| |
Once filled in please email the completed form and supporting B o m a ' d ‘
documents to claims@bomaid.co.bw OR fax to +267 3184152/230
OR drop off at your nearest Bomaid office Health & Happiness at heart

ol

PROVIDER CLAIM RETURN FORM Practice _
Number

Date D|D MM Y'Y Y Y

To

We return here with the following claims:

MEMBER NAME MEMBER CLAIM NO: AMOUNT ACC REASON FOR
NO NO RETURNING

Name




	Untitled
	Untitled
	Untitled
	Untitled



