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Reimbursement Claim Form

Section A : Terms & Conditions
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* All claims reimbursement amounts will be transferred to registered IBANs.
(Not cheque or direct payment). If you need to update your IBAN, please
update it online or complete and submit the IBAN Update Form and send to
customer care at customer.care@bupa.com.sa

* Non-submission of required documents (Section D) is the main reason of
delay/rejection of claims

* All invoices must comply with the proof of payment requirements
(see below)

* Any manual modification or alteration on the invoice will cause a rejection of
the submitted claim.

* Bupa Arabia has all the rights to request for original documents for any
submitted claim when deemed necessary.

« All claim documents must be in Arabic or English only. If your documents are
in any other language, please translate them prior to submission

* Bupa will only accept services done within 90 days from the treatment date,
unless stated otherwise in your contract

* Missing or pending documents should be submitted within the contractually
agreed submission protocol online or through customer care at
customer.care@bupa.com.sa or by calling 800 244 0307

* The reimbursed amount will be based on the contractual prices of the same
service agreed on between Bupa Arabia and the providers of your network.
For more information, please refer to the member guide or bupa.com.sa

* You will receive updates on your claim status via SMS. Please ensure that
your mobile number is updated, or update it through bupa.com.sa.

* You may also check your claim status through your Mobile application or by
logging on to bupa.com.sa or calling Customer Services at 800 244 0307

Section B: Claimant Information
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B.1 Membership Number |
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B.2 Member's Name | | | | | | |
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(As it appears on your membership card) |
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B.3 Company Name | | | | | | I
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(As it appears on your membership card) |
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B.4 Mobile Number
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This mobile number is used only to contact you
in case we find issues with your submitted claim.
Kindly note this in not for system update.
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Section C: Invoice Details

Currency

Note: | | |
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For multiple currencies, please ensure to | | |

sum (add) all invoices per currency.
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Section D : Required Documents for Submitting Claims

Use one claim form for each claim type and each hospital visit.
Please tick the claim type box & ensure to submit all listed documents.

[ Inpatient
Use one claim form for each claim type and each hospital or clinic visit.
1. Official invoice with cost break-up of each service
. Proof of payment (Section E)
. Detailed medical discharge report
. Imaging results (if applicable)
. Laboratory results (if applicable)
. Official invoice for organ/device transplanted or inserted
(stents, IOL, organ, etc.)
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[J Outpatient / Other

1. Official itemized invoice clarifying each service and its price

2. Proof of payment (Section E)

3. Laboratory results (if applicable)

4. Imaging results (if applicable)

5. Doctor prescription mentioning the diagnosis (if medication is
prescribed)
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[J pental

Use one claim form for each claim type and each hospital or clinic visit.

1. Official invoice itemizing the dental procedure(s) with tooth number
and cost for each procedure

2. Proof of payment (Section E)

3. Panoramic x-ray/bite wing x-ray (if applicable)

[ optical

Use one claim form for each claim type and each hospital or clinic visit.

1. Official invoice specifying the cost of lenses and cost of frame
separately

2. Proof of payment (Section E)

3. Original eye test from Bupa Arabia network of providers or from an
ophthalmologist (not an optometrist)

[J Physiotherapy, Autism and Speech Therapy

1. Diagnostic medical report and treatment plan from an MOH registered
provider (with specialty in Orthopedics, Neurology, Rheumatism).

2. Progress report after end of sessions with the treating doctor's note,
updated maximum every 6-sessions clarifying the progress of the
treatment.

3. Diagnostic medical report and treatment plan from an MOH registered
provider (Senior registrar or consultant Psychiatrist or Consultant
pediatrician with specialty in developmental disease and autism).

4. Progress report after end of sessions with the treating doctor's note,
updated maximum every 6-month clarifying the progress of the
treatment.

5. Official invoices detailing the type and number of sessions and cost for
each session.

6. Attendance chart detailing date for each session with the provider
stamp.

Note: invoices for package/multiple sessions should only be submitted
once all sessions mentioned in the invoice have been completed.

[ Medication

1. Official invoice detailing the cost for each medication (mentioning
member’s name and date)

2. Proof of payment (Section E)

3. Doctor’s prescription mentioning the diagnosis

Section E: Acceptable Receipts or Proof of Payment
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A receipt is an official document issued by the provider that must contain:

1. Name of provider, address and contact details

2. Treatment date

3. Invoice number

4. Detailed description of service

5. Amount for each service separately and the total amount of all services
6. Amount paid

7. Balance/remaining amount (if any)

8. Type of payment (cash, cheque, credit card)

9. Physiotherapy and or any multiple session Invoices should only be
submitted once all sessions mentioned in the invoice have been
completed.

For treatment availed outside KSA a copy of passport showing entry and
re-entry to KSA.

KSA receipts should follow the local VAT format requirements. (For more
information, please visit www.vat.gov.sa) International invoices should
comply with the foreign country’s invoicing laws.

A proof of payment may include (1) Cash payment receipts,

(2) (point-of-sale) receipts (if paying through credit card or SPAN), or
(3) bank statement (if paying through online or bank transfers). Any
transactional bank statement should include the name of the provider
and the amount debited; confidential information should be censored.

Invoices and proof of payments written on doctor’s prescription or
unofficial papers are not accepted. Invoices must be electronic or have
an official serial number.

rade uging il doadl g0 (1e 8)alo dLoww) déiig ga 6gilall Lol

UiVl Juolalg (lgiellg 4013l paéo ol

aloleoll &)l

oygilall pd) .

doaAl alundj g

dloaVl g do13 US) &liol

£9910Jl Glioll

13g Ul ol apo I

UleiiVl d8lay . eliud a8 - goall ddy o

claijl a9y Y] 621900 Glula ul wilgd of mennll plell Gllne) g8l aadi sy
Loado g8l aly (1) g Uol&JL Clulall

> < 40 mE

ul gf 29,31 g Ugaall &)l 3590 yaull jlga (e &3 @lé)l wny @looll 2)15 (o Glilinel)
1 ol

.48l o)l doudll du o U 1.lb‘io‘ agell auyell ddlooll wd Wilgall OYLA| oulsi L'ﬂ uy
(ilgd go augall ilgall @dlgli (il Ly, (www.vat.gov.sa 6,Uj vy Ulogleol (1o 1jol)
&gl aio jalnll ALl

el bolaj VLAl (1) 1185 g9l &y Cuil$ 131 LAud 2iw gl g8 Ulayl (1) Loty g8l G
@do (e g8J1 018 131 el Ul @udis (W) (il gl gLoil a8liny @b (e €8I Ul 13l
02160 ol 8 no)l LAl @ibis dloleo (Lol U Ly .16 ;n.0)l OMygalll gf Cu bVl
09030l Elioll g a022l

&yl Ologles)l @il uay

Wilgall . dxouny pe @lyglul gl annll Olavgll wle dgisoll g8l GG wilgall Ugd iy (J
Oy o p8; ade uging (jl uny doadoll

Section F: Declaration J159)1 (g) puid

I, the undersigned, declare that the information above is correct and that reimbursement
requested is for expenses paid by me for the treatment of my covered condition. | hereby
authorize Bupa Arabia to pay the eligible expenses directly to the main member of the policy
and in local currency (SAR).

| hereby authorize any doctor, hospital, medical provider, insurance company or any other
company, institution, or other person (who has any record or information about me and/or
any of my family members) to provide Bupa Arabia for Cooperative Insurance with the
complete information, including copies of their records with reference to any sickness,
accident, treatment, examination, advice, hospitalization, or any other required information.

| am fully aware that any person who intentionally makes any false and/or misleading

statement and/or information to obtain reimbursement from Bupa Arabia is subject to
penalization.

Name
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