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Reimbursement Claim Form 2019 312 siul 5 283 dxltaa 73 gad
Please give the following information correctly and completely to enable the Company to process your claim properly
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CHECKLIST
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Completed claim form along with the relevant supporting bills and prescriptions must be
submitted to WapMed TPA Services Co, no later than 60 days from treatment date.
Failure to comply with the sixty days period shall invalidate the claim and no benefits
shall be payable.
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Send your claim to WAPMED TPA Service Co with the following mandatory
documents:
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|:| Copy of Medical Card
[ ] Copy of the Main Member's Civil ID

|:| The fully completed and signed medical claim form . Also signed and filled by the
treating doctor.

|:| Copy of the prescription

|:| Copy of all lab & medical reports
[ The original itemized bill

[ ] The original payment receipt

|:| Discharge summary for Inpatient cases.
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TO BE COMPLETED BY THE INSURED MEMBER
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Insured Member Name:
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Patient's Name:
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Membership No. (UHID No.):
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Relationship with main Insured:
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Date of Birth: 230l e,
Gender (Male/Female): (17 83) Luaall
Policy No.: Agfll L8
Tel/Mob. Number: Jlaall/ailel) A3
Email ID: (to receive communications from WapMed) (40 g a EOls] pal] 23 ) 205 9 RSN &yl
Amount Claimed: sAlUagll 4.

Currency: (exchange rate fluctuations may occur)
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Please complete the below mandatory accurate details for the payment via
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bank transfer to the member's account: s gl
Bank name: selll)
Bank branch Address: i) g 8 o) gis

Payee Name as per bank records

:@M\&Mﬁ\gb)‘i&ﬁdﬂ\w\

Bank Account number:
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IBAN:
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BIC/Swift code:
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Bank Account Currency:
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MEMBER'S DECLARATION
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I declare that all the details given on this claim form are true and accurate and that I have
not missed out any details important to this claim. | understand that if this claim is found to
be fraudulent,in whole or part, | am committing a criminal offence and that will invalidate
the claim and make me liable for prosecution. For this medical claim, | authorize any medical
practioner, specialist, consultant, therapist or other relevant establishment who have
attended me/the patient in the past or at present, to give any details that may be asked by
Warba Insurance Co. / WAPMED. | confirm and agree that any personal information
collected or held by Warba Insurance Co. / WAPMED, whether given on this form or
collected in any other way, maybe used by Warba Insurance Co. / WAPMED to disclose or to
transfer to any organization for the purpose of i) assessing this claim and giving on-going
insurance cover,customer service and the processing of furture claims ii) processing and
making payments.

Member's Signature & Date:
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For claims submission and queries contact: (& & 42alja Ay SLIhall 436
Wapmed TPA services, Warba Tower, 15th floor, Ahmad Al- Jaber Street, Sharq. P.O.Box 26739, Safat -13128, Kuwait
Tel No. (965) 2246 6247/8/9, Fax No. (965) 2246 6234, Email : claimstatus@wapmed.net, Visit: www.wapmed.net
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TO BE COMPLETED BY TREATING DOCTOR FOR INPATIENT/OUTPATIENT/MATERNITY CLAIM
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Name of the Hospital/Clinic:
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Date of Admission/Service:
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Date of Discharge: oAl &
Diagnosis: s aadual)

Details of Diseases/Illness contracted or injury suffered:
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Acute - 4 s |:| Chronic - 4is 3e l:l

Congenital - 41,5
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Date of injury sustained or Disease/llIness first detected:
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Details of Pregnancy/Maternity Claims:
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Date of L.M.P: Date of E.D.D: 33V 5l A8 giall e Sl ey Al a )l
Maternity Status <l e 22c Gravida-desl [ ] Para-<aYl [ ] Abort- sl [ ] Live - skl a8 e [ ]

Other Investigations Done: lekes &3 (Al Sl gadl)
Treatment Given: 18 gua gall =3l
Name of the Doctor: bl kel anl

Sign and Stamp of Doctor:
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Telephone No.:
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TO BE COMPLETED BY TREATING DOCTOR FOR DENTAL CLAIM
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Date of injury / lliness:
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Type Of Treatment / Tooth No. Type Of Treatment / Tooth No.
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Extraction FAEN Filling g

Neurectomy Grasll g 5 Gum treatment & e
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Diagnosis: oAl

Other Investigations Done:
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Treatment Given:
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Name of the Doctor:
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Sign and Stamp of Doctor:

sl siSal adigig p30

Telephone No.:
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