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Reim bursem ent  Claim  Form  

 قطر
Qatar 

Please read the inst ruct ions &  guidelines on over leaf before filling the form  

   
 

 

 

 2 .  Dam an Card No: 1 . Card Holder’s Nam e:  (exact ly as printed on the card)     

                                      
  

3 . Reason for not  using Dam an listed Healthcare facilit ies   (kindly indicate)     

 Em ergency     Fam ily Doctor     Preferred Personal Choice    Service not  availabe   On vacat ion/ business t r ip outside Qatar    Other(s)  please 

specify ………………………………………………………………………………………………………………………… 

Amount Description of Services  Treatment Date  Bill No. 4. Name & Address  of the Hospital / Clinic 

  (refer to instructions at the back)        ( refer to instructions at the back)     

          

          

          

          

          

  Currency ( if treatment availed outside Qatar)…………………                                                                                   TOTAL           

 

 5 . Declarat ion  
م أعا صحيح وأ ,أصرح ع ل ن بأ  قع أ ل ط ھأن  ل ر  اس  

  I ,  the undersigned, declare that  the inform at ion above is correct غط  ل ي  ل ي لعاج ح ع م ف مدف رنس. ل ث أنش وأن أخ ض ھي  

  and that  reim bursem ent  requested is for expenses paid by me for  ھ ل ف  ل يقطر   سي بدفع  ح ل لع  ثي وب ل مل  ل ح شر  م  

  the t reatm ent  of m y covered condit ion. And I  hereby authorise )ریال قطر.(  

  Dam an Health I nsurance Qatar  LLC to pay the eligible expenses 

  direct ly to the policy holder and in local currency ( QAR) . 

 
I  hereby authorise any Doctor, Hospital,  Clinic or Medical Provider,  حي ل ي لرع دم  شف أو عي أو مزو ل يب أو مس أو أ,أن أخ أ   

 any I nsurance Com pany or any other Com pany, I nst itut ion or any ي أو ف  ك م ص ي أخر أو أ ش سس أو م م شرك تأمين أو أ شرك مع  

 other person who has any record or inform at ion about  me and /  or any ن أعيل ص بي أو ب ل حي ل ل  لح ث,عن  م ل ھي ھ ك دي لحق ب وأعطيھم   

 of m y fam ily m em bers to provide Dam an Health I nsurance Qatar LLC لح ع ن رنس قطر   سي ب ص أ مرأنش ي في ي لط ف  ل سخ من   

 with the complete inform at ion, including copies of their  records with ھ  ض ي قد تط م  شف أو مع س ل م في  يل أو أق  أو ح أو عاج أو تح
 reference to any sickness or accident , any t reatment , exam inat ion رنس قطر   سھي يث أنش  

,  advice or hospitalisat ion or any other inform at ion required by 

 Dam an Health I nsurance QatarLLC. 

 
I  am  fully aware that  any person who intent ionally m akes any false and/ or  ء عط د  ع ص ي ب مل بأ أ ش ل ك ر بش مأن أ ئق خ/مع وث  

 m isleading statem ent  and/ or inform at ion to obtain reimbursement  from /رنس قطر   سي ث أنش ر من ض ھي اس ح ع  م ل  

 Dam an Health I nsurance Qatar is subject  to penalisat ion. ئ        س ع ل .ي  

              

Nam e: …………………………………..…………    Signature:   ………………………….           Date:  ……………………………………..       
 

                                                       

 Contact  No:  ………………………………..…………             Relat ionship to the Card Holder    ……………………………………..       
                                                                

 6 . Medical I nform at ion (To be filled by t reat ing Doctor for all outpat ient  t reatment . For cases like hospitalisat ion, procedures, surgeries-detailed 

Medical report  is required.)  

Diagnosis:  Medical History /  Chief Complaints:    

 

 

Treatment  Details:                                                                                        Visit  Date:  

I  declare that  I  have at tended to this pat ient  and that  the part iculars given are best  of m y knowledge t rue and correct . 

Name & Signature of the Doctor:    …………………………………………….. Date:  ……………………. Stam p:                                         

7 .Em ployer’s Sect ion (To be at tested by HR Dept  /  I nsurance coordinator)  

I s the above case work related?              No                  Yes (  Please Specify)………………… ………………………………… …      

Cheque paym ent  is to be collected by    :    Employer        Em ployee        Other (  Specify)…………………………………………..          

Name & Signature:  ………………………………………………  Date:   …………………  Stamp:                            Ref. No…………… 
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Reim bursem ent  Claim  Form  

 قطر
Qatar 

 

  General I nst ruct ions 

1.  This form  can be used for all types of m edical plans. This form  needs to be com pleted by the insured m em ber (Card 

holder) , only if the provider is not  subm it t ing the claim  on his behalf.  

I n case of liabilit y by another party e.g. other insurance com pany /  com pany /  indiv idual etc, claim  should not  be 

subm it ted to Dam an. (Please provide details)  

 

2.  Please read the form  carefully and m ake sure to com plete all pert inent  inform at ion.  Dam an will not  be able to 

process any incom plete Reim bursem ent  Claim  Form  with lacking proper docum entat ion. (Listed below)  

 

3.  Use a separate form  for each Dam an Mem ber. A new form  can be downloaded from  www.dam anhealth.com .qa  or 

obtained from  the Hum an Resources of you organizat ion. 

 

4.  For fast  processing, please subm it  the follow ing docum ents along w ith your duly filled Reim bursem ent  Claim  

Form .  

               Essent ial docum ents: 

 Original item ized bill /  I nvoices with date. 

 Original prescr ipt ion for m edicat ion given by the t reat ing doctor. 

 I nvest igat ion results/ reports like laboratory tests, x- rays, etc. 

               Addit ional requirem ents to above: 

For I npat ient  (Hospitalisat ion Cases)  

 Medical Report  /  Discharge Sum m ary stam ped & signed by the t reat ing Doctor. 

For t reatm ent  availed outside  Qatar 

 Passport  copy is not  required but  Dam an reserves the r ight  to ask the passport  copies when required. 

 

5.  Please retain copies of receipts and docum ents enclosed with your claim , as Dam an will not  return the or iginal docum ents. 

 

6.  All claim s subject  to reim bursem ent  should be subm it ted to Dam an within 1 2 0  days from  the last  t reatm ent  date. 

 

7.  To ensure sm oother & prom pt  set t lem ent  of your claim s, please subm it  all the above required documents direct ly to 

the  Hum an Resources of you organizat ion. 

 

     .  

I f you have any quest ions or need assistance in filling this form , 

Please call: 8 0 0  help ( 4 3 5 7 )  w ithin Qatar or  + 9 7 4  4 0 1 6 0 3 3 8  Outside Qatar  

 

I nst ruct ions to fill the Form  

 

1 & 2 . Please w rite your nam e  & Dam an Card Num ber  as m ent ioned in the Dam an Card. 

3 . Please indicate the reason/ s for not  using Dam an card in any of Dam an listed healthcare facilit ies. This inform at ion is   

               im portant  in determ ining the coverage of your insurance policy. 

 

4 . Provider Nam e &  Address – Kindly use m ore than one line if necessary to provide this inform at ion about  each facility 

where you were t reated. 

 

Bill No.  -  Please write the ser ial num ber/ reference num ber pr inted on the bill /  receipt  /  invoice for each service 

separately.  

Service Date  – Kindly wr ite start  date of t reatm ent  for each service against  each bill.  

Descript ion of Services – Kindly m ent ion type of service like Consultat ion / Pharm acy /  I nvest igat ions /  Physiotherapy/  

Dental /  Hospitalisat ion. 

 

Am ount  – Kindly m ent ion the exact  am ount  as appears on the invoices. 

Total – Total am ount  of all the invoices subm it ted with this form  for reim bursem ent  from  Dam an. 

Currency  – Nam e of the currency in which actual paym ent  was m ade. 

 

5 . Declarat ion  – Kindly wr ite your nam e, signature, date, the contact  num ber and relat ionship to the cardholder. 

 

6 . Medical I nform at ion  – Request  your t reat ing doctor to fill up brief m edical inform at ion about  your condit ion and 

t reatm ent .  

7 . Em ployer Sect ion  –Kindly indicate who will be author ised to collect  the cheque for this reim bursem ent . 

 

 

 

 

 

  

 

 

 

 


