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Cash Claims Reimbursement Form

To be filed by Applicant _ Hupallicabsgall Jué o lici

Insured’s company name i il il
Patient's name Sl qul
Medical Insurance Card number cpalill agly ps |
Is the treatment incurred in the E g:iﬁ?::i:';“;ﬁpm Lﬂﬂﬁt:fjil_'\itl.:lﬁ: E écudi dslleall Jo
Treatment visit date diiuall gl dp Ll calabyell &Ly Ayl
Medical Provider Name iitiuall/ i jall agall cilasill anéa gl
Treating physician name alleall Lyl
Medical record/file number yuball alall g8 )
City of the treatment place dalleall ag cuai Al digaall qul
Country name algall qul
Reason of cash claim submission réill pugeills adlbsall i
Cash claim amount il pugeill adlsall gl
Application date il gy ag L
Employee's signature dpulll Ly eabsgall cdgi
s i
Is the treatment incurred in the E g::;?:s:f:::‘:_'n;pl - '.ﬂﬂ::idl?ﬂ‘:l!:-'élﬂ: E i cuai dylleall Jas
Treatment visit date diiiuall gl g Ll eilabiell & Lij 3L
Diagnosis name il
Diagnosis code il ja
Name of the claim processor ddlallg sl calilyll haa gl
Date and signature cadgillg Ay Ll
Claims Audited by Dr. Géaall Lyl awl
Approved cash amount atk gslgall axéill pageill glo
Date and signature cdgillg ay Ll
Stamp anll
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