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Reimbursement Claim - Medical Domestic Workers

Claimant Information AdUaalf axia cilily
Policy number Al a8
Claimant Name Adaall axie au
Gender [] Male [ ]Female SO s T
Insurance card No. Gl 43y 8
ID Number A8y a8,
Mobile Number Jisall a8
Treatment Expense o) s
Name of Hospital and Country Al 5 hial) o
Total Paid Amount / Currency Aleal) / de giaall Jluall ¢ gane
Bank name Sl an)
Beneficiaries full RVETVON PV
name

IBAN Number S A SVl &
Required Documents 4 glhaal) clatioealf

e Dully filled-in Cash Reimbursement Claim Form.

e Clear Copy of the ID card.

e Clear Medical ID card copy.

o Original itemized invoices (with cost breakdown, item-by-item) &
payment receipt.

e Detailed medical report describes the medical condition.

e Discharge summary of in-patient cases.

e Doctor’s drugs prescription.

e Results of diagnostic

o Official IBAN letter stamped by the bank showing beneficiary full
name.

For Repatriation claims. Addition to fill-in the form, please
attach the following documents:

e Copy of the Residence ID, Passport/Visa, Death Certificate,
Medical ID Card and Final Exit Visa.

o Forensic medicine report.

e Police report (in case of Accident).

e Embalming Invoice and Airway bill.

e Other invoice related to additional
transportation of human body to airport).

e Copy of other Government official document related to
Repatriation as (Embalming certificate).

e Official receipts/ bank transaction slip related to Embalming
expenses.
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Declaration

.
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I, the undersigned, declare that the information above is correct.

I, hereby agree that I shall indemnify Walaa against all and any loss
arising from my misrepresentation under these declaration and Walaa
shall have the right at its own discretion to reevaluate, reject, the claim
and/or investigate claims with no legal liability towards them.
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