ddal) Ciy jlaal) pas sale ) culla
Reimbursement Claim Form

tazur

This Form is applicable only for reimbursement dhal) (i jlaall B fale ) allal Jadd dallua 5 Laia) 53
claims
Name of Clinic / Hospital: D bl 38l e

To be completed by Doctor/ Specialist who carried out the treatment
Condition requiring treatment/complaints:

Date of Commencement of illness:

Date of first treatment:

If Pregnant, Expected date of delivery:

Investigations:

Medicines Prescribed:

Final Diagnosis:

Please submit this Form duly filled along with original detailed bills, medical results, a photocopy of the
Benefit Card, detailed medical report
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Card No : AUal) o3
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Treatment Date: s Alalnall gy
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