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MEDICAL CLAIM FORM
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Claim Ref :J-647867/2022

Patient Name

Card No
Policy Holder

‘BUDHA BAHADUR DARJI JASMAN DARJI
1014-029-117518704-01

‘STAYBRIDGE SUITES FC L.L.C-

Service Date ¢ 13-Jun-2022 Network

Health Provider ! Peshawar Medical Centre-Al Barsha

Doctor's Name : Sajid Sanaullah Khan
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‘RAK INSURANCE - R
Pttt 20% max NIL INIL NIL Max & NIL 10% NA
TPA ‘E CARE INTERNATIONAL MEDICAL BILLING SERVICES - . s _
Validity -03-]an-2022 - To - 02-Jan-2023 Remarks
Gender ‘Male
Date Of Birth :28-Dec-1992
Patient's Tel No 1971-56-5403848 J
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Clinical Findings:
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Requested Investigations: Estimated Cost:

Prescription:
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Dose: Duration:

Estimated Cost:

Dr's Name.

Signature :

I declare that 1 anf the patient’s
particulars given afe to the beﬂthp

MEDICAL PRACTITIONER-DEGEARNFION- —
Dr, Salgi { Sanaullah Khan
Y

rpetifanen Ad that the
‘nggl?gw.mccrrect

mp'?;i ”{éﬁ_;;rm LLC

Date !

PATIENT’S DECLARATION :

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

Patient 's signature{Parent if minor} : i Date :
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For Clinic & Hospital Approval : 043811550 | For Pharmarcy Approval : 043811560
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