RHEB INSURANCE BERHAD (co. No. 38006-U)
LEVEL &, TOWER ONE, RHE CENTRE, JALAN TUN RAZAK, 50400 KUALA LUMPUR
TEL: 03-981 2731 FAX (Claims) : D3-981 2728 {Pause 403)

CLAIM FORM - - PERSONAL ACCIDENT

Applicable to all Personal Accident Class except Hospital & Surgical, Hospital Gash Plan & Travel Insurance

M.B. TO ENABLE THE GOMPANY TO SETTLE THE CLAIM QUICKLY, BOTH CLAIM FORM AND DOCTOR'S CERTIFCATE (MEDICAL REPOHT)
MUST BE COMPLETED AND RETURNED IMMEDIATELY. HOWEVER, [F THE DOCTOR'S CERTIFICATE COULD NOT BE SUBMITTED

IMMEDIATELY, YOU MAY SUBMIT THE CLAIM FORNM TO THE COMPANY FIRST.

Thig form Is isstied witholt any admission of liablfty and it must be returned to the Company duly completed within 14 days after the accident,

Claim Na, 2

SECTION 1 ~ INSURED INFORMATION

1. Policy Number

2. {8 Name of Insured {in full} {a)
B Age )
{c) Business/Dccupation {0
3. (@ Address {a)
{b) Telephone Numiber {b)
4. (@ When did the accident occur? {2) Date: Time : am/pm
() Where did it oecur? b

5, Nawme of Clalmant.

6. Please describe fully how the acsident ocoured.

7. Particulars of injuries sustained.

g, Names and addresses of witnesses.

g, {8 Please state name and address of doctor in {a)

attendance.
{b) Is he your usual doctor? : {b) l:; Yes D No
{c) 1f 'No' please stete name and address of {e)

your usual doctor.
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(c)

@

How iong have you been tofally
incapacitated from attending to any part of
your sccupation?

How inng have you heen partially
Incapaciatad In the senss of belng unable
{¢ attend to a substantis! and essentlal pari of
your cccupation?

Piease state period you are confined in
Hospital

Please stata period you are is confined at
Home

@

e

To

Fram

From

ST I < S

From

1. @&

)

Are you insured elsewhere under a Personal
Accident Palicy?

If 'ves', please state name of insurers and
their policy numbers.

@

o)

|:] Yes

| hereby declared that the above statement are frue to the best of my knowledge and agree that if | have made or if | shall rmake any
false or untrue statement suppression of concealment my right fo compensation shall be absoittely forfalted.

1 and the Claimant hereby authorise any hospital, physician or other persons who have attended to or sxamined me 1o furnish to the
Cormpany or its authorisacd reprasentative, any information In respeci of this injury and/or my pravious medical history cansultation or
treatment and copies of all hosplal or medical records. A photostat copy of this authorisation should be considered effective and valid

&5 the oniginal.

DATED THIS

DAY OF .

Signature of Claimant

NRIC No/Birth Certificate

P/s : If the Insured and claimant are the same parson, one signature only required.
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SECTION 2 - MEDICAL REPORT

MEDICAL REPORT

(Private and Confidentia)

NOTE TO MEDICAL PRACTITIONER ; Please somplete this form as fully as possible, The information provided by you in this form wili enable
us to calculate the benefits payable undar the Policy. Wa refy on your intagrity and professienalism In ensuring that the perled of disabllity
stated for both Temporary Total Disablement and Temporaty Partial Disablement represents a frue assessment of the period which the
slsimant should be away from work as & result of the injuries sustained, All claim formes are submitted to our Company's Doclars for approval,

. Namme of patient

2. Occupation of patient

3. When did he/she first consult you abott this
condition?

4, Please giva detalls of injurfes sustained

5. Please state the cause of the injuries

{8) Has he/she any illness or diseass or physical @ [ ] Yes [ ] re
6. infirmity apart from the condition menticned above?
(b) 1'yes', please give detsils and indicate whether | ®)
it will retand rapovery?
7. (@) Is patisnt still under your care for this condition? & D Yes l:i No
() ¥ 'no!, please state date of termination. )
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7. KINDLY COMPLETE EITHER -

(@ Is hefshe totally incapactated from attending to (8} [:] Yes I:l ho
any part of his/her business/ocoupation?
Date of commencement ... neiteestans e sEarnrEsimELS KRR R AR SR s st n SOnE
Date of cessation of
20IR1NGAPACIY 1reiicmimmmiers mnsmsssias st ns s vtz s s assn s svmse
) ls hefshe only partially incepacitated In the sense O D Yes D No

that hefshe is unable 1o attend to a substantial
and essential part of hisher
business/occupation?

Date af commencement
Date of cessation of
partial Incapaciy

OR
{c} [0 FIOM vevommsrssssmssrssmsasserasreserssressenens TO v

Please state period the patiert is confined in

Hospital or Nursing Home
{d) ) FrOoMm s T0 o

Please state period the paiienl is confined at Home

8. . @ [ ] ves [ ] N

{2} WINl the injuries sustained result in
parmanent disability?

)]

(b) | 'yeg', please provide details and the

degres (%) of permanent disabity.

9,
Any furiher remarks?

| hereby certify that the above are consistent with the accident refered to and that my foregolng statements and answers are
corract to the best of my knowladge and belief.

DATED THIS . DAY OF , 20
..... Signature/Company CHOP v nuamisris
Stamp of Hospital/Clinic
Qualffications
Address .....

rresrany
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