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Reimbursement Claim Form

If you have any questions regarding this form or any other aspects of your cover,

Please telephone NAS (+9712 694070C) or Toll Free 800 2311
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Plesse give the dats on which tha patient first presented te any doctor for this eondition o)i / / y / 207 2

Please give the fisfl history of the medical condition requiring treatment imcluding full d:atails of‘;ny previous
investigation treatment together with relevant dates. Please also advize any further treatment planned.
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Details of Claimed Amount

Out Patient Treatment Amount In Patient Treatment Amount
Consultation DO = ~ ) | Hospital charges/ Room

Pharmacy Surgery/Anesthesia/OT
Diagnostic/Lab/Others No230 = (S Y | Drugs/Labs/Others

Total Amount in AED & DO A¢ ] Total Amount in AED

(Please specify if other Currency)
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Patient's declaration and consent

| canfrm | am: the patenvpatient's spouse or guardian (if patient under 16 years of age)
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The claim form shou'd be submittad within 60 days of start of the reatmant along with al orgina! rseceiptsfinvoices, doctors
prescrptionsisb reparts ~ a= perthe policy membership agresmeant. Claims wil nat be considerad f not submmtted within 90 days of
iraatment beirg received. Send th's ciaim form iegether with suoporting matsrizsl to:

HEBC Insurance Brokers Limited, Dubai Branch, Wafi Residence, Oud Al Mehta Strest

P.0.Box — 24912, Tel — {9714) 3242600, Fax — {9714) 3244727



