Structured Medical Expenses Claim Form

1. Claimant Details
Full Name

Policy Number

Date of Birth
Contact Number

Email Address

Residential Address

2. Patient Information

Patient's Name

Relationship to Policyholder Select j

Hospitalization Required? Select j

Admission Date

Discharge Date

3. Claim Details

Date of Expense Type of Expense Provider / Hospital

Select j
Select o

Select j

Total Claimed Amount

4. Bank Account Details for Payment
Bank Name
Account Name

Account Number

5. Declaration & Signature

| hereby declare that the j
information and ~

X statements made are true
Declaration: . . A

Signature

Date

Important Notes:

e Ensure all required fields are completed with accurate information.

e Attach original receipts, invoices, and supporting documents with your claim.
e Incomplete or false claims may result in processing delays or claim rejection.
e Keep a copy of this form and all submitted documents for your records.

e Declaration must be signed by the claimant or authorized representative.

Description

Amount (Currency)
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