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Part 1 : Patient Details
The claim should be submitted within 30 days ofitfigal treatment date. Always enclose the origjingoices & receipt
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IPart 2: Medical Details [ 4wkl Jualiilf

(to be completed by Physician) gl cudall 48 e Sa)

Date of Treatment : /] |/ Date of Symptoms Onset : / /
1) Clinical Findings : Vital Signs : B/P:...... Tinn. HR:......... RR: .o

2) Cause: [ Physical Illness [1 Accident [0 Maternity [1 Dental 0 Optical
3) Assessment / Diagnosis O Acute O Chronic O Confirmed [ Suspected
Indicate Diagnosis not symptom
4) Medical Plan : Itemized Original Invoices and Applicable Prescriptions / Reports / Results must be
enclosed to consider claim

O Consultation Cost 1 Laboratory/ Cost
Radiology
O Pharmacy Cost ] Inpatient Cost
Total Charges
5) For In-patient Treatment : Admissiondate: [/ / Discharge Date : !/ |/
Hospital / ClinicName : ..., Treating Physician Name : ...,
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