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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 PERSONAL ACCIDENT CLAIM FORM

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

PROCEDURES

(A)
FOR PARTIAL & PERMANENT TOTAL DISABILITY CLAIM (DUE TO ACCIDENTS ONLY)

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

	
	Form ID
	To be Completed By

	(1)
Group Personal Accident Claim Form
	FCLM159703
	

	(a) Part 1
	
	Employer / Company

	(b) Part 2 - 3
	
	Insured Employee / Life Insured

	(c) Medical Report*

(Personal Accident 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) Police Report, if any; AND

(4) Employer’s / Company’s Work Report, if any.

(B)
FOR DEATH CLAIM (DUE TO ACCIDENTS ONLY)

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

	
	Form ID
	To be Completed By

	(1)
Group Term Life Claim Form
	FCLM059901
	

	(a) Part 1 - 4
	
	Employer / Company

	(b) Medical Report*

(Term Life Claim)
	
	Attending Physician / surgeon

	(2)
Medical Report Authorisation Form
	FCLM069701
	Deceased’ s Next of Kin


*
To be completed at the Claimant’s own expense

In addition to the above, 

(3) ‘Certified True‘ copy of the Death Certificate and last drawn salary slip;

(4) Police Report and newspaper clipping, if available, and Coroner’s Report; AND

(5) ‘Certified True’ copy of Grant of Probate or Letter of Administration (to be obtained from Deceased’s family)

NOTE

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

If the cheque is to be made in favour of any of the following persons, the respective document is required as proof of relationship :

	If Cheque is to be made in favour of
	Documents required

	Wife / husband
	· Marriage Certificate

· Copy of wife’s / husband’s  NRIC

	Children
	· Birth Certificate

	Parents
	· Birth Certificate of Deceased

· Copy of parent’s NRIC

	Sibling
	· Birth Certificate of Deceased

· Birth Certificate of sibling 


	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)
	
	 Last Drawn
:
	     

	
	
	
	 Monthly Salary
	


	     
	

	Company’s Stamp and Authorised Signature
	


	PART 2 : TO BE COMPLETED BY THE EMPLOYEE / LIFE INSURED

	2.1
	Name of Employee / Life
:
	     
	
	
	 FORMCHECKBOX 

	
	
	[
	 FORMCHECKBOX 

	

	
	Insured
	( as stated in NRIC / Passport )
	
	Male
	
	Female

	
	Date of Employment
:
	     
	
	NRIC / 
:
	     

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

	
	Occupation
:
	     
	
	Date of Birth
:
	     

	
	
	
	(dd/mm/yyyy)

	2.2
	Name of Patient
:
	     
	
	
	 FORMCHECKBOX 

	
	
	[
	 FORMCHECKBOX 

	

	
	(if different from Life Insured)
	( as stated in NRIC / Passport )
	
	Male
	
	Female

	
	Relationship to Insured
:
	
	 FORMCHECKBOX 

	  Spouse
	
	 FORMCHECKBOX 

	  Child
	
	NRIC / 
:
	     

	
	
	
	
	Passport No.
	(as stated in NRIC / Passport)

	
	Occupation
:
	     
	
	Date of Birth
:
	     

	
	(prior to disability)
	(dd/mm/yyyy)

	
	

	2.3
	Does the Patient have other Medical Insurance?
	
	 FORMCHECKBOX 

	  Yes
	[
	 FORMCHECKBOX 

	  No

	
	If Yes, kindly provide name of Insurance Company :

	
	     

	
	


	PART 3 :
DETAILS OF ACCIDENT (To be supported by Police Report, if available) - TO BE COMPLETED BY THE EMPLOYEE / LIFE INSURED

	3.1
	Date of Accident

(dd/mm/yyyy)
	
	Time of Accident
	
	Place of Accident

	
	     
	
	     
	
	     

	3.2
	Kindly describe how did the accident happened and the extent of injuries sustained :

	
	     

	
	     

	
	     

	
	

	3.3
	Name of Hospital / Clinic consulted for the injuries :

	
	     

	
	

	
	Date of Consultation
:
	     
	
	
	

	
	
	(dd/mm/yyyy)
	
	
	


	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 me concerning anything which affects my physical or mental health or seeking information from any insurance office to which a proposal has been made for insurance on my life and I authorise the giving of such information. 

	     
	
	     

	Signature of  Employee / Life Insured
	
	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 PERSONAL ACCIDENT CLAIM FORM

	MEDICAL REPORT (PERSONAL ACCIDENT CLAIM) : PAGES 3 & 4 ARE TO BE COMPLETED BY THE ATTENDING PHYSICIAN WHO TREATED THE PATIENT

	1
	Name of Patient
:
	     

	
	
	
	
	NRIC / 
:
	     

	
	
	
	
	Passport No.
	

	2
	Are you the Patient’s usual physician?
	
	 FORMCHECKBOX 

	  Yes
	
	 FORMCHECKBOX 

	  No

	
	
	
	
	
	
	
	

	3
	Have you attended to the patient for any illness or accident?
	
	 FORMCHECKBOX 

	  Yes
	
	 FORMCHECKBOX 

	  No

	
	If Yes, for what and when?

	
	     

	
	     

	
	

	4
	Have you any reason to believe the patient has ever had an accident, or that he / she has ever claimed upon from any Insurance Company?
	
	 FORMCHECKBOX 

	  Yes
	
	 FORMCHECKBOX 

	  No

	
	

	5
	Describe in details, how the present accident was caused :

	
	     

	
	     

	
	     

	
	
	

	6
	When did you first see the patient after the accident?
	     

	
	
	(dd/mm/yyyy)

	7
	Was the patient, in your opionion, perfectly sober at the time of accident?
	
	 FORMCHECKBOX 

	  Yes
	
	 FORMCHECKBOX 

	  No

	
	

	8
	Kindly state fully the exact nature and extent of injuries sustained :

	
	     

	
	     

	
	     

	
	

	9
	If to arm or leg, kindly state whether RIGHT or LEFT
	
	 FORMCHECKBOX 

	  Right
	
	 FORMCHECKBOX 

	 Left

	
	
	
	
	
	
	
	

	10
	Are the injuries and their present condition sufficiently accounted for by the description of the accident given by the Patient?
	
	 FORMCHECKBOX 

	  Yes
	
	 FORMCHECKBOX 

	  No

	
	
	
	
	
	
	
	

	11
	Is the Patient now, or was the Patient at the time of the accident, suffering from or affected by any physical infirmity, disease, or illness, irrespective of the injuries?
	
	 FORMCHECKBOX 

	 Yes
	
	 FORMCHECKBOX 

	  No

	
	If Yes, kindly state the nature and to what extent the recovery of the patient may be affected thereby :

	
	     

	
	     

	
	


	12
	Are you aware of any information in the previous medical history of the patient which might have contributed, directly or indirectly, to the occurence of the accident, or which may be likely in any way to retard his recovery from it?

	
	     

	
	     

	
	     

	
	

	13
	Kindly state whether :

	(a)
	the Patient is confined to bed and prevented from doing his usual business or occupation as a direct result of his injuries
	
	 FORMCHECKBOX 

	  Yes
	
	 FORMCHECKBOX 

	  No

	
	OR
	
	
	
	
	
	

	(b)
	the Patient is able to perform some of the duties of his business or occupation
	
	 FORMCHECKBOX 

	  Yes
	
	 FORMCHECKBOX 

	  No

	
	

	14
	Kindly state how long in your opinion will the Patient be disabled :
	     

	
	

	15
	Kindly state as clearly as possible the Patient’s present condition :

	
	     

	
	     

	
	     

	
	     

	
	

	16
	Kindly state whether the patient is suffering from any disease irrespective of his present injuries or whether there is any other circumstances which may tend to retard recovery :

	
	     

	
	     

	
	     

	
	


	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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