{3 suxooN.

INSURANCE

EALTH 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 Details

Claimant Name EVA MARIE Y RRISON
Card Number [MobileNo. [0 [5[o]1]o[4]4[0[3]4
Email Address

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

| Account Name Bank A/C #
Bank Narr]g Branch
IBAN (23 digits)" [ LI P T L T T T T TT T ]

*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/Accounts email ID.

3. Claim Details

lIs the claim in UAE? [ No If No, precise Country
gNameofHospitaUDr. DR. AKHAYA . | Denhchree cleatal Clinic

Date of Treatment D‘ ?‘ / ‘ \ ‘ ] { / | 2 [ 4 | Number of Invoices 1
Total Amount Claimed ] l§{:|U Currency AeY)

For breakdown of Total Amount Claimed, use attached summary table cover sheet to tabulate entri_e/g,{n-_chrpqﬁioglpéi ord.er

4. Medical Details — to be completed by the treating Doctor

Is it work related? L1 vYes [] No If Yes, specify i

Treatment Type |:| In-Patient |:| Out-Patient |:| Day Care Ell

Chief Complaint Amef:,f &Lh‘nﬁ\[’,\m - Mwmﬂ uighd

Diagnosis _KOM' 3} — Pe/\ACt*!PI Q:J obiwn wiMred AW:M/) 3
Treatment Details st LN‘-“O'- (_nJ eAAi/W J’\ [ 0‘6 :ﬁ: g 5

I, the undersigned treating doctor, hereby declare | have
and accurate to the best of my knowledge.

Doctor Name Signature
& Stamp

ended to this patient and the particulars provided are correct

Kutkarni

cial Surgery
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How to Complete the Form

One Claim Form per person, family members must apply individualty. tysuxoon.
For the required supporting documentation, use the aitached Summary
Table as cover sheet, Befére you submit, check your Table of Benefits in
your policy document for exclusions to avoid refections.

Please submit the:form within 120 days of freatment to ensure timely
processing. Both you and the attendirig doctor must fill in the ctaim form for
each individual visit or course of treatment. Please lock at the below definitions
to understand. who-is Principal member, Dependent and Claimant.

Principal Member is the insured employee under the policy.
Dependent refers to Principal Member's spouse or children.
>laimaniis the person undertaking the treatment.

Principal Member: Please fill section 2
* To help us transfer the settied claim amount fo you or your dependent’s bank account, please update the
IBAN of the-account on the-mySukoon pottal or the mySukoon app. For palicies where payment is setfo
group, the !BAN must be.provided by your cémpany on the company letter head along with the HR/Aecounts
emait ID. In.case the IBAN is not provided, we will issue a chéque which will take 10 additional days.

Giaimnant: Please fill section 1,3 &5
o Fili irt your name and card number. Give us your contact déetails so we can keep you informed on thé
progress of your caim-by SMS or e-mail.

e Include the breakdown of expenses that need réirmbursement,
Complete the summary table.on the next page giving the full required details. Each invoice detail should bé on
a separate line.
» Read the Declaration section carefully and remember to sign-and date the form

Doctor: Plaass fill ssclion 4
» Please ensurethatthe doctor completes sach question of the Medigal section in full and then signs and
stamps i, e
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Claim Submission

Online Physical Submission Courier
Submit your claim online through the Deposit your claim at: Send your claim by mail
mySukoon portal or mySukoon app. Your HR department, to: Medical Claims
broker or at Department Sukoon,
For claims above AED 5,000 you will one of our branches. Omar Bin Al Khattab
need to submit the original documents. Street, Next to Al Ghurair
Mall, Deira, P.O. Box
5209 Dubai, UAE
Tel: +971 4 230 2700

Claim Processing

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 reimburse 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.

Summary Table of Invoices
Reimbursement Claim Form Atftachment

Mark the sequence number of the corresponding invoice.

Invoice
Provider Name Service Description Ref.

Number

D&qﬁﬂ"f-&e Oentall D3940 - qu iea)
A logno Chinic remml_ayﬁlk;_ W dgoy | 1500 | AP

Claimed
Amount

Sequence Service
9 Currency

Number Date

In case you have more invoices to send, please photocopy this sheet.
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- Checklist - Béfore you submit, please check that you have included all of the following as applicable: 1/
1, Completed, stamped and signed Reimbursement Glaim Form
2. Original invoices/bills showing payments confirmation
3. Medical and/or Lab test reparts:
4, All-claims submitted must be in‘o‘fi’ginal & translated to ejther English or Arahic for the setilement
5. Healthcare Insurance card copy of the claimant
8. Summary Table of Invoices. (above) completed

7. You have retained a copy of the- Form, Summary Table and original invoices and report for your
reference. '

800 SUKOON (785666)

UAE Toll Free 8-am till 8 pm Monday to Friday, 8 am till 5 pm on Safurday
Fax: +071 (0) 4 238'4769

weserve@sukoon.com

If you have any enquiries,
contact us on;




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, Dubal
042529935 / 045641764 |
Invoice No : INV-1C008706 Invoice Date . 07-11-2024
Doctor :  Akshaya Kutkarni Department + Dental
Patient Name Eva Marie Harrison MRN-# P : 3710
Age fGender :  50Y-6M-16D/Female ' Type : Cash
Visit Date. t 07-11:2024 Inv; Time : 12:21:38
SI:No s;;ﬁ:e Treatment / Procedure Tc;“o:h : rri:fa Qty] Gross {Discount \i,:T Ar:::nt Net |
surgical remova! of erupted tooth ' '
1 | D7210 trequiring removal of hone and/for 32 1,500.00 (1 }1,500.000.00 0 [0.0000 11,500.00
sectioning of tooth, and inciudin
Gross Amount {in AED) N 1,500.0{]I
iDiscount {in AED} D.DDI
{Net Amount (in AED) ' 1;_500.00i
Tax on 5%(in AEQ) D.DOI
Total Amount{in AED}
iPaid (in AED} {Cradit Card)
EBaIance {in AED)
Advance Balance (in AED)

Prepared By Joy

Patient Signature

Kindly note that this. automated and uniquely dated invaice is payable an this visit before leaving the Center deposit will be automatically
deducted upon settlement. '




1,500.00 RECEIPT VOUCHER (No.REC-1008649) Date:07-11-2024

Receive from Mr./Mrs./M/s. 3710 - Eva Marie Harrison

The sum of Dhs. One Thousand Five Hundred Dirhams and Zero Fils Only
By-Cash 0.00 / By Credit Card 1,500.00 / By Cheque 0.00 / By Bank Transfer 0.00 / By Aliocated 0.00
Bank: Cheque No, ‘ Date; 07-11-2024
Being

Made by Joy




