Reimbursement Claim Form

Dental

Submit your completed claim form and supporting documents online:

onata

THE EMIRATES GROUP

HRDirect > Profile > Remuneration & Benefits > Medical Benefits > Member Portal > Submit Reimbursement claim

Section A - Employee Details
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I declare that | am the patient’s treating doctor/dentist and that the

particulars given are to the best of my knowledge true and correct

Signature and Stamp

Signature . Date ( / ! .
R\ peso 6’ <Y | el
s i ]
/-_ i
T mm I T e el e e L e T T R S e e e e e e R e,
Section £ - Patient / Spouse / Guardian Signature

1 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
Benefits System Employee Portal via confidential z'ogic?:.

Signature Date f F

Section D - Employes Checldist
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] [ Payment receipts with costs breakdown
= Copy of x-ray film (.pdf) -
| o Medical report and prescription .
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Published 22 Jan 2020 ‘ersion 1 Updated 22 January 2020



TAX INVOICE

Reg TRN No : 100529934000003

Facility Name DeéntisTree Dental Clinic
Address. : P.0.Box 23581, Ground floor, Shop 3, Was! Port Views 8, Al Mina Road, Jumeirah 1, Dubai
042529935 / 045641764 |
Invoice No : INV-1C008166 Invoice Date : 06-09-2024
Doctor : Rutul Desai Depariment : Dental
Patient Name  : Ana Gajic MRN & ¢ 2664
Age fGender :  36Y-7M-6D/Female Type : Cash
Visit Date H 06-08-2024 Inv. Timie: : 16:53:26
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1 oo [ ey b pamools fuoodooo o powo [ramod
EGross_. Amount {in AED) 1,200@0'
ED_is_count' {in AED) D‘OOI
INet Amount (in AED) 1,200:00|
ax on 5%{in AED} 0.00]
Total Ameuntin AED) 1200.00}
IPaid (in AED) (Credit Card) 1,200.00|
[Balanice {in AED) 0.00]
Advance Balance {in AED) D.DDI

Prepared By Gayle

Patient Signature-

Kindly note that this automated and unlqueiy dated invoice is. payable on this visit before Ieaving the Center deposit will be autornatically

deducted upon settlement,



1,200.00 RECEIPT VOUCHER {No.REC-1008058) Date:06-09-2024

‘Recelve from Mr/Mis./M/s. 2664 - Ana Gajic

Thé sum of Dhs. One Th’qu'sa’nd Two Hundred Dirhams and Zero Fils Only

By Cash 0.00 / By Credit Card 1,200.00- / By Cheque 0.00. / By Bank Transfer 0.00 / By Alfocated 0.00
| Bank: Cheque No. Date: 06-09-2024
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