NMHWYPKO HOXOH TONBEOPUNH MAATT

OAATCAAN INSURANCE CLAIM FORM

OAATIANbIH TOPeN / TYPE OF INSURANCE:

|:| Opyyn mauauiH gaaran / Health insurance [] ranaanap sopumrumiin gaatran / Travel insurance (International)
[ rauatuitn ocnein aaatran / Personal accident insurance ] Monrona asnaruuitk gaatran / Travel insurance for visitors (Mongolia)

OAATIYYINAIY BOrnex Xacar / TO BE FILLED BY INSURED

1. Qaatryynarymiid mapgaanan / Patient information
1.1 DaatryynaryuniiH 6airyynnarsiH Hap/Name of the organization:

1.2 JaatryynarumiH oor Hap/Full name: 1.5 YTacHbl gyraap/Tel number:
1.3 Peructpuiin gyraap/Registration number: 1.6 N-maiin xasar/E-mail:

1.4 AapanTtan yeg xon6oo 6apux xyH/Emergency contact:

2. AMUNYYNaryMinH 6Menind 6ananbiH Tanaapx maaaanan / Medical information
2.1 Opoo nnapy by 3oBuyp/Current symptoms

3. Jaatryynar4mnH 6aHkHbI M3ga3anan / Payment details
3.1 BahkHbl Hop/Bank name: 3.3 [laHcHb! gyraap/ Account number:

3.2 [aHc a3amwwmrymninH osor Hap/Name of Account Holder:

4. Ten6epuinH Tanaapx magaanan / Fee details

4.1 ©peeHuit Tenbep/Room fee: 4.3 OmuiH Tenbep/Medication, drug expenses:
4.2 OHOLUIMATOO LWNHXUNT33HWI Tenbep/Examination fee: 4.4 Mac 3acnblH Tenbep/Surgery fee:

4.5 Huirt Ten6ep/Total:

OMHJJ13I / MY BOrnex Xacar/ TO BE FILLED BY TREATING PHYSICIAN / HOSPITAL

[133px M3733N131 GONOH 36BLUeePes ONIroX X3C3rTai TAHUNLAH FrapbIH YCras 3ypx 6atanraaxyynHa yy

TaHbl 6ypayYnaH erceH apyyn MIHATIN xamaapanTtai 3Arasap matepuanyys He MoHron YnceiH XyBb XyHuit HyyLbiH [aaTryynaryvitH rapbliH  ycar
Tyxal xyynuap xamraanargax 6ereeq bug taHbl XyBUIAH HyyubIr YaHanaH xagranax 6onHo. MuHwii 6ue paatranbiH /Insurer’s signature/
HOXeH ONroBOPTOW X0N60O0TOM M3A33NNUIAr YHIH 3eB Gonoxbir 6aTamk GanHa. XapaB Waapanaratai Toxvongons
“UHwypko Aaatran” XXK yiinunyyncaH aMHanar 60M1oH aMYTai XonGoraox HAIMINT Toapyyra aBy 60MoxbIr 3eBLLeepY
6anHa. OrHoo / Date
The health-related materials you have provided are protected under the Personal Privacy Law of Mongolia, and we will

strictly maintain the confidentiality of your personal information. | hereby confirm the accuracy of the information related

to the insurance claim. | hereby authorize Insurco Insurance LLC to contact the medical facility or healthcare provider

with whom | was treated, if necessary, to obtain any additional information or clarification.

1. AMHaINrMnH Magaanan / Hospital information

1.1 OmHanruinH Hap/Name of Hospital: 1.3 YTacHbl ayraap/Tel number:

1.2 Omunary am4/Name of Treating physician:

2. ©BuYTOHMN Magaanan / Patient information

2.1 ©BYTeHMI BreniiH 6anaan, UNaPCaH LWKHX TaMAdr/Symptoms: ...........

2.2 ©B4Huit oHow (ICD-10)/Diagnosis: ..

2.3 ©BYHUINT0-P @HTUTNIIBIH KOA/ICD 10 COUE: ...ttt ettt ettt h et e a et e e h et e 4 h 22 st 44 h e £ e s st e eH e £ s e e 4o et 4 e e £ 2a et ea e £ oA e e oAb e e s e e es e eeb e e e ms e e nbe e ens e e naneenneennneenes

2.4 XvracaH amunnrasHui Tanaapx maaaanan/Details of treatments: .........ocoeeeenene

OMUMNraa XMAracaH orHoo/ OMHANArT XaBTC3H OrHOO OMHanNraac rapcaH orHoo HuiT xoHor/Total days/
Date of Treatment /Date of hospitalization/ /Date of discharge/
............. Lo wevveneeeed e

OMYUIH rapblH ycar / | ' Orxoo / Date
Physician’s signature:

Tawmra /Physician’s seal:

HexeH TenbepuinH maTepuansir 3H3 Xasr pyy unraaHa yy / Send the claims form to
E claim@insurco.mn




