
ÁÂËÈ·†ÈÏÂÓ‚˙†ÌÂÏ˘˙Ï†‰ÚÈ·˙†ÒÙÂË
ÁÂ˜Ï‰†È¢Ú†ÈÂÏÈÓÏ

∫˙Â‡¯Â‰
Æ‰ËÓ†ÌÈÓÂ˘¯‰†ÌÈË¯Ù‰†ÏÎ†˙‡†‡ÏÓ†‡‡†Æ±

ÆÏÙËÓ‰†‡ÙÂ¯‰†È¢Ú†¨ÂÈÙÈÚÒ†ÏÎ†ÏÚ†‡ÏÂÓÈ†ÒÙÂË‰†Ï˘†È˘‰†Â„Èˆ·†Ú„ÈÓ‰†ÈÎ†‡„ÂÂÏ†˘È†Æ≤
Æ˙Ù¯ÂˆÓ‰† ˙Â¯È˘‰† ˙ÙËÚÓ·† DavidShield† ≠† Ï† † ÁÂÏ˘Ï† ˘È† ¨˙ÂÈ¯Â˜Ó† ˙ÂÏ·˜Â† ÌÈÈË·Ï¯† ÌÈÈ‡ÂÙ¯† ÌÈÎÓÒÓ† ÛÂ¯ˆ·† ¨ÂÈÙÈÚÒ† ÏÎ† ÏÚ† ‡ÏÓ‰† ÒÙÂË‰† ˙‡† Æ≥
Æ™‰ÚÈ·˙‰† ÈÓÂÏ˘˙·† ÌÈ·ÂÎÈÚ† ¯Â¯‚È† È˜ÏÁ† ‰ÚÈ·˙† ÒÙÂË† Æ˙È·¯ÈÓ‰† ˙Â¯È‰Ó·Â† ˙ÂÏÈÚÈ·† Í˙ÚÈ·˙·† ÏÙËÏ† ÏÎÂ˘† ˙Ó† ÏÚ† ¨˘Â¯„‰† ÏÎ† ¯Á‡† ‡ÏÓÏ† „Ù˜‰† ‡‡

Æ‰Â‡˙‰†ÈË¯Ù†˙‡†˙Ë¯ÙÓ‰†‰¯‰ˆ‰†Û¯ˆ†‡‡†¨¯Á‡†Â‰˘ÈÓ†È¢Ú†‰Ó¯‚†‰Â‡˙‰Â†‰„ÈÓ·†ÆÁ

È‡ÂÙ¯‰†ÏÂÙÈË‰†ÏÚ†ÁÂÂÈ„†Æ≤

È‡ÂÙ¯‰†ÏÂÙÈË‰†˙Ï·˜Ï†Â‡È·‰˘†˙Â·ÈÒ‰†¯Â‡È˙†Æ‡

Ï·˜˙‰˘†È‡ÂÙ¯‰†ÏÂÙÈË‰†‚ÂÒ†Æ·

ÏÂÙÈË‰†˙Ï·˜†ÍÈ¯‡˙†Æ‚®ÚÂ„È†Ì‡†˜ÈÂ„Ó†ÍÈ¯‡˙©†‰ÏÁÓÏ†ÌÈÂ˘‡¯‰†ÌÈÓÂËÙÓÈÒ‰†ÂÚÈÙÂ‰†È˙Ó†Æ„

ÔÎ†       †‡Ï† †††††††øÂÊ†‰ÏÁÓ†·˜Ú†ÏÂÙÈË·†˙ÈÈ‰†ÌÚÙ†È‡†Ì‡‰†Æ‰

Ë¯Ù†‡‡†¨ÔÎ†Ì‡†††††ÔÎ† ††††††††‡Ï† †††††˙ÂÙÂ¯˙†ÏËÂ†ÍÈ‰†Ì‡‰†ÆÂ

∫ÌÈ‡·‰†ÌÈË¯Ù‰†˙‡†‡ÏÓ†‡‡†‰Â‡˙Ó†‰‡ˆÂ˙Î†ÂÈ‰†ÏÂÙÈË‰†Ì‡†¨‰Â‡˙†     †‰ÏÁÓ†     †Ó†‰‡ˆÂ˙Î†ÂÈ‰†È‡ÂÙ¯‰†ÏÂÙÈË‰†ÆÊ

‰Â‡˙‰†ÍÈ¯‡˙
‰Â‡˙‰†˙Ú˘¯Á‡† †††††·Î¯†ÈÏÎ·† ††††˙È··†  †††‰„Â·Ú·†††††††‰Â‡˙‰†ÌÂ˜ÈÓ

ÌÂÏ˘˙‰†ÔÙÂ‡†Æ≥
ÈÙÒÎ†ÈÂÎÈÊ†Æ‡

Ï¢ÂÁ·†Í˙·Â˙ÎÏ†ÈÓÂ˜Ó†Ú·ËÓ·†˜ßˆ

ÁÂÏ˘ÓÏ†Ï¢ÂÁ·†˙·Â˙Î††††††††††††††††††††††††††††††††††††††††††††††††††††††˙„Â˜ÙÏ
ÈÓÂ˜Ó†˜·†ÔÂ·˘ÁÏ†˙È‡˜·†‰¯·Ú‰

Swift Code†††††††††††††††††††††††††††††††††††††††††††ÔÂ·˘Á†ßÒÓ††††††††††††††††††††††††††††††††††††††††††††††††††††††††††††††˜·‰†Ì˘

ÔÂ·˘Á‰†ÏÚ·†Ì˘†††††††††††††††††††††††††††††Ú·ËÓ†††††††††††††††††††††††††††††††††††††††††††††††††††††††††††††††††††††††˜·‰†˙·Â˙Î

Ï‡¯˘È·†˜·†ÔÂ·˘ÁÏ†˙È‡˜·†‰¯·Ú‰

ÔÂ·˘Á‰†ÏÚ·†Ì˘†††††††††††††††††††††††††ÔÂ·˘Á†ßÒÓ†††††††††††††††††††ÛÈÒ†ßÒÓ†††††††††††††††††††††††˜·‰†ßÒÓ††††††††††††††††††††††††††˜·‰†Ì˘

ÆÌÂ˙ÁÏÂ†‡ÏÓÏ†‡†Æ®‡ÙÂ¯†¨Á¢È·©†˙Â¯È˘‰†˜ÙÒÏ†˙Â¯È˘È†ÌÂÏ˘˙†Æ·

‰ÚÈ·˙‰†ÌÂÏ˘˙†˙ÂÈÂÎÊ†˙¯·Ú‰Ï†‰‡˘¯‰
Æ˙Â¯È˘‰†˜ÙÒÏ†˙Â¯È˘È†È˙ÚÈ·˙†ÌÂÏ˘˙†˙‡†¯È·Ú‰Ï†DavidShield†˙¯·ÁÏ†‰¯ÂÓÂ†¯˘‡Ó†¨‰ËÓ†ÌÂ˙Á‰†È‡

ÁËÂ·Ó‰†˙ÓÈ˙Á††††††††††††††††††††††††††††††††††††††††††††††††††††˙Â¯È˘‰†˜ÙÒ†Ì˘

Æ‰È‚ÈÈÒÂ†‰ÒÈÏÂÙ‰†È‡˙†Ù¢Ú†ÁÂËÈ·†ÈÏÂÓ‚˙Ï†Í˙Â‡ÎÊ†˙ÚÈ·˜·†‰˙ÂÓ†ÌÂÏ˘˙‰†Æ˙È‡ÂÙ¯‰†‰ÚÈ·˙‰†ÌÂÏ˘˙Ï†˙Â·ÈÈÁ˙‰†‰ÂÂ‰Ó†ÂÈ‡Â†ÈÂÒÈÎÏ†Í˙Â‡ÎÊ·†‰¯Î‰†‰ÂÂ‰Ó†ÂÈ‡†‰Ê†‰ÚÈ·˙†ÒÙÂË™
Æ˙Â¯È˘‰†˙Ï·˜†„ÚÂÓ·†DavidShield†ÁÂ˜Ï†˙ÂÈ‰Ï†·ÈÈÁ†ÁËÂ·Ó‰

ÆÌÈÂÎÂ†ÌÈÈ˙ÈÓ‡†ÌÈ‰†‰ÚÈ·˙‰†ÒÙÂË·†Â¯ÒÓ˘†ÌÈÂ˙‰†¨È˙ÚÈ„È†·ËÈÓÏ†ÈÎ†¯˘‡Ó†È‰

‰ÓÈ˙Á†††††††††††††††††††††††††††††††††††††††††††††††˙Â¯È˘‰†Ï·˜Ó†ÁËÂ·Ó‰†Ì˘

‰ÓÈ˙Á†Æ¥

ÈÏÏÎ†Ú„ÈÓ
Â‡†‰¯·Á‰†„ˆÓ†È‰˘ÏÎ†˙ÂÈ¯Á‡·†‰¯Î‰†ÌÈÂÂ‰Ó†‡Ï†‰¯·Á‰†È¢Ú†Â˙Ï·˜†Â‡†‰Ê†ÒÙÂË†˙‡ˆÓ‰†Æ˙ÂÈ¯Â˜Ó†˙ÂÏ·˜†ÛÂ¯Èˆ·†¨ÏÙÂËÓ†ÏÎÏ†¨ÂÈÙÈÚÒ†ÏÎ†ÏÚ†‰ÚÈ·˙‰†ÒÙÂË†˙‡†‡ÏÓÏ†˘È
‰ÚÈ·˙†˙¯‰ˆ‰†˘È‚Ó‰†¨¯Á‡†Ì„‡†ÏÎ†Â‡†ÁÂËÈ·‰†˙¯·Á†˙‡†˙ÂÂ‰Ï†Â‡ØÂ†˙ÂÓ¯Ï†¨˜ÈÊ‰Ï†‰ÒÈ†‰ÏÈÁ˙†˙ÂÂÎ·†Â‡ØÂ†Ú„ÂÓ·†¯˘‡†Ì„‡†ÏÎ†ÆÁÂËÈ·‰†‰ÊÂÁ†Ï˘†Â‰˘ÏÎ†ÛÈÚÒ†ÏÚ†¯Â˙ÈÂ
ÏÎ†˙‡†ÌÏˆÏ†‚‡„†‡‡†ÆÌÈÈ˘ÓÓ†ÌÈÈÁ¯Ê‡†ÌÈ˘ÂÚÏÂ†ÈÏÈÏÙ†ËÙ˘ÓÏ†Ú·˙È‰Ï†ÈÂÙˆÂ†ÁÂËÈ·†˙¯·Á†˙ÂÂ‰Ï†ÔÂÈÒÈ·†Ì˘‡†‡ˆÓÈ‰Ï†ÏÂÏÚ†¨‰ÚËÂÓ†Â‡†ÌÏ˘†È˙Ï·†¨·ÊÂÎ†Ú„ÈÓ†˙ÏÏÂÎ‰

ÆÌÈ˜˙Ú‰‰†˙‡†ÍÏˆ‡†¯ÂÓ˘ÏÂ†¨ÂÈÏ‡†Ì˙ÁÈÏ˘†ÈÙÏ†˙ÂÏ·˜‰Â†ÌÈÎÓÒÓ‰

¯‡Â„†ÁÂÏ˘ÓÏ†˙ÈÎ„Ú†˙·Â˙Î†ÆÊ

ÈÏÏÎ†Æ±

®ÁËÂ·Ó‰†ÒÈË¯ÎÓ†ßÒÓ‰†˙‡†˜È˙Ú‰Ï†Ô˙È©†‰ÒÈÏÂÙ†¯ÙÒÓ†Æ‡È˘‡¯‰†ÁËÂ·Ó‰†Ì˘†Æ·

®‰ÁÙ˘ÓÂ†ÈË¯Ù†Ì˘©†ÏÙÂËÓ‰†Ì˘†Æ‚

ÁÂËÈ·‰†˙¯·Á†Ì˘‰ÒÈÏÂÙ‰†Û˜Â˙†ÍÈ¯‡˙

∫Ë¯Ù†‡‡†¨ÔÎÂ†‰„ÈÓ·†¨ÔÎ†††††††† †‡Ï††††††††øÌÈÙÒÂ†˙Â‡È¯·†ÈÈÂÒÈÎ†˘È†ÁËÂ·ÓÏ†Ì‡‰†–†ÌÈÙÒÂ†˙Â‡È¯·†ÈÈÂÒÈÎ†ÆÁ

‰„ÈÏ†ÍÈ¯‡˙†Æ‰
¯ÎÊ†         ‰·˜††††††ÔÈÓ†ÆÂ

±∏†ÏÈ‚Ï†˙Á˙Ó†„ÏÈ†††††††††††‚ÂÊ†˙·ØÔ·†††††††††È˘‡¯†ÁËÂ·Ó†††††††††††È˘‡¯‰†ÁËÂ·ÓÏ†‰·¯È˜†Æ„

‰ÒÈÏÂÙ‰†¯ÙÒÓ



International Claim Form / Provider

Provider Signature                                                 Date

5. Signature

General Information
Please fill in the information below and attach an itemized bill containing at least the following information:

 Patient name (First, Last)
 Date of service
 Diagnosis and description of service
 Amount charged

1. Patient Information

1A. Policy number (Copy this from the DavidShield identification card):

1B. Patient name (First, Last) 1C. Patient date of birth (mm/dd/yy) 1D. Patient sex:  Male       Female

1E. Patient current mailing address (Street, city and country)

2. Provider Information

2A. Provider name (First, Last) 2B. Specialty/Type of Provider

2C. License no.
2D. Address (Street, city and country)

2E. Telephone no.

Bank Name                                                                  Account #                                           Swift Code

Bank Address                                                                          Currency                              Name on account

4. Payment Information

4A. Total charges

4B. Payment received from member                                                                 4C. Amount due

4D. Will you accept direct assignment of benefits?      Yes      No.     If yes, please choose

          Check in local currency        Direct deposit at a local bank

3. Claim Details

3C. Date of service

3B. Place of service:        Clinic       Hospital inpatient       Hospital outpatient      E.R.       Lab

3D. Describe the condition for which the patient received treatment, supplies or medication. Please list all symptoms:

3E. Diagnosis (description)

3F. ICD9 and / or CPT code if available      CPT                            ICD9               .

3G. Treatment received including prescriptions:

3H. Past medical history of current illness:

3I.  Recommendation for continuing treatment:

3A. Is patient’s condition:         Acute       Chronic       Accident        Work related


