
 
 

  
                                           Dhamani for Health Insurance 
                                                  Registration No.:  
                                              Mobile: +964 (0)  
                                                www.dhamani-iq.com   

 

  يحصلا نیمأتلل ينامض ةكرش
Dhamani Health Insurance Co.  

  
 

 Insurance Claim Form نیمأتلا بلط ةرامتسا
 

 
 

 :Beneficiary Name	 :دیفتسملا مـسأ

 :دلایملا خیرأت
 )ةنس/رھش/موی( 

 Date of Birth 
(yy/mm/dd): 

 :Age  :رمعلا

 :Gender  :سنجلا

 :Phone Number  :لیابوملا مقر

 :E-mail Address   :لیمیإ

 
 :نیمأتلا ةصیلوب مقر

 

 
	 	 	 	 	 	 	 	 	Policy No: 

 :ةصیلوبلا لماح مسأ
	 )دیفتسملا مسأ نع فلتخی اذأ(

Name of Policy 
Holder:  

(If it differs from 
beneficiary name) 

 :لمعلا بر مسأ
	 )ينامض ىدل لجسملا(

Name of 
Employer 

(Registered at Dhamani) 
 
 

 
 

Please list the medical expenses of this claim: 
 :بلطلا اذھب ةقلعتملا ةیبطلا فیراصملا دادعت ىجری

____________________________  
____________________________  

____________________________ 
____________________________  
____________________________  

____________________________ 
 

 
Were the related medical services done by a doctor order?            Yes         No 

 لا       معن             ؟بیبطلا نم رمأب بلطلا اذھب ةقلعتملا ةیبطلا تامدخلا تمت لھ
 

  
  



 
 

  
                                           Dhamani for Health Insurance 
                                                  Registration No.:  
                                              Mobile: +964 (0)  
                                                www.dhamani-iq.com   

 

  يحصلا نیمأتلل ينامض ةكرش
Dhamani Health Insurance Co.  

  
 _______________________________________________ :ةصیلوبلا بحاص وأ ضیرملا عیقوتو مسا

 Name and Signature of Patient or Policy Holder 
 

  ________________________________________________ :ةرادلأا و ةیلاملا مسق ریدم عیقوتو مسا
Name and Signature of Director of Administration and Finance Department for the Medical Insurance 

 
 
 ___________________________________________________ :يبطلا نیمأتلا نع يبطلا ریدملا عیقوتو مسا

Name and Signature of Medical Director for the Medical Insurance  
 
 

 :Date and stamp _______________________________________________________ : متخلاو خیراتلا 
 
 

Note:   
A copy of the receipts of the medical expenses (original copy) and doctor’s orders must be attached with 
the medical insurance claim form, the receipts and orders must hold the contact information of the provider 
of the medical services and a proper signature with a stamp according to the medical insurance policy.  

	
 نأ بجیو ، يبطلا نیمأتلا ةبلاطم جذومن عم ھیلصلاا ةخسنلا بیبطلا رمأ و ةیبطلا فیراصملا تلاوصو نم ةخسن قافرإ بجی :ةظحلام
 .يبطلا نیمأتلا )ةصیلوب( ةسایسل اًقفو ،متخو عیقوتو ةیبطلا تامدخلا زھجمب لاصتلاا تامولعم ىلع بیبطلا رمأ و تلاوصولا يوتحت

 


