
                                                                                                                                                                                       

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

                                                                                                                                                                                                                                                                                                                          3, Abou El Feda Street, 5th Floor  

                                                                                                                                                                                                                                                                                                                          Zamalek, Cairo, Egypt

                                                                                                                                                                                                                                                                                                                          Tel            : 202 273 967 00

                                                                                                                                                                 Fax        : 202 273 967 07 

                                                                                                                                                                                   

  ΔيΪنق Δطـبـيـ Δج مـطالبΫنـمو  
    Please complete a new separate Claim Form for:                                                                        :دήمنف ΪيΪج جΫنمو ϝماϜجاء إستήال
     
    1) Each patient         2) Each visit or medical condition                                            عاجϠل Γέياί ϭأ Δضيήم Δل حالϜيض        ˻( لήل مϜل )˺         

Employee’s Name ..………..……..……………....……….........….……………………………………………………….   ظفϮϤل΍ سم·                               
Patient’s Name............................................................................................................................................................ يضήϤل΍ سم·    
Patient’s date of birth ..………..……..……...…….…………......……………………………………………….……. يضήϤل΍ Ωيخ مياέتا    
Group Name . ............................................................................................................................................................... Δكήلش΍ سم·
Policy No ..................................................................................................................................................................... Δكήلش΍ قـمέ
Medical card No ................................................................................................................................................... ΔيΒلط΍ ΔطاقΒل΍ قـمέ                               

Patient’s Contact No (For Emergency)  ................................................................................................ (ΓέϭήضϠيض )لήϤل΍ قـم هاتفέ            
        

Please specify who will receive the payment:                                                                               :اϬفع ·ليΪل΍ لتي سيتم΍ ΔϬلج΍ ΪيΪجاء تحήل΍
    Employee  □    Employer (Company)  □                                                                    □ )اϬل بϤلتي تع΍ Δكήلش΍( لϤلع΍ ظف  □  صاحبϮϤل΍                                                                                                                       
    Total claimed amount    …….…………........…......................      ..................................….............................   ΔΒطالϤϠالي لϤإج΍ غϠΒϤل΍     
                                                                                                                                           

   

   Required Claim Processing Documents                                                                         Δف المطالبήلص Δمίالا ΕاΪالمستن 
         

ϭأ ،Δأشع΍ ،ήΒتΨϤل΍ ،ΔليΪيμل΍ ،يبΒلط΍ عن ΓέΩاμل΍ ήتي΍Ϯϔل΍ يعϤج ϥϮϜت ϥيجب أ .˺    

ϭ يخέلتــا΍ϭ يضήـϤل΍ سم· ήϬتظـϭ ΔيϠأص ΔيϨلتـأمي΍ Δبالتغطي ΔلϮϤمش ΔيΒط ΔϬج Δأي        
 ϭأ Δأشع ϭأ ϱήΒΨيل مϠتح ϭء أ΍ϭΩ كـل ΔϔϠϜيل تμϔين بالتΒتϭ ΓشأϨϤل΍ تمΨب ΔمـϮتΨم        

        أيΔ خΪمΔ أخϯή مع بياϥ أج΍ έϮلطΒيب ΍لϤعالج.
 

    ˻. يجب ·έفا΍ ϕلϮصـ΍ ΔϔلطΒيΔ أϭ طϠب ΍أشعΔ أ΍ ϭلΨϤت΍ ήΒلϮϤصϮف من قΒل ΍لطΒيب
        مع تقاέي΍ ήأشعϭ Δنتائج ΍لΨϤت΍ ήΒلتϰ أجήيت  لήϤϠيض.

    ˼. ·΍Ϋ كانت ΍لϤطالΔΒ نتيجΔ لΪخ΍ ϝϮلϤستشϰϔ، يجب ·έفا΍ ϕلتالي:

        إ فات΍ ΓέϮلϤستشϰϔ مΒيΔϨ بالتμϔيل ΍لΪΨما΍ ΕلطΒيϭ Δأسعاέها ΍لتي قΪمت لήϤϠيض
ϭ يضήϤل΍ ســم· ϥمع بيـا ϰϔستشϤϠي لϤسήل΍ تمΨبال ΔمϮـتΨم ϝϮخΪل΍ Γήاء فـتϨأث          

           تاέيخ ΍لΪخ΍ϭ ϝϮلϭήΨج.

ΔعϮفــΪϤل΍ ΔϤعـالجين بالقيϤل΍ ـاءΒأط΍ϭ ϰϔستشϤل΍ عنέΩـاμل΍ يϤسήل΍ ϝاμإي΍ إ        
           مع تقήيή مμϔل عن حال΍ ΔلήϤيض ϭطήيقΔ عاجه ع΍ ΪϨلΪخ΍ϭ ϝϮلϭήΨج. 

  

1.Please fill the claim form properly using your Medical           

  Card issued by the Insurance Company, then sign the

   form in the place specified below. 

2.All the claim documents must be in English or Arabic,     

  documents in other languages must be translated prior   

   to submission.

3.All claims to be submitted via your Company within 30   

   days of the incurred date. 
Claims received after 90 days are not admissible.

1.All receipts issued by the physician, pharmacy, laborat-  

   ory, diagnostic centers or any other covered health facility 

   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   

   of the examination undertaken must be attached.  

3.If the claim is a result of hospital admission, the following

   documents  must be submitted:

          -Original, stamped, itemized hospital bill showing the pati إ 

        ent’s name, date of admission, discharge and all medical

   services provided to the patient and its costs.      

          Original stamped receipts from the attending physician إ 
  and the hospital against the amount paid along with the  

   medical report on the patient’s condition and treatment.    

΍لήجـاء تع΍ ΔΌΒلϤطالΔΒ بΨط ΍ϭضـح، تΆخـ΍ άلϤعϮϠمــاΕ مـن ΍لΒطاق΍ ΔلμـاΓέΩ عن  .  ˺       

.ϩناΩ΍ ΩΪحϤل΍ ϥاϜϤل΍ ب فيϠلط΍ ϰϠقع عϮمن ثم يϭ لتأمين΍ Δكήش            

 ϯήأخ ΔغϠكانت ب ϥ·ϭ ،ΔيزيϠإنج΍ϭأ Δبيήلع΍ ΔغϠبال ΕفقاήϤل΍ يعϤج ϥϮϜت ϥيجب أ   .˻        

            يجب تήجϤتϬا قΒل تقΪيϬϤا.

.   تق΍ ϡΪلϤطالΔΒ عن طήيق ΍لشήك΍ Δلتي تعϤل بϬا لتقΪيϬϤا ·لϰ شήك΍ Δلتأمين Ϋϭلك    ˼      

            خاϝ ˹˼ يϮماً من تاέيخ ΍لعاج. 

         لن تقΒل أيΔ مطالΔΒ بعΪ مضي˹9 يϮماً عϰϠ تاέيخ ΍لعاج.

I, hereby confirm that the information I gave along with 

all submitted claim’s documents are correct and true. 

Additionally, I, the undersigned, authorize and request 

any hospital, physician, any other health provider or any 

insurance company to furnish ACE Life with the complete 

information including copies of their records in connection 

with medical care, treatment, examination, advice or other 

services provided to me or to my dependant.

Any copy of this consent shall be considered as the original.

Patient’s or Parent’s Signature.....………………….…………  

  

 .Δحقيقيϭ Δب صحيحϠلط΍ ΍άϬب ΕفقاήϤل΍ϭ ΓΩέ΍Ϯل΍ ΕماϮϠعϤل΍ كل ϥأ ΍άجب هϮϤب ήأق
 Δكήش ϭيب أΒط ϭأ ΔيΒط ΔϬج ϭأ ϰϔمستش Δب من أيϠأطϭ ϩناΩقع أϮϤل΍ فق أنا΍ϭلك أάكϭ
 ϥبشأ  ΕمــاϮϠعϤل΍ ϭف أϠϤل΍ من ΓέϮص Γلحيا΍ ΕاϨيس لتأمي· Δكήشـــ Ωϭتز ϥتأمين أ
 Ϊأح  ϭأ لي  قΪمت  ΍لتي   Δلعاجي΍ήغيϭأ  Δلعاجي΍  ΕماΪΨل΍ϭأ  ΕصاϮحϔل΍ϭأ ΍لعــاج 

΍أف΍ Ω΍ήلϤعالين من قϠΒي.

 .ΔيϠكاأص ήΒيض تعتϮϔلت΍ ΍άعن ه ΓέϮص Δأي
تϮقيع ΍لήϤيض أϭ من يعϮله...............................................................

                                                       Declaration and Authorization of Patient / Parent       إقήار وتفويض من المήيض أو من يعوله                                                

Website : www.acelifeegypt.com

Reimbursement Medical Claim Form

 Patient’s Information  بياناΕ المήيض                                                                                                                    

Payment Details        Δتفاصيل دفع المطالب    

                          Claim Submission Procedures                                                                                                   Δيم المطالبΪتق Εاءاήإج  



 
Medical Details                                                                                                                         Δالطبي Εالبيانا             
To be completed by the Treating Physician                                                          تمأ من قبل الطبيب المعالج

    Patient’s Name  ………………………………………………………...…....................................…...................……....   يضήϤل΍ سم·         
 Date of Birth  .............................................................................................................................................................  ΩياϤل΍ يخέتا
Patient’s Complaints  ........................................................................................................................................... Δئيسيήل΍ ν΍ήأع΍      
………………………………………………………........................…………………………………………………...………………...

….……………………………………………………………………………………………………….......................…………………...

….……………………………………………………………………………………………………….......................…………………...

….……………………………………………………………………………………………………….......................…………………...

Diagnosis/Nature of sickness (block letters, please)                                                        (كϠضح من فض΍ϭ طΨب( νήϤل΍ ΔيعΒيص/ طΨلتش΍
………………………………………………………………………………………………………….......................…………………...

..………………………………………………………………………………………………………….......................………………….

………………………………………………………………………………………………………….......................…………………...

………………………………………………………………………………………………………….......................…………………...

    Please indicate the Symptoms date                                                                                                     ν΍ήأع΍ Δي΍Ϊيخ بέتا ΪيΪجاء تحήل΍          
    first noticed by the patient                                                                                                                                           اϬيض لήϤل΍ Δماحظ ΪϨع

..………………………………………………………………………………………………………….......................………………….
     

    If this claim is related to pregnancy,                                                                                            ΓΩاϮبال ϭل أϤبالح ΔقϠمتع ΔΒطالϤل΍ كانت ΍Ϋ·                                   
    please specify the LMP date                                                                                                            ΔيήϬش ΓέϭΩ ήخ΍ يخέتا ΪيΪجاء تحήل΍  

Details of treatment (other than prescription)  ....................................................................................   (هϔصϮل΍ ϥϭΩ( ΔعالجϤل΍ اصيلϔت         
...........................……………………………………………………………………………………………………………………………

...........................…………………………………………………………………………………………………………………………… 

Details of Surgery   ……………………………………………………………..................…..…………………….……  Δح΍ήلج΍ اصيلϔت        
……………........................………………………………………………………………………………………………………………...                

Any further recommendation   …...…….………………………………………….…………………………….  كϠΒمن ق ϯήأخ ΕصياϮت Δأي
…...…………........................……………………………………………………………………………………………………………...

…...…………........................……………………………………………………………………………………………………………... 

…...…………........................……………………………………………………………………………………………………………...

   

 Hospital admission date                                                                                                                                    ϰϔستشϤل΍ ϝϮخΩ يخέتا                                                      
     

    Hospital discharged date                                                                                                                            ϰϔستشϤل΍ ج منϭήΨل΍ يخέتا

Name of admitting hospital    …………………………………………………….........................………………….……   ϰϔستشϤل΍ سم·          
Hospital address/Tel No   ………………….....……………………………..…………..……………….......……   ϰϔستشϤل΍ ϥϮϔيϠتϭ ϥ΍ϮϨع            

Treating Physician’s Name    …......………………………………………………….…………………………..……   عالجϤل΍ يبΒلط΍ سم·                             
Address and Tel No.  .....................................................................................................................................   يبΒلط΍ ϥϮϔيϠتϭ ϥ΍ϮϨع          

 
     

    I, the treating Physician certify that the                                                                                           ϥبأ ήأق ϩناΩقع أϮϤل΍ عالجϤل΍ يبΒلط΍ أنا     
    above information is correct and true                                                                                         .Δحقيقيϭ Δصحيح ϩأعا ΓΩέ΍Ϯل΍ ΕماϮϠعϤل΍                      

                           

                                                                                                           

  D   D       M   M      Y    Y

  D   D       M   M      Y    Y

  D   D       M   M      Y    Y

  D   D       M   M      Y    Y

·مضاء ΍لطΒيب ΍ϭلΨتم

.........................................  

Physician’s Signature and Stamp                                                                                                                    

......................................................   


