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350.00 RECEIPT VOUCHER {No.REC-1007931}) Date:25-08-2024

Receive from Mr./Mrs./M/s. 4086 - Erica Rose Francisco

The sum of Dhs. Three I'-Il:mdred:_Fiftv Dirhams and Zero Fils Oniy
By Cash 0.00° / By-Credit Card 350.00 / By Cheque 0.00 / By Bank Transfer 0.00 / By Allocated 0.00
Bank: Cheque No. _ Date; 25-08-2024
Being.

Made by Joy




TAX INVOICE

Reg TRN No 100529934000003

Facility Name DéntisTree Dental Clinic

Address. P.0.Box 23581, Ground floor, Shop 3, Wasl Port Views 8, Al Mina Road, Jumeirah 1, Dubai

042529935 / 045641764

Invoice No INV-1C008042 ~ Invoice Date s 25-08-2024
Doctor Peayl Pinte Depariment : Dental

Patient Name Erica Rose Francisco MRN # : 4086

Age / Gender 31Y -:8M - 6D/ Female Type : Cash

Visit Date 25-08-2024 Inv. Time 1 18{08:02
P TR 1 T S 5 o
Ei'S_I ‘No| Serviee Code | Treatment / Procedure |Tooth No Unit Price {Qty] Gross | Discount | VAT % | VAT Amount
1 D1110. {prophyliaxis - adult I3s0.00  l1 1350.00 0.00 0 0.0000 ;
lGross Amount (in AED) '
IDiscount (in AED)

Net Amouitt in AED)

Tax on:5%iin AED)

Tofal Amount(fn AED)

EPaid {in AED) {Credit Card)

"Balance (in AED)

Advance Balance (in AED)

Prepared By lJoy

Patient Signature

Kindfy note tha
deducted upon

t thig autormated apd uniquely dated irvoice.ig payable on this visit before leaving the Center deposit will. be automatically

settlement.




References ta infohmiation includeés personal infotration given by you to Us, i
your Apglication, Clairm or Pre-authorzation Form andfor supporting
documentsfinformation we collect in conpection with products or services we
provide. Aliianz Worldwide Care, part of the Alianz Group, is the:data controller for
this informatien.

Uses: Personal information may be used for insurance administration {e.g.
-undepwiitirig, claims handling, fraud preventior), We miay use third parties to
process data'on our bahalf, Such processing issubject to contractul restrictions
‘regarding confidentiality and sezurity infine with Data Protection obligations,
Sensitive data: We neéed o callect sensitive data relating toyou (&g, health
details), to assess ipsurance terms andfor adrpinister claims.
Disciosure: We may share your informiation with our agents, members of the
Alliainz Group, other insurers and their agents, service providers, any intermediary
‘eting on your behalf or governing/regutatory bodies {of which we are a mernber
or by which we are governed). In certaln circurnstances, we may use private
investigatars to frivestigate a claim you have submitted,

Retentign: We dre obiiged to retain your records for six years from the date the
insurancé relationship ends. We will not refain your data for longer than necessery
and will hold it only far the purposes for which it was obiained,

Representation and Consent: By signing this farm you confirm that you have the
authority to act an behalf of your depentants in respect of al personatinformation
you provitie.to us, and that you consent ta the disclasure, processing, usage ahd
reiention of this infornation in refation.to yourself and an behalf of your
dependants.

Access: You havé the right to request and fereive 2 topy of your personal data héld
by us, ityou wish to do this, please write tothe Data Protection Officer at the
address provided on this.form or via dientservices@alllanzworldwidecare.com.
Call recording: Calls ta our Helpline will be recorded and may be manitored for
training, quality and regulatary purposes.

Direct marketing: Personal data collected by uswill not be used to contact you for
direct marketing purposes, unless you have cansented to this,

1 certify that to the best of my knowledge, this Claim Forrm does not contain any fake,’migleading arincomplete informatio n.}understand that in the event that this claimis
tound to befraudident, in whole or in part, the contract will ba cantelted from the date of discavary of the fraudulent event and | may be Fable to prosecution:

| agres to walva any rights that | rmay have to medical secrecyftonfidentiaityin respect of my medieal information and | authorise my iiedical practitioner, health professional
arother relevantmedical establishment to provide relevant medicatinformation refating o me, if requested by Altianz Worldwide Cars, its medical advisers, fis appointed
-representaties, or to any third party expert(s}in-case of disputes, subjéct to any legal réstrictions which may apply.

if a mincrwas treated, a parent or.guardian should sign this section.

Patientssignature

Asthedaimant, hereby aithorise

Date (Doy/MstfyY) -

i act forand on my behalf n relation to the admiristraion of this clairn, which may includéthe disclosure of sensitive medical information,

-Chaimant’s signature
‘Clajrant's printed name

Diate (oMY} .

Piease send your fully comripleted Claim Formi(s) with invoices/receipts as follows:

Scanandemaitto:  claims@allianzworldwidecare,.com
Fai to; +353 16454033 _ _
Past to: Claims Department; Allianz Worldwide Care, 15 Joyce Way, Park West Business Campus, Nangor Road,

‘Dublin 12, Irgland.
itis yaur responsibility to fetai any Grigiinel Supparting documentation {e.g, medjcal receinits) where ogiies are submitted to us, as we resérve the right to réqueést original

supporting docurnentation/recelpts up o 12 mariths ofter claims settlement for fraud detection pufposes. In adelition, we advise that you keep copies of all carrespondence
with ug as we cannof be held responsibié for corréspondente thirt doés ot reach us for any reason that Ts outside of our reasonabie control

Please contact our Helpline if you have:any queries: +353 1 517 6988 or email: client.services@attiznzwortldwidecare.com.

For our fatest fist of Yoll-free numbers, please visit: wawallianzworldwidecare.comjtoll-free-numbers’

FEM-CF-Qatar-EN-0314




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

Nameof doctorjspecialit = DR . PERRL  P\wW1D

Qualifications/credentials ~ SEpJERAL  DENTICT

Name of hospitalfclinic  HENTICIKEL  EWNTAL  CAINIC

nddress | Sio? $3 , BDed ML WATL PORY viewS, AL MWA  ROAD ,JUMEIFAH 1
PV P~ L At

Telephone number (incl, country code and area code) 04 792 g9 36 / 05T E0L4 366

Fax number (incl country code and area code)

tmal  Denhshvee dentrlclinic 4@ gmni | - o

Applicable to Mﬁﬂ.{mﬁ_ﬂgﬂmdjigs only. Please provide full referral details:

Name of referring physician | @ \ E AR L (P TrT0

Telephone number incl. country code and oreg code)

Date of referral o) 2. 5 O% 2 4y

i

/
i
/

©® Medical details | y
i
Indicate type of treatment received Elective O Emergency O
Indicate type of condition Acute O Chronic O . Acute'episode of chronic O
A

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

On what date did the patient first present these symptoms to you? (00/MM/YY)

On what date would the first onset of symptoms have been apparent to the patient? (Do/MM/YY)

Has the patient suffered from this condition previously? YesO NoO If Yes, when? (DD/MM/vY)
Are you aware of any treatment given for this or any related illnessin the past? Yes O NoO

If Yes, please provide details

Is it likely to re-occur? Yes O NoOl
Does it need rehabilitation? Yes O NoO
Is it permanent? Yes O NoDO

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

Applicable to cases of pregnancy only:

Estimated date of delivery (op/mmyvy) Is birth of a single baby expected? Yes O NoO
Ifyou answered No to the question above and twins/multiple babies are expected, is the pregnancy a result of medically assisted reproduction other than artificial insemination?
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 OJ Nn.EI/.

Please sign and authenticate with an official stamp. /g
R

7 Dr. Pearl Pinto

|
¢ oY ral Dentist | |
£ - General bent .- ! N
. ' AeIeB-003
Doctors signature ,D R . l Q_O-’l \ \—&:I"" penTisTREE DHA-042C5/53-V04 ‘

DENTISTREE DENTAL CLINIC |

Dane(uumum?’. 7.5, 0\ LL‘«



@ Claim details

y

Please complate all paris 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 thetable
below, please provide details on a separate page.

Description of expenseftreatment

Diagnosis/medical condition

Provider's name

Amaunt charged/
currency

Has this bill been
paid by you?

DWW

O sed ,?Ml\,\@lgcua
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YA NoD

Yesd NoO
Yes O NoOl
Yes O No
Yes O NoO
Yes O NoO
YesO NoO
Yes O NoD
Yes O NoOl
Yes O NoO
Yes O NeO
Yes O NoO
Yes O NoO
Yes 0 NoO
Yes O NoO
Yes O NoO
Yes O NoO
YesO NoO
YesO NoO
Yes O NoO

Yes O NoO

Inwhat country did the treatment take place? ’DL& LAY

Has pre-authorization been obtained?

Yes O No[

VA&

Ifthis claim is resufting from an accident or work-related iflness/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 accident/injury, please provide details in a separate document.



Download our
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

International Healthcare Plans for Qatar

Claim Form

Please complete this form in BLOCK CAPITALS. For your co ence, this form (in PDF
format) is available on our website: www.allianzworldwidecare.com/cfq

@ Policyholder's details y

Policy Number : _
Fistname £ &\ A ROGE
sumame | TRANCNS (O
Date of birth (Do/mmM/vy)

Latest correspondence address

Telephone number {incl. country code and area code)
Email

@ Patient's details (if different from policyholder) ‘

First name
Surname

Date of birth (oD/MMiYY) Gender: Male O Fernale OI

© Paymentdetails : y

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 supports it)
Name of bank account holder as shown on your bank statement

Account number

[BAN (where required)***

Sort/branch code 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.q. Agency Code, Tax ID), please list below:

Swift code of intermediary bank (where applicable)
*  Forbank transfer, please provide bank details

= (heques payable in the policyhalder will be sent to the comespondence address provided in section 1.
== (fyour bankis within the EU, or if your specific country requires an IBAN (e.g. Qatar, Saudi Arabia, Angolg, Tunisia, Turkey), please supply both your 1BAN and BIC/Swift code to facilitate the payment of your claim.

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

*=* Ifyou have not already poid the medical provider.

Allianz @)

Allianz Worldwide Care




