness: ‘

MEDICAL PLAN Itemized Original Invoices and Applicable Prescriptions/Reports/Results must be enclosed to consider the claim

O Pharmacy: Estimated Costs a Lgburatorv/Radiology:
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Estimated Costs
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(st Eallowing O surgery: \ O endoscopy: j v i i /
required O Physiotherapy: O Other Procedures: J
\T‘yes please specify l
Is In-patient Required? Length of stay T days Mcate Provider: l 1Esﬁmated Cost: }
| hereby certify that all information mentioned are correct & that the ! henﬂl gmdegarﬂa:ﬁﬂarh %mn!nsur or, Employer or other
medical services shown on this form were medically indicated & 0’9“”‘ZUﬁOGW90$rﬁﬂmWﬁ°” regarding my medical condition
necessary for the management of this case. and histqupty NEXtCARE SO 2D POpese of deterfnining insurance benefits.
] s ihilitpofidoctor and the patient.
Treating Physician Name: [ /% DUBAI - UA.E.
Tel / Fax (important): l IDatez—l_ V/\/} 1
Signature & Stamp lPaﬁenr';‘ST'gnature (parent if minor) l Date: |0 0 6 !

Note: Claims must be submitted along with supporting documents within 30 days from date of service

e rlairmor MEXICARE ASOAP form is used for claim creation purposes The data contained here should always be carefully reviewed. NEXtCARE will not be held responsible for misuse af claims

e s Aierranancies of errors contained in this pre-printed datasheet and final opinion




