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MED – CLM001
REIMBURSEMENT FORM

	Card Holder's Name  :
	      
	Card Number    :
	      

	Valid Until                  :
	     
	Contact No.       :
	      


	To be completed by the treating physician:
	 
	 

	Diagnosis:
	     

	 
	     

	 
	     

	Date of onset of symptoms:            
	

	 

	
	
	
	 

	If hospitalized:
	Date of Admission:
	     
	        Date of Discharge:
	     

	 
	
	
	
	 

	Case Management:
	     

	 
	     

	 
	     

	Actual Costs:
	     

	 
	     


	Treatment Plan:
	 
	 
	 
	 

	Diagnostic Tests:    
	 
	 
	Pharmaceuticals
	 

	     
     
     
     
	     
     
     
     



                    
                Date








      Card Holder’s Signature
  Physician’s Name             :        
  Telephone Number          :         
  Date                                  :        
  Physician’s Stamp & Signature






                                      1 of 1
رأس المال المدفوع و المصرح به ( 120 ) مليون درهم خاضعة لأحكام القانون الإتحادي رقم 9 لسنة 1984 ومقيدة بسجل شركات التأمين الرقم ( 10 )



