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Administrative MEDICAL CLAIM FORM Claim Ref :J-651041/2022
Patient Name “TWINKLE RAJ KUMAR Service Date * 15-Jun-2022 Network  Blue
Card No '1014-029-117469392-02 Health Provider : Peshawar Medical Centre-Al Barsha Direct Access SP - NO
Policy Holder ‘STAYBRIDGE SULTES FC L.L.C- Doctor's Name  SAJID RASHID(HNC MDC)
g : CONSULT LAB/RAL PHYSIO PHARMAC IP MATERN DENTAL
— :RAK INSURANCE Co-Insurance i g '
20% max NIL NIL NIL Max £ NIL 10% NA

TPA ‘E CARE INTERNATIONAL MEDICAL BILLING SERVICES - -
Validity -03-Jan-2022 - To - 02-Jan-2023 Remarks :
Gender :Female ﬂ/
Date Of Birth +16-Nov-1995
Patient’s Tel No 1971-55-2425493 |
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MEDICAL PRACTITIONER DEcLRHSk Sanaullah Kha PATIENT'S DECLARATION :

enaral Practition )
[ declare that I agh the patiel 5%33 3 fhat the I hereby authorize any Healthcare provider, Insurer, Employer or other
particulars given 'EPtE§’F| g &Jrrect organization to release any information regarding my medical condition & history

DICAL CENTEH LLC . for purpose of determining insurance benefits,
Dr's Name: H
/ Patient 's signature{Parent if m, nor}, ;, Date :
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For Clinic & Hospital Approval : 043811550 | For Pharmarcy Approval : 043811560



