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INALCARE

Your Health Managed with Care

ADMINISTRATIVE The member is allowed for Out-Patient atthe Peshawar Medical Centre
Patient Name: ASMA IBRAHIM Gender: Female Validity Between: 17/May/2022and16/May/2023
Card No: 57DEAOD3650AF5FF DOB: 04/Jul/1998 Coverage Information for:  Out-Patient
Ii’;nﬁ#«!: - N sy Passport DQ1022152 Network: OP@PCP & SpRef @ RN3(F}(M) (S)
ational |D: 4- - - . :
= -lun- :37: Radiol : Co-Part: 20%
Regulator Member ID: 1013-002-118171744-01 SEVIgE et AS-lun-2052 DR 3T0% WMRadlelagy =
; Patient's Tel No: 971564024012
Policy Holder: ARKA GENERAL TRADING Threshold: Limit:
LLC ¥
Payer Name: INS013 - MetLife Class: B
Qut-Patient :
Category: Default Categoryl T —
Pati Fil H
I Pharmacy: Co-Part: 30%
Gatekeeper: No Consultation : Co-Part: 20%
Laboratory: Co-Part: 20%
Referral No:
Referred Service:
SUBJECTIVE ASSESSMENT I,
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Symptom(s) as described, by the patient {Chief Complainy: = ‘ Date of Symptoms/illness started
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Past Medical Surgical History?

YES l ] NO

Date of\.‘./mptomshliness started
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Obs/Gyn Claims
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Date of Symptoms/illness started

Para: ( ] |Gravida:,'3‘ O IAB: O O |LMP: Marital Status: Marital Date:

OBJECTIVE ASSESSMENT

Clinical Findings: Vital Signs: [B/P ‘ |T | |HR [ |RR ‘

Assesfisient f Dlagnosts: O Acute [ Chrenic O Confirmed O Suspected
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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 accident?

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

Oves O nO

O yes U no

Date of accident or beginning of illness:
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MEDICAL PLAN Itemized Original Invoices and Applicable Prescriptions/Reports/Results must be enclosed to consider the claim
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O Pharmacy: . Estimated (;Qts 4 [ Laboratory / Radmlogv Estimated Costs
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Is the following O Surgery:
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Endoscopy:
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required O Physiotherapy:
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Is In-patient Required? Length onEy Rekhé Mathyr mvdlcate Provider: 1\ i 6 J |Esﬁmated Cost:
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necessary for the management c)f this mtf

I hereby certify that all mformanonﬂﬁwwegeyrsdﬁrgﬂg ﬁlmolog

medical services shown'o rncrigeﬁgd'g‘05
- hows oS WEE?IVCAL CENTER LLC

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

Organization to release any information regarding my medical condition
and history to NEXtCARE for the purpose of determining insurance benefits.
Medical management is the sole responsibility of doctor and the patient.

Treating Physician Name: \
Tel / Fax (important): ]

Signature & Stamp '\yk‘
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Patient's Signature (parent if minor)

Date: ‘

Note: Claims must be submitted along with supporting documents within 30 days from date of service

Disclaimer: NEXtCARE ASOAP form is used for claim creation purposes. The data contained here should always be carefully reviewed. NEXtCARE will not be held respansible 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 NEXtCARE claims doctors.



