Reimbursement Claim Application CLJ[_O'
) L QMmana

Patient Info okl abily

Full Name REptH[PORY

ID No. Y1/ s o)

Insurance Card No. el A3l o3,

City Lol

Email S AT Mobile No. Jlg=ll o3,
Employee Info caball Sleglae

Full Name M el

Relation to Patient ol A8dall

Company Name ELYWA (PO

Treatment Info Dladl claglas

Reason for payment and not alasiol aneg adall s
using insurance el

Treatment Date el s

Amount Claimed adlliaas  Currency Aleadl
Payment Info

Payment Mode Transfer

Patient Signature

All Claims should include the following documents: AL Sl paaTs O cazmy SLIUAL avaz
- Original Doctor’s Prescription / Medical Report wasedd) el 3L Alal) daogll ol sl -
- Original Invoices ALY slgall -
- Original Test Results (if being claimed) logmall 4l miludl -
- Discharge Summary (for In-Patient Claims) (posaad) > 3) ool 38,01 o oyl sopas -
- Copy of ID Lol 8940 -
* Medical reimbursement claims only for emergency cases. oz el el adatl Aslanudl *

* All claims must be sent to Amana insurance company within a 515 Logs 30 Laliadl e IO 3 copelall 38,43 w3 ) ooy LU o *
maximum period of 30 days inside the Kingdom of Saudi Arabia and j oo Lags 605 25 |2yl 2SLeL)

ALl )5 Lesy 259l Ay pall ALl
60 days outside the Kingdom. €

Customer Care Center 8001240242 s Meally Llially Jlas¥l 380
Telephone 011/4757700 asla
E-mail med.reimbursement@amana-coop.com.sa S AT

Website Www.amana.sa S AT a8l




