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INCALCARE

Your Health Managed with Care

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

Patient Name: ALl EZAT MOHAMED ELATTARGender: Male Validity Between: 15/Mar/2022and14/Mar/2023
Card No: SA484EC56DBBB763 DOB: 31/lan/1988 Coverage Information for:  Out-Patient

Pin # ldentity Card 784-1988-8624281-1 Network: RN3 (OP @ Hospitals & Clinics) (S)
National ID: 784-1938-8624281-1 Service Date: 10-Jun-2022 08:49:15 PMRadiology: Co-Part: 10%

Regulator Member ID: 1040-002-114132059-01

Patient's Tel No:

971551080986

Policy Holder: BIZRAHMED CENTERS Threshold Limit:
L.L.C (CAT B) 2 7
Payer Name: INS040 - Union Insurance Class: Ward = /
Company P.J.S.C.
Out-Patient :
Category: CATEGORY B i
P F |
e, S‘ L 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/iliness started
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Past Medical Surgical History? l a YES [ a NO Date of Symptoms/iliness started
Obs/Gyn Claims Date of Symptoms/illness started
Para: O |Gravida: O |AB: O |LMP: Marital Status: Marital Date:
OBJECTIVE ASSESSMENT
Clinical Findings: |Vital Signs: |B/P /fjo Zh |‘j’5'5’4 HR L;@A/mlmﬂ |2PA/¢
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AssassisIE ) Dlapiioss //f Z N l A Btlns O-Acute O Chronic O Confirmed [0 Suspected

Indicate diagnosis not symptom
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ACCIDENT/OCCUPATIONAL Claim Information (complete if claim is a result of accident or work related illness/injury)

Accident or illness due to work?

Injury due to road accid

ent?

Describe how the accident or work related injury/illness occur:

O ves O NO

O YES 0 no

Date of accident or beginning of illness:

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

O Pharmacy:

Estimated Costs

O Laboratory / Radiology:

Estimated Costs

Is the following

O surgery:

I Endoscopy:
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required U Physiotherapy: O Other Procedures:
If yes please specify ZZ /f /( »t
Is In-patient Required? Lengéh-afstay l haehicate Provider: | Esnmated Cos{(
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PESHAWAR MEDICAL CENTER LLC
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I hereby authorize any Heolthcare Provider, Insurer, Employer or other
Organization to release any information regarding my medical condition
ond history to NEXtCARE for the purpose of determining insurance benefits,
Medical management Is the sole responsibility of doctor and the patient.

Treating Physician Name:
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Tel / Fax (important):

IDate: }
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Note: Claims must be submitted afonq wmﬁ supporting documents within 30 days from date of service

Disclaimer: NEXtCARE ASOAP form is used far c!ﬁm creation purposes. The data contained here should always be carefully reviewed NEXtCARE wwil not be held responsible for misuse of claims

submission's or any adverse effects caused due to the claims submissions. NEXtCare assumes no responsibility for any discrepancies or errors contained in this pre-printed datasheet and final opinion



