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TREATMENT HELP REQUEST FORM

Applicant Name
Applicant Department/Section : Mobile No :

Patient Name : Age |:|:|

Sickness

Relationship between Applicant and Patient :

Patient Address

Patient District : Current Place :

Patient / Contact Person Name
Patient / Contact Person Landphone

Patient / Contact Person Mobile No

Patient / Contact Person Email

Declaration.

I hereby declare that the above mentioned information are from
my knowledge and true, | agree with the bilaw of the Association and | will utilize my efforts
and time for the prosperous of my Association.

Date Applicant Signature

Submit application along with supported documents from the concerned Doctor and Authorized Officials.

For the use of Executive Committee

Approved amount in Saudi Riyal. | | sl No.: Date:

Justification for approval

Enquiry done By : Reviewed By : Approved by :
Secretary General Secretary President

wescoma@gmail.com, www.wmadammam.com




