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Complete claim to be sent to TPA for processing.
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- Important Notes:

The following are the necessary requirements for medical claims reimbursement:

1. Duly filled Claim Form by the insured.

2. A brief medical report for out-patient claims.

3.Detailed medical report for in-patient claims.

4. Original and itemized invoices.

5. Invoices of purchased medicines must be supported by prescription of the physician.

6. All reimbursements should be submitted within 30 days from the date of treatment inside of KSA and 90 days outside of KSA.

7. Prior approval is required for inpatient elective treatment to be done outside the network provider.




