wd Download our
~ MyHealth app

Quick and easy claims submission

1. Provide a few key details
2. Take a photo of your receipt(s)

International Healthcare Plans for Qatar

Claim Form

Ple : ) this form (in PDF Andyou'red

iR www.allianzworldwidecare.com/myhealth

© Policyholder's details y

Policy Number o
Fstname | L4Trlant Chanduly) . shah

Ssuname  + CUrar daalon ) L#\“%J‘(/&\M .\l
Dateofbithommyy) | 22 ] 06 | 140D

Latest correspondence address

i i " . = = i i i e -k ——— e i SO ST -

Telephone number ¢inc country code and area code)

..... i fos i - P EP NS Sy S} P — FLUTM | S

@ Patient's details (if different from policyholder) § |

Firstname
Surname ) ) ) ) ) )
Dateofbirth ooy . . 3 Gender: Male O female OJ

© Payment details y

Option 1: Payment to policyholder O

Preferred payment method: Bank transfer* O Cheque* O

Please specify the currency you would like to be reimbursed in (and ensure that your bank account supports it)
Name of bank account holder as shown on your bank statement

L :

Account nurmber

IBAN (where required)™** ) L

Sortfbranchcode . . . BIC/Swift code™*

Name of bank

Bank address

If you are aware of any additional information required in order to process international transactions within your country (e.g. Agency Code, Tax 1D}, please list below:

Swift code of intermediary bank (where applicable) |
*  Forbank transfer, please provide bank detais.

** Cheques payable fo the policyholder will be sent to the comespondence address prowided in section 1.
** |fyour bank is within the EU, or if your specific country requires an IBAN (e.g. Qatar, Saudi Arabia, Angola, Tunisia, Turkey), please supply both your IBAN and BIC/Swif code to facitate the payment ofyour claim,

Option 2: Payment to medical provider (e.g. hospital, specialist)*** Ol
Please tick if direct billing has been previously agreed with us O

= |fouhave nat already poid the medical prowder.

Allianz ()

Allianz Worldwide Care




@ Claim details A

Please complete all parts of the following table with the details of each invoice/receipt, making sure to include the amount charged. Ifyour invoice/receipt
does not include the diagnosis/medical condition, please ensure that you provide us with this information below. If there is not sufficient space in the table
below, please provide details on a separate page.

Description of expense/treatment Diagnosis/medical condition Provider's name Amountcharged/ | Has this bill been
currency paid by you?
p wJdkdiom | i oh-949 LenhMee untul keg) 900 | YD
Lowlo . Sttt SR & |

@Ef ( QPIW | | Yes O Mo

pulp ‘(<pwaf_a_af_ .

Loond YesO NoD

Yes O NoO

L5

Yes O NoDO

C/rng?;u Jpﬂeﬂf Qbimém
Yes O NoO

YesO Nel
Yes O NoO
Yes O Mol
Yes O MNoO
Yes O NeO
Yes O NeO
Yes O NoO

Yes O NoO

Yes O NoO
YesO nNoO
Yes 0 Mo

Yes O NeO

-

Inwhat country did the treatment ake place?  URG
Has pre-authorization been obtained? Yes O NoO

If this claim is resulting from an accident or work-related iiiness/injury and you hold any other insurance policy (e.g. car insurance), or if you are filing a claim or lawsuit against @
third party to recover the costs incurred os o result of this accidentfinjury, please provide details in a separate document.



Sections 5 and 6 are to be completed by the treating doctor unless detailed in the supporting documentation (e.g. receipts or invoices).

© WMedical provider's details % y

Name of doctor/specialist | ) - F‘Ph 94“ W; . _ L . iy .
Qualifications/credentials | Sy lL t— RLNO Adn Y4 ! R s i

Nemeofhospitaclinic bgui YT bpal  Unie R S S S ST S S S
Address , Bwoy ¥ 3. wisl fart Vwd, 'Mj Bk, D dnald V. Sewargh L

; Ny . uhe B SO S e i s v i e R e
Telephonenumber(md country code andarea code) o_q - M\?/‘ﬂ 925 :

Fax number {incl. country code and are code) \
Email | A g e 2. guast @l c.(w\ gl @ of th)
Applicable to physiotherapy/psychotherapy claims only. Please provide full referral details:

Name of referring physician

Telephone number incl country code and area code)

Date of referral (oo/umvr) . i ki

© Medical details | y

Indicate type of treatment received Elective O Emergency O
Indicate type of condition Acute O Chronic O Acute episode of chronic O

Please prowide full details of the symptoms/medical condition requiring [reWg ICD9/10 code/DSM-IV
C{DSLO bﬂﬁtpg} Wfkq;)nﬂ }‘l

N0 Hlp T lwc.au‘b—a _________
£ .5m95£ .W 14 M\ Wmd
o evdu aw(azfaqw M{MMMM

Onwhat date did the patuent first present these symptams to you? (D0//vY) N . g B

Onwhat date would the first onset of symptoms have been apparent to the patient? (Do/mm/yy) L 5
Has the patient suffered from this condition previously? Yes 0 NoO If Yes, when? (oo/mn/vy) |
Are you aware of any treatment given for this or any related illness in the past? Yes O NoO

If Yes, please provide details

Is it likely to re-occur? Yes O NoDO

Does it need rehabilitation? Yes O NoDO
Is it permanent? Yes O NoDO

Does it need lang term monitoring, consultations, check ups, examinations or tests? Yes O NoO

Applicable to cases of pregnancy only:

Estimated date of delivery (DU/MM/vY) . ; ; Is birth of a single baby expected? Yes O MNoO

Ifyou answered No to the question above and twins/multiple babies are expected, is the pregnancy a result of medically assisted reproduction other than artificial insemination?
Yes O NoO

If Yes, please provide further details .

Applicable to dental treatment claims only:
Was the patient suffering from dental pain at the time he/she visited you for treatment? Yes 0 No O

Please sign and authenticate with an official stamp. W/
Offigiat stamp of medical provider
v, gvj — |

DENTISTREE

Dr. Dipti Sanghavi
Sgeciaiistperiodontrcs
HA-00128316-003
DENTISTREE DENTAL CLINIC

Doctor's signature
Date (DD/MM/1Y)




References 1o informatian includes personal informatian given by you to s, i
your Appizcatlrm Claieri of Pre-awtharization Formy and/or supporting
docummtsfmfuﬁnanon we collectin cgn nection with products or sérvices we
provide. Aoz Worldwide Care, part of the Allianz Group, 5 the data controlier far
‘this informatior,

Alses: Peesonal information may be.used for ingdrance Bdministration {e.0.
underwriting, ciaims. handling, fraud pravension). Wa may use third partiés to
process dataon our behall, Such processing s, subjectto. contractual rr:smct,nns
.reqardmg ::onf:demlahty -and security in line with Dita Pratection gbligations,

Sensitive data: We need to coffect sen;uwc datarelating to you (e.g. health’
dekails), o assess:insurance tersis andyor ademinisker claims., -

Dlsc!nsure.WL Mmay share your information with our agents;members of] the
Alfianz Gra ug, u(hermsurers and their agerits, seivice prov:d BT, Ay intermediary

‘Reteéntio n:‘\ij\n’e are obliged .o retain your records for §ix years Irom the date the
insurance refationship ends.We will not retain your dat for fonger than necessdry
" and will hald it only for the purposes farwhich it was obtained..

Representatlon and Consent: By signing this form you confirm that yau have the

-authority toact an hehalf, of your dependants in‘Tespect afall persanal information
‘You p_rm_-ru.%_e,_m us, and that you congent 1o the disclosure, processing, Usage and
‘Tetention ofithis informatian in relation to yoursel{ and on behalf ofyeur

dependants
Access: You'have the fight to request'and receive.a capy of')rﬂur personal data hald

by us. If yauiwish 1. do.this, please weite go the Data Protection Qfficer at the

address pruwdnti o this farm or via cliant servites falkianzworidwidesare.cam.

Calt recordmg Calls o our Helpline will-be recordéd and may be misitored for
training, quallty and reg ularor)r PUpaSES,

acking oftyour behalf or gaverningjreguiatary bodies (gf which wa ate a member
.orbiy whith wg are governed). In certairf Gircunastances, we: may se private
investigators to-ivésiigate-a claim you have submitted.

Direct marléet!r:g Pesonal data collected by bs will not be used to contactyou for
dirett mafkeimg purpuses, unless yau have consented tothis.

teertify thas toithe best of mi knowledge, this Clairy Form does not careain any talsgmisléading or mcomplere irfpimatian, { understand tiat i the vent that his lsim is
found t be fraudulent, in whole or in part, the contract will be ca nelled from the date of di iscovery af.the Fraudulesit evéntand | may biz ltablé ts prosecation.

} agrei (o waveAny fights lhati may have tomedital secrecyfconfidentiality in respectof my rmedic information ant | authaiise ry redica] practitiones, health professional

ot other relevart medical estabhshmenl to provide relévant redical inforfmation refating to me, if reqLiested by Alianz Worldwide Care, its medical advisers, its appoiniad
represeniatives, or to any third party expén{s) i case of disputes, subijecreo any legal restrictions whsgh £y apply.

if a mitnar was reated, 2 parent of guardian should sigr this section,

Patient’ssignatuee . ol

Chaimant’s sighature

Claiman’s pinted name

Please send your fully cornpleted Ciaim Form(s) with invoices/receipts as follows:

Scapand-email to:
Fak to:
Postto:

clatims@allianzworldwidecare.cam

+3531645:4033

Clairs Departmerit, Allianz Woridwide Care, 15 Joyce Way, Park West Business Campus, Nangor Road,
Publin 12, Ireland.

itis yaur responsibilily o retoir ouy origing! supporting dotumentation (e.g. medicaf récelpts) vhere cap:es aré'submitied to us, as-e reserve the right to request origing
supparting docurmtertation/receipts up to- 12 rhonthsafter claims setfement for froud detection purposes. In addition, we advise that you keéep copies of afl carrespondence
with us as we chinat beheld responsibie for correspondence that does nor réach bs for ariy feasan that is outsm'e of our reasonable coivol

Please contact our Helpling if you have any queries: +353 1 517 6988 oremail: client;s_erv_i_ces@aIIianzwcrldw'idecare,com.

For our latest fist of foll-free numbers, please visit: www.aIIi'anzworldwidecar_'e.c'nm,i’t‘:nll-free-n_umber_s

FRM-CE-Qatar-EN-0514-



