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PatiaHt Nanie :MARY NGOIRT NJUGUNA Service Date : 09-Jun-2022 Natwork: Green
Card No '1017-029-116122275-01 Health Provider : Peshawar Medical Centre-Al Barsha Direct Access SP - YES
Policy Holder :TH8 A HOUSE OF ORIGINALS HOTEL - FZE - Daeter's Nama : Sajid Sanauliah Khan
Co-Insurance : CONSULT LAB/RAL PHYSIO PHARMAC IP MATERN DENTAL

Payer Mame :ABU DHABI NATIONAL INSURANCE COMPANY T e T TR
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Gender :Female
Date Of Birth ‘24-Mar-1991
Patient's Tel No 1971-58-1717461
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— PESHAWAR MEDIC %;NTER LLC
DUBAI - U.

Signature ; Date :

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,

Patient 's signature{Parent if minor} :
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