
   
Provider’s Orientation Questionnaire 

Today’s Date   ________________________________________________________________ 

Provider Name  ________________________________________________________________  

Address  ________________________________________________________________ 

Name/ Contact Number (optional)       ____________________________________________________ 

We would like to ensure that our Providers Orientation that has been presented to you has 

efficiently met your needs to understand and adhere to our policy. 

 All responses will be kept confidential and anonymous.  

 

Please comment according to your knowledge on the following regarding the Almadallah Healthcare 

Policy. 

 

Please comment on Relevant items and circle the score that most 

reflects your views where applicable 

Very 

Effective 

 

Good 

 

Not 

Effective 

 

COMMENTS 

 

Presentation Performance:     
1. Was the Presentation clear     

2. Was the Presentation organized     

3. Was length of Presentation suitable     

4. Was responsiveness to the questions effective     

5. What are your views on the quality of the Power Point Presentation     

6. How do you rate the training accommodation     

7. Overall satisfaction provided to you by the Program     

8. Which part of the Orientation was the most useful?  

9. Are there any topics you would have liked to be included in the 

Presentation?  Please specify. 

 



   

General Policy:  

10. Please indicate your Provider category  (GN+/GN/RN)  

11. Please indicate which Category of member(s) you can accept           

(Cat A VIP/Cat A V, Cat A, Cat B, Cat C, Cat D) 

 

12. Please indicate the validity period of the Pre-approvals  

13. Please indicate the Claim Submission time period  

 14. Please indicate the Payment Submission time period  

15. Please indicate the Re-submission time period  

16. Please indicate when the Reconciliation Report is used  

Medical Policy:  

17. Please indicate the validity period of the Pre-approvals  

18. Please indicate the procedure requirement for Physical Therapy 

approval 

 

19. Please indicate the total dental claim amount within 2 weeks that 

entitles the need of a pre-procedure and post-procedure X-rays to be 

included with the claim form  

 

20. Please indicate when a Dental Procedure Declaration Form needs 

to be signed by the patient 

 

Pharmacy Policy: 
 

16. Please indicate the validity period of the Pre-approvals  

17. Please indicate the validity period of the pharmacy Prescription  

19. Please list the Prescriptions that require Pre-approvals before 

dispensing 

 

20. Please indicate the time period covered for dispensing chronic 

medication Prescriptions without pre-approval 

 

 

 

 

 

 



   
 

Are there any further materials or support that we can provide to ensure comprehensive understanding 

of the Almadallah Policy? 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

 

 

 

 

Thank you for completing our Questionnaire! 

 

 

 

 

 

 


