BUPA GLOBAL

CLAIM FORM

IMPORTANT INFORMATION

Return this form with original, or copy invoices via email, fax or post to; info@bupa-intl.com, Fax: +44 (0) 1272 820 517, or post:
Bupa Global, Victory House, Trafalgar Place, Brighton, BN1 4FY, UK. Claims can also be submitted as eClaims via Membersworld.

Please ensure that all sections of the claim form are fully completed. Note that claims payment may be delayed if all sections of the claim form are not
completed in full. The form should be returned to us within six months of the initial treatment date. Please write clearly in black ink and BLOCK CAPITALS.

Please complete a new / separate claim form for;
o each patient o each in-patient / day-case stay o each medical condition o each currency

If you have more invoices, you do not need to send a further claim form. Just send the invoices with a covering letter stating the condition and payment
instructions. If the condition continues for more than six months, we may request a new claim form to be completed.

We are unable to return original documents, but we will be happy to provide certified copies on request.

1 PATIENT’S DETAILS

Patient membership number: Group name (if applicable):
Bl - - -

we | el |

First name: h’{._u C I A| A N

Family name: NO | alo (W |# fi

Other names:

Date of birth: il | o) Age last birthday:

Correspondence address:

oo ]

Street:

Town / city:

Area code: PO Box:

Region:

Country:

Email:

Telephone:

Is this your permanent residency address? Yes O No O

Do you want all future correspondence sent to this address? Yes O No O

Do you have a residence in the USA? Yes () No ()

In which country did the treatment take place? v ﬁ—L; F-’f.-f . ' .
What is the currency of the invoice? (72 ) ’
What is the total amount of the claim? e op ‘ [ [ ‘ ' l J ’ ‘ 1 ‘ ‘ ‘ ‘ 1 J ’




2 MEDICAL DETAILS

Medical Practitioner’s details:

I”‘“"‘” ’llhhvﬁ PO Lol | el bl wit o]y
EAddress: Sl | f ﬁ"tj! L l"/ﬂh’(.« pomt ”m lhbﬂlb*’ﬁ', M (s L v i ﬁ

Qualifications: Logl chnd L1 87 ONT 0 W N L-(-T |

Diagnosis: (o T wutl, wwuign,. antsd wwalr

-

{
Onset date when symptoms first noticed by patient:
When did the patient first see a doctor?
Details of treatment:
Details of operation:
Ty, B
Details of medication:
(L
\\‘ \ g
Dental treatment
Annual check O Preventive o O
Major restorative O Orthodontics L-Q/
l Accident / emergency treatment O
. |
Details of treatment: | (,w:@,,gl\“.q ;—m,wv,( i, Wehn A G Sdec [ forey
L v [

J J

Hospital dates: Admission date: 4 Discharge date:

Name and address of admitting hospital: Reference number:

| =
Name: | o[£ N[ T ¥ TOEE |oENTH | [clae

Address: | 1 Lol 0S| 4o fovk -

Telephone: ou\-lryfl,olq ?3/
Fax: == I I
emat | uphore vl dwtul dnls 18] it bl
Medical practitiongr's / ru‘(?surgeoﬁh'siﬁma( Premjani Date
gl Specialist Orthodontics
DENTISTREE  [JHA-00058483-003 4

CENTISTRFE DFNTAI 1 INIC v



FEOMBFM tRAE 1 oeesie e ase i e e e e ba e
wasinhospdal  from ..o
and this hospitab did not charge for accommaodation.

10‘.

The hospitat neads to stamp this claim form hére:

The hospital sh_ol_ild_ complete this section if you-have sfayéd in hospital overnight without'charge, and your plan i_nc'[udes a-Cash Bgnefit.

we wili reirburse you in the currency of your:subscriptions,

We: can Settfe clalns in over 80 currencies. In a few cases where we cannot settle in the currency requesled,

Wha wouild you like us to pay? fease ick one onfy)

Doctor /-haspital & Principal member O
‘Patient Q Group (if on a company plan) C}
Please complate either Section A.oF Section-B

Section A - Payment by chegue

In which currency would you like us to pay the cheque? (please tick one anly)

Currancy of your invoices Currency of your subscriptions Q

o Q

Currency-of your bank account

: b
k_} Please spacify this: I

Cheques payable to members will ba sent by past fo the corrspondence address provided on the front page,

Section B- Payment by Electronic Funds Transfer to a bank account

P
Pl

*In order to process. your payment as quickly and securely as possible, we strongly recommend that you provide both your IBAN and the

SWIFT code of your bank branch. Your bank will be able to provide you with this infofmation if hecessary.

We rezommend tAat bank transfers are made in the curency of vour-bank account. If you have asked-us ta pay the provider, and.an afinual dediichible applids
to.your cover, the deductible will be collected using your direct debit or credit card. We wilk instruct our banke té rechasge the administration fee relating to the
cost of making the electranic transter toius; but we carriat guarantee that these-charges. will alviays be passed back for us 16 gay. In the event that your local

‘bank maket a charge for-an electronic trarister, we will aim 10 réfund this charge. if we afe unable to pay direct to a bank account, or no aceount: details are
‘peavided, we will pay by chedue, Weroserve the.right to send any benefit due foan appropsiate person - for example, the executors &f the will-of someone whe

has died or the dependant on your membership who:has paid the bill



BARGENGCIAF- A0 T

Please read thisseetion carefully. as it sets out your fights undgr the Acdess o Medical Reparts Act 1988 and the
Access 1o Personal Files and Medical Reports (NB Crder 1991,

Inprder to process your clslim, we may need ta apply for aiedical report (rom. zny doctor who
hay attefided ynu To apply, we need youto give your consent by signing the declarition balow.

Moy can £hoose tromi three courses of action:
1 YO can geve yisur e 1 aritngut-asitng to see e doctor's.report befose i€ 15 sent to us. Tha report
wilf sher be ‘sent dirrctly ta s by’ th dncter.

- 2.0 gan gave ynur congent, but ask to sen any reacrl nt‘c'e itisvent Inus, m \\rhlch casg you Wil
have 2 daye,.ale

LR hi‘e !ne n:pnr‘ ¥ y-:u fali m =] Lad t'w dagtor w?fn 11 gy, he welil

* Iod 10 sond thiz tepart direct 1o us 1 Nl ¥OU Contact your doclor with ey v eaing
the reqo, Our fraust sive e doetorw, ! cmse"t pefarg e rarz release o to us. You may ask YT
dactar i changs this A Your doctor Tefuses, you can insist on adding
YOUr DN Lc"nmeni H
Sl you give NO4E GO b THinE & fRpOrE wzrr::ul indicating thal you wish tosee i, o
) ywr mind b,r mr‘\acmu }’0‘ r cuctnr he[m: l’w report is sent to us, in which case youwi
o e report o i your £oeumients

tN: e i 15 sear ks, or wr hulu y\‘r.;r comsent torits ’eieam

3. eu eain wilifiohd youpconsent but; ¥ you dn. piesse brac in i tat we sy be unabite to acept

Ot Ci

R ndicats Bhal v wist o see the roport
YOG AR A tnuy provsded thal yau ; sk BriT W
Boen suppliert to s,

T

15 8ent you bave the eght te azh,
% miorths of the repor) haying

Wh““" Br oy r 01

mu doctark; ‘entitiod fe wabihald soma ar &l of Ihe information cortamed i the renedIf EE) ho foels
ay be !1armfu= 40300 oF £57 It Wit 1ndicate Tes infonbiens in redpant of you ar (et weilin |
Fanother perstr withoot their songent (oiher than thal provided iy o hegith
profesmnal i Uiy prafessianl Capipeity i retalion Le your caned. Vour daclor may alse maks &
reasonable charge for bis services.

P undus.g e &

eirises anil TeCUEsts any nmssal specitst, nl\ysm an cht']er hmlth o'oude'
Eiey

| have toen arvised of my righis wner the Access 1o Med:bal Repans Act 1988 aid this Actess 1o
Parsent Fifes ans Madicst Reports (NG Order g,

Member detalls: Al rmimaershie moniments s o

Bupa Glabal Drata Protection Hotire

Purpuse‘ Dersonq[ data collectad on you. and where. aupmpnave yout fatnily, will be srsed by Bups,
Globif 1o pracéss vour ciaims, admiaister vois policy and may be Led Lo detect and prevent feut or
iMpLoper chims.

Confidantlality: The configntialing of natient and memier wiormaton 4 of pammennt contem to.He
s in the Buga Broun. To shs end, Bupa Tuily tompties with Data Srolection Legislatien and
Medigak Canfidential ity Gudelings, Supd sometithes uses thirg paroes 12 freess e onts e,
Such processng, which maybe undertakon outside the EEA, is sutyest 1o contractual restrictlons witt
tepard to conficzntialiy and secursy :n additicn to the chhaalions imposed by the Data Protacten
At

Madical information: Medical formatios vali be keps confdentil. 1twill. oy be disclosed 1o those
vl i h Your featment o garg, incliding your Genaesl FractioncyPrimany Heglth Tysy
to their agents: and, if applicat 10 1Y PEbHn Or- organlsah{Jn whin it e mspnnsuble Fir meeting
YOt fealrment Bxpenses, of:-their ggents, Cizims nformation mayf be discerssad. wili thé ﬁana okt
Agenifhdviser Whiern you hava Teguested thie Adviser b assist yolt

} Takion <} o Bave cfaall wilh any sl
Yol oy make Wi be sent 1o fhe paksipal member, :

Telephone ealls: [ thesnte rest of contifiuousty em urnung aur ATy
rerorded and may be moritored:

2 B0 rambiers, yaur call witl be

Research; fogrjrinsed of agarégated clald rray be usna by Bupa Glabai, or distipsed to ‘ptharg, fae
sesearch or statisticar UrMOSES,

Fraud: infarmat-on may be dl&ciosed Lo others withy weve.td Je'.fenung fravduinr av impraper

Names and addrasses; Bupa Global dees hat- makie th nanigs ard adoresses of mambers on patients

“iplafie 1o other ohganisalions:

Keeping yéu infarmed; Bupa Glitalwould, b oocasian, ke to beep Y infarman of Hupas producis
and serdves which it considars may ba of interest 1o yau

Contacl:':_lddres's: IF yeu do not sk te tereis information about Bufli 5 oroduets and services, or
i uuierios please wieike fo thi tead of Inta n Governance. sl Bupa
Hauise; 159 [-Slcmrnsb.xr\.r Way loadon WA JHA or.ar Datal rtactioniBiupd. Lo,

j'
i

| Patient's signature {Parant of guardian i pat:eru s under 15}

Telephone: +44 (03 1273 323 553

if you have any gueries regarding yourclaim, fog onta our website www.bupd-inth.cony/membersworld or contact.our custormer services team on:
© Fax:+44 (01273 820 517

Email is'usgd for your convenience andspeed, but we-cannot atways guarantee {he security of this method of communication. You need to.be‘aware that
sume companies.and countries do monitor email traffic. You riggd o Lake this into.accourit when choosing 16 use this method-of communicatian,

& Email; Info@bupa-inti.com

Please refer to your membership certificate for deta_ils of your insprer,



TAX INVOI

Reg TRN No- :  100529934000003
Facility Name ¢ DentisTree 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 1 INV-1C0D7964 Invoice Date : '16-08-2024
Doctor :  Pratik Premjani Department : Dental
PatientMame :  Muskaan Noronha MRN # : 3807
Age [Gender :  23Y-9M-18D/Female Type. : Cash
visit Date © 16-08-2024 Inv. Time . 19:15:02
: i =i LT : = : -
SiNo SE:;:E Treatment / Procedure T:‘o:h :;:_ ::; Qty! Gross |Discount V;:T An‘fg:nt' | Net
1 Invtit 'P”a“;;agﬁ: Lite- Down 3,000.00 11 [3,000.000000 0  l0.0000  [3,000.00
IGross Amount {in A£D) '3,000.00§
IDiscount {in AED) 0.00]
INet Amount {in AED} 3,000:00§
Tax on 5%(in AED) 0.00}
Total Amount(in AED) 3000.00)
{Paid (in AED} (Bank Transfer) 3,000,00|
Balarice {in AED) 0.00}
Advance Balance {in:AED) O.DOI

Prepared By: Gayle

Patient Signature o

Kindly note that this autornated and uniquely dated invoice Is payabie on this visit.before leaving the Center deposit will be automatically
deducted upon settlement.
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3,000.00 RECEIPT VOUCHER (No.REC-1007829) Date:16-08-2024.

Receive from Mr./Mrs./M/s. 3907 - Muskaan Noronha

The sum of Dhs. T'hre'e ThOUSand Dirhams and Zero Fils Only

By Cash 0.00 / By Credit Card 0.00 / By Cheque 0.00 / By Bank Transfer 3,000.00 / By Aliocated 0.00
Bank: Cheque No.. Date: 16-08-2024
Being

Made by Gayle




JAX INVOICE

Reg TRN No- : 160529934000003

Facility Name < DentisTree Dental Clinic

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

042529935 / 045641764 .

Invoice-l\i__o : INV-1COD8080 : Invoice Date : 30:08-2024

Doctor :  Pratik Premjani Department i Dental

PatientName :  Muskaan Noronha. MRN # : 3907

Age /[ Gender :  23Y-9M-18D/Female Type : Cash

Visit Date 1 30-08-2024 Inv. Time.. : 13:11:42
. VRTINS

ES_I No;Service Code Treatment / Protedure Tooth NoiUnit Price k_clty Gross iDiscountiVAT %{VAT Amount|{ Net l]
E 1 65. ORTHODONTIC MONTHLY VISIT 500,00 [1 [600.00{100.00 !0 0.0000 500._00'!
EGrt:nss..Ampunt_ {In AED)} GOD.OOI
IDiscount {in AED) | 100.00}
iNet ‘Amount {in AED} . - _500.00!
Tax on 5%(in AED) ' '  0.00)
Total Amount{in AED) 50000|
Paid (in AED) (Credit Card) 500.00]
{Balance {in AED) _ U_.OUI
Advance Balance {in AED) 0.00’

Prepared By Gayle

Patient Signature

Kindly note that this automated and umquely dated inyoice is payable on this visit before Ieawpg the Center deposit will: be'

tomatically
deducted upon séttlemént. [




500.00 RECEIPT VOUCHER (No.REC:1007973) Date:30-08-2024

Receive fram Mr./Mrs./M/s. 3907 - Muskaan Noronha
The-sum of Dhs, Five Hundred Dirhams and Zero Fils Only
By Cash 0.00 / By Credit Card 500.00 / By Cheque 0.00 / By Bank Transfer 0.00 / By Allocated 0.00

Date: 30-08-2024

Bank: Cheque No.
Being
Made by Gayle
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DENTISTREE DENTAL CLINIC
HPIRT RASHID
. Lo DBUBAI .
NS EG:10131p3e MIDy DACREI0ESD
DATET 30!0&_} ] TIHE:D $3140%3:39
SRLE
VISA{Contactless)

454793 nkkkAwE5D3

EXP: XE/Xx
PAN SEQ W 1 00

AATCH Koo 704 RECELRT W rD13356
REW CO1TE30680%L

AMOUNT: AEXD 530.00
. PLEASE DZBIT MY ACOOUNT

:1+] _S_IG:t RZQ!}_!_R;D_ FOR COWTACTLESY TEY
APPROVAYL CODE: G01010
AID: RODOGOROOILALL,

LABEL; Viga CHEDIT

THE: DEERODCGIT . PETY BLDL

AC: FIEEIOBLECAVORSR oIos sy

: THANK ¥oU o
CCOME AGKIN
<<CUSTOMER COEYS>
APP VEUSIONI1. 80

L U




