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Patient Details  
Name of the Insured/Employer*   

Name of the Employee*   

Name of the patient   
Card no.*   
Email address* 

 
 

Contact no. (mobile) * 
 

 

Date of treatment 
 

 If hospitalised, date of 
admission 

 

 If hospitalised, date of 
discharge 

 

 

 Chief complaints and symptoms
 

What date did the patient first feel same /  
similar symptoms   dd /mm /yy 

  
 
 
 
Diagnosis  
 
 
Investigation / Radiology / Prescription  

 
 

 
Bank Details  

   
   

   
   

   
  

Account name
Account no.
IBAN no.
Bank name and address
SWIFT code 
Currency  
Patient Declaration  

 
 

 

 -  
16 -  

 

 
  ّ   ّ      

 
 

 
Name of Patient   
Signature (Parent if minor) 

- 
 

 
Date 

  

Medical Practitioner Declaration  

 

   
   

Name   
Signature and stamp   

Tel/Fax  
 

 
License no. 

 
 

Date 
  

*Mandatory field  

I , the undersigned patient, patient’s parent or guardian (if patient is 
under 16 years of age) declare that all information provided in the 
claim form is true and correct. This declaration gives RAKINSURANCE 
the permission to get all information about my claim including, but 
not limited to, my current medical and previous medical
providers/physician, pharmacy or any other person who has  
provided medical services to me or my dependents. RAKINSURANCE
during evaluation or after claim payment.I agree that a copy of this
consent shall have the validity of the original.

I , the undersigned, hereby declare that all information provided
in correct, and that the medical services shown on this form were
medically indicated and necessary for the management of this case 
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R AKINSUR ANCE Medical  Reimbursement Claim form and Checklist



                                                                               This form is for use by RAKINSURANCE and its clients and all information remains CONFIDENTIAL 

 

5CM 1020   rev 2                                                           Page 2 of 2 
Refers 2CM 1002 
2 February 2017 

 

:

-
 

 

-

 

 

 

Checklist  Yes  
1.  Consultation invoice  1

Consultation with breakdown if any other treatment is included 
with it.

2.  Laboratory / Radiology invoice 2
Itemised breakdown of cost of laboratory tests       

Laboratory / Radiology reports
3.  Pharmacy invoice    

Itemised breakdown of cost of pharmacy items                
Prescription from treating doctor for each invoice         

.

4.  Dental treatment 
Itemised breakdown of cost of consultation and dental treatment      
Dental treatment summary (inclusive of tooth number

.

5.  Optical treatment
Itemised breakdown of cost consultation, lens and frames
Optical prescription  

5 :
 

 
6.  Maternity   

Itemised breakdown of cost of consultation, laboratory tests and 
in-patient services rendered
Investigation reports Detailed discharge summary from hospital 
admission to discharge of mother
Detailed discharge summary from hospital admission to 
discharge of baby

6 : 
  

 
  
 

 
 

 
7.  For in patient (hospitalisation cases) 

Medical discharge repo
 by the treating doctor
Signed and dated Original itemised bill / invoice
Original prescription for medication by the treating doctor
Investigation result/reports.  Like diagnosis, laboratory tests,
x-ray, etc. 

( 
  ّ      /    

 
  
  
 

 
8.  If claim incurred outside UAE - English/Arabic translated 
documents are provided

8 
 

9.  Separate claim forms and invoices (as specified above) is 
submitted for each claimant

9  (    ً )     
 

policy? *
10

Note:  

60 
90 

 

 

Original invoices should be provided for reimbursement.
*Within the UAE reimbursement claims should be reported to
 RAKINSURANCE within 60 days from the date of occurrence, and for
 outside of the UAE within 90 days from the date of occurrence.
Please note that RAKINSURANCE requires a minimum set of information
 in order to be able to process your reimbursement claim.
Properly documented claims will result in speeding up the claim’s 
settlement time.
 

3

4

rt / summary stamped and signed
7

10.  Is the claim within the specified cut off period as per the 

إستمارة المطالبة الطبية و قائمة التدقيق لشركة رأس الخيمة للتأمين
R AKINSUR ANCE Medical  Reimbursement Claim form and Checklist

14/14


	Text1: 
	Text2: 
	Text3: 
	Text4: 
	Text5: 
	Text8: 
	Text9: 
	Text10: 
	Text11: 
	Text12: 
	Text13: 
	Text14: 
	Text15: 
	Text16: 
	Text17: 
	Text18: 
	Text20: 
	Text21: 
	Text22: 
	Text19: 
	Text23: 
	Check Box2: Off
	Check Box3: Off
	Check Box4: Off
	Check Box5: Off
	Check Box6: Off
	Check Box7: Off
	Check Box8: Off
	Check Box9: Off
	Check Box10: Off
	Check Box11: Off
	Check Box12: Off
	Check Box13: Off
	Check Box14: Off
	Check Box15: Off
	Check Box16: Off
	Check Box17: Off
	Check Box18: Off
	Check Box19: Off
	Check Box20: Off
	Text7: 
	Text77777: 
	Text6: 
	Text66666: 


