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MEDICAL CLAIM FORM

Frint vate/ nime :

Claim Ref :J-651509/2022

1o-Jun-2uzs “:470UurM

Patient Name

Card No
Policy Holder

Payer Name
TPA

Validity
Gender

Date Of Birth

Patient's Tel No
\,

‘OBAID ASGHAR

‘RAK INSURANCE

:Male

-25-Dec-1998

1971-56-2612459

‘1014-029-118010517-01
‘SIGNATURE 1 HOTEL..

‘E CARE INTERNATIONAL MEDICAL BILLING SERVICES
110-0ct-2021 - To - 09-Oct-2022

Service Date

Health Provider

Doctor's Name

Co-Insurance

+15-Jun-2022
: Peshawar Medical Centre-Al Barsha

- Sajid Sanaullah Khan

Network

: CONSULT LAB/RAL PHYSIO PHARMAC IP

¢ Blue

Direct Access SP - NO

MATERN DENTAL

|
20% uptc 10% ‘10% 10% LIMI NIL 10% NA

Remarks

24

N

= ’D'"Aa.jte [ Pre-existing and chronic [0 Maternity
Chief Complaints: ( ;4_,,_ :‘. ,,4"'// ;{’M N2 _A ,ﬁ\ V ‘( Duration:
ai (QL l)ﬂ/1 J°
i f;t44i’féf4(
WEYT [ 4rw N /‘r& LA
Vitals: BP: /&g/fﬁ)r)ﬁ(b’/l'EMP: 3#\6 HR: :Zfé/dz;' RR: /y‘é/@/‘
Clinical Findings: {MVZ /.
X £ e
Diagnosis: Diagnosis Cade: Date of Onset :
VR T {
(dd/mmyjyyyy)

Requested Investigations:

Estimated Cost:

Prescription:

hs /@,éu

Dose:

Duration:

Estimated Cost:

MEDICAL PRACTITIONER DECLARATION :

particulars given

I declare that 1 afn the i@ apickiSanatdiahntiam.
pre to the besihf mwyrihBwdziit eierand correct.
DHA No: 05758224001

Dr's Name: PESH MEDICAEDENTER LLC
UBAI - U.A.E.
Signature Date !

PATIENT’S DECLARATION :

Patient 's signarure{Parent if minor} ; f\

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

s 55 / 05/ 2022,

For Clinic & Hospital Approval :

043811550 | For Pharmarcy Approval :

1043811560
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