N=X{tcare

Your Health Managed with Care

Reimbursement Instructions

Very Important Notes:

1. Filling all fields of the Reimbursement ASOAP Form is mandatory

2. Diagnosis must be mentioned in the ASOAP Form

3. Charges of services must be mentioned in the ASOAP Form

4. Reimbursement ASOAP Form must be duly signed & stamped by the treating physician

REQUIRED DOCUMENTS

1st. Outpatient Services

A. Consultation
a. Reimbursement ASOAP Form signed & stamped by the treating physician
b. Copy of the membership card
c. Consultation fee invoice (original)
B. Medications
a. Reimbursement ASOAP Form signed & stamped by the treating physician
including the prescribed drugs.
b. Copy of the membership card
c. Pharmacy invoice (Original)
C. Radiology & Laboratory
a. Reimbursement ASOAP Form signed & stamped by the treating physician
b. Copy of the membership card
c. Results of the Laboratory & Radiology investigations (Original)
d. Laboratory Or Radiology center invoice (Original)
D. Physiotherapy Sessions
a. Reimbursement ASOAP Form signed & stamped by the treating physician
b. Copy of the membership card
c. Medical Report detailing number &type of sessions performed. (signed
&Stamped by the physiotherapist)
d. Physiotherapist fee invoice (Original)
E. Dental Services
Reimbursement ASOAP Form signed & stamped by the dentist
Copy of the membership card
Detailed invoice of the dentist fees (Original)
Medical report detailing the description of service (Filling- Extraction...), the
type of service (Amalgam or Composite Filling- Simple or Surgical Extraction)
,Number& Surface of tooth (signed &Stamped by the dentist)
F. Optical Services Claim
a. Reimbursement ASOAP Form signed& stamped by the opthalmologist

ac o

b. Copy of the Membership card

c. Eye sight test report

d. Ophthalmologist / Optometrist fee invoice (Original)
e. Spectacles invoice (Original)
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G. Maternity
a. Reimbursement ASOAP Form signed& stamped by the obstetrician

b. Copy of the Membership card

1. Follow up
1. Consultation (as mentioned earlier)
ii.  Investigations (as mentioned earlier)
iii.  Medications (as mentioned earlier)
2. Delivery
1.  Reimbursement ASOAP Form signed& stamped by the obstetrician
ii.  Copy of the membership card
iii.  Detailed medical report (Original) signed &stamped by the obstetrician.
iv.  Hospital charges detailed invoice (Original)
v.  Obstetrician fees invoice(Original)
vi.  Copy of the newborn birth certificate
2nd. Inpatient Services

Reimbursement ASOAP Form signed& stamped by the treating physician
Copy of the Membership card

Detailed Medical report (Signed & stamped by the obstetrician

Hospital charges detailed invoice (Original)

Surgeon fee invoice (Original)

S S

Version 0.2Monday, March 01, 2010



N=X{tcare

Your Health Managed with Care

cs2ail) ala yiY) cldUas lagles

Lald cilliadle
Reimbursement ASOAP form 213 iyl z3 el 83 g2 sall GUAN aen (e g
i) 73 galy (andZl) AUS e Y
el capall J8 (e 2o V) 35 QA g a5 e 2 Y

(S ) agia JS laris Rual il Allaa V) Aadll s (oum jall oland L g go Allon) Aall sl Cany 4
4 pthall Sfsiiuall

L BN Sfobal) Sloss Y of

rA-Ld/ I |
llaall ool 8 (a4l La g 5 o gidin 212 S5 ) 73 50 Joal
il 5y 5ild Jual
4 panll A8y (a5 gaaa

Ly 2
gl ahall U8 (g0 dgle Ladga 5 gi8e 210 3uY) 23 g
4 puanll A8lay (a5 gaaa
el plall 35 ) a3 50aa
sl s 5ila Joal

il g Sl Y L3
el Casalall U8 (g0 Ao 128 5 g 2 gi8e 2l Y] 20 ga
4 panll A8y a5 gaaa
St 5 Jallail) il e sl
AniY) 3 e ) Jlail) Jara (a3 aball Ll gal) Jual

el
gl ahall U8 (4o dile LaBga 5 gi8e 210 3uY) 23 g
4 puanll A8lay (a3 gaaa
bl Z3all S e (e aBsa g o it Cludall ¢ 535000 Dy i s ik
comnball Z3lall S s (e Al ga 5 A gt ) sl Jual

ol clets 5
Ol Canada U8 (e Ao 128 5 g gi8e ol 1Y) 20 g
4 guanl) A8y (103 ) suaa
Gl Cuds (e Al g0 5 A sida )l CISH ) 8 Jual
sl a¥) e &5 A mhadl g (s udall 6B ) 5 Lgiia 5 5 Liluadi el jal o Al Cladddl 4y euia o (a0
(Y] s (e @50 g 0 510

s ellg Jars drilia .6
33V sl 5 oLl Capda J8 (e 4ple LaB ga g o gida o i) 23 gai
4 gl A8y (1a 3 ) saaa

(i DAL | 5 Lswa 5 453 a7 LaS) Jard) deglia (7

W o =

—

—wio—= ML= Wi

NGRS SR

W=

o —

. ;.s{/

4;}.?3//

Wi~

Version 0.2Monday, March 01, 2010



N=X{tcare

Your Health Managed with Care

(<
A5l 5 elaill Cuda (0 g5 g 1 g0 Junia (ol 5
sl 5 sbail) Cunda (e A sidn 5 An o (Ghidiiusall Lliadll 3 ) 4 Josl
. ) E¥ladl Jual
(Jahall 2Bl il 5 ) pea
. wlall Gl 3 58 Jal

s Wi~

(hdionaly Jaall ol ) ¥l cllanls) (idiinall 8 LalBY) bl cilaxs L0

el Cunlall 38 (e dsle Lad g 5 o 5ida 213 Y 73 gal
iy puaall Allas (a5 3em

. ‘M.“ \uA:LA}\M' }MﬁM”“ '"\BJ}:‘L&J\J.J

. &l Yl Jaal

W=t~

Version 0.2Monday, March 01, 2010



N=)ACarE

Your Health Managed with Care

Reimbursements Statement

Policy Holder: Payer:
Number of Claims: Sent Date:
Sent by:

Beneficiary Number of
Name documents

Serial#

Total Amount

Received By:
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REMIBURSEMENT ASOAP FORM
24 hour Tel: 011-0008103 . Fax: 02-22008220 —Office Number during Business Hours:02-24182364

Please complete Clearly (All Fields Mandatory) Form No.
ADMINISTRATIVE
Healthcare Provider: Patient’s Name:
Lot pois iy A) p)
Date Of Service: /[ Patient’s Tel: DOB: ! Sex: OF OM
aayLats dd mm vy ol geteds sl aayls dd omme vy e
Card No. Patient’s Emplover:
(Mandarory) | | | | | | | | | | | | | | | | | | | | (Mandatory)
e deaadl ign
Bl goabil

SUBJECTIVE (To be completed by physician)
Synmptom(s) As described by Patient(Cluef Complaint)

Date of Present Symptom Onset: _ /

el Laas gayls dd  mm yyyy
What date did the Partient first feel same/similar Symptom(s):

Jed G bl ar Yl aaall Lead x3 3y Jal poyls dd mm  yyvy

Is the Patient under any type of treatment? O yes ONo If Yes, indicate what Assessment and since when:

o sy pieadl pe b opas 13 gie gl pledl Bl e

OBJECTIVE/ASSESSMENT (Te be completed by Physician) ety grukBi 1 egiaiall gam il

Clinical Finding : Vital Signs: OB/P: OT: OIIR: ORR:

Cause :0 Physical O Illness 0 Accident 0 Maternitv 0 Preventive 0 Psvchiatric 0 Dental OWerk Related & Other

Assessment/Diagnosis: OAcute [ Chronic OConfirmed DOSuspected Diagnosis Code
1-

1-

3-
Is Assessment/Diagnosis related to anther Assessment? O ves ONa Ifves, specifi (Le. Refinopathy

related to Diabetes)

Medical PLAN ~ed Origimal cription, ] isthe e ;
O Consultation Cost O Phvsiotherapy Cast
O Pharmacy Cost O Laboratory Cost
TOTAL CHARGES
Was In —patient Required? Length of Stay Indicare Provider Cost
Discharge Summary, Itemized Invoice, Reports & Receipis Attached?
Treating Physician Name : I hereby authorize any Healthcare provider,
Tel/Fux: Insurance, Employer or other Organization to release
Signature &Stamp: any information regarding my medical condition

&history to NEXTCARE for the purpose of
defermining insurance benefits.

Patient Signature(Parent if minor) Dare
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