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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 DISABILITY CLAIM FORM

IMPORTANT
:
Kindly read the following procedures before proceeding to complete the form.

PROCEDURES

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

	
	Form ID
	To be Completed By

	(1)
Group Disability Claim Form
	FCLM119803
	

	(a) Part 1 – 4
	
	Employer / Company

	(b) Medical Report* (Disability Claim)
	
	Attending Physician / surgeon

	(2)
Medical Report Authorisation Form
	FCLM069701
	Patient / Patient’s Parent / Next-of-Kin


*
To be completed at the Claimant’s own expense

In addition to the above, 

(3) Certified true copy of medical bills (verified by an authorised officer of the Employer/Company);

(4) Original copy of medical leave certificate(s);

(5) Certified true copy of claimant’s last drawn payslip immediately prior to his disability;

(6) Certified true copy of Birth Certificate / Identity Card / Passport; AND

(7) Copies of Accident statement submitted to authorities (if applicable) e.g. : Ministry of Labour Report

NOTE

Claim cheque will be made in favour of the Employer / Company unless otherwise instructed by the Employer / Company in writing. 

	This form is to be completed by the person in respect of whom the benefit is being claimed. 

The issue of this form is in no way an admission of liability.  


	PART 1 : TO BE COMPLETED BY THE EMPLOYER / COMPANY

	Name of Employer / Company
:
	     

	Group Policy No
:
	     

	Life Insured ‘s
:
	     
	
	 Sum Insured
:
	     

	Commencement Date of Insurance
	(dd/mm/yyyy)
	
	
	


	PART 2 : DETAILS OF DISABLED MEMBER (TO BE COMPLETED BY THE EMPLOYER / COMPANY)

	2.1
	Name of Employee / Life
:

Insured
	     

	
	
	( as stated in NRIC / Passport )

	
	Commencement 
:
	     
	
	NRIC / 
:
	     

	
	Date of Employment
	(dd/mm/yyyy)
	
	Passport No.
	(as stated in NRIC / Passport)

	
	Sex
:
	
	 FORMCHECKBOX 

	  M
	
	
	 FORMCHECKBOX 

	  F
	
	Date of Birth
:
	     

	
	
	
	(dd/mm/yyyy)

	
	Occupation
:
	     
	
	Date last 
:
	     

	
	
	
	
	actively at work
	(dd/mm/yyyy)

	
	Average Salary over 
:
	     
	
	Current Salary
:
	     

	
	past 12 months
	
	
	& Date last adjusted
:
	     

	
	
	
	
	
	(dd/mm/yyyy)

	2.2
	Please give the following details, if claimant is claiming benefits from any other insurance company as a result of this disability.

	
	Name of Insurance Co.
:
	     
	
	Policy No
:
	     


	PART 3 : DETAILS OF DISABILITIES (TO BE COMPLETED BY THE EMPLOYER / COMPANY)

	3.1
	Kindly complete §3.1 if Disabilities were due to Accident only and proceed on to §3.3 onwards.  Otherwise indicate N.A. and proceed to §3.2.

	
	Date of Accident 
:
	     
	
	Place of Accident 
:
	     

	
	
	(dd/mm/yyyy)
	
	
	

	
	Nature and Extent of Injuries sustained :

	
	     

	
	     

	
	     

	
	

	
	Describe fully how the Accident happened :

	
	     

	
	     

	
	

	
	Was Claimant working at the time of accident?
	
	 FORMCHECKBOX 

	  Yes
	
	 FORMCHECKBOX 

	  No


	3.2
	Kindly complete §3.2 onwards for Disabilities due to Illness or Sickness ONLY.  Otherwise indicate N.A.

	
	Date when symptoms of
:
	     
	
	Date when medical 
:
	     

	
	Illness / Sickness was first noticed
	(dd/mm/yyyy)
	
	advice was sought
	(dd/mm/yyyy)

	
	

	
	Describe fully the disability suffered :

	
	     

	
	     

	
	     

	
	

	
	Did Claimant have a history of this condition before?
	
	 FORMCHECKBOX 

	  Yes
	
	 FORMCHECKBOX 

	  No

	
	Kindly complete §3.3 if your answer is “Yes”.

	
	

	3.3
	Name & Address of Hospital where Claimant was treated :

	
	     

	
	     

	
	
	Admission Date(s)

(dd/mm/yyyy)
	
	Surgery Date(s)

(dd/mm/yyyy)
	
	Discharge Date(s)

(dd/mm/yyyy)

	
	(a)
	     
	
	     
	
	     

	
	(b)
	     
	
	     
	
	     

	
	Name & Address of Attending Doctor :

	
	     

	
	     

	
	Date first consulted
:
	     
	
	Date last consulted 
:
	     

	
	this Doctor
	(dd/mm/yyyy)
	
	this Doctor
	(dd/mm/yyyy)

	
	Name & Address of Doctor who referred Claimant to the above doctor OR usual doctor for the past 3 years OR the doctor who has treated the claimant :

	
	     

	
	     

	
	     

	
	     


	
	

	3.4
	Period of Medical Leave – To be supported by Medical Leave Certificate

	
	Total or Full Medical Leave
	Partial or Light Duties Medical Leave

	
	From

(dd/mm/yyyy)
	To

(dd/mm/yyyy)
	From

(dd/mm/yyyy)
	To

(dd/mm/yyyy)

	(a)
	     
	     
	     
	     

	(b)
	     
	     
	     
	     

	(c)
	     
	     
	     
	     

	(d)
	     
	     
	     
	     

	
	

	3.5
	Is Claimant still confined to House / Hospital?
	
	 FORMCHECKBOX 

	  Yes
	
	 FORMCHECKBOX 

	  No


	PART 4 : ABOUT CLAIMANT’S WORK DUTIES (TO BE COMPLETED BY THE EMPLOYER / COMPANY)

	4.1
	What was claimant’s nature of work immediately before disability?

	
	     

	
	     

	
	     

	
	

	4.2
	TASK / ACTIVITY

	
	List duties performed by the claimant immediately / prior to being disabled
	% of time spent weekly
	Hours spent weekly

	(a) 
	Eating
	     
	     

	(b) 
	Walking without assistance
	     
	     

	(c) 
	Dressing
	     
	     

	(d) 
	Using the toilet
	     
	     

	(e) 
	Getting in and out of bed
	     
	     

	
	

	4.3
	Which of the above mentioned tasks / activities is the claimant unable to perform because of disability and why?

	
	     

	
	     

	
	     

	
	     

	
	

	4.4
	Please provide us with additional information, if any, to further assist us in assessing this disability claim.

	
	     

	
	     

	
	     

	
	     

	
	


	I hereby declare that all answers given by me in this form are, to the best of my knowledge and belief, true and complete.  I consent to The Asia Life Assurance Society Limited seeking medical information from any doctor who, at any time, has attended to the Employee / Life Insured concerning anything which affects the Employee / Life Insured’s physical or mental health or seeking information from any insurance office to which a proposal has been made for insurance on the Employee / Life Insured’s life and I authorise the giving of such information. 

	     
	
	     

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


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 DISABILITY CLAIM FORM

	MEDICAL REPORT (DISABILITY CLAIM) : PAGES 5 & 6 ARE TO BE COMPLETED BY THE ATTENDING PHYSICIAN WHO TREATED THE PATIENT

	1
	Name of Patient
:
	     

	
	
	
	
	NRIC / 
:
	     

	
	
	
	
	Passport No.
	

	2
	Describe the Nature of Illness or Injury the patient is now suffering :

	
	     

	
	     

	
	     

	
	     

	
	

	3
	Please give details of past and current treatment in connection with this or similar Disability :

	
	     

	
	     

	
	     

	
	     

	
	

	4
	When were you first consulted for this or similar Disability?
	     

	
	
	(dd/mm/yyyy)

	5
	Please give the names and addresses of any other medical practitioners consulted in connection with this or similar Disability who referred the patient to you :

	(a)
	     

	(b)
	     

	(c)
	     

	(d)
	     

	
	

	6
	What period of time has the patient been absent from work due to this or similar Disability?

	
	Total or Full Medical Leave
	Partial or Light Duties Medical Leave

	
	From

(dd/mm/yyyy)
	To

(dd/mm/yyyy)
	From

(dd/mm/yyyy)
	To

(dd/mm/yyyy)

	(a)
	     
	     
	     
	     

	(b)
	     
	     
	     
	     

	(c)
	     
	     
	     
	     

	(d)
	     
	     
	     
	     

	
	

	7
	Is the patient capable of carrying out any part of the duties of his / her occupation? Please give details :

	
	     

	
	     

	
	     


	8
	Is patient a suitable candidate for rehabilitation or retraining in another occupation? Please give details :

	
	     

	
	     

	
	     

	
	

	9
	Are you aware of any information in the medical history that is likely to be connected with this current disability?  Please give details :

	
	     

	
	     

	
	     

	
	

	10
	Since your last review :

	(a)
	Patient has
	 FORMCHECKBOX 

	recovered
	 FORMCHECKBOX 

	improved
	 FORMCHECKBOX 

	remained 
	 FORMCHECKBOX 

	regressed

	
	
	
	
	
	
	
	unchanged
	
	

	
	
	
	
	
	
	
	
	
	


	(b)
	Patient is now confined
	 FORMCHECKBOX 

	ambulatory
	 FORMCHECKBOX 

	bed 
	 FORMCHECKBOX 

	house 
	 FORMCHECKBOX 

	hospital

	
	
	
	
	
	confined
	
	confined
	
	

	11
	When in your opinion will the patient be able to return to work?
	     

	
	
	(dd/mm/yyyy)

	12
	If the patient is no longer disabled, please advise the date he/she was fit to resume work :

	
	Part Time 
	     
	% of recovery
	Full Time From

(dd/mm/yyyy)

	
	
	
	
	

	
	From

(dd/mm/yyyy)
	To

(dd/mm/yyyy)
	

	(a)
	     
	     
	     

	(b)
	     
	     
	     

	(c)
	     
	     
	     

	(d)
	     
	     
	     

	
	

	13
	Any additional comments (Please include here any copies of histology report and information which, in your opinion, would assist the Company’s Medical Officer in assessment of the loss of working ability) :

	
	     

	
	     

	
	     

	
	     

	
	


	I hereby certify that having personally examined the abovenamed patient, the facts as set forth above are true and correct, and in my opinion there are no other circumstances whatsoever (except as mentioned above) tending to prolong disability and prevent the patient from following his usual business or occupation, or to cause the loss as above defined.

	     
	
	     

	Hospital / Clinic Stamp
	
	Signature of Attending Physician / Surgeon

	Date (dd//mm/yyyy)
	     
	
	Name and Address

	
	
	
	Qualification





Information on the most current rating is available at www.standardandpoors.com.
Ratings are not a guarantee of an insurer’s financial strength nor a recommendation as to the insurer.
(A member of ASIA Group)
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