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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

Reimbursement Medical Claim Form

Please complete a new separate Claim Form for:
1) Each patient 2) Each visit or medical condition

Patient’s Information
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Employee’s Name
Patient’s NAmMe ......ooieiee e
Patient’s date of birth
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Please specify who will receive the payment:
Employee O Employer (Company) O
Total claimed amount

Claim Submission Procedures
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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.
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Required Claim Processing Documents

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.

3.1f the claim is a result of hospital admission, the following
documents must be submitted:

+Original, stamped, itemized hospital bill showing the pati-
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
and the hospital against the amount paid along with the
medical report on the patient’s condition and treatment.

Declaration and Authorization of Patient / Parent
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I, hereby confirm that the information | gave along with
all submitted claim’s documents are correct and ftrue.
Additionally, |, 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....................cccoiiiiiinnn.
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Medical Details ddall i)
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