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Gender: Male [ Famale' L3

Date cf btr:h {num.wm L

Option 1: Paymentio policyholder T3
freferred paymerit fristhad: Bank transfer* T Chegue™ O3

Please specify the currency you would ke to be reimbursed in (and ensure thatyour bank accountsuppartsit) . L

Mame of bankaccount holder as shovatonyour banksiatement, 0 L

Acegunt number

- . O SRR RS J—— S SV VPP P S Sy J—

iyt are aware oi arly adduunnai rnformatmn reqwred inorder to pracess mternatlonal fransactions thhm your country {e.g. Agen:y Cud e, Tax 1D} please lise boicw

¥ Forbonk weqnsfer, plaié provite e gl

v Chequis poychiet i poftyfoldar il be sent o the corresponsdiénce adifress provdedin section 7.

iy bankis wilhin the L1 or ifyour specificcountryrequires an IBAN (e, Gutar; Saud Arofun, Angala, Tunisi, Tisrkey) plense supply buth your BN ond BIC/Swift code tn focikinie the pryment fvoor clairm,
Option2: Payment to medical provider (é.g. hospital, specialisg)*** {J

Please tick if direct hithng has been previouslyagréed with us £

= fjou hine agtaleddy poid e nedial pravids




@ Claim details A

plete all parts of the following table with the details of each invoice/receipt, making sure to include the amount charged. Ifyour invoicefreceipt
ot include the diagnosis/medical condition, please ensure that you provide us with this information below. If there is not sufficient space in the table
elow, please provide details on a separate page.

Please

Description of expense/treatrnent Diagnosis/medical condition Provider's name Amountcharged/ | Has this bill been
currency paid by you?

f{ e L) |<o$. 1o enhiiee tontn] | pey o~ \es T oD

__._ap\nj_ oS~ adal}, _ | | PP R

L{ 07 . ¢ Yes O NoO

Yes O NeO

Yes O NoO

Yes O NoO

Yes O NeO

Yes O NoO

Yes 0 NoO

Yes O NoO

Yes O Noll

YesOd NoO

Yes O NeO

Yes O NeO

Yes 0 NoO

Yes O NoO

Yes O No[d

Yes O NoO

Yes O NoO

..... YesO NoO

..... Yes O NoO

Yes O NeO

Inwhat country did the treatment take place? | Lﬂ-{ !
Has pre-authorization been obtained? Yes 0 MNoO

f this claim is resulting from an accident or work-related illness/injury and you hold any other insurance policy (e.g. car insurance), or ifyou are filing a claim or lawsuit against a
third party to recover the costs incurred as a result of this accidentfinjury, 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 doctorfspecialist ., v moduty .0 Uy
Qualifications/eredentials . (gAnerul  funhe T .
Nameofhospitalfclinic iy il . Mf‘“] LN, | L
address | P gl forT Wdint. M‘lal _a N JLW £, Himes M1, Pnewah |
P Puhmt' 7 i A — . b e e e e S B
Telephonenumber{m!.mumrycodemdareacnm - M yf }(M ]f
Fax number (incl. country code ond areu code) e
emal | Aepyni e Ao amu @ 4 el -
Applicable to physiotherapy/psychotherapy claims only. Please provide full referral details:

Name of referring physician
Telephone number (inc! country code and area cods)
Date of referral (popmryy)

/@ Medical details y

Indicate type of treatment received Elective OJ Emergency O
Indicate type of condition Acute [0 Chronic O Acute episode of chronic O
Please provide full details of the symptoms/medical condition requiring treatment, including 1CD9/10 code/DSM-IV

Kbg 6 Dq’vh\»s (qctfc\tw\-.ﬁj 3y l—-u{. e -
e Posheraphie coler. clner el ob ab"‘ﬂ']l hard hscuss

t(og 16 CLro\»\t : 9}‘rj‘1u’1})l 5 Pfazh‘_ \hfl\hwi

On what date did the patient first present these symptoms to you? (0o/sm/yy) - 1| R
On what date would the first onset of symptoms have been apparent to the patient? (po/mw/vv) i i

Has the patient suffered from this condition previoushy? Yes O MoO IfYes, when? oMmyvy) . |

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

If Yes, please provide details

Is it likely to re-occur? Yes O Nel

Does it need rehabilitauon? Yes O No(
Is it permanent? Yes O NeoO

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

Applicable to cases of pregnancy only:

Estimated date of delivery (Doimavy} | x " : Is birth of a single baby expected? yes O NeoDO

Ifyou answered No to the question above and t\Mnslrnquple batues are expected, is the pregnancy a result of medically assisted reproduction other than artificial insernination?
Yes O 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 O No O

Please sign and authenticate with an official stamp.

Official stamp of

\) Dr. Mostafa Abdalla A |

General Dentist
DENTISTREE DHA-00222048-001 /%,,
Doctorssichatmez 4 TISTREE DENTAL CLINIC

Date (oo/M ,




References to information iricludes persanal information given bityou té us, in
your Application, Claim or Pég-authofization Form and/far suppaiting '
documnentsfinformatianwe coflectin connection.with products or services we
provide. Allianz Worldwide Care, part of the Allianz Group, is the data controller for
this informatich. ' .

Uses: Personal informatinn may be Used 167 insuranice administration {e.g.
undepwriting, clatms handiing; fraud prevention), We may.use third parties to
firocess data on our benall, Such processing is subjecs o contractual festacting
-regardm i confidentiality and security inline with Drata Protection abiligations.

- Sensitive data Weneed to collecs seasiten data relating to you (e g. health
details), 1o assess insurance Werms andyor adininister clajms.
Disclosure: We may share your information with gur agents, rhembers of the
-Allianz Gristsp, therinsurers and theiragerits, service providers, any intermediary
acting.on your behalf or govemning/regulatary bodies (of which we are a member
or by which we are goverried). bn gertain cirCURmstanees, we may use private
investigators Lo vestigate a claim you have submisted,

Retention: We are obliged to retain your records forsix years frorn the date the
insurance rélationship gnds. We wilt nat Fetain your data for fonger than necessary
and will fiold itesty for the purposes for which it s ofitained.

Representation and Conserit By signing this form you confinm that yod have the
authority ko act o behalf of yaur deperdants in respect of all personal information
yOU provide to bs, and thatyod consent 1o the disclosure, protessing, usage and
resention of this inforrnatian in relation to yoursell and on behalf of your
dependants.

Access: You have the right ko requestand receive a copy of your personal datahelt
by us. If your wiish to da this, please write to the Data Protection Dfficer ac the
address provided on this form 6f.vid dlientservices@allianzwarldwidecare.com,

Call recording: Calls to our Helpfine wall be recolded and may.be monitared far
teaining, quality and requlatary purposes.

Direct marketing: Personal data collected byus willnds be used to.contacLygu for
directmarketing purpases, unless you have consented o this,

| ceenify that'to the best of my knowdedge, this Claim Forrm does not contain any false, mislzading orincomple:e'informa’tiuri;l understastel that in the vent that this elaimils
found to be frauthitent, in whole o in'part, the coritract will be cancelled from the date of discavery of the lraydulentieventand | may be'liable to prosecution.

1 agree fo waie.any rights that fmay have'to metical sotr cey/canfidentiality in respect of my medica! inforenation and | authorise my medical practitianer; health prpfession
‘or tther relevant migdical establishmint ty privvide relf:\ra nemedical inforfation relating to me, if requested by Alfaniz Warldwide Care, its, rielical achisées, irs appainied
representatives, of t-any third party. experl(s) incase of disputes, subject to any legal restrictions which mmay apply.

Ifa m'ino_twas treated, 2 parent argu ardian shauld:sign this section,

Asibig chaimant, | hereby aothorise

o at fnr and onmy ‘benaif in retatlon toithe admmnstratron af :has danm wﬁu:h may :nclu e thie digclo

Claimany’s s:gnamre r i

'a;mam sprntedname

LDalemaey ¢ s

medical information.

Date (oo |

Please send your fully completed Claim Form(s) with invoices/receipts as follows:

Scanandemailto:  claims@allianzworldwidecare.com
Fax oy +353 1'645 4033
Post te: Claims Department, Allianz Worldwide Care, 15 loyce Way, Park West. Business Campus, Nangor Road,

Bublin 12, Irefand..

fiis your respansibifity 10 retain any originol supporting documentatioag (e.g. medical recefpls) where copies aré submitted tous, as.we reserve the right to request origingl
stpporting. documenmmn,’receaprs up ko 12 months ofter claims séttiement for fraud detection purposes: in oddition, we advise thatyou keep copies of afl correspondence
with us'as we connot be held responsible for correspandedice that does not reach us for any regson tht Js autstdd of our rensohahle controf.

Please contact our Helpline ifyou have any querfes: +353 1 517 6988 orematl; client.services@allianzworldwidecare cam.

For our fatest fist of toll-free numbers, please visit: m_nrw.a!EIanzwor!dWide_care.co_m,"'tcll-_f're_e-'numbgrs

FRM-CF-Qatar-EN-514



