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CLAIM DATE : Gt

Imsurance

Incident #9340

Jrsr=iar Name : BAED YOUSEF MUBSARAK GLMEjalBEL

koo : 271101200549

I

GO0Q52225028

ambar Mobile Mo. :

JartiifatlonsDostor s0r. Suraish Babu Memajada [ETE————

602 [Fackage : Kuwait Fesraleum Somjiany (KT

[Provider ke (40 5alas

sfernatianal Maspikal (HL!

[auth States o

pecialty  Drthopedics |

Special Exclusions

Walting Period

|Batu af dllnaxs: 1z Chieaie ficuke

Diagnoses & Treatments Details

[Primary 150 10;

Pk K FOOT AND TOES

Check Up Matemity LM I RrliFa

[Secendary 1C0 10:

Code Description

Code Description

HOEA Inflammatary polyarthropathy
Md.E Unapecified mreenile ieumateid prihasis, wrist

MIZ3th Oth manizeas gerang, pest horn of medisl menisous,
S unsp knee

M14,859 Recurrent diskecation, unspecified hig
MIED Pain in wnigedified it
MRS Low Back paln

s13,pa TR0 of joinliand ligaments of ath @i meck, o
ancnbr

sE12q0s Oth trar of medial seesiscus, current Injury, unsp
knee, init

L% 00Xa Contusion of unspeciied faar, i

tial eneauntar
HESS1E Fadn In unsgecified shoulder

[ : 2 -
MI5.5TH :D’::' f unspecifind snkle and [snts of unspeciiie

MELIY Other cerdcal disc displacement, wnsp cervical seglon

M51.37 Dthier interenrtebral disc depeneratien, lumbosacral
e

regian

MELID Trigees finger, unzpocidied fRoper

SELAEKS Sprain of ligameats of lumbar sping, initisl sneeunter

sea,a0ws TETRIN Of Unip part of unsp weist and hand, ini
ancrir

WL KA Unspecified fall, inibial enoounbe:

HE3 Rhaumatoid arkhritls, unsoedFiad
MIZED Other dpecifiad poheitls, unspecified it

Hznals DEh meriscus derang, ant horn of medial menizous,
unsp knee

HI4AD Ankylasls, unspecified jsint
MSLAD Sriatics, unspecHiod ida
HEL# Other osteaparesis without current pathological fractume

Straim of unsp muscfaisitand at forarm by, urdp arm,

LB EEY it

543 5508 E::‘:er\- of uspacified site of unspiecified ks, Inlt

SHL20%R Practure of unsp tarsal Baneis) of unsp Taat, irat
M2E.549 Pain In urspecified Knoa
M5B Dther specitied fint disarders, unspectfied faint

Other specitied defurming dorcpathies, site

P, wipesified

Weyg IPmErvErtebral dise disorders with myelapathy, bambar

MHLZ Cerdcalgia

MELET Dther specified dasorders of mussle

HELALT Ganglaon. unspeciiod hand

SHILIWA Contusion of unspecified hand, Initial encsunter
STLOSIA Disp 1 of base of deck of unsp bemar, init for zles fo

SEQ.AUKA Contusion of unspeciliad knea, fnitial enceantar

: Aeg Appr |Member
Plan| Code Description fequested] Anpraved | Service lAmountAmount| Amount (VIS4 Mo, Remarks
10ty Days] [ Oty Daysh] Date
K KD KD
wu | Leoi "::Ef“ ELO0 11 v eren| sooo| 3000 &.828) e
WIL) LBsouGT CREATININD 11 601 a0 9.004) 9.000] 9.000] wesrres
Total 17.000) 17.000) 13.828

| harnby certity that Al informatian mentioned 1S correct and Ehat the sedicn
managament of this caze

| iervices on this form wars provided and necessany far s

Fhysician’s Signature. Stamp

lagsan that IF§ naee made or shall make any false or unfrun
statement, suppression or concealmint, my right ta clalin
reimbursement of the mentoned expenses shall ba abznlutely
Terfaited,

| Further herby suthorize any dectes, hospital, or medical
pravider, any insurance company of any uther cempany,
institution o7 any other persan that has any secord or
fefarmation about me andier any of my family sasbers ta
pravide GIG with the complete infes=atizn's inchuding copies
cf thelr records with refarence 3 my sickness or accidens, any
treatmant, axaminatios, edvice, or hospitalizacion.
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