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Appendix no. (1): UCAF

Referring to Appendix No. (2) of the executive
regulations of CCHI for the criteria of
requesting approval to bear the costs of
treatment, which clarified the procedures
followed in the event that approval is
requested by healthcare providers and the
responsibilities of insurance companies to
comply with what is stated therein. The
unified form must include all the basic
information mentioned in it, the coding
standards approved by the council must be
adhered, and the services must be according
to the price lists agreed upon according to
form No. (6) in this contract. This form should
be part of the claim requirements that are sent
by the healthcare providers to the insurance

company.

Ll 2l e (2) @3, a=l0 J) 5L
b plal Goladl meall laall alad
Coigl G Dladl eSS Jams e 2aslsll
Jid oo Aadlell b Jl> (§ daall @lel 2]
ol wd aldsiuey sl 38LA
OF e dosll zasaill e a9 Ley a0
ad B8l wladl Sloslall aren (rasany
ol oo Batall e sulaey oY @y 09
Gl Hlasdl @ilgd Cius cleasdl 055 olg
iz z3gedl 1da (6) o8y z3seddl cows Lele
ore days @1 AL Sldlate oo 532 055 O

owlall 4,4 ) grall 38,01 3




UCAF 2.0

ﬁo be completed & ID verified by the reception/nurse: \

Provider Name: .....cccooovvmerneensnennns
Insured Name: .......cocoeveeveeeeenns

Insurance Company Name: .. ....TPA Company Name: ......

ID. Card NO. oo rerecerree s SEX i ABE e
Patient File Number: ... DEPL e e

Policy Holder ........cevvcvecnn. POlICY NO s
Single ( ) Married ( ) Plan Type ( )

Expiry Data / /
Data of visit / /

APPIOVA 1ovvs st e s s s g s s nane e

Qewvisit( ) IFollowUp () IRefill () Iwalkin( ) IReferral ( y k /

/Print/Fi!I in clear letters or Emboss Card: \

To be completed & by the Attending PHYSICAIN: Please tick ( (/ )

Inpatient ( ) Outpatient ( ) [ Emergency Case ( )| Emergency Care Level: 1( ) 2( ) 3( )

BP:...coveinrenef s Pulser...........bpm  Temp .......C  Weight:........Kg  Height:...........cm R.R:............ Duration of lliness :..................[ Days)
Chief COmMPIlaints @Nd IMAIN SYIMIPTOMIS .. ..ottt et eecetees emeaea et ea eescasaeaeseeen e ees e eh e ee 2o st oo meseas semcs eem s et ees easaesessi eescoesiemeses i eembesenemesebnn
STEMTTICANT SIBNS: curviiirrisvreieriss st srsssr s re s s ssar s ae e s e sre s e s es aen s s st bes er a8 e S0 e e e s S8 H04 S008 880 ne B0 A 08800008 H A A0 e R AR S e 8 AeE e 4880 a8 a0E B84 A0 08 08 eAe R SO bRR e SRS SRe e R e R e nR e nE R e nenReReE s

Other Conditions ...............

L= o T T OSSOSO ST

Principal Code: 27 Code: 3rd Code: 4th Code:

Please tick ( / ) where appropriate:
Chronic ( ) Congenital ( ) RTA ( ) Work Related ( ) Vaccination ( ) Check-Up ( )
Psychiatric ( ) Infertility ( ) Pregnancy ( )

Suggestive line(s) of management: Kindly, enumerate the recommended investigations, and/or procedures For outpatient approvals only:

Code Description/Service Type Quantity Cost

Providers Approval/Coding Staff must review/code the recommended service(s) and allocate cost and complete the following:

Completed/Coded BY Signature Data / /
Medication Name (Generic Name) Type Quantity
| Case management Form (CMF 1.0) included Yes ( ) No ( )

Please specify possible line of management when applicable:

Estimated Length of stay days Expected date of admissions: !/ 7/

/ | hereby certify that ALL information mentioned are correct and that | hereby certify that ALL statements and information provided

the medical services shown on this form were medically indicated and concerning patient and the present illness or injury are TRUE.

necessary for the management of this case.
Name and relationship (if guardian):

Physician Signature Stamp Date
Signature (¥*) Data / /
\_ /
4 For Insurance Company Use Only: Approved ( ) Not Approved ( ) Approval No: Approval validity: Days

Comments (include approved days/services if different from the requested)

Approved/Disapproved by Signature Data / /

\-

J/

(*)This is applicable only in case of manual UCAF



