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Your HNealth Managed with Care

REIMBURSEMENT FORM

24 hour Tel: 04-2708800, Fax: 04 2708592

Please Complete Clearly (All Fields Mandatory) FORM No:

ADMINISTRATIVE

mgﬁe %m U\].NLI Patient’s Name: fehah Thamat ory

Date of Service: ddifr;rjn? s Patient's Tel: & 9%1{¢07 | DOB ddfmHi yyy (’} Sex:ZF OM

Email address:

Emirates 1D No: BU- 700 AR &% 920 - G (Mandatory)
Insurance Company:

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)

Date of Present SymptomOnset: 7 1 O | 24
dd mm Wy

What date did the Patient first feel same / similar symptom(s): _ 2%~/ |2~ ; <24,
dd mm VY

Is the Patient under any type of treatment / Meds: [JYES [0 NO
If yes, indicate what assessment and since when:

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

Past Medical & Surgical History:

Clinical Details & Description of Present Case:

Cause: LiPhysical lliness [CAccident TiMaternity [JPreventive [Psychiatric [lBefital [TWork Related
ClAcute CChronic  KConfirmed  [ISuspected []Other

Assessment / Diagnosis: (WDICATE DIAGNOSIS NOT SYMPTOM Diagnosis Code

" Conits ok Z forruee Koz 52

2 Gpgreiie: fligae feolted Ko<~ (O

3.

Is Assessment/ Diagnosis related to another Assessment? ] YES (1 NO /f yes, specify: (i.e Refinopathy
related to Diabeles

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

[ 1 Consultation Cost O Physiotherapy Cost
#2391 Joothnp 20 (0) | 430
229 Tooll ne- 3; (1) EY)

E-Rhammacy D2 39, Teolh [P /0)4@*1“ 00 Laboratory / Radiclogy / Other Cost
239) Toelhne 3 o) /| 430

12391 oot no 1< /o) + Y430 /

12291 oot n> B (B) 430 /
D 2391 Teolh no B/5) 43D /
Do froploboris ZFo

TOTAL CHARGEE AN 330
Was In-patient Required? Length of Stay Indicate Provider. Cost

° Discharge Summary: ftemized Invoices, Reports & Receipts Attached?

Treat] W - | hiereby authorize any Healthcare Provider, Insurer, Employer
: t e Wlasgﬂf TBSkIn or other Organization to release any information regarding my
Name Aoﬁ#ﬂs of Fadﬁﬁngr_al Dentist medical condition & history to NEXtCARE for the purpose of

determining insurance benefits.

Tel / FRpeNTISTREE  pDHA-37216563

Emait | pENTISTREE DENTAL CLINIC LEcee hacs.

Signature & Stamp: Patient's Signature (Parent if minor) | Date




