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) 1273 820 517, or post:
Bupa Global, Victory House, Trafalgar Place, Brighton, BNT 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):

Title: Mg

First name: Ui‘ | v, d
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Date of birth: . b, ] Age last birthday:
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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? Ul_ﬁ-' I 7
| I
What is the currency of the invoice? LR
What is the total amount of the claim? MJI'D ‘ ! [




2 MEDICAL DETAILS

Medical Practitioner’s details:
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Onset date when symptoms first noticed by patient:

When did the patient first see a doctor?

Details of treatment:
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Annual check O Preventive
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Accident / emergency treatment
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Admission date:

Hospital dates:

Name and address of admitting hospital:

Reference number:

Discharge date:
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 The hospital needs to stamp this claim-form here:

MWe can settfe claims in over 80 curfencies. In a faw caseS where'we cannot settle in the currency reguested,
we will reimburse you in the currency of your subscriptions.

Who would you like-us to pay? qplease tick oie onfv)

Doctor / hospitat {3 Princibakmember )
E’at[ent Cj Group (if._or) a company plan) O

Piease complete either Secticon A or Section B

Section A ~ Payment by cheque

In which currency would you like us to pay the chegue? (please tick one only) :

Currency of your subscriptions Q

Currency of your invoices C 3
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Currency of your bank account
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-Chéques payable to-members wil e sent by post to the correspondence addréss provided on the front page.

Section B - Payment by Electronic Funds Transfer te a'bank account
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*In order to process your payment as guickly and securely as possible, we strungly recommend that you provide both your IBAN.and the
SWIET cade of your bank branch. Your: bank will be able to provide you with thi§ information if necassary.

We recaimmend that bank transfers are fade in the' currency of your bank account. ff you tae asked us to Pay the provider, and ah annual deductible apphes
te'your covar, the deduckible will be collected using your direct debit or cradit card, We will instyuct our bank to recharge the administration fee- relatmg 1o the
cost of making the electronic (ranster {o us; but we cannot guaraniea that these charges will dlways be passed back for us o pay. [n thé event that vourilocal
bank makes 3 charge fGr an electronic transfer, we wil'aim to fefund lhascharge It we'are unable to pay diréct to & barik actount, 6r no accont detalls are: )
provided, weé wil pay by.chiequl, We reserve the right to:sentd any nenefit dugto an appmpriate persen - for example, the. executors of the will of someone whor
has died or the dependanit on your membarship who has-paid the bill. ;
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Please read thiis section caréfully, a3t sels oul your fights under the j\éc_es_s to-Medical Reports Act 1988 and the
Aceess to-Personal Fites and Medical Reports:(N9 Crder 1901,

In order e pracess-your:chim, we may need to apply Fora medigal raparg fram any. doctor whe
has attended you. To apply, we need you te pive your cansant by signing the declaration batow,
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Bupa Global Bata Brotection Notice

Purpése_: be_siﬂnﬂ:'dat‘_} goliected an you, and wihiera approprate, your famsdy will e used by, Buna
Githnal to process your clasns, administer Wi pa!lcr and 'hal,’ bo used 30 deferi and prevent fraud o
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Research: Aagnysrised or aggregated data may be uied by Bupa Globa), or disclosed 1o ethers, for
research or stilistital puroosgs,

Fraud: information may e disciosed 10 olhess with Awiew ko preventing feavditent o7 Ifnproper
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Names and addmsses Bupa GIoDal dosrik make t
r'lz' aganisaens:

b names and addresses obmeniners or ializihs

Keeping you I11’urmed, Eupa Glebal would:gn occasian, tis 16 wERR yous formens of Bupa umuuc{‘
Hid sarvites which i conside sty b of inderestfo ol

Contact addrass: B vols oo rind wish 5 recaiie inforikation ationt Hupa's products sl senitaes, or
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Patient’s signature {Parent or giardien if. pat{ent s under !5)

& Talephona: +44¢0) 1273 323 563

If you have any queries regacding your-claim, log onto our-website www.bupa-inl. corrr}mcrnhersworld or contacr our customer services, team on
o Fak:+44 (0) 1273 820 517

Edriail i5 used for your eonverience.and sped, but we cannot aEways ‘guarantee the secunty of this methad of communication. You neadtobe aware! that
50Me companies dnd countries do-monitgr email fralfic. You need tortake this into .a..caun( when choosing to uset this.methoid of commun;cal gn.

o Email: mfo@bupa ~intl.com-

Please refer-ta your membership certificate for de_t;a\iis of your Insurer.



DENTIS
DENTAL CLINIC

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
042529935 / 045641764
Invoice No : INV-1C008435 Invoice Date : 30-09-2024
Doctor 4 Pratik Premjani Department : Dental
Patient Name : Lilia Ishane MRN # : 1922,
Age [ Gender : 13Y - 10M - 24D / Female Type : Cash
Visit Date : 30-09-2024 j Inv. Time : 13:29:18
IEI No| Service Code | Treatment / Proceduf;!r-'_l;t;c;th No aﬁ"ﬁut Prlc;IQty ._Eiro?s-_ [ D'iqsco.t;hi' VAT %| VAT Amount| Net
B 64 ESSIX RETAINER 1 11,000.00 [2 [2,000.00 1,200.00 0  [0.0000 800.00
|Gross Amount (in AED) s hewh b n s 2,000.00|
|Discour|t {in AED) y phd - ) 1,200.00'
INet Amount (in AED) al N\ 800.00|
Tax on 5%(in AED) Y N\ 0.00|
Total Amount(in AED) AVA\ 800.00|
Paid (in AED} (Credit Card) S b ) 800.00|
Balance (in AED) oy /S /y 0.00|
Advance Balance {in AED) A/ 0.00|
"

Prepared By Gayle

Patient Signature

Kindly note that this automated and uniquely dated invoice is payable on this visit before leaving the Center deposit will be automatically

deducted upon settlement.



DENTIS?
DENTAL CLINIC

800.00 RECEIPT V (No.REC-1008345) Date:05-10-2024

Receive from Mr./Mrs./M/s. 1922 - Lilia Ishane
The sum of Dhs. Eight Hundred Dirhams and Zero Fils Only

By Cash 0.00 / By Credit Card 800.00 / By Cheque 0.00 / By Bank Transfer 0.00 / By Allocated 0.00

Bank Cheque No Date: 05-10-2024
ank: 5

Being

Made by Gayle

NEOPAY N/

DENTISTREE DENTAL CLINIC

PORT RASHID
DUBAL
POS ID:10141136 MID: 001000110690
DATE: ©05/10/24 TIME: 13:24:31
SALE
VISA(Contactless)
475051k wkweug55g
EXP: XX/XX
PAN SEQ No : ¢o
BATCH NO: 740 RECEIPT No :012436
ERN: 001786650950
AMOUNT: AED 800,00

PLEASE DEBIT MY ACCOUNT
NO SIGN REQUIRED FOR CONTACTLESS TN
APPROVAL CODE: 422080
AID: ROO0D000031010
LABEL: Visa DEBIT

TVR: 0000000000 TSI: DOOOD
AC: FO221734DBB4ERES CID: BO
THANK You

CONE AGAIN
<<CUSTOMER COPY>>
APP VERSION:1.B0



