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1. Please fill the claim form properly using the block letters and sign

on the space provided below.

All the claim documents must be in English or Arabic, documents
in other languages must be translated prior to submission.

All claims to be submitted via your Employer within 30 days of the
incurred date. Claims received after 90 days are not admissible.
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Claim Processing Requirements 4tbal/ i ual 4a S &ftii—iial /

All receipts issued by the Physician, Pharmacy, Laboratory,

Diagnostic centers or any other covered health facility must

be itemized with respective charges, stamped, original, and

showing the patient’s name and date of service.

The physician’s prescription, Physician’s laboratory and x-

ray requests along with all lab results and the x-ray reports of

the examination undertaken must be attached.

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

documents must be submitted:

e Original, stamped, itemized hospital bill showing the
patient’s name, date of admission and discharge.

e 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.
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Patient’s or Patient’s Parent Declaration/Consent st (x of Gz sall (o i 9d7s i) )

I herby confirm that the information I have given along with all
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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.
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