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RAKINSURANCE Medical Reimbursement Claim form and Checklist

Patient Details

Name of the Insured/Employer*

* Janll Cialaofagle. o pall oud

Chief complaintsand symptoms
gt ) Y15 5 S0

Diagnosis

Name of the Employee* * b sall o
Name of the patient el o
Card no.* * sl Ay o
Email address* Contact no. (mobile) *
S A 3l el )
Date of treatment If hospitalised, date of If hospitalised, date of
Al ) admission discharge

hlind) ) Jsaall & 6 (hlina) o 75 A G

Bank Details Sl Jualés

What date did the patient first feel same/

similar symptoms dd /mm |yy
llf e illfp sill) Sleeiba Lo sl ) oY) o2 (s g Sy (i jall Ty i

Andall dia o) / 4a8Y) [ Cilea gadl

PatientDeclaration

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.| agree that a copy of this
consent shall have the validity of the original.

Account name Cluall a
Account no. Glall b
IBAN no. oY) &
Bank name and address Sl () sie 5 and
SWIFT code 35S iy gl
Currenc Alaal)

8 s sall yae AS131) o pal (g ol iy yall Al g (sl oliod gl Ul
Aga 5 lainY) oda b LB (e desid) Gl maea ol 1 -(Rn 16 e
e Jpmanll Gualill i gl Al (Gl 5 4S5 gy peail) 138 ransy Anpnaas
¢ anll Jinns o ad g el Lay o Aalall AUl daleiall o sbeall gpan
o omilad¥) o dudall cilaadll adie e 835 3all AlAl 5 AL cilaadl)
b e Cllaall S VAl Cilend a3 AT Gads o Sl il

Al latinal) e panll 8 Lgiay aalill il gl Gl (il 48 8 Jagins
AUl i aay 5l oyl 5 58 DA iy ol b

AlaY) A30alS Aalln 488 gall oda (e 2adl of e G

Name of Patient

sl

Signature (Parent if minor)
OS da ) gl g - il
el (a5l

Medical Practitioner Declaration

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

Date
GJE\“

Uassall Aalall o) (s Aagaia 18 (e Lol i) aen ol il oliaf o sl U
AU o3 5,1aY &y 5 g ind s Ak Gl o i 5 jlaiY) o2 8

Name oY)

Signature and stamp piall 5 af 5l

Tel/Fax License no. Date

oSlall/caigh) 35) Aad Yl ?5‘) é—,“)\:‘“

*Mandatory field eIl Jaa*
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RAKINSURANCE Medical Reimbursement Claim form and Checklist

1. Consultation invoice

e Consultation with breakdown if any other treatment is included

with it.

Al Ede gl ciled s b il 5 jliuy)

LAY B 1

2. Laboratory | Radiology invoice

e |temised breakdown of cost of laboratory tests

e laboratory [ Radiology reports

iy [ adali gl 2

il clea gl dloaidl) Calsall
FP I ESEON TR

3. Pharmacy invoice
e |temised breakdown of cost of pharmacy items
e Prescription from treating doctor for each invoice

4. Dental treatment

e |temised breakdown of cost of consultation and dental treatment

® Dental treatment summary (inclusive of tooth number

A 5330 Al Ayl 5 ) 5
ladl) Canball (50 5y el Ayalall i 5l 5 5

Llpall 3, 3

Ol Al g Apdall 3 L Aliaiall CalSil)
(O 220 @l i L) £ 3lal) il

bl dales 4

5. Optical treatment sl dalea 5
o Itemised breakdown of cost consultation, lens and frames Ll Uil s luaall g dgdall 5 Liindl dliaddl oSl o
e Optical prescription Osalldphll daasll o
6. Maternity gl 6
o Itemised breakdown of cost of consultation, laboratory tests and Glaadlly &y il gl dphall 3 LinuY) IS 0
in-patient services rendered il Jala daxidl
Investigation reports Detailed discharge summary from hospital Cbasmdll p )& o

admission to discharge of mother
e Detailed discharge summary from hospital admission to
discharge of baby

0Oood o0 oo odod | O

Jsa3 &l () deale 8 ilial) (0 75 30 paile
(esd B s Y

Jsda gl a) dembe JSy adisdll (0 7 5 Al ol
(42503 s ikl

7. For inpatient (hospitalisation cases)
¢ Medical discharge report [ summary stamped and signed
by the treating doctor
¢ Signed and dated Original itemised bill / invoice

o Original prescription for medication by the treating doctor

o Investigation result/reports. Like diagnosis, laboratory tests,
x-ray, etc.

e g psive il padle [ kil (e gz g Al
* gl sl

sl 5 gl 485 e Aladall Aglal) 5 slall

el Cupdall g 5y jiall &y 53 Alal) Aydall dda I
a0y il Alia il § el Sl il gl )
Al 45y

(cohdinnal 8 g Slall L) idianal) B aial) (o pall Lpuallly 7

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

A5 g A gl B dan e Alaal) Cilaiions pdi g 8
) A5 g e Aulllaal) lls Jla b

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

e I8 (ode] S3LadTahg) il gdl) g Adaal) ) Lol apsfi a9
o2 e Jlg B

10. Is the claim within the specified cut- off period as per the
policy? *

OO0 Oodd

AR gl (B Basaall Aia 3l Baall Alaal) padi & .10

Note:
¢ 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.
e Properly documented claims will result in speeding up the claim’s
settlement time.

adaa >

sty Adlaall Al 8 ALY 5l gl aass Cany

Conelill ik 1) Al (ol A< 5 1 AUl AT e S iy
ey &g Jady Aallaall Jla 3 355 5 )5 (g0 a5 60 JDS
Aadleall dla 8 a5 o)l 00 a5 90 JDMA 5 sl Gy yall
Baiall el @l ey Ao 7 s

U saiall Glaslaall (o ) il ) i) (i ) A8 55 pliag
A Aalal Al ddadl) o Jaal) Anlia (e (el Lo

o tinall gl o e A8 gl 5 Aagaal) Gl aelude
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