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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 
a. Reimbursement ASOAP Form signed & stamped by the dentist 
b. Copy of  the membership card 
c. Detailed invoice of the dentist fees (Original) 
d. 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 
b. Copy of  the Membership card 
c. Eye sight test report 
d. Ophthalmologist / Optometrist fee invoice (Original) 
e. Spectacles invoice (Original) 

 



Ver0.2 

 Version 0.2Monday, March 01, 2010 
 

G. Maternity 
a. Reimbursement ASOAP Form signed& stamped by the obstetrician 
b. Copy of the Membership card 

 
1. Follow up 

i. Consultation (as mentioned earlier) 
ii. Investigations (as mentioned earlier) 

iii. Medications (as mentioned earlier) 
2. Delivery 

i. 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  

a. Reimbursement ASOAP Form signed& stamped by the treating physician 
b. Copy of the Membership card 
c. Detailed Medical report (Signed & stamped by the  obstetrician 
d. Hospital charges detailed invoice (Original) 
e. Surgeon fee invoice (Original) 
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 ا=FGHىABCD@;ت ?<;=>;ت ا6789داد 
 

 �	���ت ه���
  QA@N RB? STUReimbursement ASOAP form ا=O;P;ت ا=@KNKدة K@HLذج ا6789داد .1
 Z? FL9 آXL;7 ا=K@HL VAPW7ذج ا6789داد .2
3. [=;C@=ا SA<>=ا \<] Z? ذج ا6789دادKO ^7_و QA]KD Z? FL 9. 
4.  STUA=;@Nا X@a;] ^UFGDXb;P=ا XA=;@N9ا X@AG=وا cd6@=ا8@;ء ا ;fL gdK? X  ت;?FPL^fH? \6آ;ت(.آWB=( 

 �
��
 ا������ات ا��
 ����ت ا����دات ا���ر���:أو�

 ا�$#" .1
1.  \bم واK7P? ذج ا6789دادK@O;C]K? [=;C@=ا SA<>=ا \<] Z? iABj 
2. kWl=رة اKD;n \bا. 
3.   X];>L Z? رةKbXUKoC=ا 

 ا�دو&�  .2
 Z? iABj [>\ ا=<>SA ا=@C;=] ?K@O;C]Kذج ا6789داد ?K7Pم و .1
2.   X];>L Z? رةKbXUKoC=ا  
3. [=;C@=ا SA<>=ا X7pرو Z? رةKb. 
4.  XA=FAq=رة اKD;n \bأ. 

 ا�*��ت وا��(���) .3
 Z? iABj [>\ ا=<>SA ا=@C;=] ?K@O;C]Kذج ا6789داد ?K7Pم و .1
2.   X];>L Z? رةKbXUKoC=ا 
3. \bت أ;Cp9وا \A=;s7=ا [a;7O Z?. 
1. 6ADاKt=ا \bاو ?6 أ \A=;s7=ا \@C? Z? درة;q=اXCp9ا uآ. 

4.  ,��-
 ا��	ج ا�
 Z? iABj [>\ ا=<>SA ا=@C;=] ?K@O;C]Kذج ا6789داد ?K7Pم و .1
2.   X];>L Z? رةKbXUKoC=ا 
 .?K7Pم و?Z? Q]K ?6آu ا=yCج ا=<>Fj XL gdK? c<x 6U6GD cCAد وKOع  ا=vBT;ت .3
 .?X?K7P و?Z? XC]K ?6آu ا=yCج ا=<>cCAأb\ ا=KD;tرة  .4

 ����ت ا���1ن .5
 SA<x اH89;نK@O;C]K?  \<] Z? iABjذج ا6789داد ?K7Pم و .1
2.   X];>L Z? رةKbXUKoC=ا 
3.  \bرةأKD;n ن;H89ا SA<x Z? XC]K?و X?K7P? جyC=ا kA=;lD 
4.  XL gdK? c<x 6U6GD ;ftbوو ;ABAqtD ;6اءهNا ^D c7=ت ا;?FP=6اءاN9ا iABj ^D ا=|ى g>v=6س واo=ور[^ ا 

 .?K7Pم و?SA<x Z? Q]K اH89;ن
6.  ��
 ا�(�) وا���دة  ���

 SA<x ا=vH;ء وا=9KدةK@O;C]K?  \<] Z? iABjذج ا6789داد ?K7Pم و .1
2.   X];>L Z? رةKbXUKoC=ا 

�� ا�(�) ) أ
 )آ�� @? ذآ>; ��-�9 :, ا���9ط أ،ب،ت( ���
1. kWl=ا 
 ا=bKst;ت .2
3. XUا9دو 
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 ةا���د ) ب
1. c<x 6U6GD \qt? FA=K7=ء وا;vH=ا SA<x Z? مK7P?و Q]K? 
2.  \bا=أctW7v@B= XABAqt7=رة اKD;t FA=K7=ء وا;vH=ا SA<x Z? X?K7P?و XC]K? 
3.  QnF=9ت ا;qUأ \bأ. 
4. \t>=د اyA? دة;fp رةKb. 
5.  SA<>=ب ا;CDرة اKD;n \bا. 

 
;AO;� :ctW7v@=ا cn X?;]9ا SB>7D ت;?F_ ) ت و���ت�����
�����#A, آ�� BC)ا� D�
 )ا��, @�

 Z? iABj [>\ ا=<>SA ا=@C;=] ?K@O;C]Kذج ا6789داد ?K7Pم و .1
2. XUKoC=ا  X];>L Z? رةKb 
1. \qt? c<x 6U6GD. 
2.  \bا=أ XABAqt7=رة اKD;t ctW7v@=ا Z? X?K7P?و XC]K? . 
3.  QnF=9ت ا;qUأ \bأ. 
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 Reimbursements Statement 
Policy Holder: _____________ Payer:____________________ 

Number of Claims: _________ Sent Date:_________________ 

Sent by: __________________  

 

Serial# Beneficiary 
Name Card # Number of 

documents 
Total 

Amount 

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

Total Amount  
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