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MEDICAL EXPENSES CLAIM FORM Al i slias Ldlbas 5, Latul
Policy No. Gaelll LSy o3,
Name of Insured/Employer A ayall gl
Name of Employee wils pall o]
TO BE COMPLETED BY DOCTOR Sl Uiy o 3sy
Name of Patient gl alat
Age of Patient g pall jae
Date of Treatment £l ayls

Date of onset of sickness

oaledlay poyls

Diagnosis (see overleaf)
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Has the Patient suffered from this illness before?
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If yes, give period and details.
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Doctor's Name/Signature/Stamp:
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Details of Paid Expenses Dirham

Foreign Currency
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. Consultation Fees
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. Medicine
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3. X-Ray, Lab. Tests

Sz Tt

4. Hospital (Room charges)
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5. Operation

iilas — 0

6. Any other costs
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TOTAL
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THIS FORM MUST BE FULLY COMPLETED
AND RETURNED ALONG WITH BILLS
LAE REPORTS AND OTHER INVESTIGATIONS
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Date of 1st Visit SV Ll A,

Date of 2nd Visit Ll s,Ll g,s —
Date of 3rd Visit W 5,L5M g, -
Date of 4th Visit Laal 1 5,0 a5 —
Date of 5th Visit Lwalaht 3,50 gapls —
Date of 6th Visit Lsladl 3,50 ayls —
TO BE COMPLETED BY THE DOCTOR 23Sl Ut gy Meas —
General Notes :- [Presenting complaints, CL/F, daladt olaa et

INV. done, Diagnosis & Treatment]
(g Madl (o sall pagats (Jullasll A dall a1 e Y1)

i/We hereby certify that the above named empioyee / patient is a member of our Group Insurance
Program and the information stated above is correct to the best of my / our knowledge and belief.

EMPLOYER'S

CERTIFICATION
Signature of Employer




