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POLICY NO.: ’ FW PRI
COMPANY NAME: ' 148 3481 @l
EMPLOYEE NAME: b gt @t
PATIENT NAME: (s Alagl S o1 1) el e
PATIENT’S AGE: ' caldglly a8l Ao s yll yes
SEX: M: E: ol S5zt

TOBE PLETED BY THE DOCTOR:

PRESENTING SYMPTOMS: s st 5055
DIAGNOSIS: ... U —
DOCTOR’S OPINION AS TO WHEN ILLNES STARTED: ...ttt
DATE OF CONSULTATION: 1.ttt
TREATRIEINE: ooty oo oA s e
DETAILS OF PAID EXPENSES: ..ottt s
1. CONSULTATION FEES: ........... . e ey gl S 1
3. MEDICINE COST: ettt s RIRUE V)
3. INVESTIGATION TYPE & COST: ..ttt eosdy Sludgmill g3 .3
4. OPERATION AND OTHER EXPENSES: .ot i aplians sl Apkes 4
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NOTE:

PLEASE ATTACH ALL RELEVANT INVOICES, RECEIPTS AND PRESCRIPTIONS AS AMOUNT NOT SUPPORTED

BY DOCUMENTS WILL NOT BE CONSIDERED AS PART OF YOUR CLAIM.
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IN CASE OF HOSPITAL ADMISSION, PROVIDE AS WITH DETAILED MEDICAL REPORT AND DETAILED BILLS PAID.

el ad el Adde (bt g Bl



AL AHLEIA INSURANCE CO. S.A.K &Y. p. 5 el Adad A <, )

Ahmed AlJaber Street Rl aesipll
P.O. Box : 1602 Safat ' laall Y-y e
Postal Code : 13017 Kuwait CosEall VYV 1 gyl Sl
Tel.: 2240033 YYE YT (eauls
Telefax : (965) 2430308 . . (A10) YEV Y A ¢ ugalils
Commercial Reg. No. 9389 ey adaYias, o ATAL : glad Joma
00000000000000000000
IN CASE OF PREGNANCY 3a¥ 9l Jatly ol
POLICY NO.: “duad g @3,
COMPANY NAME: 148 il | @)
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PATIENT’S AGE: cald gl 4l aY Ao 1pan,dl pee
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TO BE COMPLETED BY THE DOCTOR:
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3. DURATION OF PREGNANCY IN WEKS: oottt
B COMPLAINT: oottt
5. IF ONLY FOLLOW UP (SPECIFY NOY: oottt
6. INVESTIGATION DONE: ...t SR LI
COST
D) LAB. (SPECIFY): oo e
ii) UIS B e e .
iii) OTHERS e s e et £ e S
7. MEDICINE (SPECIEY) & oottt
8. CONSUTATION FEES - & oottt
9. DATE OF CONSULTATION: ..o
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NOTE :

PLEASE ATTACH ALL RELEVANT INVOICES, RECEIPTS AND PRESCRIPTIONS AS AMOUNT NOT SUPPORTED
BY DOCUMENTS WILL NOT BE CONSIDERED AS PART OF YOUR CLAIM.
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IN CASE OF HOSPITAL ADMISSION. PROVIDE AS WITH DETAILED MEDICAL REPORT AND DETAILED BILLS PAID.
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‘IN CASE OF DELIVERY. PROVIDE US WITH DETAILED INFORMATION OF DELIVERY AND FEES.
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DENTAL TREATMENT CLAIM FORM
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POLICY NO.: iduadgdl o8,
COMPANY NAME: A8 | oss
EMPLOYEE NAME: scals ol
PATIENT NAME: (Add L5510 (40 @3 13) 2y b sl
PATIENT’S AGE: Ll dl, Al Ao gl jee
SEX: M: F: i BOERWER]
TO BE COMPLETED BY THE DOCTOR:
LOCATION, COST LOCATION, COST

1. EXTRACTION  ( ) 10. FILLING ( )

2. NEURECTOMY ( ) 11. GUM TREATMENT ( )

3. X -RAY ( ) 12.R.C.T. ( )

4. CLEANING ( ) 13. SCALING ( )

5. BRIDGE :{ ) 14. ORTHODONTICS ( )

6. DENTURES ( ) 15. CROWN ( )

7. RESTORATION ( ) 16. PROPHYLAXIS ( )

8. OTHERS ( ) SPECIFY 17. MEDICIN ( )

9. CONSULTATION FEES:

10. DOCHR’S OPINION AS TO WHEN ILLNESS STARTED

11. DIAGNOSIS :

12. DATE OF CONSULTATION:
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PLEASE ATTACH ALL RELEVANT INVOICES, RECEIPTS AND PRESCRIPTIONS AS AMOUNT NOT SUPPORTED

BY DOCUMENTS WILL NOT BE CONSIDERED AS PART OF YOUR CLAIM.
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IN CASE OF HOSPITAL ADMISSION, PROVIDE AS WITH DETAILED MEDICAL REPORT AND DETAILED BILLS PAID.
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