Dhamani Dhamani Health Insurance Co.

Insurance Claim Form ¢l qalla 3 jlaic

Beneficiary Name: s il aud
Date of Birth s Bbal)
(yy/mm/dd): (Al el 53)
Age: 1 andl
Gender: s owdad

Phone Number: 1dibigall a8
E-mail Address: 1)
Policy No: 10malil) Lol gy a3
Name of Policy ) :
Holder: Aad sul) Jala anid

(If it differs from

(Sial) il ¢ Cilisg 137)
beneficiary name)

Name of .

dandl |

Employer (e s e ew:)
(Registered at Dhamani)

Please list the medical expenses of this claim:
allall 13gy Aalaial) Apdall Cay jlaal) Sland oy

Were the related medical services done by a doctor order? []Yes [ ]No
Y[ =[] Sl e el allall 13gs Adlaid) Andal) cileadll s Ja

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




all cpalill Alada 48 i

Dhamani Dhamani Health Insurance Co.

a sl alia gl (o all @ 5
Name and Signature of Patient or Policy Holder

5OV 5 Al and yine a5 g ol
Name and Signature of Director of Administration and Finance Department for the Medical Insurance

(bl Cpalil) e (ol aaall a5 s

Name and Signature of Medical Director for the Medical Insurance

Date and stamp: s a5 il

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.
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