Al~7Bubaira Rational Insurance Co.
P.O. BOX 2842, SHARJAH, U.A.E. Tel.No. 06-5117555, Fax No. 06-5696636

MEDICAL EXPENSES CLAIM FORMAzhll Ciy jLaall 4laa 3 gal

To be completed by Medical Attendant in full Jalslly gllaal) cuhall J@ fha callal) 138 Al oy
Patient name: o el anl)
Date of birth: =250l Fa s
Insurance 1D No.: Ol A8y a8
Policyholder: 488 5l Jals ad)
Patient’s mobile number: e aial) i) L8
Patient’s file No.: sl caldll P
Nationality: Auaal)
Type of visit: [ | First visit [ ] Follow up [] dadie [] JsYIs 0l u3dess
1 | Causeof visit: [ ] Work related Injury [ ]Physical Gula [] s¥Wssdes [] @ gar [] deedbal [ 305 qu
(] Maternity [JAccident [] Dental []Others sAlays]  gud [

2

Symptoms: 108 LY

Origin and cause  ead)

Duration: 54l
3 | Has the patient previously suffered from the above Yes[] s Fhpia jall Al 038 e Gglas imy pall (Sle o

illness?If yes, Mani 13

Period involved: No [ ¥ L e 5 )
4 | Has the patient previously suffered from any other sl oda & G Alia] 5l i e g0 Wl iy pal) e Ja

accident or illness which affects the present illness? | Yes[] ax A 7 ) o 13)fh 0 jall

If yes, please state:

No []¥

Period involved: A e 3l Byl

5 Diagnosis: s il
Ll(Acute ) =l (e L]( Chronic) ¢es i«
ICD Code: soaall gl Cayial

6 | Treatment provided:[_] Medicine [ ]Injection [_] Procedures [_] Others

A el [ i [ ¢l [ :gdad

If any of the following is required, please specify type of test and indication (Provide CPT Code, if agreed) Bl el aYl aasd s
Investigations s1a¥ g CPT Code izl Investigations s!aY¥l g CPT Code «isiall)
1 4
2 5
3 6
Indications: R

I certify that | have satisfied myself by personal examination that all the foregoing statements are accurate and correct
438y gdainia e bl Qi U yall sl Al and e foliy a«..ii

Signature& stamp (g 5l) : Qualifications (Jas4l)) : Date(gul):

DECLARATION : | hereby consent to and authorize the attending physician to provide AL-BUHAIRA NATIONAL INSURANCE CO.
with complete information , including copies of my records with reference to any sickness or accident, any treatment, examination, advice or
hospitalization . Any photocopy of this authorization shall be taken as original copy .
S Clasad o cladle o diala 5l G e ol pasady A ) 6l o duall e slaal) 281K ualill dyida gl 5 juad) 3S 55 2y 5 35 Alall Agad) J 53 olial a8 sall Ul 1y yua
Aolial A et (oay siil) 138 (e A ol sladiia) i <l L

Patient’s signature: D U all a5
Date of visit: 3L g

* Form to be submitted along with the invoice



