
 

CERTIFICATION AND AUTHORIZATION RELEASE 

PATIENT NAME:                                                                                                  Our Ref No: 

Passport No.:                                                                                     

Date of birth:  

Authorization to Release Medical and Other Information 

I authorize any licensed physician, medical practitioner, hospital, clinic, other medical facility or provider of health 

care, insurer and provincial health insurance plan to provide to Iran Assistance Company, on behalf of the insurer 

that provides the coverage for which I am making a claim, as well as their representatives employed to assist in the 

administration of this claim, any information including personal and health information, data or records that are in 

their possession/knowledge regarding this claim, my medical condition, medical history and treatment. 

 مجوز انتشار مدارك پزشكي

و  بهداشت بيمه و گر بيمه بهداشتي، هاي مراقبت دهنده ارائه يا و ديگري پزشكي مركز درمانگاه، بيمارستان، ،مجوز  داراي پزشك هراجازه ميدهم اينجانب 

اين  مورد در را خودي در اختيار درمان و پزشكي سابقه ، پزشكي وضعيت، ، مدارك يا و ها ،دادهدرماني و شخصي اطلاعات جمله از اطلاعات گونه درمان هر

هزينه هاي  پوشش كهاي بيمه شركتطرف   از ، آن شركت براي رسيدگي به اين ادعا نمايندگان همچنين و ايران رسان كمك شركت به ارائه برايادعا 

 ارائه دهد. ،كنددرخواست اينجانب را فراهم مي

 

Claimant Signature: 

Date signed: 

 

IRAN ASSISTANCE COMPANY (SOS) 

Iran Assistance Company 

International Assistance Unit 

Tel: +98 21 88648621 

Fax: +98 21 88648502 

Email: operation@iranassistance.com 


