Medical Reimbursement Claim Form
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1. Detailed medical report.

2. Laboratory results and x-ray reports (If the service provided).

3. Original invoices and receipt of payments.

4. Copy of the medical insurance card.

5. Copy of exit-re-entry Visa (If treatment outside KSA), with
Tawuniya acceptance letter.

Note:
Reimbursement of medical expenses will only apply to Cases
submitted within 30 days as specified in the policy.
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Very Important:
The claim payment will be through bank transfer only.
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Transfer Request to Bank Account

D | agree to receive the claim amount via online transfer to my Bank account.

Name (As recorded in the bank):
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Bank Name:
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Disclaimer notice:
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The Company for Cooperative Insurance (Tawuniya) will transfer the amount
of the claim to the applicant’s bank account, as per the data provided above.
The Company does not hold any legal responsibility or financial liabilities
that may result due to the wrong bank transfer as a result of the applicant
provided inaccurate personal and financial information about his/her bank
account.

Declaration:
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| Acknowledged that all the above information are correct and under my

responsibility.
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