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MEDICAL CLAIM FORM

(A) CLAIMS SUBMISSION PROCEDURE Sl Baet! @adds Ads ks (i)

To avoid any delays in the processing of your claim, please ensure that. - ’ - - _

1. The claim is submitted through your employer. Please obtain the Group s ulidllas e Byt pae (peund us Al dolailt oLyl ey
Policy No. from your Employer. el @3 Lo Jymadl cliSey JBlaiedl Aailg adllao ] @ads ooy —)

2. All questions on the form are answered. Don’t leave any blanks. Use aalaadl goyan 4..aL>J\ WL*-' [3slgs ”
block letters. 2 ol sy 5lenl ol 2l paen e sl ¥l oy — Y

3. All claim doouments should be submitted either in English or Arabic. g L & 30ls! e Lo o 4..<..S\
Documents in other languages must be translated by an official public L= R e et - .. » ==l
translator prior to submission. Al e 5 oy dadd &l gl A yall AL clin yo ) @uuds Comy Y

4. All necessary claims documents are to be submitted within 30 days of Le-ﬁu 5 B A (B0 o sl Py‘ ‘—'L*-UL' uLﬂ—" ) R
the incurral date. Claims received after 90 days will not be processed. )5 (e Lagy M5 3e M5 2 dogllactl culad jotl pran @udS Comy — £

5. Pre - Determination Review “ Form D” is submitted. L‘,}, Craed da asldlUag 4_,\ d =5 O ddllactl Gigas

6. The following original claims documents are to be attached. Ldatl 3Ll 2 1| szl 5_‘,_1\ 3 735 @uad o
(a) Out Patient Treatment ooe Y‘C J1 sla J‘ -1

i) Official ipt showing the attending physician’ detailed ch:

i) icial receipt showing the attending physician’ detailed charges ¢ ol ’ < E:‘ N (‘)

along with his stamp and signature
il) Itemized pharmacybill showing the date of purchase, name of patient, Lyl L B ol J ()
uantity and name of drugs along with the physician’s prescription. 05 S N
quantty £ a ong Pay Preserip msum,‘qt(wu;1M\C_.,u,_@mmtww@yu(v)

ii1) Official receipt showing charges for each of the Lab. test, X-ray films, "~
and other examinations done andsupported by the respective physi- cdall (e Audall daisyl! db)‘ ez Wgngall dygaYl ‘L“-““‘ﬁ

cian’s request to undergo examinations and copies of the results of ex- g9 dudall JJ (] O IS il 860 gl Jmda ey Jlasl (V)

aminations undertaken. el codall Clls 3Lyl Comy ig 3l caling b a4yl of Ao &Y
(b) In Patient Treatment Lgiling aulingeeatl
i) Itemized hospital bill supported by the official hospital receipt for the s ‘;,\:'-M oo S E)ut ( u)
total amount paid. -
ii) Official receipt showing Attending physician’s or Surgeon’s charges cdegaiad dedlly o) Jlanls 358 50 Gadiied! (o dlinde 3 5,93L())
along with his stamp and signature. AL sebas ~1 4ot i Laatl Condatl L._.Lg Layl(Y
iii)Detailed hospital discharge report. S ﬁ‘: . ni:’::ﬁl Tor> e :“ if W,_.Jajl)i ! EY%
(B) EMPLOYEE’S SECTION Al got! Al g muwd! 18 Mas (&)
1. Employee’s Name & Date Of Birth : Dbt 7,55 Cals el @l -
) (As shown on Enrollemant Card) . (‘_yLm.u}” l'éUaJ Sle 39 Lss)

2. patient’s Name & Date Of Birth 25l @)Ls, o | (‘w‘ _
(As show:n on Enrollement Card) (uL....u‘)s'\ uLla; ulc )9 Lns)
3.Group policy NO. + ETN Py
4. Individual Certificate NO, I sapayall Gualall salg b @3y -t
5. Patient’s EffectiVe DAte O COVETAZE | ... s o el el sy gasli -0
6. Nature of Sickness / ACCIASNE 1 el / o pedl dagids =
7. Physician’s / Surgeon’s Tel. No. & Complete Mailing Address : + Jol SO ol Olsially 715l / bl casla @3, -V

I hereby certify that all answers and all documents submitted with the Claim

Form are complete and true. I hereby authorize any doctor; hospital, clinc or &
medical provider, any insurance company or any other comanny, institution or any ‘6)"‘ L] ﬁ‘ u—“‘\-' a8 “-“ u—‘-“’ JLG> 3‘ salue ¢ aiia ¢ Gonds 6‘ u"ﬁ—“"

other person who has any record or information about me and/or any of my family — ¢lacly Jlile (ya 5,3 ‘_;L. jl oo cilaglaa 3| M umj‘ L ——_

members to provide (MetLife, Life Insurance Company) oo e Lgas Loy alalSIl asls 1 (3ot Okt iy ie AS 54) s Sie
with the compllete information, including copies of their records with reference c
to any sickness or accident, any treatment, examination, advice or hospitalization. ")Lw-'-w‘ colog=a . Anlas 4—" c &l ol (o 50 L.SL' Glai u—‘-' Iy "39}0-‘ (S EIMY

Any photocopy of this autthorization shall be taken as the original copy. . N Lg_'lﬁj 3 il 148 (ye 3500 PR ol 11 Jos 3|

‘ 4.\.;1534:«-_@4"& MUAA_”o.\.gJ M‘ulM‘jMyY‘H}ub)ﬁ\ u_ﬂ

Employee’s Signature ... Date: ... e 1 s calygell aBys

ABlaled! Ataw! gy el 142 Mas ()

i . O Employer Re ]| .
1-Cheque payment made in the name of O Employee Gyl sl il Humy -
O Assigned provider (,S3) s,alaga O
2.Total AMOUNE CIATMEA ..o tadlactl A B pgama Y
B.EMPLOYET’S CLali INO. & e s 3dlaetl @B, =Y
4. Employer’s Representative Signature : s aslaiedl fies gy —t
S dLdl @i o

FOR THE USE OF METLIFE ONLY
DOS 1 DOS 2 DEP CRVS PROV PAYEE PRD AC.CD

BEN.CD  VAR. CLAIMED EXP. | APPROVED EXP.

TOTAL EXCHANGE RATE :




(D) ATTENDING PHYSICIAN’S SECTION

zlrad glptlaeticocdal! Alawlgs muuat! i Slay (3)

1. Patient’s IName & Date OF BHIth ; - F o el 33ha sl sl )

2. Diagnosis ( Block Letters )

:g-‘b)-ﬂ-“ e il =Y

3. Date symptoms first appeared :

syl (il ;a1 egls Bl gals Y

4. If the claim is resulting from pregnancy / childbirth,

Please Provide INCEPLION AALE 1

5. Dates of current treatment ()yt-Patient Visit Dates

.3)‘2’3 j‘ Jo Ay 2\.dUa.dl cals ‘3“ -t

Jomdl s el o Le

sl claliadl G cagdlondl dadlaatl 051530

In-Patient VISIE DAtes .. (U-V-A- PPN g

(Lol lae Le )asdlaad! Juolas =1

6. Details of Treatment ( other than prescription )

7. Dates of any previous treatment

Lale 2tlea 4l plys -V

along with name Of treating PRYSICIAN llaedl colall @l e

8. Is further treatment or operative procedure anticipated ? Yes [0 @

If “yes” please provide full details and expected dates.

No O ¥

el G2 53 A Lee ol Aadlas el ] p3sn Ja —A

Additional questions to be answered in case of (Hospitalization) only :

9. Diagnosis (Block Letters )

( PRblued! Joina ) Wl 2 AL BLS| Al

g‘;_«,ﬂil oz il =4

11 Date performed :

‘:_L\Lu.“ ;‘):J; @)b_\\

((aiiaatl pa gyl wie Jonda Gubs y,35 Blay) comy )

Physician’s / Surgeon’s Signature & Stamp :
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