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 © 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.

PATIENT’S DETAILS

Patient membership number: Group name (if applicable):

Bl - | - -

Title: W !I’L . ’

Fistname: | ) | |tk (LuM
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Date of birth: o= || [su.q Age last birthday:

Correspondence address:

=

Street:

Town / city:

Area code: PO Box:

Region;

Country: |

Email: '

Is this your permanent residency address?
Do you want all future correspondence sent to this address?

Do you have a residence in the USA?

In which country did the treatment take place? U

What is the currency of the invoice? (7))

What is the total amount of the claim? {on ¥




2 MEDICAL DETAILS

Medical Practitioner’s details:

fuame: M~ (PR w]wl"“"
Address; %Mh h \M'_LLIFDJA’ Ull?LLL, Wil ¥ &l A Lms]aﬁ Nl 1, NW“j“’m “ﬂti—ihlﬁ
Qualifications: { e, AFMNST ’
Diagnosis: ME2. L 4 wo .82

Onset date when symptoms first noticed by patient: Loy oz W

When did the patient first see a doctor?
I

| Details of treatment: J (> (Lo Ko RosIe 2o
>y (h.e, oD
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Details of operation:

Details of medication:

Dental treatment

Annual check O Preventive O
Major restorative =~ orthodontics O
Accident / emergency treatment O

Details of treatment: A2 BA e D L O, B S B oed 500~
B9 38 2% S5 L boc)w A .k so05)-

Hospital dates: Admission date: 1 e ‘ ¢ (B |?_ G Discharge date: YA R q,{_’
Name and address of admitting hospital: Reference number:
Name: ¥ PNJ-, + \/l'l‘l‘} s
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Telephone: 6 - M’!}ﬂ"fﬁf '
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Email: ‘ uumml & dwra) dlwie ) ""*WW‘I]' MLM |
Medical practitioner’s / dental surgeon’s signature Date

R [¢;) Dr.PeariPinto | WTe-2y
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1!'The hospital should complete this section if you have stayed in hospital overnight without charge, and your plan.includes a Cash Benefit.

E!confi'rm'that.
! wasinhospital  from s O e : !
i and this hospita! did nof charge for accommoidation: ! : :
| ' :
i The hospital neads to stamp this claim form here: Premaeaeaes S e B T T L

We tcan seilie claims in cver 80 currericies. in a féw cases Whera we _'canr_.ot settle.in the currency requested,
we will reimburse you in the currency of your subscriptions.

i Who would you like usto pay? isresse tick one onty)

Doctor / hospital {)  principal member O
Patjent C} Group.(If on a company.plany O
Please complete either Séction A or Section B
Section A - Payment by cheque
In which currericy would you like us to pay the cheque? (please tick one only)
Cutrency of your Ivoices Ld Cufrency of your subscriptions .
Currency of your hank account CJ ;
. P i b | : ! i
%  Please specify this; ! ; | P ! ! H
i : Lo i i : :
Cheques paysble to members will i sent by post to $hé correspondence adiiiress provided on the ﬁ'oﬂf‘pa;ge.
Section 8 - Payment by Electronic Funds Transfer to a bank account
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*In-order to process your payment as quickly and securely as possible, we strongly recommend that you provide both your IBAN _a_n_d' the

SWIFT code- of your bank branch. Your bank will be able to provide you with this informatian if necessary. :

We recarnmend that bank transfers are’ made if thie currency of your bank afcount, [Fyou have asked us.to pay the provider, and arannual deductible applies
10 your cover, the deduetible wit be coliscted using your divect debif of ¢redit card, We will instrisct our bank to recharge the agniinistration feg relating fo the
cost of making the electronic'transfer to-us, but we cannot guarantee that these. chargas will always be-passed batk for usté pay. Ih.tHé evént tat your jocal
bank makes.a charge for an electronic fransfer, we wil.aim 1o refand this charge. If wé are unablé fo pay tirect to a bank-account, or no account details are

provided, we will pay by cheaue, We. resefve the right to send any bengfit die to arappropriate; person - for example; thesxecutors of the will of somzone whoi
has died or the dependant on your membership who has paid the Bl : B




BIN-GENE-£1 A regs

Please read this section carafully, as it sets out vour rights under the Acccss Lo Madicat Reports Act 1988 and the.
Access to Personal Files and Medical. Reporis ¢NIy Grder 1991,

in arder'te protess your clalm, we may naed to apply for a medical raport from iy doctof wha
hizs sttanded you. To apply, wa need you to alve your éonsent by signing the dectafation balow.

oL can d?acse fesien thrak foussessl action:
o see the doctor's renort beforéd is sant fo4s, The fggorg
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Bupa Glokial n‘at’a Protection Notice.

Purpose: Persopaa data eotlected.on you, and whernappropsate, your (amily, wilt be used By Buga,
Ginhd -1 pru 2 your clatms aditisiar your pollcy and may be used to deboet and preventfraud ar

i
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Tele.uhone ca{ls' i the intevest of comtrucusly Imerpving o sévicd B membets, yodr ta4 wil be
secoyded anc nny B faniincer,

Research: Anogyrsgd or dgiwegates fate may b veed Ty Bina Globit, of d'sclased teniners, i

- rasearch or staﬂ Heal purtoses:

Fraud: ln;orr"auor. ifiny be ghattysea ] oEhers with aview (o previpting fraudileat-as mpraper
claims.

Namas and addresses' Buna-Global uoes not mske the namas and asdiasses ol members or patients |

bhard L o.on uocas.’}m fike o keep you informed of Supba products

'aﬂd ser\rlces wr'||\.h 1t cimsiciars nn\,u G of inerest 1o ou.

Contact addre"
hiaie iy oitfier Blat: ourerws piease write lo 1?19 Head of L.I'mrnatm Gmre!.\ance. sl Supa
Finuise, -1 Blobmchury Wny Lo WCIA 284 ora Data?’oiect‘cwﬁ'ﬂupa Tam

I

Patient's signature (Pdrent or guardian ir patient is.under 16)

o Telephone: +44 (031273 323 563

Af yauhave any aueries regarding your claim. fog-onte our websatn wivw bupaZintl. com/membersworld or conlact aur tustomear services ream an:
o Fax:+44. (OJ 273820 517

Einail {5 Used for your convenience and- speed, but-we cannotalways guaraniee tha security of this method of commprication. You hieed to be.aware that
BOfRE.EOMpanies and countries do monitor email traffic. You hieed to taka this into. account wher choosmg touse this method of commumcdtlon

£ Email: info@bupa-intl.dom

Plaase refer to your membership certificate for del 1

of your nsurar.



TAX INVOICE

Reg TRN No H 1005-29934000003
Facility Name :  DentisTree Dental Clinic

Address. : P.0.Box 23581, Ground ficor, Sho’pa,- Wast Port Views 8, Al Mina Road, lumeirah 1, Dubai
042529935 / 045641764
Invoice No : 'INV-1C008'467' : Invoice Date : 11-10-2024
Doctor : Pear} Pinto Department. : Dental
Patient Name :  Dineshkumar Vinayagamoorthy NRN # T 4156
Age / Gender :  34Y-10M- 10D/ Male _ Type : Cash
Visit Date ¢ 11-10-2024 ) tnv. Time : 18:57:54
Service - _ Tooth | Unit . VAT{ VAT
SINo Code Treatment / Procedure No Price Qty| Gross |Discount % | Amount Net
T e besed e T -
1 | Dazgy [ES-based composite - two surfaces, |, 50000 |1 [500.00000 [0 [0:0000  |500.00)
posterior
sin-based composite - two surfaces, . |
2 | Dp23gp [CsfDased composite - twosurfaces, o 500.00 {1 }500.000.00 |0  |0.0000
|posterior : '
IGross Amount (i AED)

EDiscount {in AED)

ENet Amount (in AED)
Tax on 5%lin AED)}

Total Amount{in AED)
[Paid {in AED}. {Credit Card)
IBalance {in AED}

Advance Balance {in AED)

Prepared By Gayle

Patient Signature : .

Kindly note that this gutornated -and uniquely dated invoice is payable on this visit before leaving the Genter deposit will be autqmati'c_éliy ’
deducted upon settiament. i S : ’ )




DENTIS]
DENTAL CLINIC

1,000.00 RECEIPT VOUCHER (No.REC-1008382) Date:11-10-2024
Receive from Mr./Mrs./M/s. 4156 - Dineshkumar Vinayagamoorthy
The sum of Dhs. One Thousand Dirhams and Zero Fils Only

By Cash 0.00 / By Credit Card 1,000.00 / By Cheque 0.00 / By Bank Transfer 0.00 / By Allocated 0.00

Bank: Cheque No. Date: 11-10-2024

Being

Made by Gayle

NEOPAY

Pownrnd by meshrg 30 bpdal

DENTISTREE DENTAL CLINIC
PORT RASHID
DUBAI
POS ID{10131136 MID: 001000110690
DATE: f10/24 TIME: 10:19:20
SALE *

MASTERCARD( Contactless)

S185374ewwww2701

EXP1 XX/XK

PAN SEQ No ¢ 00

BATCH NO: 745 RECEIPT No 1012470

RRN: 001797001630

AMOUNT: AED 1000.00
PLEASE DEBIT MY ACCOUNT

NO SIGN REQUIRED FOR CONTACTLESS TXN

APPROVAL CODE: 679162

AID; AOOOOO00041010

LABEL: MASTERCARD

TVR! 0000008001 TSI: ADOD
AC: GFDFF147A499AADA CID: 80
THANK YOU
CONE AGAIN

<<CUSTOMER COPY>>
APP VERSION:1.g0 >



