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REIMBURSEMENT CLAIM FORM

(Please attach VBC Card Copy & Resident Card Copy)

VBC ID Card No

Policy Number

Name of the Patient

Age

Sex

Name of the Employer

Employee No.

Relation

Name of the Insurer

Diagnosis

Duration of ailment

Period of Treatment

Name of the Doctor

Name of the Hospital/Clinic

)Address of the Hospital/Clinic

Consultation

Riyals Baizas

Medicines

Lab Tests

Total RO in words

Signature of the Patient:

Date:

Doctors Signature & Stamp:



