Download our
MyHealth app

Quick and easy claims submission
1. Provide a few key details

2, Take a photo of your receipt(s)

And you're done
www.allianzworldwidecare.comf/myheaith

International Healthcare Plans for Qatar

Claim Form

form in BLOCK CAPITALS.

ke on our website: wwaw. allian,

Policyholder’s details y

Policy Number

Fistname MG . FARZANA

Surname ECMAIL
Dateofbithommy 6 2 0 4 3|
Latest correspondence address

Telephone number (incl. country code and area code)

Email

Patient’s details (if different from policyholder) A
First name

Surname .

Date of birth (oo/mayyy) Gender; Male O Fernale OJ

Payment details : A

Option 1: Payment to policyholder O
Preferred payment method: Bank transfer* O Cheque** O
Please specify the currency you would like to be reimbursed in (and ensure that your bank account su pports it)

Name of bank account holder as shown on your bank statement

Account number

IBAN {where required)***

Sortfbranch code BIC/Swift code**®
Name of bank

Bank address

>

If you are aware of any additional information required in order to process international transactions within your country (e.g. Agency Code, Tax ID), please list below:

Swift code of intermediary bank (where applicable)

T Forbanktransfer, please provide bank details,

™ Chegues payable to the policyholder will be sent to the carrespandence address provided in section 1.

% Ifyour bankis within the EU, or if your specific country requires an IBAN (e.g. Qatar, Saudi Arabia, Angola, Tunisia, Turkey), please supply both your IBAN and BIC/Swift code to facilitate the payment of your claim,
Option 2: Payment to medical provider (e.g. hospital, specialisty™* O

Please tick if direct billing has been previously agreed with us [

= ifyou have not alvesdy paid the medical provider.
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@ Claim details

Please complete all parts of the following table with the details of each invoice/receipt, making sure to include the amount charged. if your invoicefreceipt
does notinclude the diagnosis/medical condition, please ensure that you provide us with this information below. If there is not sufficient space in the table
below, please provide details on a separate page.

A

Description of expense/treatment Diagnosis/medical condition Provider's name Amountcharged/ | Hasthis billbeen
currency paid by you?

OJ\ le _\)mv&)\myj ES kKOs \O wﬂhggﬁm?w.w B0 sl

i f—ln)C)Dux.f“\,hf\ . Yes O NoOl

-~ M Yes O NoO
| Do\

) " 4 YesO NoO

‘\ o \\ Yes O NoO

o/ Yes 0 NoO

Yes O NoO

Yes O NolJ

Yes 0 NoO

Yes O No[d

Yes O No[l

Yes O NoDO

Yes O NoOl

¥es O NoOl

ves 0 NoO

¥es O Nod

YesO NoOl

Yes O NoO

r Yes O Noll

YesO NoO

¥es 0 NoO

In what country did the treatment take place?

Has pre-authorization been obtained?

SO R
Yes O NoO

Do

f this claim is resulting from an accident or work-related iliness/injury and you hold any other insurance policy (e.g. carinsurance), or ifyou are filing a claim or lawsuit against a
third party to recover the costs incurred as a result of this accidentfinjury, please provide details in o separate document.



Sections 5 and 6 are to be completed by the treating doctor unless detailed in the supporting documentation (e.g. receipts orinvoices).

© Medical provider's details _ i e 4

Name of doctor/specialist ~ DR. PEARL PINTD
Qualifications/credentials GENERAL  DENTIST
Nameofhospitalfclinic  TENTISTREL PENTAL  CLINIC . A R T _
address CHof %% , BLDE 8 AL WASL ¥ORT VIEWC. AL MINA KOAD, JUMEIRAN 4, RJKAI. U-AL “_;

o i1

Telephone number (incl. country code and area code) (0] 4 _ 252 2q3% &

Fax number (incl country code and area code) i

Email  Denhichvee A&nﬁ\climcﬂ@ ymil . bW]

7 \ v .

Applicable to physiotherapy/psychotherapy claims only. Please provide full referral details: / \ %

| A
MNarme of referring physician |
Telephone number (inct. country code and area code) hy K ’-I
Date of referral (oo/mmyyy) \f

N s L S JJ"E
. : b NS EEDE \‘\‘ 3
O Medical details .. -::;_H_;_*-,§<-,>/ y

Indicate type of treatment received Elective O Emergency [J
Indicate type of condition Acute O Chronic O Acute episode of chronic O
Please provide full details of the symptoms/medical condition requiring treatment, including ICDS/10 code/DSM-1V
On what date did the patient first present these symptoms to you? (Do/MM/yY) '
On what date would the first onset of symptoms have been apparent to the patient? (DD/wvy) b 24 Bl
Has the patient suffered from this condition previously? Yes O wNoO If Yes, when? (oD/mmyy) a0
Are you aware of any treatment given for this or any related illness in the past? Yes O NoO
If Yes, please provide details &
Is it likely to re-occur? Yes O NoO
Does it need rehabilitation? Yes O NeO
Is it permanent? Yes O NoO
Does it need long term monitoring, consultations, check ups, examinations or tests? Yes O NoO
Applicable to cases of pregnancy only: . b
Estimated date of delivery (oo/mmrv) Is birth of a single baby expected? YesO NoO
IFyou answered No to the question above and twinsfmultiple babies are expected, is the pregnancy a result of medically assisted reproduction other than artificial insemination?

Yes 0 MNoO -
If Yes, please provide further details

Applicable to dental treatment claims only:
Was the patient suffering from dental pain at the time he/she visited you for treatment? Yes [0 NoO

Please sign and authenticate with an official stamp.

T

/(? ' r. Pearl Pinto
i {9 General Dentist
DENTISTREE DHA-04205785-003

DENTISTREE DENTAL CLINIC

Doctor's signature

Date (0O/MMYY) O‘{‘ % 2‘,01"’




A

Retention: We ate obliged ta retain yourrecards for sk years from the date the
insurance retafionship énds, Wa wilk notretain your data for longer than necessary
and will hold itenly furthe purposes for which it was obtained.

Referances torinformation int sdes
yaiur Application, Claim or Pre-afitho
documents) mfarmation we collectinter
provide. Alkanz Warldwide Caré, par. of!

i inforehati Representation:and Consent: 8y signing this.farm you confirm that you have the
ThIs IBtGrematiog.. : : -

) sitharity o.actar behalf of your dependants ivrespet of alf personal inforeriation
tses: Persorial information ray bis s you provide Lo-us, and that yau consent to the disciostive, processing, usage and
underwaiting, claims handhng, fraud preyenti 7). We may'use third parties.to. raténtion.of this information.in rélatiéh to-yoursélf arid on behalf of your

pracess ata sn dur behalf, Stich pfocessing is subjectto contratwual restrictions depandants,

regarding confidentiality and security : th Data Pratectian obligatiaris, Access:Yout have the right to raquest and réceive a copy ofyour personal data held
Sensitive data: We need fo collect serisigvi dal 7 relating to vou {e.g. healih by us, If you wish to do this, please write to the Data Protection Officer atthe
details), toassess insurance tedros and/oradminister claims. . . addréss pravidéd oh tis form.or via client services@allianzworldwidnrare.com:

Dis y ity g’énis;-zﬁ_Embers of the. Call recording: Calla to our Helpline will he recorded id may be monitared for
Aflianz Groisg, other insurers and the efvice providers, any intermediary traring, quality and regulatory purposes. _
atinig on yoyrbghall or goveming/re . ??Dd'es'(efwh'ﬁ'?“‘e-ﬂ_-’ﬁ? member  Diregy marketing: Personaldata collected by us wilknot be used-to contact you for
ar by which we are governed). In certain circumstances; we may e private direct marketing purpases, unless you have cansented to this.
irvestigators i investigate a cialm you have submisted. ’

Disclosure; 'We may share yous informa

Elgim Forrn does Hot cantain any false, risleading ot incomplete information: | understand thatin the evant that this ridimis

Foertify that to the bestof my kndwiedge, this Tl _ :
he contract will be cancelted from the date of discovery of the fraudulent event and ) may b liabl& to prosecution,

found o be fraudulent, inwhele or in par

i agre o waive any rights !h akl :ij:":ay havéiamedical sec:r:e'c_;iffcoh Fidentiality in respect of my radical information and | authorise iy medwal practitoner, heatth professional

dr other relevant medical establishrierit 1o provide fefevant medical inforrriation Télating te frie; it requested by Alliang Wordwide Care, its medical advisers, is appointed
représenitatives, or toany third party expert($) in case b disputes, subject 1 any legal restrictions which may apply,

Date (DM
As theclaimant, | heeby authorise, S e e
1o act for and on my beRalf in- minjstration of this clai ve medical information.
. - Glaimant’s signatre Daté oo}
Clairparit's printed name
Please'send yaur fully completed Clair Farmii(s)with invoices/ recaipts as follows:
‘Scan and erhail 1o cIa'imsf@'aIIi'affj_'_)_zw_ﬁrI_dwidecare.‘c_o_m_
Fa to: +35316454033 _ _
Past tar: - © Claims Departimeny; AllianZ Worldwide Care, 151oyce Way, Park West Business Campus, Nangor Road,

Dul:;l.il'fil

Itis your responsihility to vetain any original.s pporting dqcé_l__ment_a:ﬁon (¢ medical receipts) where copies are submitted tous; s we'reserve the right (o réquest origingl
supporting decumentation/receipts g 16 12 moriths dfter clajms settfernent for fraud detection purposes. in addition, we advise thatyou keepcopies of il correspondence
with.5 os ywe cannot be held responsible for correspondence that does not reach us for any reason thatis outsidle of our redsoriable cantrol.

" Please contact our Helplirie ifyou ha\ié'any;:'qherié's:_ +353 1 517 6988 or-email: cﬁent--.ger\_ri_ces'.@a"i{ié”r'xzw(‘:lfldﬁidecé're.c'brh;

Far our latest list of toll-free ptimbers, _ple_asej-visi_t:.www_.ali_ianzwnr[dwid_ecare.cbmftoii-free.-nUmb'ers:

£ a

A FARE L

Séuéfé;ﬁiiﬂ&_ih_g'. 53 Aifisrt Road; Zofie 27:Umin Ghuwailiria, P.0, Box 31316, Diokia, Qatar,

nrtAwidarara fom

F'RM{F-Qarar-E&-DBM



INVOICE

Reg TRN No 100529934600003

Facility Nasive ~ : * DéntisTree Dental Clinic

Address P.0.Box 23581, Ground floor, Shop 3, Wasl Port Views.8, Al Mina Road, lumeirah 1, Dubai

042529935 / 04-5641764

invoice No INV-1C008686 Invoice Date i 04-11-2024.

Doctor Pearl. Pinto Department ¢ Dernital

Patient Name Farzana Esmail MRN # : 2263

Age / Gender 53Y -7M - 2D/ Female’ Type : Cash

Visit Date 04-11-2024 ’ Inv. Time : 12:54:27

S| No| Service Code | Treatment / Procedure | Tooth No | Unit Price iQty| Gross Discount|VAT %} VAT Amount| Net ﬁ

1 D1110. iprophylaxis - adult 350.00 |1 (350.00{0.00 {0  :0.0000 350.00 %

iGross Amount [in AED) ' 350'.00!
IDiscount (in AED) 0.00]
INat Amount (in AED) 3s0.00]
Tax on 5%t{in AED) 0.00}
Total Amount{in AEDj 350.00}
Paid (in AED) {Credit Card) 350.00}
iBafance {in AED} 0.00]
Advance Balance {in AED} O.GUI

Prepared By Joy

Patient Signature

Kindly note that this automated and unlquely dated invoice is payable on this visit before Ieavmg the Center depasit will be Sy
automatically deducted: upen settlement. '




350.00

Receive from Mr./Mrs./M/s, 2263 - Farzana Esmail

The sum of Dhs. Three Hundred Fifty Dirhams and

RECEIPT VOUCHER {No.REC-1008625)

Zero Fils Only

- . .0 By Allocated 0.00
Cash 0.00 / By Credit Card 350.00 / By Cheque 0.00 / By Bank Transfer 0.00 / By e
By Cash 0. .
e e Date: 04:11-2024
Bank; Cheque No,
Being
Made by loy

wﬁnﬂvmmnahuﬁu

DENTISTREE DENTAL CLINIe
PORY RASHID

BG5S IDif0yzidag
DATE: 045711734
SALE
VISA(Contaatlpqa).
438991****5i0434
P ¥X/%x
PAN-5X0 No .t gp
tTER RECEIPT He 1é1zggy
ARNY Q020979443 o
AM UNT:  aED . 350,00
PLEASE ‘DEBTT My Recouny
uD sIgN REQUIRED FoR CONTACTLESS Txg
APPRO?AL CODE: 383841
AID; AGDOD0UDLIZg10
LABEL: Vigg Cradit
IVE1 DOOCODEDGD
h&==55]33¥90553F??0§
TRANK You
o COME. hoaTy
<<CUSTOMER COPYSs
AFP VEREION!Y.g

BAT .
NIDL-ODIOOOIIUE9O
TIHEY 1330137

TSI oo
LIt go

Date:04-11-2024




