o
O valid civil ID 7 \
D Patient Insurance Card
O «ocip % f
d Original Invoice No %” Of) e af
25y L
. Reception / / / =
. Insurance OffiCer ......ccceeeviniiiisnennnns Medical GI'OUP
Health Insurance
Medical Claim Form
Employee Name Jolad! ol
Employment No. Ao gdl 03,1
Patient Name G)Ldl ga.l.u e
duds 4| Y1 =931 Aol
Relationship o C)J u 4l ,all als
Self Daughter Son Husband Wife
Mobile No. JLadl st i o3,
E-Mail ijﬁ}ﬂ gl
Employee ID Jolall Gull 3,1
Patient ID s yell Gl 03,01
doyls Bolee | Byllas Slaae Wiaje olyel | adiue Jgss | 85¥gs Je | olice
Type of Treatment c)h.ll 9
Outpatient Optics Equipment Chronic Inpatient Maternity | Dental
Service Provider EJL:.U @Ja.ﬂ}S)M
Date of Treatment G)LQ.” .'C'_’Jls
Invoice No. 5y93Lall o3,
Claim Amount AdUall doyd
S aa ) guad Bladl Joo puc Lo s Blasdia e ASad! ey st
Reason for payment = 2
Over limit Card N/A Not Covered Non-Network
Employee Signature Jeladl ados
For HIT Use Gl Gl 3oyas ol
Claim No. KOC/ 2023/2024 WA p_sg
Total Claim Amount Adlaol) Adlendl douall
Covered By Insurance Ll Jasll Ny
Amount not Insured slaie e il
Approved Amount oasgaid! il
Remarks SlasHa
Reasons of Rejection AJUall s,y oolewd
HIT Medical Advisor @bl Ladud!
Team Leader HIT S ol B2yd sy
olad,ll ((EN) REYPR PP duds A ny duds Julls @b yayd3 <lad,ll
Attachments X-rays Before & After Prescription Lab Tests Med. Report Attachments




