eASOAP FORM

Kindly provide the following information which will be handled with strict confidentiality by our team of doctors
Please forward the ASOAP form to: 24 hour Tel: 04-2095900; Fax: 04-2095990/1/2/3. Office Number during Business

hours: 04-2095200

nextcare

ADMINISTRATIVE The member is allowed for Dental at the Dentistree Dental Clinic
Patient Name: Anas Foead Dast Avar Gender: Male Validity Between: 01/)an/2024and31/Dec/2026
Card No: 9FC156C08C5BCA26 DOB: 29/Nov/2016 Coverage Information for: Dental
Pin #: Identity Card 784-2016-0850303-9
a5 Service Date: 26-Dec-2024 06:55:23 PM
Nati i 2016-0 - v &
Al B et Patient's Tel No: 971569314981 Network: ENAYA Sitver
Regulator Member ID: 1001-002-112604809-01 Threshold Limit: 1000 AED
. Dental : Co-Part: 20%
Policy Holder: DUBAI MUNICIPALITY Class: C EXPATS ente "
Gatekeeper: No
Payer Name: INS001 - ENAYA
Patient's File No:
Referral No: Referred Service:
To be completed by Attending DENTIST
Duration of illness: |
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Chief Complaint & Main Symptoms:
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Diagnosis:
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Principle Code: |

12nd Code:

|3rd Code: ]

Other Conditions Diagnosis:
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Please Tick (%) Where Appropriate:

O |RTA O |Work Related |I:| ‘Sports Related
[l |Orthodontics\ Esthetics O |Congenital\ Developmental
O |[Checkup O |Cleaning
Specify the recommended investigations and/or procedures using the tooth number as shown on the teeth map above
Code Description/ Service Tooth no. / Area Cost
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1 hereby certify that all information mention

medical services shown on this form were fnedically indicated &

are m»ﬂii that the

necessary for the manageme

Organization to refease

[ hereby authorize any Healthcare Provider, Insurer, Employer or other

y information regarding my medical condition and
history to NEXtCARE fof‘ th urpose of a’e/mrm."mhg insurance benefits.
Medical managemenr.rs the saﬂe}smﬁfb:my of doctor and the patient

Treating Dentist Name: — _ f" C}r
Tel / Fax (important): o / / o~ W o

& f ENTAL CONIC Patient's 5i if mi :
Harasiured Siomp 1 NT 1 Hl‘.t 8] atient's Signature (parent if minor) Date
Note: Claims must be submitted along with supporting documents within 30 days from date of service .

Disclaimer: NEXtCARE ASOAP form is used for claim creation purposes. The data contained here should always be carefully reviewed. NEXtCARE will not be held responsible for misuse of claims

submission's or any adverse effects caused due to the claims

MEXtCare no

will be given by the NEXtCARE claims doctors,

ity for any discrepancies or errars contained in this pre-printed datasheet and final opinion



