( Y SUKOON.

INSURANCE

HEALTH 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 RAY JUGHNE AQuiNO HAN

' Card Number [MobileNo. [0 [5]0[4]o [ [a]z]4]f
Email Address

2. Principal Member Bank Details (in case not provided already or needs to be updated)
Account Name Bank A/C #

Bank Name Branch
IBAN (23 digits) HEEEEEEEEEEEEEEEEEEEn

*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

Is the claim in UAE? \] Yes "1 No )"“-C.Z_FJ' If No, precise Country

Name of Hospital/Dr. DR. RUIVL A/ DENTISIREE . QanmAL  CLINIC

Date of Treatment V3 WA 1T 274 [Ndmberof invoices

Total Amount Claimed o0 | #ﬁmncy AED

For breakdown of Total Amount Claimed, us&uﬁh\a‘ﬁdgmm td:léw sheet to tabulate entries in chronological order.

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

Is it work related? [ Yes [0 No IfYes, specify

Treatment Type [ in-Patient [] OutPatient [] DayCare

G Rl Bleed? 4 Auun ol e wolu vy

Diagmsis I KOB g P«-L,LU"Q C—{i-/\é:}&ui NS P\({CM ‘.u\dk{((. d
Treatment Details o' ) propuy , ﬁw:uuo P ~ Ao .

Date rg

ll\)q

%ul),oo,/

DENTISTREE DHA_Ar4330326 001
DENTISTREE DENTAL CLINIC
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How to Complete the Form

One Claim Form per person, family members:must apply individually. - G sukoom,
For the required supporting documentation, use the attached Summary y '
Table as cover sheet. Before you submit, check your Table of Benefits in
your policy document for excelusions to av_md rejections.

Please submit the form within 120 days of tréatment to ensure timely

processing. Both youand the atiending dactor must fill in the: claim formfor :
each individual visit or course of treatment. Please look at the below definitions |
to understand who is Principal member, Dependent and Claimant.

Principal Member is the insured employee urider the policy.
Bependent refers to Principal Member's- spouse or children.
Claimant is the person underiaking the tréatment.

Principal Member: Please fill section 2
o 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 partal or the mySukoon app. For policies where payment is set to
group, the IBAN must be provided by your company on the company letter head along with the HR/Accounts
email iD. In sase the IBAN is not provided, we will issue a cheque which will take 10 additionat days:

Claimani: Please fill section 1,3 & 5.

» Fill in your namie 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 pagegiving the full réquired 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 guestion of the Medrca.’ section in full and then signs’ and
stamps it. e .
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Claim Submission

Online Physical Submission Courier

Submit your claim online through the
mySukoon portal or mySukoon app.

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

For claims above AED 5,000 you will
need to submit the original documents,

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 Attachment

Mark the sequence number of the corresponding invoice.

Sequence

Service

Invoice

Claimed

Msnbsor Date Provider Name Service Description Ref. Abadlertié Currency
Number
Denbshee 4
1 12 N-28 | Dentsl  Qhiae | B3ad  o0pw | INV-Icooilsy 280 e
¥ B
Dentistvee k
1 g f 200 C‘
5-N-28 | penlnl Cinic oA D MAC - Ra INV-ICop9TIsE SV aed

In case you have more invoices to send, please photocopy this sheet.
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Checklist - Before you submit, please check that you have included all of :h_e following as applicable; v

. Completed, stamped and signed Reimbursement Claim Form

. Original invoices/bills showing payments confirmation

.. Medical and/for Lab test reports

- All claims subritted must be in original & translated to either English or Arabic for the settlement

. Healthcare [nsurance card copy of the claimant

. Summary Table of Invoices (above) completed

=P O i [0 END e

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

| 800 SUKOON (785666)

I¥ you have any enquiries; | JAE 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

wesernve@sukoon.com

[




Reg TRN No : 100529934000003
Fadility Name :  DentisTree Dental Clini¢

Address H P.O.Box 23581, Ground floor; Shopa,- Wasl Port Views 8, Al Mina Road, Jumeirah 1, Dubai
042529935 / 045641764

Invoice No : lNV—lCOO_S?S’S I_ﬁvoice Date 1 13-11-2024

Doctor ¢ Rutul Desai Department : Dental

PatientName :  RaeChan MRN # ) : 4352

Age/Gender :  36Y-OM-28D/Female ' Type : Cash

Visit Date : 13-11-2024 Inv. Time : 14:34:57

Sl No} Service Code | Treatment / Procedure | Tooth No.| Unit Price |Qty| -Gross Discount | VAT % | VAT Amount{ Net
1 DO330  {panoramic film 300.00 {1 [300.00 i0.00 0 0.0000 300.00
2 D1110. |prophylaxis - adult 35000 1 [350.00 |0.00 0 |o.0000 350.00

(Gross Amount {in AED) _ 650.00

EDiscount (in AED) _ . O;DDI

INet Amount in AED) | | | 650,00}

Tax on 5%(in AED) S 0.00

Total Amount{in AED) 650.00¢

1Paid {in AED} (Credit Card) 650.00f

Balance {in AED) 0.00]

Advance Balance {in AED) 0.00;

Preparad By Joy

Patient Signature .

Kindly note that this automated and.uniquely dated invoice is payable on this visit before leaving the Center deposit will be automatically
deducted upon settlemnent.




65£.00 RECEIPT VOUCHER { N:)_.'R'EC-].UUBGQB ¥ Date:13-11-2024
Receive from Mr./ Mrs._/M/s‘. 4352 - Rae Chan

“The sum of Dhs. $ix Hundred Fifty Dirhams:and Zero Fils-Only

By Cash 0.00 / By Credit Card 650.00 ./ By Cheque 0.00 / By Bank Transfer 0.00 / By Allocated 0.00

Bank: Cheque No. ' Date: 13-11-2024

Being

Made by Joy




