ACE Life Insurance Co. Egypt, S.A.E.

3, Abou EI Feda Street, 5th Floor
Zamalek, Cairo, Egypt
Tel : 202 273 967 00

Fax : 202 273 967 07

®
= Website : www.acelifeegypt.com
ace life _ _ _
Reimbursement Medical Claim Form
Please complete a new separate Claim Form for: 18k Laa 73 gad JlaSind sla )
1) Each patient 2) Each visit or medical condition gokall sl sl A ye Alls JSI (Y sae K

Patient’s Information

EMPIOYEE'S NAME  .ooitiit i e e et ala sall
PAtiENt'S INGIME ...t et e et et e e e e e e e e e e e e e e e ettt e et e ettt e e e e e e e e aeeeeaaaaeaaerer e aaraaae o all sl
Patient’'s date of Dirth ... e U el B 5 )
LTy T o NN F=T0 TSRS A8 LAN o)
(] o3V Lo PRSPPI A8 al a8
[ L=Ye LTer=TRer=T e I L TSR Ahall iyl o8
Patient’s Contact NO (FOr EMErgENCY) ....ccuiiiiiiiiiiiiiiie ittt (3o pall) el s o3
Payment Details Ldldaal) ads Jualds
Please specify who will receive the payment: el adall o ) dgall duass gl )
Employee O Employer (Company) O O (L dexd A8 i) Jaall Calia [0 ala gl
Total claimed amMOUNt ... rrrieriiiees | e e e e et e e e e e nnaeeen Allaall Meay) dladll

Claim Submission Procedures Allaal) ayai cilg) s

1.Please fill the claim form properly using your Medical oo babaall dilad) (e il sleall 3255 cral g Jady AUl Aiad ela ) )

Card issued by the Insurance Company, then sign the L) dasl) QW llall e ad g o5 (e (pelill AS 58
form in the place specified below. e e e e IO o
2.All the claim documents must be in English or Arabic, oA Aaly S o 5 A saladY) o) A el dallly S c—mw& u\c-m Al
documents in other languages must be translated prior el i Leten 5 o
to submission. . _ o Wl g aalt) S 55 ) L) Ly e (A AS530 G sl e Al s Y
3.All claims tg be submitted via your Company within 30 2 S e ey Te DA
days of the incurred date. . ) .
Claims received after 90 days are not admissible. R ) e Loy Gr (me 2ay AlUae A Jus )

Required Claim Processing Documents Adaal) el A ) il ationalf

1.All receipts issued by the physician, pharmacy, laborat- | .91 ¢ jasd) didanall call ce 5 tall s @l g OS5 Ol g )
ory, diagnostic centers or any other covered health facility 5 ol il ) gty Aulal a1 el A e e G A

must be itemized with respective charges, stamped, orig-
inal, and showing the patient’'s name and date of service.
2.The physician’s prescription, physician’s laboratory and - )
x-ray requests along with all lab results and x-ray reports | bl Jd (e i sall jriaall o) 22 il Sl dpdall ddasll 3 )) agy Y

el culall [ al Gl a5 AT 2axs 4

of the examination undertaken must be attached. el cual ) il il 2asY) )8 e
3.1f the claim is a result of hospital admission, the following - (3] oy ¢ piiianall Jpaa) A dllnal S 13 ¥

documents must be submitted: ]
+Original, stamped, itemized hospital bill showing the pati- | waiell e Al jland g dpdal) Cloadll Jaadily dine i) by’% .
ent’s name, date of admission, discharge and all medical | 5 o=l a—) Ol pe hiall an I @il da s J 5300 5 i oL

services provided to the patient and its costs. ool dsaall &)l
*Original stamped receipts from the attending physician | 1o | sy 10l comlled) sl 5 Ladid) e ol o )l JuarY) »
and the hospital against the amount paid along with the ZaAls 053l sie aade &y s s yall Alla e Joni )aﬁié

medical report on the patient’s condition and treatment.

Declaration and Authorization of Patient / Parent Mgy sl G all e s glig ) B

I, hereby confirm that the information | gave along with a5 dagaca Gl 1y <l jall 5 3a) ) e gladll JS 138 Can gy Al
all submitted claim’s documents are correct and true. A0 o e g Ak dgn ol iie Al (p a5 olial sl U 384 iS4
Additionally, |, the undersigned, authorize and request
any hospital, physician, any other health provider or any
insurance company to furnish ACE Life with the complete amY s ) dadlall el dadlall leaddl s il adl) f #30a)
information including copies of their records in connection ol e el ol )
with medical care, treatment, examination, advice or other )
services provided to me or to my dependant.

obin il deddl of Caldl (e 3 gem sladl cilindlil o A, 5 053 o ol

Any copy of this consent shall be considered as the original. ALY jriat gy o8l 18 e By g A
Patient’s or Parent’s SIgNatUre................oooovviiiiiiiiiiiiiiiis | oottt g oo sl Gl g 5




Medical Details ddall i)
To be completed by the Treating Physician Elaall Guaal) 38 ya S

Please indicate the Symptoms date DD MM Y Vv ol e V) Ay d s st ela )
first noticed by the patient C . 1 . 1 . ] Ll (an pal) Adaadle die
If this claim is related to pregnancy, DD MM Y Y 32 L sl Jaalls ddlatia dudUadl) cilS 13)
please specify the LMP date C T . 1T 1 Aeh 350 DA Fo )l aassela )l
Details of treatment (other than prescription) ... (aba sl (552) Andladl Jualas
(DL = o A TU o =Y Y PP TPPSPRPPI Aalall Jualas
Any further recommendation ... Qs e s Al Clpa s 4

Hospital admission date T T 1] il JgAa s
Hospital discharged date | b D | M M | vy | il ez g AN &l
Name of admitting hoSpItal ... e sisall )
Hospital @ddreSS/TEI NO  ....o..ii e Aiaall (5l o gie
Treating PhySiCian's NAME ... e e el caplall o
FAo [o [=Y=T=Rr= T To I 1= I o OSSOSO bl 0855 o) sie
I, the treating Physician certify that the ol slial o sall gellaal) Cyplall Ul
above information is correct and true A s dagna odlef 52,15l e shedl)

Physician’s Signature and Stamp Sl g capdall eliag)




