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Medical claim form
A. YHAC3H M3/433J13]1 General information
YHOC3H daameyynaey / Policy holder: TepceH ozHoo / Date of birth: . . . . oH /year, . . cap/month, . . edep /day

Aaameayynaz4uliH H3p / Insured person's name: Xylic / Gender:  [Jap/male [am/female

MMacnopm 3ce3n peaucmepuliH dyzaap / 1D or Passport number: AaameaneiH 6azy / Insurance plan:

W-m3lin xase / e-mail address:

YmacHsl dy2aap / Telephone:

HOX6H TeJIEeP XY/133H ABAX AAHCHbI M3/433/13/1 / Bank details for reimbursement

baHk / Bank name:

AaHcHel dy2aap / Bank account number:

AaHc 333mwu2yulid H3p / Name of beneficiary:

Haxamxcumic 6yl OyH / Claim amount:

B. SMYUT33HNIA M3/433J13]1 / Medical information

Spyyn M3HOUUH 6atidan& oHow / Medical condition& Diagnosis:

OHOoWUlIH 0/10H yAckIH K00 / ICD code: XazanzaaHsl ko0 / Surgical code:

©84HUL WUHXC M3MO32, 308UYpP aHX ©84meH myc 308uypmati

Un3pY 3X3/C3H 02HOO / Date on which | xon600moli200p aHX 3MYUO XAHOCAH

the patient first experienced signs or | o2Hoo / Date on which the patient first
symptoms for this condition: presented to any doctor for this

condition:

20. . oH/year, . . cap/month, . . edep/day | 20 . . oH/year, . . cap/month, . . edep/day

Nn3pcaH wuHM# mamoseyyo / Symptoms presented:

Y2 e84Hull aHxdaz4 cyypb wanmaaaH oy 832/ What is the underlying cause of the medical condition?

OHow modpyynaxad waapdnazamadii y3nae, wWuHicun233 / Type of Investigation (required to confirm the diagnosis):

Haawud xuliedax amyunzasHuli meneenezee / Further treatment plan (if any):

X3p38 684MeH eep 3MYuliH 3686/1206HUL dazyy MaHO XaHOCAH 601 eMHex 3M4uliH manaap M3033131 6U4H3 yy / Was the patient referred to you by another
Medical Practitioner? If yes, please provide details:

68YMeHO UN3PCIH 86p Hoymoli es4uH balizaa 3C3x. Xapae mulim 601 0oopx xacaulie 6e2neHe yy / Does the patient suffer from other significant medical
condition(s)? If “Yes, please state the medical condition(s) and the date of diagnosis.

Spyyn mM3HOuliH 6atioan / Medical Condition: OHowno20coH 02Hoo / Date of diagnosis:

20 . . oH/year, . . cap/month, . . edep/day

20 . . oH/year, . . cap/month, . . edep/day

20 . . oH/year, . . cap/month, . . edep/day
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X38M3H amunyynax amHanze / Admitting hospital: Tooyoomxc byl amyun23sHuli xyzayaa / Estimated Length of treatment (in days):
OpeeHuli mepen / Room Type: M>c 3acaeiH am4uliH menbep / Surgeon's Fee:

Hs2 xoHo2uliH epeeHuli menbep / Room cost per night: 60ep mymmbIH y3a32uliH menbep / Daily Attendance Fee (Total):

SMH3n2uliH menbep / Hospital charges: M3033 andyynazy sm4uliH menbep / Anesthetist's Fee:

Hulim amH3nzuliH 3apdan / Subtotal of hospital charges: Hulim amy4utiH 3apdan / Subtotal of Doctor's Fees:

AmyunzssHuli Hulim menbep / Grand total cost for Treatment:

SH3xXyy 3MYuN233, OHOW 60/10H Xa2a12aa Hb 000PX X3c2yyomali xon6oomoli 604 coH20HO yy / Is the condition/ treatment/ surgery related to any of these? If “Yes”,
please tick.

L1 Xupamensnm scean mepenm / Pregnancy or [ oo calixHel wanmaaaH / Cosmetics reason 1 Coemyypyynax yHOaa 60/10H MAHCYypyynax
childbirth 600duc / Alcohol/Drug abuse
[ Yp xeHdenm 3cean 3ynbanm / Abortion or
[ Ypeylioan 6010H yp mozmoox Yadsap miscarriage [ BbanzuliH 3amelH xandeapm em4yuH / Sexually
6yypanm / Infertility or sub-fertility condition Transmitted Diseases
[J M3dpanuliH 60/10H c3me3n M30p3aAUliH 3me32
O TepesxuiiH am232 / Congenital anomaly / Mental or psychiatric condition [ Aroynmaii cnopmoop xu433a34cHuli yamaac /
Practicing of a dangerous sport
] leHuliH 3¢83/1 XpoMcomMbIH eepynenm / [ Bepee eepulizee 2amMm33acaH / Self-Inflicted
Genetic or chromosomal disorder Injury

X3p38 y2 IMYUN2I3 Hb HUPIMCAZAM, Mepeammali Xxon1600moll 604 3H3 Hb X38ULH HUPIMC3AM MeH yy? / If claim is related to pregnancy, is pregnancy conceived
from natural conception?

Ye apyyn MaHouliH 6alidan He ocbIH waamaaaHmadl 601 mamoensH3 yy / Is the medical condition/ injury caused by an accident? If “Yes”, please tick.
0 3am m33sputliH ocon / Road traffic accident: [ Axcunmatii xon6oomoti 23H3mutiH ocon / Work related accident:

O bycad / Others:

MuHuli 6ue ©84meHO 033p M3MOI2AICIH 3PYyA MIHOUUH WaAM2AGHb! YAMAAC Y3132 XUUXC, IMYUACIH IMYAI2Y IMY 662660 SHIXYY Masiam 033pX M303IN3AULH YHIH
368 60 AMAP H323H M3033/13/1 HyyH 0apazdyynaaayli 6010xbl2 yy233p M303203xC baliHa. / | HEREBY CERTIFY that | have personally examined and treated the Patient
in connection with the above condition and that the facts as given above present my opinion of his/her condition. ! declare that the information provided on this
form is true and accurate and / did not withhold any material information.

Smyulin 2apslH ycae / Signature of Medical Practitioner:
Oz2Hoo / Date: 20 . . oH/year, . . cap/month, . . edep /day

AmyuliH Hap / Name of Medical Practitioner: SMH3N32, 3MyuliH mamaa / Hospital clinic stamp:

C. AAATTYYNIATYUIAH M343IA31 / insured's declaration

MuHuli 6ue doopx 3ytinculiz M303203H 6amanzaaxcyynx baliHa / | hereby declare and authorize:

1.684HUL OHOW0200, IMYUA2I3M3T X01600MOi M3033/13/1, IMH3N2UGH 6ypma3aulie IMH332 60/10H BYcad 3pyyn MIHOULH 6aliayynnazsiH 3y233¢ bode Jaamaan XK-0 z2apeaH
626x60 daameyynaey MuHUl 6ue mameanzax 3ytineytic 6amanzaaxicyynx 6aliHa. / that | authorize the medical practitioner, Hospital/ Clinic or any other medical institution to
give the information and/or medical record, according to the diagnosis and/ or medication treatment which is/has been given to me.

2.3MH3/132m X38M3xmali xo1600moli 3MYuUA2IIHUL 3apOan XyCCIH M3OYyn32m 6UYCIH ByX M3033/13/1 YHIH 368 682/1620C6H 662000 IHIXYy 6aMAN2AAXCAH 3axXua wyyo
awuna20axc 60a10x6I2 MUHUU 6ue 6amanzaaxicyynx 6aliHa. / that all the information on this hospital admission, pre-authorization claim form is within truthfully and I hereby
agree that this Letter of Authority to be used promptly.

3.3Haxyy M3032021uliH Xyynbap He 3x xysuliH adus Xy4uH mezesndep 6oaHo. / that a copy of this declaration is as valid and has power in accordance with the original document.

4.3H3xyy M303203/1 Hb daamayyna24uliH 23p33Hull Hexyaulie 6uenyynax yypaisc yeneenexaydl. Xapas myxaliH amyun233Huli 30pdand HexeH menbep onzoxayli Moxuond019 600
daamaan XK He 0000 2ap4 6yli amyun2ssHuli 3ap0an 6010H ypL0 6MHE Hb MyxaliH ImM4ua233m3li xon6oomoli 2apy balicaH 30p0abi2 HOX6OH meaex yyp32 Xya3axayd. / that the
approval of this claim does not discharge my obligations to fulfill the terms and conditions under the poficy which | am insured. Also, Bodi Insurance JSC is not obligated to pay the
ongoing costs of continuing, or similar, treatment, even where Bodi Insurance JSC has previously paid for this paid for this type of, or similar treatment, if it is subsequently noted
that this c/aim is not an eligible treatment.

Aaameayynazyulin 2apeiH ycae / Insured's signature:

D. HEXBH TeJIbOP XYCIX3[ LUAAPﬂﬂAI'ATAﬁ MATEPUAJT / Necessary documents for reimbursement of claim
*  HexeH menbepuliH Masgemel2 6yp3H 6e21ex (3x xyss) / claim form which is to be completed fully (original)
e TenbepuliH M-6apumm 3x xysuap 3apdneiH 3a0ap2aaHel xamm / Original e-barimt (payment receipt) with cost breakdown details.
*  OHOWUN200 WUHM U233 malinaH, dy2H3am 3x xysuap / Reports of the diagnostic test/s

*  JMH3/1233C 2apcaH mamo3213 (waapdaazamaii moxuondond) / Hospital discharge note (if applicable)

“Spxam” Spyyn MaIHOUlH daamaanslH 23p33 Xyyoac: 2/ 2



