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All Claims should include the following documents
1 Original Doctor's Prescription / Medical Report
2 Original Invoices
3 Original Test Results (if being claimed)
4 Discharge Summary (for In-Patient Claims)
5 Copy of National ID / IQAMA
6 Copy of Medical Insurance Card
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All claims should be dispatched to the insurance Company within a maximum period of 30 days

when incurred IN_KSA, and within_60 days when incurred OUTSIDE KSA




