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GET MEDICAL
CLAIMS
MANAGEMENT
GET Medical Claims Management automates the process of 
healthcare related benefits and claims management, through a 
reliable and secure platform that connects insurance payers, 
health providers and patients. The solution reduces operational 
costs, speeds up the claims process, detects fraud or abuse 
of insurance services, and maintains historical data while 
ensuring security and compliance with local regulators and 
international standards.

It consists of three main applications, the provider application for hospitals, clinics, 
laboratories and pharmacies, the payer application for insurance companies, third 
party administrators and self-insured groups, and the patient application. 



02

GET Medical Claims Management Solution empowers its users with:

Provided with the right infrastructure, the system scalability allows it to connect an insurance 
company with its network of providers, or a third party administrator serving multiple insurance 
companies with its network of providers. Moreover, the system can be implemented at a nationwide 
level thus becoming a hub that connects all insurance companies and third party administrators to 
their respective network providers. 

▷ Multi-lingual multi-access channels
▷ Instant eligibility checks and validation
▷ A paperless environment 
▷ Medical coding, medical classification and medical diagnosis 
▷ Fraud detection 

The Applications

The Provider Application replaces the old manual process of creating, submitting and processing 
claims by a fully automated process that manages the creation and submission of electronic claims.
It also ensures all eligibility checks are being made to avoid penalties and losses from mistakenly 
granting participants services which they are not eligible for as per their correspondent policies.
The application is customized to the business of each medial provider whether a hospital, a clinic,
a medical center or a pharmacy. 

The Provider Application

Key features and benefits

▷ Paperless environment
Paper claims are no longer issued and all medical staff have predefined access rights
to the system to complete claims

▷ Optimized cost saving 
Automation of the processes ensure cost saving and enhancement of employees’ efficiency 

▷ Guaranteed adherence to insurance policies and pre-set standards
Automatic checks in the system ensures that participants are not given services they are not enrolled in 

▷ Independent of the provider infrastructure
The application runs over the web (online mode) or as desktop application (offline mode) 
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Insurance companies and third party administrators are empowered with the necessary 
functionalities to handle all aspects of the insurance business from enrollment of participants and 
issuance of customized smart medical cards to creation of insurance policies, benefits plans, 
pricing and billing schemas and adjudication of claims, their remittance and re-submissions. 
Insurance companies worry about protecting the policy of all participants in order to deliver the 
promised efficiencies and cost savings. 

The application automatically checks for eligibility information, compares prices with the patient’s 
policy and discovers abuse cases before issuing approvals thus minimizes patients’ complaints as 
well as the risk of losing money for fraud cases or human errors. Analytical, financial, demographic, 
and diagnosis reports are pre-designed in the system keeping all parties informed of the status of 
their work processes.

A dynamic reporting tool enables them to generate detailed financial and statistical reports, and 
real-time dashboards on data collected as per their business needs.

The Payer Application

Key features and benefits

▷ An optional personalized card issuance module
Medical smart cards are personalized as per the payer and securely contain patients’ 
personal and medical information 

▷ Automatic claims adjudication
Covering all stages of the claims processing cycle starting from receiving the e-claims 
to giving approvals and up to settling of payments

▷ A bigger pool of satisfied medical providers
Remittances are sent accurately and promptly ensuring the network of healthcare 
providers is satisfied 

▷ Fraud detection
A configurable fraud detection algorithm detects fraud cases and stop
them before they occur  

A specialized mobile application for participants to access on the go. The app connects 
participants to their respective insurers allowing them to view information on their policies, 
limits and balance, and thus enabling them to be more aware of what services they are 
entitled for. The patients can search for providers that are within their network and locate 
them in case of emergencies.

They can as well submit forms for preapprovals and reimbursements for medical services 
and track the status of their applications at any time, and from anywhere. The same 
information can be accessed over the web.  

The Patient Application 

Key features and benefits

▷ A better service in case of emergencies 
The instant access to patients’ stored vital data ensures they are given 
the best service 

▷ Great user experience 
Easy and clear preapprovals and reimbursements’ submissions through 
the system 

▷ Faster reimbursement process
It is faster for the patient to submit the reimbursement and for the 
insurance company to compensate the patient

▷ Convenience 
The patient is connected to his insurer and network of providers all the 
time from anywhere

PROVIDER APPLICATION

PAYER APPLICATION

PATIENT APPLICATION

INSURER/TPA

EMPLOYER/
SPONSOR

PATIENT MEDICAL PROVIDER



Implementation Models
The scalability of the system enables the below implementation types.

KEYPOINTSMODEL

Insurance Company - Connect insurance company with its providers network
  and participants 
- Automate the benefits plans management, the claims   
  adjudication process, and the remittance  

Third Party
Administrator

- Connect the third party administrator with its list of clients,  
  providers network and participants
- Automate the claims adjudication process, and the remittance

Nationwide - A central hub connecting all payers (insurance companies and 
  third party administrators) with their respective providers network
  and participants
- Regulates the flow of information between all parties 
- Automate the benefits plans management, the claims adjudication
  process, and the remittance  
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