Healthcare Insurance Forward BB oLt ol rege
Reimbursement Claim Form together  @man Insurance Congany

One Claim Form per person, family members must apply individually.

For the required supporting documentation, use the attached Summary Table as cover sheet.

Before you submit, check your Table of Benefits in your policy document for exclusions to avoid rejections.
Please write in BLOCK LETTERS, complete in full and submit within 30 days to ensure timely processing.

1. Member and Payment Details S M ©86°6641

Claimant Name Employer

Card Number Policy Number

Email Address Mobile 0 5
Principal Member Employee #

Bank Account Name Bank A/C #

Bank Name Branch

IBAN (23 digits)

2. Claim Details

Is the claim in UAE? O Yes O No If No, precise Country
Name of Hospital/Dr.

Date of Treatment / /1 Number of Invoices
Total Amount Claimed Currency

For breakdown of Total Amount Claimed, use attached summary table cover sheet to tabulate entries in chronological order.

3. Medical Details — to be completed by the treating Doctor

Is it work related? () VYes O No If Yes, specify
Treatment Type \E] In-Patient E] Out-Patient E] Day Care
Chief Complaint

Diagnosis

Treatment Details

I, the undersigned treating doctor, hereby declare | have attended to this patient and the particulars provided are
correct and accurate to the best of my knowledge.
Doctor Name

& Stamp Signature Date

4. Declaration and Authorization

| hereby declare that the above information is correct and is for actual expenses paid by me for treatment of claimant/insured member's
covered condition for which no previous claim has been applied. | have not withheld any information/documents pertaining to this claim.
I, hereby authorize all doctors, hospitals, clinics, health care providers, other insurance companies, any other company, institution,
individual or entity who has any record or information about the claimant/insured member and/or the family members to provide to Oman
Insurance Company (the ‘Company’) all data, records and information, including copies thereof with reference to any sickness, accident,
treatment, examination, advise or hospitalization or any other information as required by the Company. |, hereby declare that | am fully
aware that any person, who intentionally makes any false and/or misleading statement and/or information to obtain reimbursement from
the Company, is subject to penalization and legal action. | understand that claim payouts (if any) will be in accordance and subject to
the terms and conditions and exclusions of my insurance policy. If ever, the Company credits more amount than the correct benefit
amount, | authorize the Company to withdraw the overpayment. By filling in the bank details above | hereby authorize the Company to
wire transfer payouts (if any) to above bank accounts Or by not filling in bank details above | confirm that | do not hold a bank account
and authorize the Company to release my claim details and payouts (if any) to my policyholder. | will not hold the Company responsible
in case the claim payout (if any) is delayed or not effected at all due to any incorrect or incomplete details. | understand that the Company
reserves its right to use any alternate payout option and | have no objection for the same. | hereby authorize and have no objection that
from time to time Oman Insurance Company, may need to disclose my personal/claim information to third parties for reasons related to
insurance including but not limited to the processing/investigation of claim, research/statistical purposes, performance of contract,
preventing/control fraudulent/abuse or improper claims, complying with legal obligations, etc. | hereby also authorize the Company to
contact me anytime and through any medium (phone, sms, email mail etc.) for purpose of obtaining more information about this claim
and/or for any other services including for keeping me informed about other products & activities. | hereby confirm that | understand that
the receipt of this reimbursement claim form/other supporting/related documents does not constitute any acceptance of liability under
the claim and all the right to process or reject or require further/additional information in respect of the claim are reserved with the
Company. This authorization shall bind the claimant/insured member’s successors and remains valid not withstanding death or
incapacity. A photocopy or facsimile copy of this authorization shall be as valid as the original.

Name Signature Date

Oman Insurance Company (P.S.C.), Paid up Capital 461,872,125, C.R. No. 41952, Insurance Authority No. 9 dated 24/12/1984
Head Office: P.O. Box 5209, Dubai, United Arab Emirates. Tel.: 800 4746, Fax: +971 4 233 7775, www.tameen.ae



Healthcare Insurance
How to Complete the Form

Both you and the attending doctor must fill in the claim form
for each individual visit or course of treatment.

You

1. The Patient’s details section is to be filled
completely including the Policy Number and the
Card Number.
Give us your contact details so we can keep you
informed on the progress of your claim by SMS or
by e-mail.
Enter the bank details including the IBAN of the
account where we can transfer your settled claim
amount.

2. Include the breakdown of expenses that need
reimbursement.
Complete the summary table on the next page
giving the full required details. Every invoice should
be on one line.

3. Read the Declaration section carefully, tick the
boxes and remember to sign and date the form.

Your Doctor
4. Please ensure that the doctor completes each
question of the Medical section in full and then signs
and stamps it.
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Medical Claims Department
Oman Insurance Company
Send your claim to: Al Rigga Street, Deira
PO 5209, Dubai, UAE
Tel: #4971 4 230 2700

Level 3, Al Rigga Business Centre,

Claim Processing

Your claim will be assessed in full confidentiality by one of our personal advisers. If OIC has received all
required documents and information, you will receive within 21 working days the reimbursement in UAE Dirham
along with a claim report and explanations in the case of declined amounts.

It is preferable and recommended for the reimbursement claim form to be submitted within thirty (30) days of
the original claim knowing that claims submitted after ninety (90) days of treatment shall not be accepted.

800 4746

If you have any enquiries,

contact us on: Fax: +971 (0) 4 238 4769
service@tameen.ae

UAE Toll Free 8am till 8pm Sunday to Thursday, 8am till 4pm on Saturday

Oman Insurance Company (P.S.C.), Paid up Capital 461,872,125, C.R. No. 41952, Insurance Authority No. 9 dated 24/12/1984
Head Office: P.O. Box 5209, Dubai, United Arab Emirates. Tel.: 800 4746, Fax: +971 4 233 7775, www.tameen.ae




Reimbursement Claim Form Attachment
Summary Table of Invoices

Mark the sequence number of the corresponding invoice.

Sequence Service Provider Name Service Description Invoice ref. Claimed
Number Date P Number Amount

Currency

In case you have more invoices to send, please photocopy this sheet.

Checklist - Before you submit, please check that you have included all of the following as applicable: v

1. Completed, stamped and signed Reimbursement Claim Form

. Pre-approval letter form Oman Insurance company where required (refer to TOB)

. Original invoices/bills showing payments confirmation

. Medical and/or Lab test reports

. Card copy of the concerned member.

. Summary Table of Submitted Invoice (above) completed

2
3
4
5. All claims submitted must be in original & translated to either English or Arabic for the settlement
6
7
8

. You have retained a copy of the Form, Summary Table and original invoices and report for your reference

Member Name & Signature

Member Name Signature Date

Oman Insurance Company (P.S.C.), Paid up Capital 461,872,125, C.R. No. 41952, Insurance Authority No. 9 dated 24/12/1984
Head Office: P.O. Box 5209, Dubai, United Arab Emirates. Tel.: 800 4746, Fax: +971 4 233 7775, www.tameen.ae


http://www.tameen.ae/

	Untitled

	Text1: 
	Text2: 
	Text3: 
	Text4: 
	Text7: 
	Text8: 
	Text9: 
	Text10: 
	Text12: 
	Text13: 
	Text5: 
	Text16: 
	Text17: 
	Text18: 
	Text19: 
	Text20: 
	Text21: 
	Text22: 
	Text23: 
	Text14: 
	Text25: 
	Text26: 
	Text27: 
	Text24: 
	Text30: 
	Text29: 
	Text31: 
	Text32: 
	Text33: 
	Text34: 
	Text35: 
	Text36: 
	Text37: 
	Text38: 
	Text39: 
	Text40: 
	Text41: 
	Text42: 
	Text43: 
	Text44: 
	Text45: 
	Text46: 
	Text47: 
	Text48: 
	Text49: 
	Text50: 
	Text51: 
	Text52: 
	Text28: 
	Text54: 
	Text6: 
	Text55: 
	Text57: 
	Text58: 
	Text59: 
	Text56: 
	Text60: 
	Text61: 
	Text62: 
	Text63: 
	Text15: 
	Text64: 
	Text65: 
	Text66: 
	Text53: 
	Check Box5: Off
	Check Box6: Off
	Check Box4: Off
	Text67: 
	Text68: 
	Text69: 
	Text70: 
	Text71: 
	Text73: 
	Text72: 
	Text74: 
	Text76: 
	Text77: 
	Text78: 
	Text79: 
	Text80: 
	Text81: 
	Text83: 
	Text84: 
	Text85: 
	Text86: 
	Text87: 
	Text88: 
	Text90: 
	Text91: 
	Text92: 
	Text93: 
	Text94: 
	Text95: 
	Text97: 
	Text98: 
	Text99: 
	Text100: 
	Text101: 
	Text102: 
	Text104: 
	Text105: 
	Text106: 
	Text107: 
	Text108: 
	Text109: 
	Text111: 
	Text112: 
	Text11: 
	Text113: 
	Text114: 
	Text115: 
	Text116: 
	Text118: 
	Text119: 
	Text120: 
	Text121: 
	Text122: 
	Text123: 
	Text125: 
	Text126: 
	Text127: 
	Text128: 
	Text129: 
	Text130: 
	Text131: 
	Text132: 
	Text133: 
	Text134: 
	Text135: 
	Text136: 
	Text137: 
	Text138: 
	Text139: 
	Text140: 
	Text141: 
	Text142: 
	Text143: 
	Text103: 
	Text110: 
	Text117: 
	Text124: 
	Check Box7: Off
	Check Box8: Off
	Check Box9: Off
	Check Box10: Off
	Check Box11: Off
	Check Box12: Off
	Check Box13: Off
	Check Box14: Off
	Text144: 
	Text145: 
	Text146: 
	Text75: 
	Text82: 
	Text89: 
	Text96: 
	Group3: Off
	Group4: Off
	1 RI: 58656641


