Private
Medical
Insurance

Claim Form for Re-imbursement of Medical Expenses
o . po - o .
ddo L2y ylan 313 i ddllaoe zaged
Please photocopy this claim form for future use.
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The claim should be submitted within 3 months of the initial treatment date. Always enclose the original invoices & receipts.
Lo YLyl 5 53l 3Lyl cre ¥ Al s eyl (e pet] AIME PO Adllaall @B oy
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Please fill below if the main applicant is different than the patient
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Bank name and address

il olsie 5 e

BIC (Swift) Code

Ceaygeal 35S







