To bc Comgletcd & \enﬁed by Reception / Nurse | i , '
Provider Name : Elite Hospital |

Insurance Co.: 250144 BHARATKUMAR SELVARAJ#25000567

Print / fill in clear letters or Emboss Card

] Beneflciary
- Bhara Thkumar Selvaraj

Age 27Y

TPA Name 006 GLOBE MED ID Card 38361750 Sex malc
Patient File No.: 667561  Dept : DENTAL ol | Policy Holder Policy No. 25000567 |
Date of Birth WEALT-ANER © AgeG ALY | Expiry Date  14-04-2026 Class 3HARATKUMAE '
Date of Visit: 14-03-2026 | ' Single -#Marricd Plan Type: :‘ Pl ‘
" New Visit| | Follow Up/Refill | | Walk-in | | Referral | |
To be Completed by Attending PHYSICIAN  Please tick (@ ) ib
| Inpatient M Outpatient \ Emergency Case? “|Yes [#|No Emergency Care Level : 1( ) 2t ) 3 |
Bp: 120/80  Pulse: 80 bpm Temp: 36 C Weight : 66 Kg Height: 166 cm R.R: Duration of illness: 1 Days
Chief Complaint & Main Symptoms
dental pain
Significant Signs:

donta) cances
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Other Conditions e ———— "h--

ocvut oot curvation and necds a munllofucul spcculht (o do the surgcry whnch 18 ot lvulablc in our bo:pml
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- - e e —— e e . B AW P L L T o L o e i i o-.-.-....-o...--.o.--.-..4-.-0“0'0-0-‘..—0....-' e ® -

Please specify possible line of management when applicable

Diagnosis Dﬂ'mmﬁ"’ A i s n
Principal Code: K02.9 2nd Code: 3rd Code: .. o 4th _ng_e R S
Please tick ( ™) where appropn'atc:‘~ - . ;
Chronic | Congenital L] RTA Work Related .| Vaccination Check- Up |
Psychiatnc ¥ Infenilify Pregnancy Indicate LMP :
Suggestive line(s) of management: Kindly, enumerate the recommended investigations, and/or procedure fo Outpatient approvals only: ,"
. Codeli | Description/Service Type Quantity Cost®=" | |
DNT0001 DENTAL CONSULTATION SEPC 1 R 60.0? |
|
il f’
Provieders Approval / Coding staff must review / code the recommended service(s) Total | L l _ 60.00 !
and allocate cost and complete the following: Completed / Coded By........cccccveriivnvicniniiianancn 1101101 ¢ - R R Date: ..l
| - Code * - o ‘Meglcatlcln_l\!@e( Genenc Name) A (8 _IY_B?, #_\ -_Q—U?I]tity_ |
| |
RIS OO0 Y - | 1 J '
- Is Case Managcmcm Form ( CMF 1.0 ) included . Ives| | No l Total | |
!

Estimated length of Stay

[ hereby certify that ALL information mentioned
are correct & that the medical services shown
on this form were medically indicated & necassary

or. Khalid Rajab
(Grthodontis}
101

T P

— - ——

for the management of this case.
Physician Name Signature : Khaled Adel Rajab

Date : / /

* Provider's Approval / Coding Staff must

Expected Date of Admission .... /... / .......... |

|

|

- T SR

I hereby certify that all statements & information provnded-m— N

concerning patient indentification & the present ilness or injury

are TRUE |
kil e dadl g ey pall 4 s dilasd)l g odet 3 S0 Cila gledd) ol i |
dauaaa el oY) | L sl

i

Name & Relationship (if guardian) Signature Date: / /

N v S T

code the recommended service(s) & allocate cost and complete the following:

TOLRY COME SR i iviiiii S viimeranpsihinbiih s i AR AR ARSI TSRS N AR AR AT AT 9] 459 As estimated / Package Deal
Completed / Coded by: ........oooeivviiiviivinninnnnnn, SIENAIULE cviviirisissonissismonseisssronsmrnsiiiivriionain Dale: cavivasin L T /
! For Insurance Company Use Only . APP = PP PProval INO. .o ;
E Comments : include approved days scrvices if different from the requested) :
i 1
' - 1
] i
E Insurance Officer. Singnature Date: = / / E
: :
' 1
. ' =
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EUTEA .Sl

Report Date :14/03/2026 10:03:52

Illite Hospical




