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To be completed by the insured member
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PROVIDER’S DECLARATION

| hereby certify that the medical services listed in this form
were medically necessary and provided for the health and
well-being of the patient.
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Expense & Beneficiary Details (REQUIRED)
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Paid Currency Claim Amount
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MEMBER AUTHORIZATION

I, the undersigned, certify that all information and documents
provided in this claim are true and complete. | authorize any
healthcare provider, insurance company, or institution

holding medical or related records for myself or my
dependents to release such information to SAICOHEALTH.
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A photocopy of this authorization shall be as valid as the s il Mla
original.
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Required Attachments & Submission Guidelines

e Paid invoice(s) in the patient’'s name

e Doctor’s prescription(s) for medication, lab tests, X-rays..

e Pharmacy invoice showing medicine name, quantity, and
unit price

e Copy of patient's SAICOHEALTH ID card

e Medical reports, discharge summary, or operative notes

¢ Reimbursement claims must be submitted within 60
days of treatment in the country of residence and within
90 days if treated abroad

For detailed requirements, please refer to the Claims
Reimbursement Checklist.
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Customer Service:
UAE Toll-Free 800-72426
Qatar Toll-Free 00800-100-272
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MIG

Kuwait +965 2 2055099
Oman +968 2 4863161

Bahrain +973 17 562565 damana.com
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