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MEDICAL REIMBURSEMENT CLAIM FORM
	Claim Number:
	
	To be filled by DubaiCare.



	1. Information



	Name of Claimer
	Date
	Membership Number

	
	
	

	Expiry Date of Policy
	Policy Holder/Employer
	Address & Telephone Number

	
	
	



	2. Treating Practitioner Declaration 



	Name of Practitioner
	Address & Telephone Number
	Name of Entity of Practice

	
	
	

	Specialization
	Date on which your patient first consulted any doctor for this condition

	
	



	i. Details of Physical findings 

	

	ii. Details of any investigations done with relevant dates.

	

	iii. Details of treatments done with relevant dates 

	

	iv. Total Amount



Declaration:
	I declare that I am the patient’s medical practitioner, and that the particulars given are to the best of my knowledge true and correct.


	Stamp
	Signature
	Date

	
	
	



	3. Patient’s Declaration ad Consent 



	I confirm that I am the patient/ patient’s parent or guardian and wish to claim benefits, and declare that all the particulars given above are the best to my knowledge true and correct. I hereby consent to and authorize the medical practitioner involved in the patient’s care to discuss treatment details and discharge arrangements with and to DubaiCare. I agree that a copy of this consent shall have the validity of the original. 

	
Signature
	
Date



Please send this Form to DubaiCare P.O. Box 3027 Dubai-UAE Toll Free: 80 382467 Fax: 04-2653151 (including original invoice with paid stamp, investigation and prescription). For further assistance please call us from 8:00 to 17:00 Sunday to Thursday
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