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Your Health Manage d with Car

ABFAINISTRATIVE The member is allowed for Out-Patient at the Peshawar Medical Centre
patient Name: LITTO . Gender: Male Validity Between: 04/AunguZland03[Aug12022
Card No: DFOFCAFA1D224684 DOB: 30/May/1988 Coverage Information for: Out-Patient
;'ﬂhf'= b :l:;omss it Passport P0465590 Network: OP@PCP & SpRef@RN3 (P)(M) (s)
ational 1D: 4 i 2 ;
: S Date: 4-Jun- :14. Radi % c d

Regulator Member 1D: 1013.002.115580424-01 ervice Date 14-Jun-2022 08:14:48 pMRadiology overe

patient's Tel No: 971506781433
policy Holder: DANIA PROP MGMT AND Threshold Limit:

CONSULTANCY CO LLC

Payer Name: INS013 - MetLife Class: B

Qut-Patient :
Category: Categoryl N £

P File No:

i Pharmacy: Co-Part: 10% a )
Gatekeeper: No Consultation : Co-Part: 10% Max(20 AED) /c/
Laboratory: Covered </
Referral No:
Referred Service:
SUBJECTIVE ASSESSMENT
symptom(s) as described by the patient (Chief Complaint): Date of symptoms/iliness started
past Medical Surgical History? O NES O NO Date of Symptoms/illness 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: |82} T Clee RS fmr ol ey
(= ]
} O Acute O Chronic O Confirmed O Suspecteu

Assessment / Diagnosis:
Indicate diagnosis not symptom

1

2.

ACCIDENTIOCCUPATlONAL Claim Information (complete i claim is a result of accident or work related illness/injury)

Accident or illness due to work? Injury due to road accident? Describe how the accident or work related injury,

Date of accident or beginning of illness: “

MEDICAL PLAN ltemized Original Invoices and Applicable Prescriptions[Reports[Resu!ts must be enclosed to consider the claim

[ Pharmacy: Estimated Costs O Laboratory / Radiology: Estimated Costs
Is the following O Surgery: 0 gndoscopy:
{1 Physiotherapy: [l Other Procedures:
If yes please specify
Is In-patient Required? Length of stay m Indicate Provider: _ Estimated Cost: _

| hereby certify that all information mentioned are correct & that the

Jillness occur:

required

| hereby authorize any Healthcare Provider, Insurer, Employer or other

medical services shown on this for Organization to release any information regarding my medical condition

necessary for the management and history to NEXtCARE for the purpose of determining insurance benefits.
Medical management s the sole responsibility of doctor and the patient.
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Note: Claims must be submitted along with supporting, documents within 30 doys from date of service

Disclaimer: NEXICARE ASOAP form is used for claim creation purposes The data contained here should always be carefully reviewed NEXtCARE will not oe 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
will be given by the NEXICARE claims doctors.



