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Claim Form

form (in PDF

© Policyholder's details y |

Policy Number

fistoame ¢ hogwd Bt igh. nmnAra
Sumame h’\l V. -
Qa_teof.b-'nhfvwm A1 1o 1o,

Latest correspondence address

Telephone number finct cauniry code and areq code)
Ermail

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

First name |
Surnarme | . ; i et e
Date of birth ooy . T GCender: Male O Female O

© Payment details A

Option 1: Payment to policyholder (I

Preferred payment method: Bank transfer* O Cheque*=0O

Please specify the currency you would like to be reimbursed in (and ensure that your bank account supports it)
Name of bank account holder as shown an your bank statement

Account number )

IBAN (where required)*** . — 3
Sortfbranchcode, i ) . BIC/Swift code**
Name of bank

Bankaddress |

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)

* For bank transfer, please provide bank detadls,
" Cheques payobie to the policyholder wall be sent to the corresp ) ded in section 1.
** lfyour bank s within the EU, r if yourspecﬁcwunuyreqwesan 1BAN (e.g. Oamr SaudiArabia, Angola, Tunisia, Turkey), please supply both your IBAN and BIC/Swift code to faciltate the payment of your claim.

Option 2: Payment to medical provider (e.g. hospital, specialist)*** 0O
Please tick f direct billing has been previously agreed with us [

*** ifyou have not alrendy paid the medicol provider

Allianz (i)

Allianz Worldwide Care




@© Claimdetails y

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.

Drescription of expenseftreatment Diagnosis/medical condition Provider's name Amount charged/ | Has this bill been
currency paid by you?

Ko2. 52+ | D23az Denvietres [ Mg ggp |

Koz .62 Reson - L5aned ) o

mpoule I

me(m oo L) | | [

Yes O NoO

Yes O NoOl

Yes O NoO

_ Yes O NoO

Yes O NoJ

A e 4 el on

Yes O NoO

Yes O NeO

_ _ Yes 0 NoO

Yes O Nol

Yes O NoO

i _ YesO NoO

Yes 0 NoO

Yes O NoO

‘ Yes O NeDO

Yes O NoOJ

...... . D o

In_whatcquntrydidthe__t__reatmenttake place? . '_D kf\_’i?b ’:\ 1 C L\ < A - h‘_] o

Has pre-authorization been obtained? Yes O NoBE™

If this claim is resulting from an accident or work-related iflness/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 accidenit/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 y

Name of doctor/specialist | fly . ltar | ﬂ;b .

Qualifications/credentials . W“\ M"\’\LT =

Name of hospitalfclinic | r%hs Mt Mh‘ - - =

Addess 1) £jy) Pet M8 E]Hfl W wh hwea M| | perah |, by 0hT
,Telephonenu;nber(mcr (ounﬂycodeandw;?ocnde} ) ﬁu M‘L ‘H aﬁ’ - -

Fax number (inct country code and area  code)

emal | dyfkee danbal clin il f @ gl -
Applicable to physiotherapy/psychotherapy claims only, Please provide full referral details:

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

Date of referral (L

© Medical details y

Indicate type of treatment received Elective =~ Emergency OO

Indicate type of condition Acute O Chronic ™ Acute episode of chronic O

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

KO . B2 & KO2Z .62 / FOOD TWPACTIONW BETWESW

AT S TEETN, _SWOLLES GURN . afPERX R1IOWMT
HLEE T.\’\.-

On what date did the patient first present these symptoms to you? (oojmmv) 1111 .02 2

On what date would the first onset of symptoms have been apparent to the patient? (oo/mm/ry) :

Has the patient suffered from this condition previously? Yes O NoO If Yes, w_hg_n?{nomwm

Are-you aware of any treatment given for this or any related illness in the past? Yes O NoO

If Ves, please provide details

Isitlikely to re-occur? Yes O NoO

Does it need rehabilitation? Yes 0 NeO
Is it permanent? Yes O NeO

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

Applicable to cases of pregnancy only:
Estimated date of delivery (po/wmyyy) i . | | Is birth of a single baby expected? Yes O NoO

Ifyou answered No to the question above and mns{muluple babies are expected, is the pregnancy a result of medically assisted repraduction other than artificial insernination?
Yes O NoO

I 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 Bl No Ol

Please sign and authenticate with an official stamp.

ﬁ}@ﬁg Bt. Pearl Pinto |
Douyssgione: K‘ General Dentist
Dateoomawyy) |3 DENTISTREE2 DA-04205785-003 b AR E ]

DENTISTREE DENTAL CLINIC




References to information includes persanal information diven by you ta us, in
yourApplication, Ctaim or Pre-athorization Form andfar supjoriing
documents/information we collect in cornectionwith prodeicts or services we
provide. Allianz Worldwide Care; part of the Alliariz Group, is the data coritrgller for
this nformation.

Uses: Personal information may be used lar fnsurance admiistration (e.g.
undenwriting, claims handling, fraud prevenition), We raay use third parties to.
protess data on our behall Such protessing is subjeer to contractual restrictions
regarding confidentlality.and security in fine with Data:Protection obligatians.
Sensitive data: We need to colfect sensitive dara relating to you (2.0, hedlth
details), 10 assess insurance rera; andfor atlmitiisier clairms, '

Diselostire: W may share yourinforfmation with dur agents, merribers of the
Allianz Group, bther insurers and their ageris, service providers, anyinte rmediary
acting on your behalf o goveming/requiatary bodies (of whichiwe area imermbér
‘or by which w are governed}, In ceftdin dircumstances, we may use private

- investigators to invéstigate a daim your have submiitted,

Retention: We are obliged o retain your iecards for stxyears frory the date the
insurance refatipnship ends, We wilf not retaifi your data for Isnger than necessary

-and will hald it anly for the piirgiases for which iFwas obiained,

Representation and Cansent: By signing this form you confirm thatyou have the
autherity te act on behalf of your dependantsin respect of all pefsohal infarmation
you provide to us, and that yo tonsent tthe distlpsure, processing; usage.and

-rétentic_in' afthis information in refation to yourself and orbehalf af your”

dependants;

Access: Yau have theright to request and receive a copyof yairr perianal data held
by us. [fyou wish 1o do this, please write to.tlie Data Protection Officor at the
Address provided on this form or via dientsenices@atiia nzworldwidecare com.
Call recording: Calls to our Help’line_ will be recorded anid may bemonitored:for
treining, guality and regulatary purposes,

Direct marketing: Personal daia collecied by us will niot be used to contactyou for
diréct marketing purposes, unless you have consented to this.

{ cerafy that to the best of my knowded e, this Ciaim Formdoes nat contairr any Faksa, Fisleading or incomplete infarmatidn, | undersrand Ehat in the evenitthat this daimis
found ts be fraudulent, in whole grin prg, the contizet will be cancelléd from the date of iscovery of thefraudUlent eventand | may be iable to prosecution.

{agrew 10 walve any rights thar | may have wmedical seceecy/confidentdafity invespact of my medical information and Fauthorise my medical practitioner, health professional
Aoratharrelevant medical establishient 16 privide relavant medical infarmation selating to me, if requested by Allianz Worldwide Care, its medical advisers, its appointed
represtntatves, or ko any third pary expent(s)incase of disputes, subjecs to ny legal réstrictions which miay apply.

if 3 minor ivas treated,a parent or guardian shiould sign this section,

Pagerntssignare o

s the claimant, | hereby authorise

L DBELODMYYY s

i el

to act for and an my behialf in rélation to the adminiswatian of this ctairm, which miy include the disclosure of sensitvemedicalinformation,

Claimane's signatyre QRCCOMMIY) o

Claimant’s fiife

d fame -

Please send yourfully completed CIaEm-Fur_m'{s) with-inv_oi_‘ces_;’receipts as follgws:

Scanandemailter  daims@allianzwerldwidecare.com
Fax to: +353 15645 4033
Posttg:” Claims Bepartment, Alianz Worldwide Care, 1 5 Joyce Way, Park West Business Campus, Nangor Road,

Dublin 12; Ireland.

i35 your Fesponsibility to retair any eriginel supperting docum entotion (e.g.medicol retefpts) where capies are submittei to s, ds we reserve the right to request origing!
supporting docurnentation/receiptsup'ta 12-homhs ofter clairs settlement for fraud detection purposes. in addition, we advise that you keep copies of oll correspondence
-With us 0s we canntt bé held résponsible for correspondence that does not reach us for.any reason thut s agside of our reasopable conirol,

Please contact our Helpline if you have any queries: +353 1517 6988 or email: c!‘t'en_t.se[v_ices@a|Ii'anzwor_ld'wid_eca're._tom.

Farour latest list of toll-free numbers, please visit: www.allianzworldwidecare:.cormnytoli-free-numbers-

FRI-CE-Qatar-EN-0914



