
 

 
Declaration & Signature:   
"I hereby declare that the information provided is true and complete to the best of my knowledge." 

Patient’s Signature:    __________________ Date:  __________________  
Doctor’s Signature & Stamp:   __________________ Date:  __________________   

 

Patient Information:   Expenses & Billing Details:  

Policyholder Name:  __________________    Description Amount 

Policy Number:  
__________________ 

Consultation Fees: __________________ 

Member Name:  
__________________ Hospitalization 

Costs: 
__________________ 

Member Number:   
__________________ 

Medication Costs: __________________ 

Civil ID Number:                        
__________________ Lab Tests & 

Imaging Cost: 
__________________ 

Insured Mobile Number: 
__________________ 

Procedures Costs: __________________ 

  
   

Total Claimed 
Amount: 

__________________ 

  
   

    

Provider Information:   Supporting Documents Checklist:  
Doctor/Dentist Name: __________________ ☐ Detailed Medical Reports  
Hospital/ Clinic Name: __________________ ☐ Hospital/Clinic original invoices  
 

 
   ☐ Prescription Copies  

Treatment Type:   ☐ Test/Lab Reports  

☐ Inpatient  ☐ Outpatient  ☐ Dental  ☐ Pregnancy/Maternity ☐ Discharge Summary (for inpatient) 

 

    

☐ Dental Treatment Details & original 
Invoice 

Diagnosis & Treatment Details: 
☐ Pregnancy-related Documents 
(Ultrasound, Doctor’s Notes) 

Date of treatment: __________________ ☐ Civil ID & Med. Insurance Card  
Complaints:  __________________     

Procedures Performed: __________________     

(in case of dental please specify the tooth no.) 
    

Medication Prescribed: __________________     

Test Results (if applicable): __________________     

Final Diagnosis: __________________     

(in case of pregnancy please specify duration of pregnancy in weeks) 
    


