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A Download our
I MyHealth app

Quick and easy claims submission
1. Provide a few key details

2. Take a photo of your receipt(s)

And you're done
www.allianzworldwidecare.com/myhealth
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Claim Form

nence, this form (in PDF
.com/cfq

Policyholder's details y |

Policy Number "
Firstname ; § | S'lr.\‘l ot e '
Surname ﬁqr,“ 154 Q‘N{l’\ tirﬂ tu'\"\r

Date of birth (oomwyy) 2] Ifl" ‘ 19k 4
Latest correspondence address ;

Telephone number (inct country code and area code)

Email

Patient's details (if different from policyholder) y
Firstname |

Surname ) o m .

Date of birth (po/Mmfrv) | T Gender: Male OI Ferale C1

Option 1: Payment to policyholder O]
Preferred payment method: Bank transfer* O Cheque** O
Please specify the currency you would like to be reimbursed in (and ensure that your bank account supportsiit)

Sort/branchecode . ; - . BIC/Swift code®**
Name of bank
Bank address

If you are aware of any additional information required in order to process international transactions within your country (e.g. Agency Code, Tax ID), please list below:

Swift code of intermediary bank (where applicable) |
* Forbank ransfer plegse provide bank detals.

*  Cheques payabie to the paliceholder will be sent to the correspondence address prowded in section 1.

==+ \fynur bank is within the EU, or ifyour specific country requires an 18AN (e.. Qotar, Saudi Arabia, Angola, Tunisia, Turkey), please supply bath your [BAN and BIC/Swift code to faciltate the payment of your claim.

Option2: Payment to medical provider {e.g. hospital, specialist)™** O
Please tick if direct billing has been previously agreed withus O

=+ |fyou hove notalrendy pord the medical previder.

Allianz ()

Allianz Worldwide Care




@ Claim details

A

Please complete all parts of the following table with the details of each invoice/receipt, making sure to include the amount charged. If your 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.

Description of expenseftreatment Diagnosis/medical condition

Provider's name

Amount charged/
currency

Has this bill been
paid by you?
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Yes BT No [l

Yes O

Yes O

Yes O

Yes O

Yes O

Yes O

Yes O

No OO

No OO

Ne OO

Mo O

Ne O

No O

Nod

No[J

No O

NoOJ

NeO

NoO

No O

No O

Ne O

NeO

NoO

No O

Mo O

Inwhat country did the treatment take place? Uﬂ‘T o

Has pre-authorization been obtained? Yes O NoO

If this claim is resulting from an accident or work-relored ifiness/injury and you hold any other insurance policy (e.g. car insurance), or if you are filing a claim or lawsuit against a
third party to recover the costs incurred os  result of this accident/injury, please provide details in a separate document,



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

clo

Name of doctor/specialist . [y - M1 ’ f"m-f-h -
Qualifications/credentials . C’(,Hl’“l Loa ﬁ.)‘)f s
Umte

Telephone number (inct country code andareacade) bd- 2524 ‘”r ]

Fax number (incl country code and area code)

Email

Applicable to physiotherapy/psychotherapy claims only. Please provide full referral details:
Telephone number (inct country code and area code)
Date of referral (Do/mw/vy)

Medical details
Indicate type of treatment received Elective O Emergency &l
Indicate type of condition Acutenz” Chronic 01

Please provide full details of the symptoms/medical condiition requiring treatment, including ICD9/10 code/DSM-IV

QAT Y oW sAxTNL Mo ESTENL NH
h Do022%20 PAMOR

£ CED ¥

On what date did the patient first present these symptoms to you? (00/Mu/¥y)

Onwhat date would the first onset of symptoms have been apparent to the patient? (DD/MM/Y) )
Has the patient suffered from this condition previously? Yes O NoET™ If Yes, when? (oo/mwivy)
Are you aware of any treatment given for this or any related iliness in the past? ves I NoO

If Yes, please provide details Ro oy cAawiAL TTeHATED
HMHONTE TOBM,

Is it likely to re-occur? Yes O NoO
Does it need rehabilitation? Yes O NoO
|sit permanent? Yes 0 NoO

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

Applicable to cases of pregnancy only:

Estimated date of delivery (DD/m/vY} 15 birth of a single baby expected?

KOB. R\ CegAc x€ED TooTH 1R

Acute episede of chronic O
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Yes 0 NoO
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If you answered No to the question above and twins/multiple babies are expected, is the pregnancy a result of medically assisted reproduction other than artificial insermination?

Yes O NeO
If Yes, please provide further details |

Applicable to dental treatment claims only:
Wias the patient suffering from dental pain at the time he/she visited you for treatment? YeSaZI/ NoO

Please sign and authenticate with an official stamp.

Doctor's signature |
Date (DO/MM/YY) 1 4.0 2,2 4,

Dr. Pearl Pinto
General Dentist

DENTISTREE DHA-04205785-00_3



References tainfarmation includes personal information given by you to G, in
your Applicatiun, Clair ar Pre-authofization Form andfer supportirig
docurnentsfinioemation we coltect i connection with products o services we
provide: Allianz Worldwide Care, part of thie Allianz Group, is the data consraller for
this information.. '

Uses: Personal inforemation may be-used foriksurance:admministration (g
underviriting, laims handling, fraud preventian]. We may use thied parties wo-
process data on our behalf. Such protessing is subject w-contractual restrictions
regarding confidentiality and securiy infine with Data Prinection abiigations.
Sensitive data: We need to coflect sensitive data relating to you _(é.g;.h_ea[m
detils), to assess insurance tarris andfor administer chaims. ‘

Disclosure; We miay shre your infarmatienwith dur agents; mernbers af the
allianz Grolp; other insurers and théir agents; service providers, any intérmediary
atting enyour behalf or.governing/regulatory bodies {of which we are a member
6r by which we are governed). In £éftain chrcumstances, we may use frivate.
investigators 1o investigate a claim you have subrmitted. '

Retention: We-are obliged to retain your records for six yéars from the date the
insurance refationship ends. We will nat retain your data for langer than negessary
and will hottd it oiry far the purposes for iwhich it was abtained.

Representation and Consent: By signing this forin vou conifite thatyou have the
authority to-act en behalf of your dependants in respect of all perstnal imfarmation
youprovide to s, and that you consent 16 the disclosure, processing,usage and
retention of this iformation in relation 1o yourselfand on behialf of your
dependants.

Acress: You have the right to request.and receive acapy of your persanal data hefd
by us. If.yowwish to do this, please wiite'1o the Data Protectipn Officer at the

address provided on this form or via dlientseivices@allianzwordwidecare.com.

Call recordin g<Calls to our Helpline will be recorded and may bemonitorgd for
trafiing, quality and regulatory purposes.

Birect miatketing: Personal data enffected by us will notbe used L0'CONEICT you for
dirert marketing purposes, unless you have consenied io this. ‘

i certify that to the'best of my knowlegge: this Clair 'ﬂ:irm"_does ot coneain 3y falsé, miskeading or incomplete informiation: { understind that ifvthe eventthat this claimis
found fa be fraudulent, in whle orin'part, the contract.will be cancelled from the date.of d iscovery of the fraudulent everit and | may be liablé to prosecutio..

I agree to waive any sighis that | may have o medical secrecyfonfidentiality in respect of my medical information and1 autharfse:my medical practitibner, hedith professionst
or 6thes felevant medical establishment.to provide selevant miedical infiirmation relating 1o mé if roauisted by Alianz Worldwide Care, its medica! agvisors; its appointed
representatives, or to any third party expen(s)in case of disputes, subject ko anylogal restiirtions which may apply.

If a minor:was treated, a parent ar-guardian:should sign this section.

Patient’ssignatue,

As the daimant,Fhereby aithorise

to act for dnd on my h_ehaifﬂin réE'.'a'E[Enh_“tﬁ iﬁé'_é'ﬁnﬁin'isﬂtré_ﬁo'n'6'{'1'11"[:5 chairm, which may include the disclosure of sensiiive medical infarviation.

Chaimant's signatue

Claimant’s printed naime:

Please send your fully completed Claim Form(s) withinvoicesfreceipts as follaws:

Scanand emaitto:  claims@allianzworldwidecareicom
Faxtor +353 16454033 _ _
Fostto: Claims Department, Allianz Worldwide Care, 15 loyce Way, Park West Business Campus, Nangor Road,

Dublin 12, Ireland.

Itis yaur resp onsibilty to retain any trigingl supporting documerto tion (e.g. medicol receipts) where copies are submitted to s, os we resérve te right fo request drigingl
supporting decumentation/receipts up-to 12 momths after claims setttement for fraud detection purposés. inaddition, we advise thatyou keep copies of aif Gorrespondencie
with U5 05 w cannbt bz freld responsitie for correspondence that does pot Feach iss for py reason that isoutside of our reasonable control,

Please contactoizr Helpline if you haveany__queﬁefs:_+353"l 517 ,6_9_8_8 oremail: client.services@allianzworldwidecare.com.

Far our fatest list of toll-free numbers, please visit www.allianzweridwidecare.com/toli-free-numbers

FRI-CF-Qatar-£44-0914



