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Submit your completed claim form and supporting documents online:
HRDirect > Profile > Remuneration & Benefits > Medical Benefits > Member Portal > Submit Reimbursement claim
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Mark the affected tooth with "X" and specify diagnosis details in the above field
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' -'.:"‘. I declare that | am the patient's treating doctor/dentist and that the Dactor's stamp

b '\"\ particulars givey) arg to the best of my knowledge true and correct _....._-—-v---""‘“""ﬁf.
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| hereby authorise the Emirates Group to obtain any and all medical records, reports and test results, either in original hard-copy form or via
access to electronic data systems, as may be required to validate my claim. | consent to the Emirates Group disclosing my medical records, reports
and test results for the purpose of processing and validating my claim. In addition, | understand any such medical information provided to the
Emirates Group will be accessible to Emirates Group employees (including employees of wholly owned subsidiaries) on the Emirates Medical
Benefits System Employee Portal via confidential log-in.

Signature : Date / /

| Copy of x-ray film (.pdf)
l Medical report and prescription
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