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SMYUNNTIIHNNA 3APANIbIH HOXOH TO/1IE6PUIAH MAAIT
MEDICAL CLAIM FORM

A. YHAC3H M3433J13J1 / GENERAL INFORMATION

YHOcaH daameayynazy / Policy holder:

TepceH ozHoo /Date of birth/ ..... onlyear/ ..... cap/month/ ..... edep/day

Aaameayynazyqulin H3p / Insured person’s name:

am/female D

ap/male D

Xytic /Gender:

Macnopm 3cean peaucmepulin dyaaap / ID or Passport number:

AaameansiH 6azy / Insurance plan:

U-m3aiin xase / e-mail address:

YmacHel dyeaap / Telephone:

HexeH men6ep xyn33H asax 0aHCHbI M3033134 [/ Bank details for reimbursement:

baHk / Bank name:

AaHc 333mwuzyuiin H3p I Name of beneficiary:

AaHcHel dyeaap / Bank account number:

Haxamxcunic 6yli MeHzeH dyH / claim amount:

B. SMYUNAT33HUIA M3433/13/1 / MEDICAL INFORMATION

3pyyn mM3HOUliH 6atidan & OHow / Medical condition & Diagnosis:

OHowuliH 0/10H yAcelH K00 / ICD code:

XazanzaaHse! kod / Surgical code:

Nn3pcaH wuH3c mamoleyyd / Symptoms presented:

©sumeH myc 308uypmatii
Xxo0s1600molizo0p aHX 3MYud
XaHocaH o2Hoo / Date on which the
patient first presented to any
doctor for this condition:

©8YHUU WUHMC M3MO3e, 308UYp
QHX U/13pY 3X3/1C3H 02HOO / Date on
which the patient first experienced
signs or symptoms for this
condition:

Ye esuHuli aHxdazy cyyps wanmeaaH ry 83? / What is the underlying cause of the medical condition?

OHow modpyynaxad waapdaazamatii y3a13e, WuHxun233 / Type of Investigation (required to confirm the diagnosis):

Uaawud xuliz03x amyunzasHuli meneenezee / Further treatment plan (if any):

X3p3e eeumeH eep 3MyuliH 36861200HUll 0a2yy maHO XAHOCAH 601 eMHeX IMYuliH manaap M3033131 6uyH3 yy / Was the patient referred to you by

another Medical Practitioner? If yes, please provide details:

684YmeH0 un3pcaH eep Hoymoli es4uH 6alizaa 3¢ax. Xapae mulim 601 doopx 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.

3pyyn mM3HOuliH 6atidan / Medical Condition

OHown020coH o2Hoo / Date of diagnosis

X38M3H 3munyynsx amHane [ Admitting hospital:

Tooyoomic 6yli smyunessHuli xyaayaa / Estimated Length of treatment (in
days):

O©peeHuli mepen / Room Type:

M>c 3acnbiH amyuliH menbep / Surgeon’s Fee:

Ha2 xoHozuliH epeeHuli menbep / Room cost per night:

©0ep mymmeiH y3a32uliH menbep / Daily Attendance Fee (Total):
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SMH3an2uliH menbep / Hospital charges: M>3033 andyynazy smyuiiH menbep / Anesthetist's Fee:

Hulim amH3n2uliH 3apdan / Subtotal of hospital charges: Huilim amyulin 3apdan / Subtotal of Doctor's Fees:

AmyuneasHull Hulim menbep / Grand total cost for Treatment:

DH3Xyy amM4un233, oHow 60/10H Xa2aa120d He 000PX X3c2yyomali xon6oomoli 601 coH2oHoO yy / Is the condition/ treatment/ surgery related to any of these?
If “Yes”, please tick

o upamcnant 3cBan Tepent / Pregnancy o Yprynasn 6010H yp TOrToox Yagesap 6yypant o [00 caiixHbl WwantraaH / Cosmetics reason
or childbirth ! Infertility or sub-fertility condition o ©epee 86pPUINree rAMTIICIH
o TepenxuiiH amrar / Congenital anomaly 0 TeHWIAH 3CB3/1 XPOMCOMbIH 86pyYnenT 1 Self-Inflicted Injury
/ Genetic or chromosomal disorder o AwynTali cnopToop XMY33M3/1CHUIA ynmaac
o Yp xeHAenT acean 3yn6ant / Abortion or o M>3apanniiH 6010H C3TraN M3AP3NAH 3Mrar / Practicing of a dangerous sport
miscarriage / Mental or psychiatric condition
o Cortyypyynax yHaaa 60/10H MaHcyypyynax o BanruiiH 3aMblH XanABapT 6MUNH
6oauc / Alcohol / Drug abuse / Sexually Transmitted Diseases

X3p3e y2 IM4uA233 Hb HCUPIMCAI1M, mepenmmasii x01600moli 604 3H3 He X38UUH Hupamcndnm meH yy? ! If claim is related to pregnancy, is pregnancy
conceived from natural conception?

Ye apyyn ma3HOuliH 6aiidan He ocabIH wanmeaaHmaili 601 mam0o3213H3 yy / Is the medical condition/ injury caused by an accident? If “Yes”, please tick.

0 3am T33BpuiiH ocon / Road traffic accident: o  AxwunTaii Xxon600ToW r3H3TUIAH ocon / Work related accident:
o bycap/ Others:

IMunyyns2y He ypb0 6MHO Hb y2 OHOW / Xa8CAPCAH OHOW / WUHXC M3MO2ULIH yAMaac 3mMyud XaHOax< / amunyymi 6alicaH 3¢cax? Has the patient received
any prior consultation/treatment/hospitalization for this condition, associated conditions, symptoms and/or other conditions?

AMyunz3s3Huli 02HO0O

3pyyn ma3HOuliH 6atidan / Medical Condition 3MmyuliH Hap, xas2 / Name and address of Doctor
/ Date of treatment

MuHuii 6ue 684mMeHO 033p MIMO32/13CIH IPYYA MIHOUUH WAAMAAHbI YAMAAC yY3/132 XUUMC, IMYUACIH IMYN32Y IMY 662000 IHIXYY MAs2m 033pX
M3033/13/1UliH YH3H 368 6a AMApP H323H M3033/13/1 HYYH 0apazdyynaazyli 6010xbi2 yy233p M3032033#C 6aliHa. / | HEREBY CERTIFY that I 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 I did not withhold any material information.

SMuniiH rapblH year / Signature of Medical Practitioner: OrHoo / Date:

3MuniiH Hap / Name of Medical Practitioner: SMH3N3r, 3MYMiAH Tamra / Hospital/ clinic stamp

C. AAATTYYNIATYUIAH M343T43/1 / INSURED'S DECLARATION

MuHuli 6ue doopx 3ylinculiz M303203H 6amanzaaxcyymic 6aiiHa. /| hereby declare and authorize:

1. ©8YHUli OHOW0200, IMYUN233M3IU X01600MOl M303313/, IMHIN2UUH 6ypmeainulie IMHIA2 60/10H 6ycad 3pyyn MIHOUUH
6alicyynnazeiH 3ye3ac booe Jaamean XK-0 2apeaH e2exed daamayynazy MuHull 6ue mameansax 3ylinzylic 6aman2aaxcyyni
6aiiHa. / that I 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. IMH3/132m X38M3xm3li X01600mMoli IMYUN233HUL 30p0aa XYCCIH M3OYyn32m 6UYCIH 6yX M3033/13/1 YHIH 366 662/71620C0H 662000
3HIXYy 6aman2aax3caH 3axua wyyo awuana20axc 6010xsl2 MUHUL 6ue 6amanzaaxcyynxc 6aiiHa. / that all the information on this
hospital admission, pre-authorization claim form is within truthfully and | hereby agree that this Letter of Authority to be used
promptly.

3. SH3XYy M3032031UuliH Xyyn6ap He 3X Xy8uliH adu Xy4uH meeeadep 6osHo. / that a copy of this declaration is as valid and has power in
accordance with the original document.

4. SH3Xyy M303203/1 Hb daamayyaa24uliH 23p33HuUll Hexynauliz 6uenyynsx yypas3ac yesneenexayl. Xapae myxaiiH smyunessHuli 3apoasnd
HexeH mesabep on2oxa2yli moxuondond bode daamean XK Hb 0000 2apy 6yii amyun233Huli 3apdasn 60/0H ypb0 6MHE Hb myxaliH
amM4un233maii xon6oomoli 2apy 6alicaH 3ap0asi2 HOXOH Menex yypa2 xynaxayl. / that the approval of this claim does not discharge
my obligations to fulfill the terms and conditions under the policy which I 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,
orsimilar treatment, if it is subsequently noted that this claim is not an eligible treatment.

AaameayynazyuliiH 2apeiH ycaz / Insured's signature:

D. HOX6H Te/IEOP XYCIX3/ LWAAPANATATAA MATEPUAJ / Necessary documents for reimbursement of claim

* HexeH menbepuliH maszmel2 6ypaH 6e2n1ex (3x xyew) / claim form which is to be completed fully (original)
* TenbepuliH N-6apumm 3x xysuap 3ap0ssiH 3a0apaaaHel xamm / Original e-barimt (payment receipt) with cost breakdown details.
* OHOWIUA200 WUHMCUNRIIHULT malinaH, OyeHIAM 3x xysuap / Reports of the diagnostic test/s

* IMH3233C 2apcaH mam032/13 (waapdaazamail moxuoa0010) / Hospital discharge note (if applicable)
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