Alico

P.0. Box : 5984, SHARJAH - UAE
Tel: ((6) 5562566, Fax: (06) 5564197

INDEMNITY MEDICAL CLAIM FORM

b~ |

ERAE e B SN L Faaiall L el ol L)
V-0 BTENAY €l I eTeNY il

EMPLOYEE'S SECTION  _iL gall Jud s Yoy

Employee's Name & Date of Birth:
Patient Name & Date of Birth
Policy Number

Certificate No.

Dependent No.
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CLAIM SUBMISSION PROCEDURE
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To avoid any delays in the processing of your elaim, please ensure that:

1. The claim is submitted through vour emplover. Please obtain the Grou
Policy No, From yvour Emplover.

2. All questions on the form are answered, Do not leave any blanks, Use block
letters.

& Al claim documents should be submitted either in English or Arabic
Documents in other languages must be translated by an official public
translator prior to submission

4. All necessary claims documents are to be submitted within 30 days of the
incurred date. Claims received after 90 days will not be processed.

The following original documents are to be attached:
Out Patient Treatment

1. Official receipt showing the attending physician's detailed charges along
with his stamp and zignature
2. Ttemized pharmacy bill showing the date of purchase, name of patient,
quantity and name of drugs along with the physician's prescription
3. Official receipt showing charges for each of the Lab. Test. X-ray films, and
other examinations done and supported by the respective physician's
request to undergo examinations and copies af the results of examinations
and copies of the results of examinations undertaken
- i m
1. Itemized hospital bill supported by the official hospital receipt for thee total
amount paid
2. Official receipt showing Attending Physician's or Surgeon's charges  along
with his stamp and signature,
3. Detailed hospital discharge report
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AUTHORIZATION STATEMENT g T2 s

I hereby certify that all answer and all documents submitted with the claim
form are complete and true. | hereby authorize any doctor, hospital, or medical
provider, any insurance company of any other company, institution or any
other person who has any record or information about me andfor any of my
family members to provide ALICO (American Life Insurance Company) with
the complete information's, including copies of their records with reference to
my sickness or accident, a treatment, examination, advice, or
hospitahization. Any photocopy of this authorization shall be taken as the
original copy
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EMPLOYER'S SECTION Jaall ialio (3 oo Sias

Is this claim arising out of patient's occupation? O Yes- aas

Cheque payment mads in the name of;

O Assigned Provider - pllacadl okl

Total Amount Claimed - ...

O Employee

Employer's Signature and Stamp @ ...
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O Employer Group - Jeadl aalia
Employer's Claim No. Lol 23,
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American Life
Insurance Company

Akt

A Member Company of
American International Group
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ATTENDING PHYSICIAN SECTION  mllaafl cuuball (16 5 M
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How long has patient been suffering from this sickness ? Uod pall s s i pall Alag | S 0
Please specifiy the date symptoms first appeared. o pa Ja¥ ool e Yl dud o gl el waass ela
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name and treatment details

If the claim is resulting from pregnancy / childbirth Ly i 3599 ,a0 a8 9o asans 30 59Y s [ Jaa (6 dalllealt ol 13
please provider the LMP : ;

Details of the treatment (other than PrescriPEion) . ........co.ooooeieeiissies e eees e s e (s ol SMAL) dadlaall Luwslis
If further treatment or operative procedure anticipated, JresliBlle L g 5 ela lf als ey al s 2he adgie Gls 130

please provider the details

Allc American Life A Member Company of
| Insurance Company American International Group




