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CLAIMS FORM
Name of Provider: - - _ Registration No: -
Name of Patient: ) - Age: ~ PIN: B
Date of Notification: Date of Admission ~~ Date of Discharge B
Diagnosis Authorisation Code:
DETAILS OF TREATMENT COST (3%)

E-mail . - . - SO

Accommodation ¥ for days

Feeding at N for days

Drugs/Infusion Dosage Duration

Investigations and results (Pls specify):

Protessional Fees:

Total P+
Palisnts: Sonature Doctor’s Signature
Name: Name:
Employer: Address:
MDCN:
GSM:
GSM:

For additional copies, visit Premier Medicaid Website - www.premiermedicaid.com.ng



