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Patient Name ‘JOEL SHAILESH DSOUZA Service Date : 20-Jun-2022 Network : Green
Card No "1017-029-116591800-01 Health Pravider ! Peshawar Medical Centre-Al Barsha Direct Access SP - YES
Policy Holder *IFA HI TRUNK FZE - Doctor's Name : Sajid Sanaullah Khan
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Gender :Male /) (
Date Of Birth :08-Jul-1992
Patient's Tel No 1971-52-1009439
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MEDICAL PRACTITIONER DECLARATION :
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Dr. Sajid anaullah Khan
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PATIENT'S DECLARATION :

I 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.
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