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Section A: To be completed by the insured member
Patient Details
SAICOHEALTH Member No.: Employee No.:
Patient Name:  AAYUSH VAR Duan Date of Birth: 24 /o / 200)
Email Address: Mobile Number: O 2, 319 G2
Treatment Details i
Country of Treatment: Date of Treatment: oa / 09 } 2024
Date First Seen:
Breakdown of Expenses (required)
Currency of Expenses a Q.J .
Doctor’s Fees (Consultation)
Medicines
Others (lab, x-rays, dental, vision, etc.)
Total Amount Claimed Qé 6 0

Beneficiary Details

Pay to (Beneficiary Name):

IBAN (Mandatory) — If IBAN is not applicable in your country, please provide
bank account number:

Bank Name and Branch Details:

Note: Reimbursement claims should be submitted to the Insurer within 90 days from the treatment date if the treatment is availed outside the country of
residence, and within 60 days from the treatment date if treatment is availed within the residence country

Authorization: | the undersigned, hereby certify that all answers and all
documents submitted with this Claim form are complete and true. |
hereby authorize any doctor, hospital, clinic or medical provider, any
insurance company or any other company, institution or any other
person who has any record or any information about me and/or any of
my family members to provide SAICOHEALTH with

the complete information, including copies of their records with
reference to any illness, accident, treatment, examination, advice or
hospitalization. A photacopy of this authorization shall be taken as the
original.

Signature:
Date:

Section B: To be completed by the provider.

Patient Mame (CAPITALS): Age:
: ’ 205, .00 RCOTE (ING{UTNE, T TREUE BOCED
Diagnosis (CAPITALS): {‘/0 ;?m 0 1 RENERURLE PuLPiTie [ 1CD:
Type of Treatment: ) 0 'fi 1 P5 o P\p} Ia‘u 5
D Ruin baged BELIDgohOUh gw =&
Date of illness (Datefirst seen: ) Accident (Date; Time: )
(Cause: )
Pregnancy (Date of LMP: | Hospitalization: (Date Admitted: )
. {Date Discharged: )
PHYSICIAN'S DECI.AMTITJ | cemfy ﬂ'nat the Medjcai semﬁ“‘ghbwmhnﬁ m were medically indicated and necessary for the health of the patient.
,.-“;I
Physician’s Stamp: 1.1 Signafure: 1‘? \&- D W Date: 2. l "T | 2 {‘f
DENTIOTHE .&;__C.Attachmenis‘ké uited
®  Invoiceswithproo uﬁpwmmhthe name of the patient L

Doctor’s prescription for medicines, lab tests, x-rays, etc.

Copyof patient’s SAICOHEALTH ID card.

Pharmacy invoice clearly showing name of medicine, quantity purchased, and price of each medicine.

Medical reports, operative notes, discharge summary, progress reports etc.

Note: Detailed requirements are specified in the claims reimbursement checklist, kindly refer the same for accurate submission

Section D: Contact Information

Email: customerservice@saicohealth.com
Please reference your SAICOHEALTH ID card for local phone number




TAX INVOICE

RegTRNNo  :  100529934000003
Facility Name :  DentisTree Dental Clinic

Address 1 P0.Box.23581, Ground floor, Shap 3, Was! Port Views 8, Al Mina Road, Jumeirah 1, Dubai
042529935 / 045641764
Invoice No ¢ INV-1C008130 : Invoice Date : 02-09-2024
Dactor 1 Rutul Desal’ Department: : Dental
Patient Namie :  Aayush Vardhan Amit Vardhan MRN # : 4115
Age/Gender :  22Y-10M-11D/Male ' “Type : Cash
Visit Date : 02-08-2024 Inv. Time : 18:13:55
= -, : . : :
Sz::;e Treatment / Procedure T:?:h ' ::; Qty| Gross {Discount V;T | An\:::n " Net %
D330 {panoramic film “Boooo {1 Boooojsooo [0 [o.occo [250.00)
D1110. jprophylaxis - adult 350.00 {1 {350.00{100.00 [0  {0.0000 250.00}
3 | pagoy [esinbased composite -one surface, 36500 1 [365.00{15.00 |0 {0.0000 35_0,005
posterior
{Gross Amount (in A€D) | 1,015.00}
IDiscount {in AED} 165.00}
INet Amount (in AED) 850.00}
Tax on 5%(in AED) : -0.0DI
Total Amount{in AED} 850'.-00]
IPaid {in AED) (Cash) 850.00|
[Balance (in AED) 0.00|
Adivance Balance (in AED} 0_..00{

Prepared By Trixcel Calog s

‘Patient Signature

Kindly note that this autsmated and uniguely dated'invoicé is payable.or this visit before leaving the Center deposit will be automatically
dedusted upon. settiemant. _— :




850.00 'RECEIPT VOUCHER { NO.REC—-‘IGOSOEFII\“ Da_te:M-OQ-ZDZd
Receive from Mr/Mrs./M/s, 4115 - Aayush Vardhan Amit Vardhan

The sum of Dhs. Eight Hupdre_d Flfty Dirhams and Zero Fils Only:

By Cash 850.00 / By Credit Card 0.00 ./ By Chegue 0.00 / By Bank Transfer 0.00 / By Allocated 0.00

Bank: Cheque No. | _ Date: 04-89-2024

Being-

Made by Trixcel Calog.




