REIMBURSEMENT FORM

24 hour Tel: 04-27086800, Fax: 04 2708592

Please Complete Clearly (All Fields Mandatory)

ADMINISTRATIVE

Yesar Mealeh Vanaged swith Care

FORM No:

watient‘s Name:

Healthcare Providerj, i o onkal Ameerah  Miviam  CheviyaN

Date of Service: dd fmm !yyyy

Patient's Tel:

081330 Y

DOB  dd/mmiyyyy |Sex: @£ O m

Ot ,' o202k
Emirates ID No: "

Email addfess! #01
(Mandatory)

Insurance Company:

184 - 70\~ bugy -7

Account Name:

UAE IBAN Number:

UAE Bank Name:

UAE Swift Code:

SUBJECTIVE (To be completed by Physician)

Symptom({s) As Described by Patient (CHIEF COMPLAINT)
025

6 , ol
dd YYyY

mm

Date of Present Symptom Onset:

What date did the Patient first feel same / similar symptom(s): / !
dd

OYEsS O NO

Jyvy

Is the Patient under any type of treatment / Meds:
If yes, indicate what assessment and since when:

OBJECTIVE /| ASSESSMENT (To be completed by Physician) Vital Signs T: P: B/P:

Past Medical & Surgical History:

Clinical Details & Description of Present Case:

Cause: [IPhysical lliness [ClAccident [CIMaternity [IPreventive [IPsychiatric [IDental [JWork Related
CDAcute [OChronic  EConfirmed [ Suspected [Other

Assessment / Diagnosis: INDICATE DIAGNOSIS NOT SYMPTOM
. class L mabglusion

2.

3.

is Assessment / Diagnosis related to another Assessment? [ YES [0 NO ff yes, specify: (i.e. Relinopathy
refated to Diabetes

MEDICAL PLAN itemized Original Invoices and Applicable Prescriptions / Reports / Results must be enclosed fo consider claim

Diagnosis Code

1 Consultation Cost O Physiotherapy Cost
{1 Pharmacy Cost O Laboratory / Radiology / Other Cost
(ompeeheasive | erthoduedic
LLAﬂn u A n"
TWETTwYeyr?
TOTAL CHARGES
Was In-patlent Required? Length of Stay fndicate Provider Cost

« Discharge Summary: ltemized Invoices, Reports & Receipts Attached?

TFW R" e | hereby authorize any Healthcare Provider, Insurer, Employer
{ Dr-Hratik Pr am}a or other Organization o release any information regarding my
Ngme &Yﬂﬂfglress gf,fm%f Nrthodontics medical condition & history to NEXICARE for the purpose of
def ining insur: b fits.
=y i— D HA-00052483-003 etermining insurance benefits
ETAhENTISTE “E RENTAL CLINIC "
Sigmatire E"Siam;ﬁ‘ P “\ M / Patient's Signature (Parent if minor) Date




cLi

TAX INVOICE

Reg TRN No 108529934000003

Facility Name : DentisTree Dental Clinic
Address : P.O'.Box 23581, Ground floot, Shop 3, Was| Post Views 8, Al Mina Road, Jumeirah 1, Dubai

042529935 / 045641764

Envojce No 1 INV-1C005507 Invoice Date. 1 13-01-2024

Doctor : Pratik Premjani Department : Dental
Patient Name Arrieerah Miriam Cheriyan MRN ¥ r 2661

Age f Gender : 13Y- &M - 10D/ Female Type 1 Cash
-Visit Date ¢ 13-01-2074 Inv. Time S 14:41:08

Service Code Treatment { Procedure Tooth No | Unit Price [Qty| Gross | Discount | VAT % | VAT Amount | _ Net
1 a2 METALLIC BRACES -2 JAWS ' 12,000,00. {1 {12,000.00. 13,000.00 [0 0.0800 £,000.00 1|
2 4 ORTHODONTIC CONSULTATION 40000 {1 {40000  [400.00 D 0.0000 0.00

"3 D030 ipanorarnic film 5000 [ (350,00 35000 O 0.0000 0,00

“ 4 pO340 cephaldmetric film 350.00 1 1350.00 350.00. lo 0.0000 0.00

g 63 FIXED RETAINER 1,000.000 11 11,00000 [1,000.00 (D 0.0000 0.00 :
{Gross Amount fin A£D) 14,100.00]
{Discount (in AED) 5,100.00
iNet Amount {in AED) 9,000.00}
Tax Gn 5% ALD) 0.00]
Total Amountfin AED) 8000.00,
iPaid (In AED} {Crédit Card) 6,500,00¢
iBalance {in AED) 2,500.00|
lAd\rance Balance {in AED) 0.00

Prepared By Gayle

patient Signature

Kindty note that this automated and uniguély dated invaice-is pavable on this visit b

settterment.

efore leaving the Center dej

cally deductéd upon



ITISTREE
TAL CLI

500.00 RECEIPT VOUCHER (No.REC-1009288) Bate:04-01-2025

Recaive from Mr./Mrs./M/s. 2661 - Armeerah Miriam Cheriyan

Thé sum of Dhs. Five Hundréd Dirhams and Zero Fils Only

'By Cash 0.00 / By Credit Card 500.00 / By Cheque 0.00. / By Bank Transfer 0.00 /' By Allocated 0.00

Bank: Chegue No. Date: (4-01-2025
Being

Madé by Joy




