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Disclaimer: This card is property of Al Koot Insurance & Reinsurance Company. The card is non transferrable and usage of the card is
govemed by policy terms & conditions under which it is issued. This card is valid at all Provider facilities empanelled by Al Koot and its
Partners for availing discounted prices for your treatment. The validity of the card is subject to continued Renewal of the polficy. It s used
only for identification purpose and not as an authorization to proceed with the treatment or as any guarantee of payment.




1

Dr. LEILAH. MEDICAL CENTRE... | |

Ol Slantine 3 48151 [E 3234l

@H‘.}A\A\;}ﬂ:ﬁﬂumdlcﬁiquwabj‘uﬂlg ’\‘

il
o8 JalS ahdl ais Ll ) meag s ade oL S ke cpdil i & da

Ehall sdlet SSa A1 LS Daidl i) 4S5 i s ot JleS (5 ki by
Sl s e il A g s el

SALPIL S Al A

& ' 63082 il
WV ASS /il g

05‘ 0?*'2’"77 oW

Jeai¥l o8 ) s (38 50 1adall Juali

C/ R 4

Subject: Insurance Payment Agreement
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, signed below confirm that | understand that | am obligated to pay the
amount of QAR as deposit to cover the cost of my visit should my insurance claim be

rejected. If the claim is approved, Dr. Leila H. Medical Center will return the full amount approved by the
~=asurance company.
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