Submit your completed claim form and supporting documents online:
HRDirect > Profile > Remuneration & Benefits > Medical Benefits > Member Portal > Submit Reimbursement claim
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| declare that I am the patient’s treating doctor/dentist and that the
particulars given are to the;eyfmy knowledge true and correct
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Specialist OrtH
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I hereby authorise the Emirates Group to obtain any and all medical records, reports and test results, either in original hard-copy form or via
access to electronic data systems, as may be required to validate my claim. | consent to the Emirates Group disclosing my medical records, reports
and test results for the purpose of processing and validating my claim. In addition, | understand any such medical information provided to the
Emirates Group will be accessible to Emirates Group employees (including employees of wholly owned subsidiaries) on the Emirates Medical

e Portal via confidential log-in. ol
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TAX INVOICE

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
042529335/ 045641764

Invoice No +  INVZ1C008360 - Invpice Date : 28-09-2024

Doctor :  Pratik Premjani Department : Dental

PatientName: :  EvaFérrandes MRN # : 3329

Age/Gender :  11Y-9M-18D/Female ‘ Type. : Cash

Visit Date T 28-09-2024 Inv: Time v 1001522

ServiceCode]  Treatment/ Procedure  |Tooth No|Unit PricelQty} Gross |DiscountiVAT %|VAT Amount| Net E

: 1 ' 65 ORTHODONTIC MONTHLY VISIT 600.00 {1 1600.00{100.00 {0  [0:0000 500.00}
600.00]
100.00|

let Amoiint | . 500.00]

Tax on 5%{n AED) ' ) | 0.00}

Yotal Amounitiin AeD) N e 500.00|

[Paid {in AED} (Credit Card) s 500.00}

iBalance (in AED) T 0.00}

IAdvance Balance (in AED) S I 0.00}

Prepared By Joy

Patient Signature

Kindly nota that this:automated and umqueiy dated |nvaice is gayable on thls VISIt befnr'e [eawng the Center deposit wﬂl be automatlcally
deducted upon settlement. .




500.00 RECEIPT VOUCHER (No.REC-1008262), Date:28-09-2024

Receive from Mr./Mrs./M/s. ‘3329 - Eva Fernandes

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 D.00
Bank: Cheque No. | Date: 28-09-2024
Being

Made by Joy




