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INSURANCE

“Update IBAN ori the mySukoon partal or the mySukoon app. Eor_poiicie’s_wfjefe paymert is set to-group, the IBAN must be
provided by your company on-the-company lettethead along with the-HR/Accounts emall ID..
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1. Is the claim in UAE? ¥ Yes O No IfNo.Predg,Goﬂntry NP

2. Name of Hospital/Dr. PR Y T T

3. Date of Treatment ll } ! O ‘l / 2 L(
4, Number of Invoices i

6. Currency ey

For breakdown of Total Amount Claimed, use attached summary table cover sheet to tabulate entries in chronological order.
A\ - F

3

4. Medical Details — To be Completed by the Treating Doctor

1. Is it work related? 0O Yes {1 No If Yes, Specify

2. Treatment Type O In-Patient O-OutPdten: O DayCae

g vain il Bleeols “§ quun  coldle  bAuddey cuce Sdss
s i (€ob U0 - are Guaivins, platpe |, ‘mduted -

5. Treatment Details onal ,P_roP lm_‘ )

|, the undersigned treating doctor, hereby declare | have attended to thi patient and the particulars provided are correct and
accurate to the

7. Dr. Rutul Desal
DoctorNeme | ' i L, -
s | o DHA. 13 Signaturer) 1 R Ddesos Date ..
B - -W__‘i_}hw ITAL CLINIC | / \ﬂ) R4 :

5. Claimant’s Declaration & Authorization

| confirm that all particulars filed are true, accurate and complete. | hereby authorize () the medical provider/other entities to
provide & discuss health/treatment details with Oman Insurance Company P.S.C. (hereinafter referred to as “Sukoon”) and/
or fts third party administrator (i) Sukoon to (a) disclose my perscnal/claim infermation for claim processing or as may be
required (b) to use alternate claim payout option if required (i) contact me for claim/other products information. |
understand that (j) any person, who intentionally conceals, makes false or misleading statement to obtain claim
reimbursement, is subject to penalization and legal action (il) acoeptance of claim form does not constitute acceptance of
liability by Sukoon (i) my claim is subject to terms and conditions of my policy. This authorization shall remain valid
notwithstanding death or incapacity. A photocopy or facsimile topy of this authorization shall be as valid as the original.

Claimant Name Signature Date
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VeeYSASHER e o ) Lt B Y ESVYVAAE R 5 aaal A el Sl b Al gal g 58 pall s el 6 4 i B GE VR0 e B el e 2T ANT YO gl Ll [T T PG TP L 0 AT )
Oman Insurance Company P.5.C, (“Sukoon™), Paid up Capital 461,872,125, C.R. No. 41952, Licensed by the Central Bank of the UAE, No. 9 dated 24/12/1984 TRN 100258594900003



HOW TO COMPLETE THE FORM

One.Claim Form per person, family mernbers.must apply mdiwduaﬂy For the required
supporting documentation, use the attached Summaiy Table ag'cover shiget. Before yoti
‘submit, check your Table of Benefits in your policy documeant for- exc]us:ons 20 avoid
rejections,

Flease submit the form within 120 days of treatment to ensure timely processing. Both you
and the aftending doctor must fill in the claim form for eagh individual visit or course of
tredtment, Plégse look at the below: dafinitions to understand who is Pnnclpal member,
Dependent and Glaimant.

Principal Member s e insured employee under the pollcy
Dependent refers to Principal Member's spouss or children,
Claimant is the person undertaking the treatment.

Prmc;pal Member; Please fill section 2
To help us transfer the satfled crarm amount 10.you-or your-dependent’s.bank aceount,
pleass update the IBAN of the acceuhit o the:mySukoon portal or the mySukoo n app,
For poiiciés where payment is set 10 group, he IBAN-mustbe provided. by your compariy onthe company létterhead
alorig with the HR/Accounts emait 1D, In-case the IBAN is not
providad, we will issue.a chegue wh|c_h will take 10 additional days.

Claimant: Please fill section 1, 3& 5

e Fill In your name and card nombér, Give us your contact details so we can keep you informed an the progress of your
claifn by SMS or e-mail,

e include the breakdown of-axpenses that need re:mbursement
Complete the summary table on the next page giving the ful required detalis Each invoice detail should be.on g
separate line.

*  Fead the Declaration saction. caremlly and.remember 6 sign and datg’ the form.

Doctor: Please filf section 4
»  Please ensure that the doctor completes each questicn of the.Medical sec’uon in full and then signs and stamps it.

Claim Submission

Submit your claim online through the Deposit your claim at: Your HR: Send your clairmn by mall te:Medis
mySitkoan portal or mySukoon apn.. diepartmant, broker or at one of our Cleums Department, Sukoon ,
branches. : Ormar Bin Al Khattal Strast,
Fof'claims abova AED 5,000 you will : Next te Al Ghurdir Mall,
need to-submit the original documents. : Deira,.PO. Box 5200
' Dubai, UAE

Tel: +971 4 230 2700

Claim Processing

We aimt 1o pay your complete-eligibfe.claims within 10 calendar days. Please remember thaf we will reimburse you as per the
customary prices inour netwark. This means that if your dogtor charges a.gefieral consultation feé of AED 400, when the
average canistitationi fee-ig AED 250 in your appilicable hetwork, we will réimburse you on the basis of AED 250. Moraover,

if mentionad in your table of benefits, we might apply a co-insurance over and above your network deducticls. If it doas, we:
usually apply 20% &o-insurange.. In’ the above example, if your netivork deduchbia is AED 50, we wilk apply. 20%.
go-insurance on AED 200, and reimburse AED 1680,
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'SUMMARY TABLE OF INVOICES
REIMBURSEMENT CLAIM FORM ATTACHMENT

Mark the sequence number of the corresponding invoice.

Sequence  Service
Number BT

1 13 [oqld | ey e gt
c’uf\ku

Claimed
Amount

el pvopulaay X 45k%¥ | 350 Ao

Invoice
Ref. Number

Provider Name Service Description Currency

In case you have more invoices to send, please photocopy this sheet.

Checklist - Before you submit, please check that you have included all of the following as applicable:

1. Completed, stamped and signed Reimbursement Claim Form

2. Original invoices/bills showing payments confirmation

3. Mediical and/or Lab test reports

4. All claims submitted must be in original & translated to either English or Arabic for the settlement

5. Healthcare Insurance card copy of the claimant

6. Summary Table of Invoices (above) completed

7. You have retained a copy of the Form, Summary Table and original invoices and report for your reference

Claimant Name & Signature

Name Signature Date

800 SUKOON (785666)
if you have any enquiries, UAE Toll Free 8 am till 8 pm Monday to Friday, 8 am till 5 pm on Saturday
contact us on: Fax: +971 (0) 4 238 4769

WeSGNQ@ﬁgEOOH .Com

SUKOON.COM | +971 4 233 7777 | P.O. Box 5208 | Dubai, United Arab Emirates
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TAX INVOICE

Reg TRN No 100529934000003
Fac:ilit\(r Name DantisTree Dental Clinic
Address P.0.Box 23581, Ground ficor, Shop 3, Wasl Port Views 8, Al Mina Road, fumeirah 1, Dubai
042529935 / 045641764

invoice No INV-1C008232 Invoice Date : 13-09-2024

Doctor Rutul Desai Department : Déntal

Patient Name. iriz Dela Cruz MRN # : 3526

Age / Gehder 75Y-7M - 22D / Female: Type. : Cash

Visit Date 13-09-2024 Inv, Time i 17:48:48

SI No| Service Code | Treatment / Procedure | Tooth No | Unit Price [Qty; Gross | Discount VAT %{ VAT Amount | Net-

1 D1110. |prophylaxis - adult 350.00 @ [350.0010,00 0 0.0000 350,00

|Gross Amount {in AED) 350.00j
Discounit {in AED) 0.00|
INet Amount (in AED) 350,00}
Tax on 5%({in AED} D.OOJ
Total Amount(in AED) _350.00|
{Paid (in AED} {Credit Card) 350.00
IBalance (in AED) 0.00)
Advance Balance [in AED) _0.0dl

Prepared By Gayle-

‘Patient Signature

Kindly note that this gutornated and uhiquely dated.lhvoice is payable on this visit before leaving the Center déposit will be automatically
deductad upon settlement. )



350.00 RECEIPT VOUCHER (No.REC-1008124) Date:13-09-2024
Receive from Mr./Mrs./M/s. 3526 - Iriz Dela Cruz

The sum of Dhs. Three Hundred Fifty Dirhams and Zero Fils Only

By.Cash 0.00 / By Credit Card 350.00 / ByCheque 0.00 / By Bank Transfer 0.00 / By Allocated 0.00

Bank: Chegue No. _ Date: 13-09-2024:

Being

Made by Gayle

Saneri Ty e S Jadad

PISTREE DENTAL CLINIC
PORT RASHED.
ComeAr ]
10151136 HIOE 0b1D0I11059D
3/09/24 TIME; I17i43:44

RECESIPT Ko 112384

350.00
_PLEASE BEBIT MY ALCOUED
KO SIGN REGUIAED ¥OR CONTAUTLESH TRY
APPROVAL CODE: 708268
AIDG ADDGOOGOOIRULY
LABEL: ¥i§e Credit Dual

IR GOUDOCOUG TEI1 apok
RCi APETYIFAE64T4L2F  CID: BC
THANK YOI

ZOHE RAGALH
<<CUSTOMER COPY>>
A¥E VERSIOR:1,B5
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