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Welcome The Purpose of Your Cover1 2
We are pleased to welcome 
you into the protection of 
the International Healthcare 
series plan from AXA. 

As part of the AXA Group, 
AXA Gulf has been present 
in the region for more 
than 60 years and is one of 
the largest insurers in the 
GCC with branches across 
Bahrain, Oman, UAE and 
Qatar. In Saudi Arabia AXA is 
known as AXA Cooperative 
Insurance.

Every successful company 
acknowledges the 
importance of its employees. 
They are not only its greatest 
asset, but also its most 
vulnerable resource. With 
the Healthcare series plan 
from AXA Insurance, you 
and your family can be rest 
assured, that whatever the 
coming year brings, we’ll be 
there to support you!

AXA is continuously 
striving to offer you 
service excellence from 
our 24/7 healthcare 
platform and manage your 
comprehensive healthcare 
plan, which has been 
designed by AXA Insurance 
in consultation with your 
Company.

Please note that this 
standard member guide 
is only for guidance and 
does not override the 
definitive policy agreement. 
You are requested to 
read this member guide 
in conjunction with your 
Benefits Table in order to 
fully understand your level 
of cover.

The full terms, conditions 
and benefits of the contract 
of insurance between 
your Company and AXA 
Insurance are held with 
your HR Department and it 
is the Agreement (not this 
guide) which fully defines 
your cover.

This standard member 
guide, in conjunction with 
your Benefits Table has 
been designed to outline 
the processes that are 
relevant to your plan. If 
there is anything you do not 
understand, please do not 
hesitate to call the Customer 
Service Team on the number 
shown at the back of your 
membership card.

Please take a few moments 
to refresh your memory 
about your Healthcare 
series plan from AXA. Then 
relax and look forward to 
the highest standards of 
service from AXA.

As with all insurance policies 
your AXA plan is there 
to cover you for eligible 
treatment costs arising from 
an illness or accident. When 
something unfortunate does 
affect your health, we will 
do our best to help you but 
we must always act within 
the limits of your policy.

At AXA we are always aware 
that behind every claim 
there is a person who needs 
help and assistance.

We do not decide whether 
the treatment you receive 
should be given on an 
in-patient, daycare or 
out-patient basis. This is 
decided by the attending 
medical practitioner. We 
will not usually question 

this unless, in the opinion 
of our medical team, it 
would be more appropriate 
for treatment to be given 
differently. In the unlikely 
event of this happening we 
will ask for an explanation of 
why the particular method 
of treatment was chosen. 
We recognize that there may 
be a valid reason for the 
choice made by the medical 
practitioner. Our intention 
in questioning such matters 
is to be able to fairly and 
accurately assess the claim.

2
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Planning an Admission to a Hospital Prior Approval3 4
Why do I need to 
contact AXA?
If you need to be admitted 
into a Hospital for a Daycare 
or an In-patient treatment, 
for an eligible planned 
medical treatment, please 
contact us before your 
admission so that we can 
discuss this with you.

The reason for this is so that 
AXA can:

1.	 Confirm that you are 
covered for the planned 
treatment;

2.	 Confirm how much we 
will pay for the planned 
treatment;

3.	 Confirm how long we 
will pay for you to stay in 
hospital;

4.	 Confirm whether we will 
be able to settle directly 
your hospital bills or 
not;

5.	 If necessary, advise you 
of hospitals in your area;

6.	 And if you are travelling, 
we will be able to help 
you with your admission.  

Going into a hospital….
What do I need to do?
First things first…
Please bring your valid AXA 
medical card and another 
form of identification, such 
as your passport or ID.

If you are intending to visit 
a provider, outside your 
designated provider network, 
please take an AXA claim 
form with you, you can print 
one from our web site www.
axa-gulf.com.

Please show these 
documents to the clinic 
or hospital representative 
before you see a Medical 
Practitioner.

Remember to…
Remind the hospital that you 
are insured with AXA and ask 
them to confirm that they 
have received prior approval 
for your stay and treatment. 
You should check what our 
prior approval says as you 
may have to pay for anything 
not shown on that prior 
approval before leaving the 
hospital. Please contact us 
before admission if you have 
any concerns.

The hospital will ask you 
to complete an ʻAdmission 
Form.̓ Please make sure that 
your insurance details are 
included in the form before 
you sign it.

The hospital may ask you 
for a credit card. This may 
be used to collect payment, 
from you, for anything that 
is not covered by your plan 
or for which the hospital has 
not received prior approval 
from us.

Whilst in hospital…
Whilst you are in the hospital, 
if you have any doubts about 
what you are being told or 
if you do not understand 
something, please do not 
hesitate to contact us for 
advice. If you are not able to 
contact us yourself, we will 
be happy to talk to someone 
else with your permission. 
Working with us to manage 
your care while in hospital, 
reduces the risk of you 
having to pay for all or any 
part of the cost. 

Leaving the hospital…
Before leaving the hospital 
you will be asked to pay for 
anything not covered by 
your policy and not included 
in our prior approval. If this 
is the case, please keep all 
receipts for future reference. 
If you need any advice 
following your discharge 
from hospital, please do not 
hesitate to contact us.

Why does AXA 
Insurance require prior 
approval for certain 
treatments?
The reason we require prior 
approval for treatment 
is to protect you from 
unexpected costs. When 
issuing confirmation of cover 
in this way, we confirm the 
following:
1.	 The planned treatment 

is eligible under your 
policy;

2.	 The planned treatment 
is medically necessary;

3.	 The planned treatment 
is within the eligible 
costs for the services;

4.	 The planned treatment 
cost falls within the 
remaining benefit limit 
of your plan.

AXA will authorize the prior 
approval in conjunction with 
you, the attending medical 
practitioner and the provider, 
to ensure that appropriate 
solutions are being utilized. 
Treatments such as (but 
not limited to) the following 
require prior approval.

In-patient and Daycare 
treatment
1.	 All In-patient and 

daycare admissions,
	 Including laboratory 

tests, diagnostic tests, 
surgery and all other 
medical services

2.	 In-patient maternity 
services

3.	 In-patient dental 
services

4.	 Psychiatric treatment

5. 	 Chemotherapy and 
Radiotherapy

6. 	 Dialysis

Out-patient treatment
Medical board to confirm 
outpatient treatment which 
requires pre approval

1.	 For all treatment 
exceeding or which 
are likely to exceed 
AED/SAR 1,000, QAR 
1,000, OMR 100, BD 100 
or equivalent (these 
amounts may change 
depending on your 
country of treatment). 
This does not include 
Consultation charges.

2.	 MRI, CT, PET and Gait 
Scans and internal 
diagnostics such as 
but not limited to 
endoscopy, colonoscopy, 
gastroscopy, etc

3.	 Physiotherapy services

4.	 Alternative/
Complementary therapy 
services 

5.	 Precriptions:

	 a) 	 Cost is more than 
AED/SAR/QAR 1000 

or BD/RO/KWD 100 
or its equivalent

	 b) 	 If the Prescription is 
more than 3 months 

	 c) 	 Medicines for 
Immunization/
Vaccination

	 d) 	 External devices 
such but not 
limited to hearing 
aids, nebulizers, 
glucometer and 
strips. 

6.	 Dental / Optical / Health 
screen services including 
consultation and 
pharmacy

7.	 Maternity investigations 
and related treatment

8.	 Psychiatric treatment

9. 	 Chemotherapy and 
Radiotherapy

Please note that if you do 
not obtain prior approval as 
required, it may prevent us 
from settling all or part of 
any claim. AXA pays only for 
treatment charges which are 
within the eligible costs for 
the services. Please refer to 
the “What is reasonable and 
customary?“ for complete 
details.

Prior approvals are cost, 
time and benefit specific. If 
any details on the original 
prior approval change, such 
as (but not limited to) cost, 
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time, benefit, etc; a further 
written prior approval should 
be obtained from AXA.

If the illness or injury is not 
covered by the policy or if 
the member has reached the 
policy limits for the benefit, 
the member will be required 
to pay any shortfall to the 
provider. We reserve the 
right to recover any such sum 
not thus paid, being due for 
ineligible treatment, from the 
member or the company.

When do I need to 
contact AXA for prior 
approval?
Within the designated 
provider network 
shown for your plan
When you visit a hospital or 
clinic within the designated 
provider network shown 
for your plan, the hospital 
or clinic representative will 
contact us directly in order 
to obtain a prior approval 
for your medical treatment 
(Including in an emergency). 

Outside the designated 
provider network 
shown for your plan
If you are visiting a 
hospital or clinic outside 
the designated provider 
network shown for your 
plan, then there is no need 
for prior approval with AXA, 
unless it is a treatment 
that is specifically listed as 

requiring a prior approval. 
For planned treatment, you 
are requested to contact 
us at least 2 weeks prior to 
your treatment taking place. 
Please contact us before 
your treatment if you have 
any concerns. You will be 
required to submit your 
claim for reimbursement as 
per the claims process.

Does AXA cover you for 
treatment outside of 
your area of cover?
In case the plan provides 
coverage outside your area 
of cover, this will be to cover 
emergency treatment, we 
will, in consultation with the 
treating practitioner, retain 
the right to determine what 
constitutes ‘emergency’ 
treatment. This benefit 
does not provide cover for 
treatment for any condition 
if you have travelled outside 
your area of cover to get 
treatment which was, or 
may have reasonably been 
known about, before travel 
commenced. Under no 
circumstance will benefit 
be payable for any aspect of 
pregnancy or childbirth. 

Do I need to take prior 
approval in case of an 
Emergency within the 
area of cover or outside 
of the area of cover?
We know that in a real 
emergency you may not 

be able to contact us for 
prior approval before 
your treatment. In such 
circumstances we take a 
pragmatic approach, so, 
we ask you to contact us 
beforehand if you can and 
it is safe to do so. If it is not, 
and you need immediate 
treatment, please make that 
your priority.

Do, however, ask somebody 
to contact us as soon 
as possible and make 
sure that, at the earliest 
opportunity, whoever is 
providing treatment is given 
your membership card and 
form of identification so 
that they can contact us 
immediately. In any event, 
under these circumstances, 
our prior approval must be 
sought and given before 
you are discharged from 
care; otherwise you may be 
required to pay the entire 
cost of your treatment and 
submit a reimbursement 
claim to us.

 
Please refer to your Benefits 
Table for details on the 
coverage for an emergency 
arising outside your area of 
cover.

Claims Procedure5
What do I need to do 
when I visit a Clinic/
Hospital within the 
designated provider 
network shown for my 
plan?
As an AXA member, you have 
the option to access many 
medical providers within 
the region and across the 
globe, as applicable to your 
plan. You will benefit from 
this extensive designated 
provider network that works 
with AXA to provide direct 
settlement facilities. This 
list is subject to change and 
you would find the latest 
updated list in our website.

You can search for different 
types of medical providers 
including hospitals, clinics, 
pharmacies, medical 
centres, radiology centres, 
dentists, optical centres 
and many more across the 
globe at: 

http://locator.axa-gulf.com 

You will be able to see the 
location of the medical 
provider and also the 
contact details should you 
need to get in touch with 
them. You can also create 
your own search list and 
download a PDF version that 
you can carry along while 
you plan a trip.

This means that when you 
receive treatment at these 

providers, all bills will be 
settled directly between the 
provider of the treatment 
and AXA, allowing you to 
continue your treatment 
with complete peace of 
mind without having to 
worry about the settlement 
of bills. 

Please refer to the Benefits 
Table for the designated 
provider network and area of 
cover shown for your plan. 

First things first…
1.	 Please bring your 

valid AXA medical card 
and another form of 
identification such as 
your passport or ID.

2.	 Please show these 
documents to the 
clinic or hospital 
representative before 
you see a Medical 
Practitioner.

3.	 See the Medical 
Practitioner, who 
will give you the 
treatment you need, any 
prescription you might 
need or refer you for 
further investigation.

4. 	 At the end of this 
consultation you and 
the Medical Practitioner 
should complete and 
sign the claim form (the 
hospital or clinic will 
provide this).

	 NB. Do not sign an 
empty, incomplete or 
incorrect claim form. 

Don’t forget 
your deductible/
co-insurance

�� If your plan requires 
you to pay a deductible/
coinsurance, you must 
pay it before leaving the 
clinic or hospital. Details 
of this are given on your 
AXA medical card.

Now your  
medication…

�� If you have been 
prescribed any 
medications, please 
obtain these from a 
designated provider 
network pharmacy 
(this may be inside the 
clinic or hospital itself). 
If not, please refer to 
the Pharmacy Network 
shown for your plan.

�� If you wish to use a 
pharmacy outside the 
designated provider 
network, take the 
prescription with you to 
the pharmacy, collect 
your medication and a 
receipt. You will need 
to submit the receipt 
as shown in the claims 
reimbursement process. 
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What if the clinic/
hospital is outside the 
designated provider 
network shown for my 
plan?
1.	 Please bring your 

valid AXA Medical card 
and another form of 
identification such as 
your passport or ID. 

2.	 Donʼt forget to take the 
AXA claim form in with 
you when you go to see 
the Medical Practitioner. 

	 The reimbursement 
claim form can be found 
on our web site www.
axa-gulf.com

3.	 Please see the Medical 
Practitioner, who will 
give you the treatment, 
along with any 
prescription you might 
need or refer you for 
further investigation.

4.	 At the end of this 
consultation you and 
the Medical Practitioner 
must complete, sign 
and date the claim form 
(the hospital/clinic will 
normally not provide 
this). Do not sign an 
empty, incomplete or 
incorrect claim form! If 
the doctor does not wish 
to complete the claim 
form please remind 
them that, if they do not 

do so, you will not be 
able to make a claim.

5.	 You will need to pay 
the clinic or hospital 
for your consultation & 
treatment, hence please 
ensure you collect the 
receipt as you will need 
this to reimburse eligible 
costs.

6.	 If you have been 
prescribed any 
medications, you will 
need to collect the 
prescriptions, pay for 
it and collect a receipt 
as you will need this to 
reimburse eligible costs.

Claims Reimbursement Process6
What documentation 
is required to submit a 
reimbursement claim?
Before submitting any claim 
on a reimbursement basis 
to AXA, it is very important 
to ensure that all of the 
sections of the claim form 
have been completed and 
that you have attached 
all the supporting 
documentation. 

For reimbursement, 
you need to ensure 
that…

�� All fields on the claim 
form are completed 
including symptoms and 
treatments. 

�� If the Medical Practitioner 
has missed anything, you 
will need to go back and 
ask him/her to properly 
complete his/her sections 
of the form.

�� The claim form is 
stamped and signed 
by the treating medical 
practitioner 

�� The claim form is signed 
and dated by you. 

�� Original invoices with 
itemized breakdown of 
services and proof of 
payment (receipts) are 
attached. 

�� Physician prescriptions 
& referral (if any) are 
attached.

�� Investigation results (if 
any) are attached

�� Medical reports (if any) 
are attached*

�� Discharge summary (if 
any) is attached

�� Documentation relating 
to any medical service 
that you have paid for. 

*Please note that we 
will only pay for eligible 
treatment cost, and not 
for deposits, advance 
invoices or registration or 
administration fees charged 
by the provider of treatment

How to submit my 
reimbursement claim?
You can submit your 
reimbursement claim online 
from the comfort of your 
home or office. 

All you have to do is visit our 
website at www.axa-gulf.com 
and go to 'Submit a Claim"

�� Enter your policy and 
personal details

�� Enter your claim 
information

�� Upload your claim 
documents

�� Select payment mode 
preference. If bank 
transfer is preferred, 
please select the 
payment mode as wire 
transfer and enter 
accurate banking details

�� Submit to complete the 
process

�� You will then receive a 
reference number by 
email or SMS

�� Using the reference 
number, you can track 
the journey of your claim

Please be aware that all 
documentation, and claims 
must be submitted within 
90 days of receiving the 
treatment, for which you 
are claiming. Invoices 
sent to us after 90 days of 
treatment will not be eligible 
for settlement. Please be 
aware when submitting 
any documentation on line 
you must retain all of the 
originals as AXA retains the 
right to request these on a 
periodic basis for further 
assessment.

If for any reason the claim 
form and supporting 
documentation is 
incomplete, this could result 
in the claim being returned 
to you for completion and 
may delay the processing of 
your claim.
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Frequently Asked Questions on Prior 
Approvals and Claims Processes7

This section deals with 
some specific aspects and 
commonly asked questions 
relevant to your cover. They 
are not exhaustive, so 
please contact us on any 
aspect of your policy that 
you would require further 
information or advice on.

Will my bill be 
settled directly if I 
have an out-patient 
appointment while 
outside the AGCC?
If you are outside the 
A.G.C.C., it is not possible for 
us to arrange for settlement 
of bills for out-patient 
treatment directly with 
the clinic or hospital. You 
will need to use the claims 
reimbursement process for 
all out-patient services.

Will you be able to 
settle my bills directly 
if I need to be admitted 
for an eligible 
treatment within the  
International network 
of providers?
If you need to be admitted 
within our international 
network of providers, you 
will need to contact us 
in advance, with all the 
necessary details of the 
planned treatment. Once 
we have the necessary 
information, we will be able 

to contact the respective 
provider in order to facilitate 
direct billing settlement 
accordingly.

In what currency will 
the claim be settled?
Unless agreed otherwise 
with us in writing, claim 
costs incurred in any 
currency other than what 
your plan has been set-up 
in, will be converted using 
the HSBC daily published 
exchange rate for all 
currencies except US Dollar. 
For US Dollar the fixed rate 
of 3.67 will be used when we 
assess the claim. 

If we agree, in writing, in 
advance to reimburse 
benefits to a member in a 
currency other than what 
is outlined in your benefits 
table, the exchange rate 
used will be as above. Any 
exchange costs incurred will 
be payable by the member 
and will be subtracted from 
any payment made to the 
member in respect of such 
a claim.

What is reasonable and 
customary?
All benefits and 
services submitted for 
reimbursement of claims 
shall be evaluated based 
on the reasonable and 
customary rates. AXA 
will pay the actual cost 

incurred or R&C against 
the service whichever 
is less, and the level of 
reimbursement shall based 
on the network offered . AXA 
Insurance calculate what is 

‘reasonable and customary’ 
based on one of:

i)	 The average negotiated 
cost of the treatment 
within the network 
applicable to the plan 
in the area in which 
treatment is received. 
Where no network 
exists or the treatment 
is not available in a 
network hospital, AXA 
Insurance will base 
that calculation on 
the average cost of the 
treatment in that area or 
country; or

ii)	 The network in the 
principal country of 
residence if that is the 
calculation specifically 
applicable to the plan. 

When do I need to send 
my claims documents 
to AXA?
You can upload your claim 
forms and all the supporting 
documentation via our 
website www.axa-gulf.com. 
Once you have uploaded the 
information you will receive 
a unique reference number 
that will enable you to track 
your claim on line. 

Alternatively, you can send 
by post all of the completed 
documentation (as listed 
within the reimbursement 
claims process) as soon as 
possible. 

Please be aware that all 
documentation and claims 
must be submitted within 
90 days of receiving the 
treatment for which you 
are claiming. Invoices 
sent to us after 90 days of 
treatment will not be eligible 
for settlement. Please be 
aware when submitting 
any documentation on line 
you must retain all of the 
originals as AXA retains the 
right to request these on a 
periodic basis for further 
assessment.

When will I receive the 
settlement of a claim?
Fully documented claims 
are normally settled within 
15 working days. Please 
be aware it is important 
that you provide all of the 
relevant information as listed 
in the reimbursement claims 
process to ensure there 
is no delay in your claims 
settlement.

AXA will use its best 
endeavors to settle all 
eligible reimbursement 
claims within 15 working 
days following receipt of 
completed documents by 
AXA Insurance. 

What is taken as 
the date of receipt 
of complete claim 
documents by AXA 
Insurance?
The date of receipt (by AXA) 
of all complete documents 
required to substantiate, 
assess and validate the 
claim will be treated as the 
first date of receipt of the 
claim for administration 
purpose. It is therefore in the 
member’s interest to ensure 
that all requirements are 
fully met to minimize any 
delay. 

What if an illness or 
injury is not covered 
by the policy or I have 
exceeded the policy 
limits?
If the illness or injury is not 
covered by the policy or if 
the member has reached the 
policy limits for the benefit, 
the member will be required 
to pay any shortfall to the 
provider. We reserve the 
right to recover any such 
sum not thus paid, being due 
for ineligible treatment, from 
the member or the company. 

Can AXA ask for another 
Medical Opinion?
AXA reserves the right to ask 
for further information from 
your treating practitioner 
inclusive (but not limited to) 

medical reports, laboratory 
tests and results and 
radiology results. This may 
be needed to better assess 
your claim and provide 
the correct settlement. On 
occasion AXA may request a 
second medical opinion and 
this will only happen rarely. 
In both of these cases 

AXA will not settle any 
claim until the full results 
are received and properly 
assessed. 

We can ask an independent 
medical practitioner to 
advise us about the medical 
facts relating to a claim or 
to examine the member 
concerned in connection 
with the claim. This is only 
needed very rarely and we 
use this right only where 
there is uncertainty as to 
the nature or extent of the 
medical condition or our 
liability under the policy.

Where AXA Insurance is 
required to obtain further 
medical reports to clarify 
aspects of treatment, it 
reserves the right to 
withhold payment of any 
claim until all such reports 
are received and properly 
evaluated.



11 12

Policy Handbook
Healthcare Series - Large Corporate Plans

Glossary8
Medicine and Insurance 
seems to have a language 
all of their own. Here are 
some commonly used terms 
that we use in this standard 
member guide and in your 
Company Agreement with 
which you may not be 
familiar with. The complete 
list of definitions is provided 
in the Agreement/Policy 
Contract, which is held 
with your HR department. 
These definitions apply to 
the benefits included in our 
range of Healthcare Plans.

Please refer to the Benefits 
Table to understand the 
benefits that apply. If any 
unique benefits apply to the 
plan(s), those definitions 
will also appear in the 
Benefits Table.

1.	 Area of Cover: Area 
of coverage where an 
insured member is 
allowed to avail medical 
treatment under the 
terms of the Policy.

2.	 Accident: A sudden, 
unforeseen, unexpected 
or unintended event 
causing a physical injury 
which is identifiable 
and is documented by 
the Police or Physician 
and is not a result of 
sickness, disease or 
gradual physical or 
mental process. Injury 
arising from accident is 

called Accidental Injury

3.	 Alternative and 
Complementary 
Treatment: Means 
therapeutic and 
diagnostic services 
that exist outside 
the institutions 
where conventional 
allopathic medicine is 
provided. Alternative/
complementary health 
services and treatment 
shall be limited to 
only Chiropractic, 
Osteopathy, 
Homeopathy, 
Acupuncture, Chinese 
herbal medicine and 
Ayurvedic treatment.

	 This form of treatment 
must be pre-approved 
by us in writing for 
Network only and be 
given by a qualified 
practitioner and must 
be recognized and 
licensed by respective 
authority in a country 
where treatment is 
taken. A maximum of 
five sessions shall be 
authorized in each 
authorization. 

4.	 Accidental Damage 
to Teeth: Emergency 
medical treatment 
necessary to restore or 
replace sound natural 
teeth lost or damaged 
in an accident and for 

which medical treatment 
is provided within 7 days 
following the accident.

	 Please note: there is 
no cover for treatment 
required as a result of 
the consumption of food 
or drink or any foreign 
bodies contained in such 
food or drink. 

	 Please also note: this 
benefit does not cover 
routine dental care.

5.	 Ambulance: A licensed 
vehicle designed for 
transportation of sick or 
injured people to/ from 
or between places for 
emergency treatment. 

6.	 Benefits Table: The 
table applicable to 
your plan showing the 
maximum benefits 
we will pay for each 
member and the area of 
cover within which the 
member may choose to 
receive treatment. 

	 Please note: benefit 
values are reduced 
each time you claim 
only by the net amount 
(Invoice value less any 
deductible, excess, 
co-insurance or 
ineligible treatment) 
we have actually paid. 
In applying deductibles 
and co-insurance (the 
percentage of eligible 

benefit payable by 
the member) we will 
subtract the deductible 
first and then apply 
the co-insurance to 
the balance of eligible 
benefit remaining. 

	 If you incur costs in 
excess of the limits you 
will have to pay the 
difference.

7.	 Companion 
Accommodation: 
Accommodation of a 
person accompanying 
an insured member 
undergoing in-patient 
treatment. This will 
be in the same room 
and only in cases of 
medical necessity at the 
recommendation of the 
treating doctor.

8.	 Co-payment/Co-
insurance: A Co-
payment is a cost-
sharing arrangement 
under a health insurance 
policy that provides that 
the insured will bear a 
specified percentage of 
the admissible costs. 

9.	 Congenital/Birth 
Defects Wording: Any 
charges for treatment 
related to and/or the 
correction of congenital 
conditions and/or 
deformities whether 
or not manifest and/

or diagnosed or known 
about at birth.

10.	 Daily Room and 
Board: Daily Room and 
Board charges for a 
standard private room 
with a single bed and 
single fully accessible 
bathroom. Please note: 
It does not cover deluxe, 
VIP, and/or suite rooms.

11.	 Deductible: A fixed 
amount of money stated 
in table of benefits or 
the health insurance 
card which insured 
member is required to 
pay to providers in direct 
billing when receiving 
health services under 
the table of benefits 
before insurance 
company starts paying. 
Deductible amount is 
deducted from total 
payable claims in case 
of reimbursement. 
Deductible is applied 
before any co-insurance.

12.	 Dental Benefit: This 
benefit is provided for 
dental consultation, 
extraction, composite 
and amalgam fillings, 
root canal treatment, 
scaling, bridgework, 
crowns and the 
treatment of gum 
disease.  A co-insurance 
charge may apply as per 
your Benefits table. This 

amount will be payable 
by the member. No 
deductible other than 
the co-insurance applies 
to this benefit.

13.	 Elective Treatment: 
Planned treatment 
which is medically 
necessary, but which 
is not required as an 
emergency.

14.	 Emergency: A sudden 
sickness or injury whose 
acute symptoms raised 
a legitimate concern 
including but not 
limited to severe pain 
are of such severity that 
absence of immediate 
treatment at medical 
facility is medically 
expected to constitute a 
threat to:

	 i)	 Life; and/or 

	 ii)	 Health; and/or

	 iii)	 Body function; and/
or

	 iv)	 Organ of the patient

	 This benefit does 
not provide cover for 
treatment for any 
condition if you have 
travelled outside your 
area of cover to get 
treatment (whether 
or not that was the 
only reason) or for 
any treatment which 
was, or may have 
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reasonably been known 
about, before travel 
commenced. Under no 
circumstance will benefit 
be payable for any 
aspect of pregnancy or 
childbirth outside your 
area-of-cover.

15.	 External Prosthesis or 
Appliances: Medical 
equipment used 
externally from the 
human body which:

	 a)	 can withstand 
repeated use; 

	 b)	 is not designed to be 
disposable;

	 c)	 is used to serve a 
medical purpose; 
and 

	 d)	 is used outside of the 
Hospital.

	 External prosthesis 
or appliances that 
will be covered (on 
reimbursement basis) 
are: Hearing aids (Non 
Medical Emergency 
cases), speaking 
aids (electronic 
larynx) crutches and 
wheelchairs, orthopedic 
supports/braces, 
artificial limbs, stoma 
supplies, graduated 
compression stockings 
as well as orthopedic 
arch support only if 
prescribed by a treating 
physician.

16.	 Health Screen: 
Examinations, tests, 
consultations or other 
medical services 
that are conducted 
for preventative or 
screening reasons and 
which are not related to 
any symptom or disease 
is covered under Health 
screening. Any eligible 
consultation, diagnostic 
procedures and/or 
assessment costs not 
directly related to the 
treatment of a medical 
condition will be taken 
from this benefit. Note: 
Pre-approval is required

17.	 Hormone Replacement 
Therapy: Hormone 
Replacement Therapy 
is covered ONLY when 
it is medically indicated 
(rather than for the 
relief of physiological 
symptoms). We will pay 
for the consultations 
and for the cost of the 
implants or patches 
(but not tablets). We will 
only pay benefits for a 
maximum of eighteen 
months from the date of 
the first consultation.

18.	 Infertility Treatment: 
The treatment for 
the inability to bear 
children, either due to 
the inability to become 
pregnant or the inability 

to carry a pregnancy 
to a live birth through 
the reproductive age 
or following either a 
previous pregnancy or a 
previous ability carry a 
pregnancy to a live birth.

19.	 International 
Emergency Medical 
Assistance: Emergency 
evacuation is covered 
in full when you are 
away from the home 
country, and may 
apply if appropriate 
emergency treatment 
is not available in the 
country of residence. 
Evacuation, when 
medically necessary, will 
always be to the nearest 
place where appropriate 
treatment can be given. 
A member evacuated 
in an emergency 
will subsequently 
be returned to their 
principal country of 
residence or Home 
Country. However, 
insured members 
are not entitled to be 
repatriated to their 
Home Country when 
admitted to a place 
in their country of 
residence.

	 If an Insured member 
passes away while 
abroad from their home 
country, AXA Insurance 

will arrange and pay the 
costs of repatriation of 
the mortal remains to a 
mortuary in the Country 
of residence or their 
Home Country.

	 Please note that 
entitlement to the 
evacuation service 
does not mean that the 
member’s treatment 
following evacuation 
or repatriation will be 
eligible for benefit. Any 
such treatment will be 
subject to the terms 
and conditions of the 
member’s plan.

20.	 In-patient Cash 
Benefit: An amount 
payable to  the insured 
member who receives 
treatment as an 
inpatient for an eligible 
medical condition 
within the area of 
coverage, absolutely 
free of charge, No other 
benefit will be payable in 
respect of the period for 
which the cash benefit 
has been paid. 

	 *�Not applicable for  
Qatar Policies

21.	 In-patient 
Rehabilitation: In-
patient Rehabilitation is 
covered ONLY when:

	 i)	 It is an integral part 

of treatment; and

	 ii)	 It is carried out by a 
medical practitioner 
specializing in 
rehabilitation; and

	 iii)	 It is carried out in 
a rehabilitation 
hospital or unit 
which is recognized 
by us; and

	 iv)	 The costs have 
been agreed, in 
writing, by us before 
the rehabilitation 
begins.

	 v)	 We will pay for in-
patient rehabilitation 
up to a maximum 
of 28 days, except 
in cases such as 
in severe central 
nervous system 
damage caused by 
external trauma

22.	 Medically Necessary: 
Health care services 
and supplies, which 
are determined by the 
Insurer to be Medically 
Appropriate, and 

	 a)	 Necessary to meet 
the basic health 
needs of the Eligible 
Person; and 

	 b)	 Rendered in the 
most Medically 
Appropriate manner 
and type of setting 
appropriate for 

the delivery of the 
Health Service, 
taking into account 
both cost and quality 
of care; and

	 c)	 Consistent in 
type, frequency 
and duration of 
treatment with 
scientifically based 
guidelines of 
medical research or 
health care coverage 
organizations, 
or governmental 
agencies that are 
accepted by the 
Insurer; and 

	 d)	 Consistent with the 
diagnosis of the 
condition; and 

	 e)	 Required for reasons 
other than the 
convenience of the 
Eligible Person or his 
or her Physician; and 

	 f)	 Demonstrated 
through prevailing 
pre-reviewed 
medical literature to 
be either: 

i)	 Safe and 
effective for 
treating or 
diagnosing the 
condition or 
Sickness for 
which their use is 
proposed; or 
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ii)	 Safe with 
promising 
efficiency: 

iii)	 For treating a 
life threatening 
Sickness or 
condition 

iv)	 In a clinically 
controlled 
research setting 

	 The fact that a Physician 
has performed or 
prescribed a procedure 
or treatment, or the 
fact that it may be 
the only treatment 
for a particular Injury, 
Sickness or Mental 
Illness, does not mean 
that it is a Medically 
Necessary Covered 
Health Service, as 
defined in this Policy. 
The definition of 
Medically Necessary 
used in this Policy 
relates only to Coverage 
and differs from the way 
in which a Physician 
engaged in the practice 
of medicine may define 
Medically Necessary.

23.	 Medical Practitioner:  A 
person who is registered 
and licensed to practice 
medicine by the relevant 
licensing authority 
where the treatment is 
being given.

	 This includes family and 

primary care doctors 
who diagnose, treat and 
prevent illness, disease, 
injury, and other 
physical and mental 
impairments.

	 This is also includes 
practitioners who can 
diagnose, treat and 
prevent illness, disease, 
injury and other physical 
and mental impairments 
using specialized testing, 
diagnostic, medical, 
surgical, physical and 
psychiatric techniques, 
through application 
of the principles and 
procedures of modern 
medicine.  They plan, 
supervise and evaluate 
the implementation 
of care and treatment 
plans by other health 
care providers; and 
specialize in certain 
disease categories, types 
of patient or methods of 
treatment

24.	 New Born Cover: The 
Policy which covers 
a pregnant female is 
extended to provide the 
same benefits for a new 
born child of that female 
for a period of 30 days 
from date of birth; or 
until enrolment of the 
child as a dependent 
of the Insured Member 
within 30 days from 

birth.

	 For DOH compliant 
product, cost of the 
newborn treatment 
is covered up to one 
month under mother’s 
card as per mother’s 
policy terms and 
conditions.

	 For DHA compliant 
product, new born is 
covered under mother’s 
card for for 30 days 
from birth. New born 
coverage is limited to 
BCG, Hepatitis B and 
neo-natal screening 
tests (Phenylketonuria 
(PKU), Congenital 
Hypothyroidism, 
sickle cell screening, 
congenital adrenal 
hyperplasia). 

25.	 Network: A group 
of Medical Providers 
contracted by the 
Insurer or TPA for the 
purpose of providing 
Insured Members with 
access to their services 
on a direct billing basis 
in conformity with the 
terms of this Policy. 
Listings of Network 
Providers are subject to 
change without notice.

26.	 Non-network: Medical 
Service Providers that 
are not part of the 
Network or, although 

a part of the Network, 
are providers that are 
not included within the 
network for a particular 
group, category or 
policy.  Where the 
insured member does 
not present the Health 
Insurance Card to a 
network Provider, it 
will be treated as non-
Network.

27.	 Optical Care Benefit: 
This benefit shall 
cover routine optical 
services carried out by a 
qualified and registered 
ophthalmologist or 
optometrist; and costs of 
prescribed spectacles/
corrective lenses for 
refractive errors. 

	 Optical benefits shall be 
subject to co-insurance 
if applicable on all 
Eligible charges and will 
be payable by members 
to the provider before 
availing benefits. No 
deductible other than 
the co-insurance applies 
to this benefit and sub-
limit shall be inclusive of 
coinsurance. 

	 Please note: the 
provision of tinted/
reactive lenses, 
sunglasses, non-
corrective contact 
lenses, laser eye surgery 
or similar procedures 

are not covered by this 
benefit.

28.	 Organ Transplant: 
The replacement of 
vital organs (including 
bone marrow) as a 
consequence of an 
underlying Medical 
Condition, in respect 
of the insured person 
as a recipient (and not 
as a donor); and the 
organ donor at the time 
of transplant surgery 
only. We do not cover 
the cost of collecting the 
donor for the transplant 
surgery. 

	 Any costs relating to 
acquisition, storage, 
administration, and/or 
any expenses associated 
with the organ will be 
excluded; even if such 
transplants are allowed 
by the terms of this plan. 
Certain transplants will 
not be covered based 
on general limitations 
(i.e. experimental 
procedures).

29.	 Outside Area-of-
Cover: This is to cover 
emergency treatment, or 
treatment of a medical 
condition which arises 
suddenly whilst outside 
the member’s area 
of cover. This benefit 
does not provide cover 

for treatment for any 
condition if you have 
travelled outside your 
area of cover to get 
treatment (whether 
or not that was the 
only reason) or for 
any treatment which 
was, or may have 
reasonably been known 
about, before travel 
commenced. Under 
no circumstance will 
benefit be payable for 
any aspect of pregnancy 
or childbirth.

30.	 Parent 
Accommodation: 
We will pay parent 
accommodation when 
the child member is 
under 18 years old and 
treatment is received 
within your area of 
cover. This will be 
paid from the child’s 
benefit. An extra 
charge for room/bed in 
same premises while 
accompanying the child 
shall be covered under 
Policy.

31.	 Physiotherapy: 
Physiotherapy service 
may include physical-
medical therapies 
(e.g. inhalation, 
physiotherapy and 
physical exercise, 
hydrotherapy and 
medicinal baths, cryo- 
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and thermotherapy, 
electrotherapy 
or light therapy). 
Treatment must be by a 
Physiotherapist, who is 
registered as a Medical 
Practitioner and licensed 
to practice in the country 
in which treatment is 
being given. Prior to 
the commencement 
of treatment, a referral 
must be issued by 
treating Physician 
specifying the diagnosis, 
nature and number of 
sessions, and must be 
authorized by us. 

	 A maximum of five 
sessions shall be 
authorized in each 
authorization and any 
subsequent request for 
approval will be accepted 
by registered/treating 
Physiotherapist as well.

32.	 Pregnancy and 
Childbirth (Delivery): 
The Maternity Benefit is 
applicable to expenses 
incurred for room, board 
and general nursing care, 
special hospital services 
and ordinary nursing 
care of the baby while 
the mother is confined 
in the hospital, and for 
charges made by the 
physician, or registered 
midwife. 

	 Maternity benefits 

also include antenatal 
and postnatal medical 
expenses, including 
consultations, laboratory, 
radiology, medications, 
and any other covered 
medical expense related 
to the pregnancy or 
delivery, subject to the 
benefit limit mentioned 
in the table of benefits. 
Where any condition 
develops and becomes 
life threatening, the 
medically necessary 
expenses will be 
covered up to the 
annual aggregate limit. 
Maternity shall include 
Pre and post natal care, 
childbirth (normal 
delivery or caesarian 
section), miscarriage or 
legal abortion, including 
any and all complications 
arising there from. This 
benefit is only available 
for eligible married 
female per policy year. 

33.	 Pre and Post-natal 
Complications: Any 
of the situations listed 
in the ICD - 10, or any 
subsequent version, 
that may occur during 
childbirth and/or any 
situation deemed by the 
attending clinician  to 
require additional care 
or intervention, beyond 
that which would be 
required for normal 

course of pregnancy. 

	 Complication of 
maternity affects health 
and life of mother and 
includes complication 
during prenatal, labor, 
delivery and post 
partum.

34.	 Prescribed Drugs: 
Pharmaceuticals which 
can only be obtained 
through a prescription 
provided by a licensed 
physician and which are 
approved by the local 
regulatory authorities. 
Over-the-counter drugs 
will be excluded.

35.	 Psychiatric Treatment: 
This is collectively all 
diagnosable mental 
disorders or health 
conditions that are 
characterized by 
alterations in thinking, 
mood, or behavior (or 
some combination 
thereof) associated with 
distress and/or impaired 
functioning.

	 This benefit is subject 
to our prior written 
approval. The limit 
shown applies to in-
patient, daycare and 
out-patient treatment 
in aggregate. Any 
deductible applies 
in addition to the 
co-insurance for all out-

patient treatment under 
this benefit.

36.	 Preventive Medical 
Services: Medical 
screening or 
immunization for 
disease prevention and 
health maintenance. 

	 Reasonable and 
customary: AXA 
Insurance calculate 
what is ‘reasonable and 
customary’ based on 
one of:

	 i)	 The average 
negotiated cost 
of the treatment 
within the network 
applicable to the 
plan in the area in 
which treatment 
is received. Where 
no network exists 
or the treatment is 
not available in a 
network hospital, 
AXA Insurance will 
base that calculation 
on the average cost 
of the treatment in 
that area or country; 
or

	 ii)	 The network in the 
principal country 
of residence if that 
is the calculation 
specifically 
applicable to the 
plan. 	

	 The following conditions 

would apply:

	 Co-insurance/Deductible 
as applicable under the 
plan would be deducted 
wherever applicable 
from the eligible amount 
prior to reimbursement.

37.	 Reconstructive 
Surgery: We will pay for 
reconstructive surgery 
ONLY if:

	 i)	 It is carried out to 
restore function or 
appearance after an 
accident or following 
surgery for a medical 
condition, provided 
that the member has 
been continuously 
covered under a plan 
of ours since before 
the accident or the 
original surgery 
happened; and

	 ii)	 It is done at 
a medically 
appropriate stage 
after the accident or 
surgery; and

	 iii)	 We agree the cost 
of the treatment in 
writing before it is 
done.

38.	 Treatment: A medically 
necessary surgical or 
medical procedure 
carried out by a medical 
practitioner.  This 
includes:

	 i)	 Diagnostic 
procedures: 
consultations and 
investigations 
needed to establish 
a diagnosis.

	 ii)	 In-patient treatment: 
Medical treatment 
that is provided 
in a hospital or 
other facility, and 
requires at least 
one overnight stay 
or more than 8 
hours continuous 
care delivery inside 
a hospital and 
where the patient 
is registered as an 
admission.

	 iii)	 Daycare treatment: 
treatment at a 
hospital, daycare 
unit or out-patient 
clinic where the 
member is admitted 
to a hospital bed, 
but does not require 
an overnight stay.

	 iv)	 Out-patient 
treatment: Medical 
care or treatment 
that does not require 
an overnight stay 
or that requires 
less than 8 hours 
continuous care 
in a hospital or 
medical facility. Can 
include Physician 
consultation, 
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prescribed drugs, 
diagnostic tests 
and treatments, 
procedures which 
do not medically 
necessitate 
admission to a 
hospital before, 
during and/or after 
the procedure. 

39.	 Vaccinations & 
Immunizations: Shall 
be deemed to refer to 
the recognized and 
essential vaccinations 
and immunizations as 
mandated by the local 
regulatory authorities.

40.	 Vitamins: Covered 
only when medically 
necessary & prescribed 
by a Medical Practitioner 
for a severe deficiency

41.	 Visit: Each separate 
occasion that the 
member meets with a 
medical practitioner and 
receives a consultation 
and/or treatment for a 
medical condition.

42.	 Work Related Injuries: 
Any accident/injury 
sustained by the worker 
during the performance 
or as a result of his work. 
This will also include 
any accident/injury 
sustained by the worker 
on his way to or back 
from his work shall be 

deemed an employment 
injury provided that the 
trip to or from the place 
of work is made directly, 
without delay, default 
or diversion from the 
normal route.

Exclusions and Limitations9
What we do not pay for 
(Policy Exclusions and 
Limitations):
Although we cover most 
illnesses, expenses incurred 
for the following treatments, 
medical conditions and 
procedures are not covered 
under the policy unless 
confirmed otherwise in the 
Benefits Table or by way of a 
policy endorsement.

1.	 Health Services, which 
are not medically 
necessary.

2.	 All expenses relating 
to dental treatment, 
dental prostheses and 
orthodontics.

3.	 Care for the sake of 
travelling. 

4.	 Custodial care including: 

	 i)	 Non‑medical 
treatment services, 
such as assistance 
in activities of daily 
living, or 

	 ii)	 Health-related 
services which do not 
seek to improve or 
which do not result 
in a change in the 
medical condition of 
the patient.

5.	 Services which do not 
require continuous 
administration by 
specialized medical 
personnel). 

6.	 Personal comfort and 
convenience items 
(television, barber or 
beauty service, guest 
service and similar 
incidental services and 
supplies).

7.	 All cosmetic healthcare 
services and services 
associated with 
replacement of an 
existing breast implant 
are not covered. 
Cosmetic operations 
which are related to 
an Injury, sickness or 
congenital anomaly 
when the primary 
purpose is to improve 
physiological (not 
cosmetic) functioning 
of the involved part of 
the body and breast 
reconstruction following 
a mastectomy for cancer 
are covered, provided 
that it is done at a 
medically appropriate 
stage after the accident 
or surgery.

8.	 Health services and 
associated expenses 
for the Surgical and 
non-surgical treatment 
for obesity (including 
morbid obesity), and 
any other weight control 
programs, services, or 
supplies.

9.	 Treatment which has 
not been established 

as being effective or 
which is experimental, 
medically non-approved 
experiments and 
investigations and 
pharmacological 
weight reduction 
regimens. However we 
will pay if, before the 
treatment begins, it is 
established that the 
treatment is recognized 
as appropriate by an 
authoritative medical 
body and we have 
agreed, in writing, with 
the medical practitioner 
what the fees will be.

10.	 Healthcare services and 
associated expenses 
for the treatment of 
alopecia, baldness, hair 
falling, dandruff or wigs.

11.	 Health services and 
supplies for smoking 
cessation programs and 
the treatment of nicotine 
addiction.

12.	 Treatment and services 
for sex transformation, 
sterilization or intended 
to correct a state of 
sterility or infertility 
or sexual dysfunction. 
Sterilization is allowed 
only if medically 
indicated and if allowed 
under the Law.

13.	 Treatment and services 
for contraception.
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14.	 The costs of providing 
or fitting any external 
prosthesis or appliance.

15.	 Treatments and services 
arising as a result of 
professional sports 
activities, including 
but not limited to, any 
form of aerial flight, any 
kind of  power-vehicle 
race, water sports, 
horse riding activities, 
mountaineering 
activities, violent sports 
such as judo, boxing, 
and wrestling,  bungee 
jumping and any other 
professional sports 
activities.

16.	 Growth hormone 
therapy unless medically 
necessary

17.	 Costs associated with 
hearing tests, vision 
corrections, prosthetic 
devices or hearing and 
vision aids.

18.	 We will not pay for 
any treatment, or 
for international 
emergency medical 
assistance, if they are 
needed as a result of 
nuclear contamination, 
biological contamination 
or chemical 
contamination, or 
whilst engaging in 
or taking part in war, 
act of foreign enemy, 
invasion, civil war, riot, 

rebellion, insurrection, 
revolution, overthrow 
of a legally constituted 
government, explosions 
of war weapons, military 
operations, acts of terror, 
or any event similar to 
one of those listed. 

	 Please note, for clarity: 
There is cover for 
treatment required as a 
result of a terrorist act 
providing that terrorist 
act does not result in 
nuclear, biological or 
chemical contamination

19.	 Injuries resulting 
from natural disasters, 
including but not 
limited to: earthquakes, 
tornados and any other 
type of natural disaster.

20.	 Injuries resulting from 
criminal acts or resisting 
authority by the Insured 
Person.

21.	 Mental Health diseases, 
in-patient and out-
patient treatments, 
unless the condition is a 
transient mental disorder 
or an acute reaction to 
stress.

22.	 Outpatient medical 
supplies (including 
for example: elastic 
stockings, ace bandages, 
gauze, syringes, 
diabetic test strips, and 
like products; non-

prescription drugs and 
treatments,) excluding 
supplies required as 
a result of Healthcare 
Services rendered during 
a Medical Emergency.

23.	 Allergy testing and 
desensitization (except 
testing for allergy 
towards medication 
and supplies used 
in treatment) Any 
physical, Psychiatric, 
or psychological 
examinations or 
investigations during 
these examinations.

	 Preventive services, 
including vaccinations, 
immunizations, will 
be covered as per DHA 
Protocols.

24.	 Services rendered by any 
medical provider who is 
a relative of the patient 
for example the Insured 
person himself or first 
degree relatives.

25.	 Enteral feedings (via 
a tube) and other 
nutritional and 
electrolyte supplements, 
unless medically 
necessary during 
inpatient treatment.

26.	 Healthcare services for 
adjustment of spinal 
subluxation, diagnosis 
and treatment by 
manipulation of the 

skeletal structure, by 
any means, except 
treatment of fractures 
and dislocations of the 
extremities.

27.	 Healthcare services 
and treatments) 
by acupuncture; 
acupressure, hypnotism, 
rolfing, massage 
therapy, aromatherapy, 
homeopathic 
treatments, and all 
forms of treatment by 
alternative medicine 
unless otherwise 
specified in TOB.

28.	 All Healthcare services 
& Treatments for in-
vitro fertilization (IVF), 
embryo transfer, ovum 
and sperm transfer.

29.	 Elective diagnostic 
services and medical 
treatment for correction 
of vision.

30.	 Nasal septum deviation 
and nasal concha 
resection unless non 
cosmetic medically 
necessary.

31.	 Healthcare services 
for patients suffering 
from (and related to 
the diagnosis and 
treatment of) HIV - AIDS 
and its complications. 
Please note: treatment 
of sexually transmitted 
diseases resulting from 

HIV-AIDS is excluded.

32.	 Any charges for 
treatment related to 
Birth defects, congenital 
diseases and deformities 
unless if left untreated 
will develop into an 
emergency.	

	 For DoH compliant 
cover in Abu Dhabi: This 
exclusion to be read as:

	 Birth defects, Congenital 
diseases for newborn &/
or Deformities unless 
life-threatening. 

33.	 All cases resulting from 
the use of alcohol, 
drugs and hallucinatory 
substances.

34.	 Healthcare services for 
Senile dementia and 
Alzheimer’s disease.

35.	 Air or Terrestrial 
Medical evacuation 
and unauthorized 
transportation services 
unless approved by AXA.

36.	 Circumcision healthcare 
services.

37.	 All cases related to 
Maternity in respect of 
unmarried females. 

38.	 Inpatient treatment 
received without prior 
approval from the 
insurance company 
including cases of 
medical emergency 

which were not notified 
within 24 hours from the 
date of admission.

39.	 Any inpatient treatment, 
tests and other 
procedures, which 
can be carried out on 
outpatient basis without 
jeopardizing the Insured 
Person’s health.

40.	 Any investigation 
or health services 
conducted for non-
medical purpose such 
as tests related for 
employment, travel, 
licensing or insurance 
purposes.

41.	 Any test, or treatment, or 
pharmaceutical which 
is not considered as 
specific treatment for a 
particular disease and/
or not prescribed by 
the treating medical 
practitioner.

42.	 All supplies which 
are not considered as 
medical treatments 
including but not 
limited to: mouthwash, 
toothpaste, lozenges, 
antiseptics, milk 
formulas, food 
supplements, skin care 
products, shampoos, 
soaps, tooth-paste, 
contraceptive,   and 
multivitamins 
(unless prescribed as 
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replacement therapy 
for known vitamin 
deficiency conditions); 
and all equipment not 
primarily intended 
to improve a medical 
condition or injury, 
including but not limited 
to: air conditioners or 
air purifying systems, 
arch supports, exercise 
equipment and sanitary 
supplies.

43.	 More than one 
consultation or follow 
up with a medical 
specialist (for the same 
medical condition) 
in a single day unless 
referred by the treating 
medical practioner.

44.	 Treatment which arises 
from or is directly or 
indirectly caused by a 
deliberately self-inflicted 
injury or an attempted 
suicide.

45.	 All healthcare services 
for internationally 
and locally recognized 
epidemics.

46.	 Diagnosis and 
treatment services for 
complications  arising 
out of any of the listed 
exclusions.

47.	 Treatment directed 
towards developmental 
delay in children 
whether physical, 
psychological, learning 

difficulties or any other 
educational program for 
special needs.

48.	 Health services that 
are not performed 
by authorized health 
service providers.

49.	 Any costs relating to 
acquisition, storage, 
administration, and/or 
any expenses associated 
with the organ will be 
excluded; even if such 
transplants are allowed 
by the terms of this plan.

50.	Work-related Injuries 
and illness 

	 For DOH compliant 
products, work related 
injuries and illness are 
covered.

51.	Expenses of transporting 
the insured by transport 
means other than local 
licensed ambulances.

52.	Any expenses related to 
assisted conception and 
complication which is 
directly result of assisted 
pregnancy. 

	 Please note for clarity: 
Any delivery as a result 
of assisted pregnancy is 
covered if pregnancy is 
covered under your TOB. 

	 Maternity is a 
compulsory benefit in 
Emirates of Abu Dhabi 
and Dubai. For other 
regions or countries, 

Any expenses related 
to maternity shall be in 
covered if benefits are 
included in your TOB 
and subject to waiting 
period or any conditions 
applicable”.

53.	Termination of 
pregnancy or any 
consequences of 
it unless medically 
necessary.

54.	Claims in respect of 
treatment received 
outside the area of 
cover or if the member 
travelled against 
medical advice even 
inside the area of cover.

55.	Any expenses related to 
immunomodulators and 
immunotherapy unless 
medically necessary 
(Not applicable for DoH 
compliant plans).

56.	Any expenses related 
to treatment of sleep 
related disorders (Not 
applicable for DoH 
compliant plans).

57.	Healthcare services, 
investigation and 
treatment related 
to viral hepatitis 
and associated 
complications, except 
for the treatment and 
services related to 
Hepatitis A and Hepatitis 
C.

Contact Us10
Our Customer Service 
Team
Although we have tried 
to include as much 
useful information in this 
handbook as possible, if 
you have any questions 
about your cover then 
please direct them, in the 
first instance to your HR 
Department. Alternatively 
you may contact AXA 
Insurance. 

It is the role of our Customer 
Service Team to assist you, 
wherever possible, within 
the terms and limits of your 
AXA Insurance Plan. Our 
Customer Service Team and 
Medical Board are available 
24 hours a day, 7 days a 
week, and 365 days a year.

Please see your 
membership card for details 
of your local office in the 
AGCC where applicable. 

Please take a note of this 
and keep it in a safe place 
where you can find it 
easily. Please have your 
membership card with 
you whenever you call our 
Customer Service Team. The 
information on your card 
will help them to identify 
you as an eligible member 
and assist you accordingly. 

Where shall I send my  
documents?
For UAE
AXA Insurance
Building 7
Dubai Outsource Zone 
Medical Department 
P.O.BOX 32505
Dubai - United Arab 
Emirates

For Oman
AXA Insurance Gulf B.S.C (c)
Safeway Building
Ground floor, Unit 1 and 
2, Opp Assarain complex 
Dohat al Adab Street, Al 
khuwair
Sultanate of Oman

For Qatar
AXA Insurance Medical 
Department Qatar Financial 
Centre,
6th Floor, Office 604
P.O.BOX 15319
Doha - State of Qatar

For KSA
AXA Insurance Medical 
Department
P.O.BOX 21044
11475 Riyadh
Kingdom of Saudi Arabia

For Bahrain 
AXA Insurance Medical 
Department
P.O.BOX 45
Manama - Kingdom of 
Bahrain

Your Feedback only 
helps us!
Customer service is one of 
the most important factors 
that determine satisfaction 
level with a policy. With AXA 
Insurance’s strong presence 
and reputation around the 
world, you can feel safe 
knowing that you will have 
someone local to support 
you with your medical 
insurance, network, and 
queries, no matter where 
you are. 

We are continually striving 
to improve further and know 
about your experiences as 
an AXA Insurance member. 
We are always pleased to 
hear about your positive 
feedback. However, we 
would be very interested to 
know of any concerns that 
you may have on any aspect 
of our service.

If you have any comments or 
feedback, you can visit our 
website www.axa-gulf.com;  
or call the AXA Customer 
Service Team on any of the 
numbers at the back of your 
membership card 24 hours a 
day, 365 days a year.



axa-gulf.com
UAE: 800 292

Bahrain: 800 010 60
Oman: 800 70 292
Qatar: 800 29 21

AXA Insurance (Gulf) B.S.C. (c) 
Bahrain: Commercial Registration No. 22373. Insurance license No. LII/008 issued by the Central Bank of Bahrain.
Qatar: Incorporated in Bahrain. QFC License No. 00024. Authorized by the Qatar Financial Center Regulatory Authority.
Oman: Commercial Registration No. 1112244. Insurance registration No. 6 issued by the Capital Markets Authority.
UAE: Registered in the Insurance Companies Register - Certificate No. (69) dated 22/01/2002. Subject to the provisions 
of Federal Law No. (6) of 2007 concerning the establishment of Insurance Authority and Organization of its work. 
Agent: Kanoo Group (Insurance Agent) L.L.C
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