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Smama

Female ]

Cender:

. Optian 1: Paymerit to policyholdér £

Preferred payment method: ‘Banktransfer* £ Cheque™ [
Please specify the currency you would ke to be reimbursed in {and ensure thalyour bank accodntsupporssie)

Name afbank account holder asshownonyourbankstatdment . 5

Account number

BIGSpnftcode™™

Ifyrm aFE SWAre. of any addllmn ar mformanon reqmred n order 10 PrOCess |nrcrnatmnal transactions wnh;n your cou mry (e g Agency C ode Tax !D) piease Eist beruw

*Farbenk transfer, please piovide Dank detols,

* Chenues payobleto the poli tyhofde'mf!bescntm the eorvespondience address pravided in secrion 7.

e dunnrbank iswiin thet or f ynur specific couniry requires un IBAN {eg. Qator, SrudiAvabia, Angole, Tiwisia, Turxw) plemse supplirboth youriBAN gig. BIC/Swiftcodz to feitate the paymant of vour g,
Option 2; Faymentto medical provider (e.g, hnsp‘i'ﬁal_ specialisty*** [’

Please tick if direcs bifling bas been providusly agrepd withus O :

w4 iy higve not alrendy peid the medicel prowder.




@ Claimdetails

Please complete all parts of the following table with the details of each invoice/receipt, making sure to include the amount charged. ifyour invoice/receipt
does not include the diagnosis/medical condition, please ensure that you provide us with this information below. If there is not sufficient space in the table

”

below, please provide details on a separate page.

A

- Description of expense/treatment Diagnosis/medical condition Provider's name Amountcharged/ | Has this bill been
P currency paid by you?
Clagg W zompoid p¥ily Wo2-61 | fuhibeepony)—-FN-246
OAess XL oot O, ko4 . L fo) Yﬁim
5 YesO NoO
firop M] Iy ¥Y Ty
Yes O NeoO
- Yes 0 NoO
Yes 0 NeO
Yes O NoO
Yes O NoDO
..... o sen
Yes O NoO
Yes 0 NoO
Yes 0 NoeO
Yes O NoDO
Yes O NoO
Yes O NeO
Yes O NoO
Yes 0 NeO
Yes O NoO
Yes O NoO
Yes O NoO
Yes 0 NoO
Yes O NoO

Inwhat country did the treatment take place? U}‘Tf )
Has pre-authorization been obtained? Yes O NoO

Ifthis claim s resulting from an accident or work-related iliness/injury and you hold any other insurance policy (e.g. cor insurance), or if you are filing a claim or lawsuit against a

third party to recover the costs incurred as a result of this accident/injury, please provide details in a separate docurment.



Sections 5 and 6 are to be completed by the treating doctor unless detailed in the supporting documentation (e.g. receipts or invoices).

© Medical provider's details y |

Name of doctorfspecialist | IV » _ﬁ,\mt—i_‘h REZTY)

Qualifications/credentials Ml _ Wh(f .

N_aE'!.‘?P'h"SPi‘a'r’C'i“ic oMb M| Chte .
ddress \ Ok Ugrer . Ada BL, W B4 b e ), Noewah

- ‘M’m ) o B U S
Te|eph0nenumber(mdmumrycudenndwencode) ———'—'—_ p{ -2 Q,.?q;( L |
Fax number (incl country code and area code) —

email  dyahchedantil clne f( q.wml Gony
Applicable to physiotherapy/psychotherapy claims only. Please provide full referral details:

Name of referring physician
Telephone number (inct. country code and area cod)

Date of referral 0o/ |

© Medical details y

Indicate type of treatment received Elective (& i Emergency O
Indicate type of condition Acute O Chronic = Acute episode of chronic O
Please provide full details of the symptoms/medical condition requiring treatment, including ICD9/10 code/DSM-IV
ectel C‘ur\c‘é on. Smedtl g Lface PWQ}\Q}\U Ambo ArXn L(().l » 6 ,’uGJrL A
! Dt-r-\q\ COYIES g Srmool.  Sumvfege Pmebre b v:) iule denbr. o2 4 ‘oo H 22.
m\ﬁ’aﬁl\\'; E. ,T\L-Ntk{m\-] oL - ek 14\)"5~ L

Onwhat date dld the patlem hrst present these symptoms to you? (DD/MM/YY) A
Onwhat date would the first onset of symptoms have heen apparent to the patient? (bo/MMYY) 3 A
Has the patient suffered from this condition previously? Yes O No E/ If Yes, when? {DWMJWW) F i
Are you aware of any treatrnent given for this or any related ilness in the past? Yes O Nol®

If Yes, please provide details

Is it likely to re-occur? Yes B/ No O
Does it need rehabilitation? Yes 0 NoE@~
Is it permanent? Yes O No@

Does it need long term monitoring, consultations, check ups, examinations or tests? Yes O NoB~

Applicable to cases of pregnancy only:

Estimated date of delivery (po/ay) | y Is birth of a single baby expected? Yes O MNoO
If you answered No to the question above and mns{mulup‘le habies are expected, is the pregnancy a result of medically assisted reproduction other than artificial insernination?
Yesd NoO

If Yes, please provide further details

Applicable to dental treatment claims only:
Was the patient suffering from dental pain at the time he/she visited you for treatment? Yes OO No E]/

-

General Dentist
DENTISTREE DHA-00222048-001

DENTISTBEE DENTAL CLINIC

Please sign and auther|ticate mme:?ofrczeggamm ostafa Abdalla

Doctor's signature

Dahe(ﬂnfmm?’l\ = ,1- i QDILL\



References io information includes.personal informiation givei by you 14 us, in”
your Apphication, Clair of Pre-autharizatien form andfar supporting
docymentsfinforration we colleck in connection with products or services we:
provide. Aflianz Worldwide Care, parcof the Allianz Group, is tha data controller for
iz information.

Uses: Pérsonal information may be Used foringurance adrminisiation {g:g.
underwiting, diaims handling, fraud pirevention): We rnay use thifd parties to
provess data on aur behalf, Such processing is subject 1o contractal restrictions
regarding confidentiality.and sécurity in ing with Data Protectian bligations:
Sensitive data: We need fo collect serisitive data felating to you (e, health
‘details); 1o assess .insurance terms andforadminister claims,

Disclosure; We may share your information withypur agents, members of the
Allianz Group, other insurers and theiragenis, service providers, any intem‘_ied'iary.
acting on your behalf or governing/regulatory haries (of whith we are a merriber
o by which we ane governed); In cédain Circurnstances, we may use private
rvestigators to investigate a chais you have submitted,

Retention: We dré obliged to fetain your refords [6f six'years fromiihe date the
insurance refationship ends. We will not retain your data for fonger than ncessary
and will frold it onty for.thie purposés for which i was obtained. '

Represéntation-and Consent: By signing this fdrm you coniten that yau have the
.authiority o act on behalf.of your dependants in fespect of all personal infarmation
youprovide to ws, and that you consent tothe disclosure, processing, usage and

retention of this information jer selation to yaursedl and orvbehialf of your
dependants.

Actess: You have the right to request and receive a copy of your parsonal data Held
by us. 3f you wishi to do this, please wirite to the' Data Protection Officer at the
address provided on this fdrm or vig clientservices@allia niwbrdwidecare.com.
Call recording: Calts to our Helpline will e recorded and may be monitored for
uaining, qual ity and regulatory purposes.

Direct marketing: Petsanal data collected by uswil not be used to contact you for
direct marketing purpases, uniéssyoa have consented [ this,

I ceitify that to the bistof my knowledie, this Clairm Farm does not contain any false, mis|zading er incomplete iriforrriation, Funderstand thatin'the gventthat this claferyis
founet o be Fraudulent, in wholie or in part, the contract will e cancetisd frarrrthe date of discovery of the Kaudulent évent and | thay be Yable to prosecution.

| agree to waive any fights that | may have ta medcal secrecyfcondidentialiyy in vespéct of my medical informatidniand | agthorse my medical praciéoner, health professionat
argther rélevane medical éstablishment to provide refevant medical infarnnation relating to me, i raquested by Allianz Worldwide Care, its medical advisers, 1t$-appointed
sepresenitatives,ar to any third party expeft(s) in case of disprutes, subject to any legal 7estrittions which may apply..

i a minor was treated, a parent or guardian shauld sign this section;

As thecaimany | hereby authorise. - :

to act fat and'on my behalf inrefation to the administration of this clalm‘whlﬁ!may;ncr

Claimant’s signature .
Chairmant'y printed name.

Scan.and email to: claims@allianawiorldwidecare.com
Fastor +353 16454033
Posttor

Cubiin 12, Ireland.

b

Please send your fully-compléted Claim Formy(s) with invoices/receipts.as foflows:

Claims Department, Allianz Warldwide Care, 15 Joyce Way, Park West Business Campus, Nangor Road,

ke is'yoir responsibility to ratain any originof supporting documentation (e, medical receipts) where coples are subitted 1o us, s we reserve thefight to request ariging!
supportiag docomentation/recelpts.up to 12 months after cloims setdemient for fraud detection purgoses. in addition, we advise that kou keep copies of alt cortesponderice
with usas we cannat be hefd responisible for carrespondence that does aotreach us for any reason thot i otside of our reasonable cantrol.

Please contatct our Helpling if you have any queries; #3531 517 6988 or email: cIi_ent-.ser\_fices@_aII'ianzwor__!;lwidecare.cem.

For our latest listof toll-free numbers, please visit: www.allianzworidwidecare.com/toil-free-numbers

FRIM-CF-Qatar-EH-0914




