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Reimbursement Pre-Authorization Request Form

Patient Information / (Auyoll cilogloo

Patient Name .. Gupoll ol
Date of Birth .. allall Ayl
Almadallah ID aslbul ad)
EmiratesID ailjloll agpll pg)
Mobile no - Jgonall ailgll g
0 quigpaIll Al glgic

Hospital / Clinic____other

dabwll / (nadiuwall

Location (Country / City)

(aiyaoll / algall) g égall

Phone Number or Email .

Physician name

ugial Ul ypll gi wailgll agy
cuwhll gl

(cawlioll gyoll 6 an dolle prag (i) ke ol ddalgall cally

Pre-approval is required for (Please tick appropriate box)

danioll aupall aaljloll dlga oyld grudalall (ool &yjlis i caloaall / y1lell
In-Patient Elective treatment / services Outside UAE

danioll aupoll ailjloll alga oyl duny Il aalabiell dyylis Ul ¢iloaall / xllell
Out-Patient Elective treatment / services Outside UAE

—

do2all puadi Ayli 4o dcluw 48 JUA {njlghll Gl (na pllalljlha)|
Emergency Treatment notification within 48 hours from service date

—

Medical Information / duhll ¢iloglooll

alnll wls anainll g aubll pylaill gros Gla)l (ap
Please attach all related medical reports and diagnostic reports

Details of medical condition ___

. auhll alll Juolai

Full details of proposed treatment / surgery ...

~aajidall anlpll / xllell alolall Junlaill

Treatment Proposed Date

For Inpatient services -

Proposed Length of Stay (no. of days) ..

alloll ajiaall 3Ll

- qudalall (asyall ciloaal

Estimated cost of treatment __

(oLl 3ac) dnjidiall aolall Gao
2lloll 6jadall aalsill
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yubll andill reimb.approval@almadallah.ae :(nigpalll updl (] Gpaislho alauwll dale] - Gugeill ddpuall ddalgall b (lw)] ciny b llo
.aajidall doadll puadi pgy (na ddlhul dinllng olaaillg bgpidl liag doaaliallg

aygyallg ulhll i Cidig (na dalioll &logloall (le cliy ddalgoll clhel aiiw .iglholl allall (e ddalgo dylioy lhall 13 e g I
puili gl / g lplgna J1a na o dngiooll ddalgoll clall (na lpasy albioll dapi Blaial go .adggll plaaig gy lic il 3311l go dyhll
anll glanll adgg wagay dllall ahai e jidi Glaiiwo / loglao dyi

Note: Pre-Authorization request should be sent directly to the email: reimb.approval@almadallah.ae for medical assessment and review as per
the policy terms and conditions and card validity on the proposed day of service.

This letter should not be considered as approval of the requested treatment.

Authorization will be given based on information available at the time of the authorization, medical necessity and policy terms & conditions.
However, Almadallah reserves its right to revoke at any time the authorization given in the event obtains and/or receives any information /
documents that would normally prevent the member from receiving medical benefits under the Health Insurance Plan.

Declaration / jljd]

gl quy daanll dua lgdhiad alogloo / cilaiiwo (i auadiy guuhll gdolall go (nll 3oig (ale Ciws doadall ililyll gros dudlanoy 2 gail

I hereby warrant the truth of all statements to the best of my knowledge and authorize the medical attendants to provide any documents / information
that may be requested by DHA or their appointed representatives.

Applicant Name wdbll pado gl
Signature audgill
Date Ayl
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