Medical Reimbursement Claim Form

dda Cild g paa 303 i g gad
Client's Name : : Jaandl andl
Policy No OOO0O00000800000000004040a4d419 Bl )
patientsPinNo - [ ] [T 1111 OO C OO0 OO O OO0 0] Wy )

Patient's Name : : U yall
Patient's Age : : Uanall e
Mobile No I Y A P
(Mandatory to update your claim status) (Salls g3 oS LY (5ba))
E-Mail : DSy a
Diagnosis : : sl
Consultation Fee : : Cail) dad
Lab. Cost : : il ded
Medication Cost ~ : : 45 dad
Others : : sAl
Total : : ¢ saxall
SR : : @asand) Ju
Currency : : Aleall g 53
Required Documents 4y gllaal) il gl
1. Copy of the medical insurance card & IBAN ) Ay e o) a5 (bl el 38Uy a8 ) 50 )
2. Copy of lgama LAY / 3 gel) (B gea Y
3. Completed Reimbursement Form Ak i g peme ol Jind 3 gai ¥
4. Original Itemized Invoices with cost Breakdown { At JU} Aaadll 4SS e il sil) Jaal £
5. Payment Receipts &l c¥lay 0
6. Doctor’s Prescription Guiall e gzl diay 1
7. Results of Diagnostic Investigations 2tV 5 g / Jallail il Y
8. Medical Report skl El A
9. Discharge Summary for In-Patient cases only sl Alla 8 — 75 ,a 55 4
10. Copy of Exit Re-entry Visa. 83 gl sz s,all 5 il a8 g ) o
(If treatment outside KSA), with Prior Approval. e 438 g o (el 2 s 2R Jla H)
Note: Reimbursement of medical expenses will only apply to Cases Lalicil B (3 Lot oy (A VAL 555 Aplall iy sl s i) - Aals ANl
submitted within 30 days as specified in the policy Opelill 2885 8 23ma g LS Les 30
Very Important: The claim payment will be through bank transfer only i Sl Cleall ) i sail Gyl oo Aallaall alie dualaiad o tlaa ala
Transfer Request to Bank Account: ?
D | agree to receive claim amount via online transfer to my bank account Sl i e gl ddas) g Al alie 23050 e (381 D
Name oY)
(As recorded in the bank (il 52 7 2 s LS)

iBAN 0O0O000000000000000000000 : s
eccoe OO0 0O00000000000000000:

Bank Name : : il an
Disclaimer notive: oo e
Al Rajhi Takaful will transfer the amount of the claim to the applicant’s  Sull sl lUaall flaa s gady cpaalill aa) I J5IS5 4S5 o 65l gun
bank account, as per the data provided above. The Company does not hold  Jesi ¥ 5 oMo asiall Zlall cililall o @ll3 5 allal) adiay alal
any legal responsibility or financial liabilities that may result due to the S s Guue o 8 Alle el 3 ol A 538 A 5 pase 441 2S00
wrong bank transfer as a result of the applicant provided inaccurate personal At  dpad ) Clilal) anihy Callall adie o jill pae Ao o hls

and financial information about his/her bank account. Sl Al (e Aspaall
Declaration: )8
I Acknowledged that all the above information are correct and under my s Gl s dnma odlel llaslad) en of il
responsibility
Name : : a)
Signature : : gl
Date : : Gl
llolv Wyl o gak VY LY
») . wdgleil Gu olill g aalpllda, i 971 | EVoo.lV +901 1 EVorr il p k
alra]hltakﬁful com Al Rajhi Co.for Cooperative Insurance PO Box 67T791R 11517, Kingdom of Sa aba Head Office:Flat

Tel: +966 14752211 Fax. #966 14755017



