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Patient Name

Card No
Policy Holder

{STANISLAUS LAWRENCE LOBO

‘1014-029-116223078-01
{SIGNATURE 1 HOTEL..

Service Date

Health Provider

Doctor's Name

Co-Insurance

. Peshawar Medical Centre-Al Barsha

- Sajid Sanaullah Khan

: CONSULT LAB;'RAE‘PHYSIO PHARMAC 1P

3
: 06-Jun-2022 : Blue

Network

Direct Access SP - NO

MATERN DENTAL
Payer Name :RAK INSURANCE Ea%u_ptcﬁ% —] Y e e
TPA ‘E CARE INTERNATIONAL MEDICAL BILLING SERVICES == = i S
Validity :10-Oct-2021 - To - 09-0ct-2022 e \
Gender :Male '.
Date Of Birth :18-Feb-1974
Patient's Tel No 1971-55-9413374 |
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=< A

Date of Onset :

(dd/mm/yyyy)

Requested Investigations:

Estimated Cost:

Prescription:
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Dose:
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Estimated Cost:

Duration:

MEDICAL PRACTITIONER DECLARATIQh:

I declare that I am the patient's medical prQEtioﬁg-uﬂ tﬁﬁﬂgu"ah Khan
particulars given are to the best of knowledgﬁ taneral Pragtitioner
HA No: 06758224-001

PESHAMWAR: MEDICAL CENTER LLC

Dr's Name:

PATIENT'S DECLARATION :

thereby autharize any Healthcare provider, Insurer, Employer or other
f rganization to release any information regarding my medical condition & history
ifor purpose of determining insurance benefits.

Patient s signaturefParent if minor} .
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