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To help us process your claim promptly. Please provide the medical A oy el Aalal) Adtadl) dolee 0 Laelud o
report, original invoices/s and fully completed form . All documents will LS G'J}A_mj SRR ) gdll g adall yy )
be handled in strict confidence by our medical team. Failure to provide L) iy 58 U8 (e Aald g pusy (335 ) ~ LL\L,:M I

the required information may result in your claim not being settled.
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1 | PATIENT INFORMATION vl cliy
Name ) Card No. 43Uay) a8
D.0.B_nax) Tel.No. «iilgd)

2 | TREATING FACILITY INFORMATION Eolad) S e clily
Treating medical officer/referring doctor gllaal) caushll | Hospital / medical facility (rdiianal)
NAME: oo 1) | NAIME: oo saa)
TelNO: oo i) | Tel.No i)

Email: oo I FN S| EMAI: oo PSS 380
AdAress: .........cccoccueeueeeeeeeieeeeee e &) gind) AdAress: ........ccooeeeieeieeeeeeee e O gid)

3 | MEDICAL INFORMATION (to be completed by the Physician)

Presenting symptoms e Yl

If following an accident please describe
circumstances Jualéill SO @lliad (e Gl g g5 s b

Date when symptoms first
occurred =l e el Loy fo )18

Diagnosis or Provisional diagnosis @i siall (il

Medical treatment , investigation , surgical
procedure proposed
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Date of treatment o) &

Cost estimate (compulsory) (EBEEN) REPRenlEt]
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| hereby certify that | have personally examined and treated the | do hereby authorize the physician, hospital , laboratory ,pharmacy or any person
insured for his/her injuries/ iliness described above and that the facts who has provided medical services to me to the company information with regard
above represent my medical opinion of his/her condition to any medical history condition or services . | confirm that all information
provided by myself in relation to this claim is true and correct and no material
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