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Claim Ref :J-647821/2022
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ﬁ’atient Name :JEVON PRAISTY PASA Service Date $13-Jun-2022 Network : Green
Card No '1017-029-117698584-01 Health Provider : Peshawar Medical Centre-Al Barsha Direct Access SP - YES
Policy Holder IFA HI TRUNK FZE - Doctor's Name : Sajid Sanaullah Khan
Co-Insurance : CONSULT LAB/RAL PHYSIO PHARMAC IP MATERN DENTAL
Payer Name *ABU DHABI NATIONAL INSURANCE COMPANY !
10% max NIL NIL NIL LIMIT NIL 10% NA
TPA -E CARE INTERNATIONAL MEDICAL BILLING SERVICES . i
Validity :01-0ct-2021 - To - 30-Sep-2022 R 3 D
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Date Of Birth *25-Dec-1991
Patient's Tel No 1971-52-1718292
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I declare that I amQI!é pal &iﬁ&%geﬁdﬁd’ﬂat th [ hereby authorize any Healthcare provider, Insurer, Employer or other
particulars gjven are toﬁﬁ qug%%%'%agrtrue and corregt, organization to release any information regarding my medical condition & history
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For Clinic & Hospital Approval : 043811550 | For Pharmarcy Approval : 043811560



