i

Administrative

-~

MEDICAL CLAIM FORM

Frint vate/ 1ime :

A2-Jun-

ZULL /L3P

Claim Ref :J-652096/2022

Patient Name ‘RINSAD ALIYAR

‘1017-029-117161088-01
:TH8 A HOUSE OF ORIGINALS HOTEL - FZE -

Card No
Policy Holder

Patient's Tel No 1971-50-8085914

Service Date

Health Provider

Doctor's Name

: 15-Jun-2022 Network - Green
: Peshawar Medical Centre-Al Barsha
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MEDICAL PRACTITIONER DECLAR General Practitioner
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Dr's Name:

Stamp :
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PATIENT’S DECLARATION :

I hereby autharize any Healthcare provider, Insurer, Employer or other

organization to release any information regarding my medical condition & history
for purpose of determining insurance benefits.
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