SUKOON

INSURANCE

HEALTHCARE INSURANCE
REIMBURSEMENT CLAIM FORM

Receive your claim payment faster by updating your bank details on the mySukoon app or on
https://medical.sukoon.com/

1. Claimant Name Aech b Lap |
2. Gard Number
3. Mobile Number 0 5 2 2 3 o 2 | 9 £ |1
4., Email Address |
b

. Principal Member Bank Details (in case not provided already or needs to be updated)

|
|
it
o
|
|
I
|
|
|
|
|

1. Account Name
2. Bank A/C #

3. Bank Name
4. Branch

5. IBAN (23 digits)*

*Update IBAN on the mySukoon portal or the mySukoon app. For policies! where payment is set to group, the IBAN must be
provided by your company on the company letterhead along with the HR/lAccoums email ID.
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1. Is the claim in UAE? DPYes O No If No, Precise Country
2. Name of Hospital/Dr. bﬂva wﬂ’ﬁ! (Ul M,'
3. Date of Treatment \ D / \ / 2 {

4, Number of Invoices |

5. Total Amount Claimed qm

8. Currency kot

For breakdown of Total Amount Claimed, use attached summary table co!

s)\a{ﬁ tto ZEDW emn%i&c ological order.
DENT/o- - ?T)n

L3

4, Medical Details - To be Completed by the Treating Doctor

1, Is it work related? O Yes [0 No

2. Treatment Type & In-Patient [] Out-Patient (1 DayCare
3. Chief Complaint %
- | it (2520

5. Treatment Detail W [Qmo) - 400 ﬂgg
I, the undersigned treating doctor, hereby declare | ded to this patient and the particulars provided are correct and

accurate fo the best of my knowledge.

Dogtor Dr. Aliasgar Taskin
& Stam B@ General Dentist  Si
DENTISTREE  DHA-37216563

ntlrﬂ':T!)F'F DENTAL CL‘NIC

Dets it)/m /&q

a De & A 0 ®

| confirm that all particulars filled are true, accurate and complete. | hereby authorize (i) the medical provider/other entities to
provide & discuss health/treatment details with Oman Insurance Comparty P.S.C. (hereinafter referred to as "Sukoon”) and/
or its third party administrator (i) Sukoon to (g) disclose my personal/claim information 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 (i) any person, who intentionally conceals, makes false or misleading statement o obtain claim
reimbursement, is subject to penalization and legal action (i) acceptance 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 copy of this authorization shall be as valid as the original.

Claimant Name Signature Date

LR YL EL
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HOW TO COMPLETE THE FORM

One Claim Form per person, family members must apply individually.For the required
supporting documentation, use the attached Summary Table as cover sheet Before you
submit, check your Table of Benefits in your policy document for exclusmns to avoid
rejections.

Please submit the form within 120 days of treatment to ensure timely processmg Both you
and the attending doctor must fill in the claim form for each individual visit or course of
treatment. Please look at the below definitions to understand who is Pnnc!pal member,
Dependent and Claimant, '

Principal Member is the insurad employee under the policy.
Dependent refers to Principal Member's spouse or children.
Claimant is the person undertaking the treatment.

Pnncnpal Member: Please fill section 2
To help us transfer the settled claim amount to you or your dependent s bank account,
please update the IBAN of the account on the mySukoon portal or the mySukoon app.
For policies where payment is set to group, the IBAN must be prowded by your company on the company letterhead
along with the HR/Accounts email ID. In case the IBAN is not
provided, we will issue a cheque which will take 10 additional days.

Cla|mant Please fill section 1, 3 &5
Fill in your name and card number. Give us your contact details so we can keep you informed on the progress of your
claim by SMS or e-mail.

* Include the breakdown of expenses that need reimbursement.
Complete the summary table on the next page giving the full required details. Each invoice detail should be on a
separate line. |

»  Read the Declaration section carefully and remember to sign and date the form.

Doctor: Please fill section 4
»  Please ensure that the doctor completes each question of the Medical section in full and then signs and stamps it.

Claim Submission

Online

Physical Submission

Courier

Submit your claim online through the

mySukoon portal or mySukoon app.

For claims above AED 5,000 you will

need to submit the original documents.

Deposit your claim at: Your HR
department, broker or at one of our
branches.

Send your claim by mail to:Medical
Claims Department, Sukoon ,
Omar Bin Al Khattab Street,
Next to Al Ghurair Mall,
Deira, P.O. Box 5209
Dubai, UAE
Tel: +971 4 230 2700

Claim Processing

(ERS TYTLY S P

We aim to pay your complete eligible claims within 10 calendar days. Please remember that we will reimburse you as per the
customary prices in our network. This means that if your doctor charges a general consultation fee of AED 400, when the
average consultation fee is AED 250 in your applicable network, we will remburse you on the basis of AED 250. Moreover,

if mentioned in your table of benefits, we might apply a co-insurance over and above your network deductible. If it does, we
usually apply 20% co-insurance. In the above example, if your network deductible is AED 50, we will apply 20%
co-insurance on AED 200, and reimburse AED 160. |
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SUMMARY TABLE OF
REIMBURSEMENT CLAIM FORM ATTACHMENT

Mark the sequence number of the corresponding invoice.

Sequence  Service e TR Invoice Claimed c =
Niiaber Date Provider Name Service Description Rof. Mistibir ot Currency
o] | Ryhibee bl | Peymlany ] 100 Gyyy 4= k)
[

1. Completed, stamped and signed Reimbursement Claim Form

2. Original invoices/bills showing payments confirmation

3. Medical 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 i

6. Summary Table of Invoices {above) completed

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

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 |
weserve@sukoon.com
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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-1C008462 Invoice Date : 10-10-2024

Doctor Dr. Aliasgar Department : Dental

Patient Name Archit Kapil MRN # : 4148 .

Age [ Gender 30Y - 4M - 12D / Male Type : Cash

Visit Date 10-10-2024 Inv. Time : 15:49:25

S| No| Service Code | Treatment / Procedure | Tooth No -_Unit'P_ric_e-;Qtv Gross p Discount VAT % | VAT Amount | Net ||

1 | D1110. [prophylaxis-adult | 140000 [ l40000j0.00  jo _Jooooo 40000 |

Gross Amount (in A€D) | L 400.00)
b e T s 0.00|
INet Amount {in AED) 400.00'
Tax on 5%{in AED) 0.00I
]'_qtal Amount(in AED}) o L 400.00|
|Paid {in AED) (Credit Card) ) 400.00|
|Ba|ance {in AED}) 0.00|
Advance Balance (in AED) 0.00|

Prepared By Gayle

Patient Signature

e

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

:10-10-2024
400.00 RECEIPT VOUCHER (No.REC-1008375) Date:10-10

Receive from Mr./Mrs./M/s. 4148 - Archit Kapil
The sum of Dhs. Four Hundred Dirhams and Zero Fils Only
By Cash 0.00 / By Credit Card 400.00 / By Cheque 0.00 / By Bank Transfer 0.00 / By Allocated 0.00

Ch No Date: 10-10-2024
Bank: eque No.

Being

Made by Gayle

OPAY

Powared by mashveq S § el
DENTLSTREE DENTAL CLINIC
PORT RAGHID
DUBAT

POS ID:10131136 MID: 001000110690
DATE: 10/10/24 TIME: 15121:30
BALE
VISA(Contactless)
435991 ddwkduEgy
EXP1 XX/¥%X
PBN GEQ No 1 00
BATCH NO: 744 RECEIPT No :012461
RRN: 001795446180

UNT: AED 400.00

PLEASE DEBIT MY ACCOUNT
NO SIGN REQUIRED FOR CONTACTLESS TXN
APPROVAL CODE: 901497
AIDi ADOCOOOD031010
LABEL: Vigm CEEDIT

TVR: 0000000000 TSI: 0000
AC! CEAS5COCOBSFEODT CID: 80
THANK You

COME AGAIN
<<CUSTOMER COPY>>
APP VERSION:1.60



