Allied Insurance Company

MALDIVES of the Maldives
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Corporate Group Health Insurance

Claim Form

DETAILS OF INSURED

Corporate Office : Health Department : Addu Branch Office
Fen Building, 2nd Floor, : #04-06 S.T.O. Trade Center, : Dheydharuge,

Ameenee Magu, : Orchid Magu, : Nooraanee Magu,
Machchangolhi, : Maafannu, : S. Maradhoo Feydhoo,
Malé, 20375, + Malé, 20188, + 19050,

Republic of Maldives. ' Republic of Maldives ' Republic of Maldives
Tel: (+960) 334 1001 ' Tel: (+960) 334 1001 ' Tel: (+960) 689 1001
Fax: (+960) 332 5035 . Fax: (+960) 330 3795 . Fax: (+960) 689 1035

email: info@alliedmaldives.net | website: www.alliedmaldives.com

Company Name

Policy Number

DETAILS OF CLAIMANT

Name of Patient/Claimant

Health Card No. Staff ID.

National ID No. Phone No.
Please Fill if Claimant is Dependent

Name of Staff

Health Card No. Staff ID.

National ID No. Phone No.

DETAILS OF TREATMENT

Name of Authorised Medical Center

Period of Consultation

Details of Iliness/Diagnosis

REIMBURSEMENT METHOD

a) Account Transfer *Bank charges has to be borne by the Account Holder

If You have Selected Account Transfer, Please Fill the Following

Account Holder’s Name
*As it appears on your Bank Account

Account Number
*Transfers can be made to MRF Accounts Only

Name of the Bank

Total Amount Claimed

b) Cheque to Company

MRF

PLEASE CHECK WHETHER YOUR CLAIM FORM IS COMPLETE AND THE FOLLOWING DOCUMENTS ARE INCLUDED

Doctors Prescription/Medical Reports

Discharge Summary (Only Inpatient)

Original Bills

Original Memo

Claims need to be submitted within 60 Days. Failure to do so will result in Claim Rejection

I/WE DECLARE the forgoing particulars to be true and correct and undertake to render every assistance in my/our power in dealing with the matter.
| have completely filled the claim form and enclosed all the necessary documents. | acknowledge that failure to do so will result in Claim Rejection.

Signature

Date
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