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T H E   A S I A   L I F E   A S S U R A N C E   S O C I E T Y   L I M I T E D

(COMPANY REG. NO. 194800055D)
(INCORPORATED IN SINGAPORE)

GROUP CLINICAL CLAIM FORM

	IMPORTANT NOTES :

(1) The issue of this claim form is not an admission of liability

(2) The Society reserves the right to request for additional medical reports when it deems necessary
(3) Employee / life insured must forward all the relevant documents to Asia Life within 20 days from the date of consultation.
(4) Claim cheque will be made in favor to the Employer / Company unless otherwise instructed by the Employee / Company in writing
(5) Please indicate Name and Identity Card /  FORMDROPDOWN 
 as stated in your Identity Card / Passport


PROCEDURES

The Employer / Company must forward the following documents to Asia Life.

	
	Form ID
	To be Completed By

	(1)
Group Clinical Claim Form
	FCLM149705
	

	(a)    Part 1
	
	Employer Company

	(b)    Part 2 - 4
	
	Insured Employee / Life Insured


In addition to the above, please submit the following documents :–

(2) Original medical receipts / bills

(3) Referral Letter, if applicable

	PART 1 : TO BE COMPLETED BY THE EMPLOYER / COMPANY

	Name of Employer
:
	     

	Name of Employee
:
	     
	 FORMCHECKBOX 
 Male     FORMCHECKBOX 
 Female

	
	

	NRIC / Passport No.  
:
	
	Group Policy No.    :
	 
	 
	 
	 
	 
	 
	 
	 

	Date of Birth
:
	     
	Marital Status  :
	      
	Designation : 
	     

	
	(dd/mm/yyyy)
	
	
	

	Date of Employment : 
	     
	
	 Plan :
	     

	
	(dd/mm/yyyy)
	
	 
	


	     
	
	

	Company’s Stamp and Authorised Signature
	
	Date (dd/mm/yyyy)


	PART 2 : DETAILS OF PATIENT (TO BE COMPLETED BY THE INSURED EMPLOYEE / LIFE INSURED)

	Name of Patient / Life Insured
:
	     

	Relationship to Employee
:
	     

	NRIC / Passport No.  
:
	     
	Date of Birth
:
	

	
	
	
	(dd/mm/yyyy)

	Occupation 
:
	      
	 FORMCHECKBOX 
 Male     FORMCHECKBOX 
 Female


	PART 3 : DETAILS OF CLAIM (TO BE COMPLETED BY THE INSURED EMPLOYEE / LIFE INSURED)

	3.1
	Please provide us with the nature of Illness / Diagnosis :

	
	     

	
	     

	
	

	3.2
	Please let us know the treatment provided :

	
	     

	
	     

	
	

	3.3
	Please provide the name and address of the Referring Clinic or General Practitioner :

	
	     

	
	     

	3.4
	When was your first visit to the Specialist?  
	     

	
	
	(dd/mm/yyyy)


	PART 4 : KINDLY STATE TO WHOM THE CLAIMS CHEQUE SHOULD BE MADE PAYABLE TO :

	Employer / Company
:
	     
	
	Employee / Life Insured
:
	     


	I declare that the answers given by me in this Form are in every respect true and correct and that no material information has been withheld nor any relevant circumstances omitted. I agree to the Company seeking information in connection with this claim from any source and I authorise the giving of such information. A photocopy of this authorisation is as valid as the original.


	
	
	

	Signature of Insured Employee / Life Insured
	
	Date (dd//mm/yyyy)

	

	Name of Insured Employee / Life Insured
:
	     

	Contact No
:
	     
	Email  :
	     


T H E   A S I A   L I F E   A S S U R A N C E   S O C I E T Y   L I M I T E D

(COMPANY REG. NO. 194800055D)
(INCORPORATED IN SINGAPORE)

CONSENT FORM FOR MEDICAL REPORT

To :
Medical Records Office / Doctor-in-Charge

	NAME OF PATIENT
:
	     

	NRIC. NO
:
	     
	
	POLICY NO
:
	     


Kindly furnish THE ASIA LIFE ASSURANCE SOCIETY LIMITED a detailed medical report on the abovenamed patient.  This report is required for an Insurance Claim.

I authorise any hospital, doctor, who has attended to *me / my child / my next-of-kin or examined *me / my child / next-of-kin or is authorised to maintain medical records, to disclose to or when requested to do so by THE ASIA LIFE ASSURANCE SOCIETY LIMITED any and all information with respect to any illness, or injury, medical history, consultants, prescriptions or treatment.  A photocopy of this form shall be considered as effective and valid as the original.

Yours faithfully

	
	

	Signature of  *Patient / Patient’s Parent /

Next-Of-Kin
	

	Name
:
	     

	Address
:
	     

	
	     

	Relationship to Patient
:
	     
	
	NRIC. No
:
	     


* Kindly delete accordingly




(A member of ASIA Group)
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