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Administrative MEDICAL CLAIM FORM Claim Ref :J-652184/2022
’Patient Name "BINOD KHADKA Service Date ©15-Jun-2022 Network ° Blue ]
Card No "1014-029-114105336-02 Health Provider : Peshawar Medical Centre-Al Barsha Direct Access SP - NO
Policy Holder :SIGNATURE 1 HOTEL.. Doctor's Name : Sajid Sanaullah Khan
A : CONSULT LAB/RAL|PHYSIO  PHARMAC IP MATERN DENTAL
payer Name e 20% uptc 16% ILIO% 10% LIMI NIL 10% NA
TPA ‘E CARE INTERNATIONAL MEDICAL BILLING SERVICES  —
Validity 110-0Oct-2021 - To - 09-Oct-2022 RsiETE : - L
Gender :Male W
Date Of Birth *22-Apr-1990
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MEDICAL PRACTITIO CLARATION... PATIENT’S DECLARATION :
I declare that I am t patig& %{éﬁ ﬂ&ll;[m!(@?n I hereby authorize any Healthcare provider, Insurer, Employer or other
particulars given are %o the best of pl% edg} l} anﬁrborrect organization to release any information regarding my medical condition & histary
for purpose of determining insurance benefits.
Dr's Name: PESHAWAR MEDfQMpCENTER LLC
/ DUBAI - Patient 's signatureParent if minor} : {4 | o g: Date : ry ! o g f T.8433
Signature : { Date :
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For Clinic & Hospital Approval : 043811550 | For Pharmarcy Approval : 043811560



