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INAYAH TPA (L.L.C)

Provider Details

Name of Provider:

Contact Person:

Designation:

Address:

P.O. Box No.:

Street:

Building:

City:

Phone No.:

Fax No.:

E-mail:

Discount Offered:

Bank Details:

Account Holder name:

Account Number:

Bank/Branch name:

Doctor’s Speciality

Name:

Qualification & Speciality:

MOH/DOH:

Classification:

Documents to be Enclosed:

Copy of Trade License, Pharmacist License, MOH License, Price/rate List. Please
ensure the name of the Bank Account Holder is the same as the name listed
under “Name of Provider”.

Provider’s Signature with Date & Stamp:

P.O. Box: 111032, Dubai - United Arab Emirates, Tel:+971 4 3552354, Fax: +971 4 3512339, Web: www.inayahhealth.com
Toll Free: 800 INAYAH (800 462924)



