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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 TERM LIFE 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 120 days from the date of death.

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


PROCEDURES

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

	
	Form ID
	To be Completed By

	(1)
Group Term Life Claim Form
	FCLM059902
	

	(a) Part 1 - 4
	
	Employer / Company

	(b) Medical Report*

(Term Life Claim)
	
	Attending Doctor

	(2)
Consent Form for Medical Report
	FCLM069704
	Deceased’s Next of Kin


*
Medical Report fee to be borne by the Employer

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

(3) ‘Certified True‘ copy of the Death Certificate;

(4) Last drawn salary slip;

(5) Police Report;

(6) Newspaper clipping, if available;

(7) Coroner’s Report; AND

NOTE

If the cheque is to be made in favor of any of the following persons, the Grant of Probate or Letter of Administration (to be obtained from 
Deceased’s family) and the following respective documents are required as proof of relationship :

	If Cheque is to be made in favour of
	Certified True Copy of the following documents required

	Wife / husband
	· Marriage Certificate

· Copy of wife’s / husband’s NRIC

	Children
	· Birth Certificate

· Copy of children’s NRIC

	Parents
	· Birth Certificate of Deceased

· Copy of parent’s NRIC

	Sibling
	· Birth Certificate of Deceased

· Birth Certificate of sibling

· Copy of sibling’s NRIC 


	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)
	
	 
	


	PART 2 : DETAILS OF PATIENT

	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 DEATH

	3.1
	Date of Death
:
	     
	
	Place of Death 
:
	     

	
	
	(dd/mm/yyyy)
	
	
	

	3.2
	Residence Address at
:

time of Death
	     

	
	

	3.3
	Cause of Death
:
	

	
	

	3.4
	What was the cause of Death?
	 FORMCHECKBOX 
 Job Related
	 FORMCHECKBOX 

	 Result of Illness
	 FORMCHECKBOX 

	Result of Accident

	
	

	PART 4 : OTHER INFORMATION

	4.1
	Name and address of Physician(s) who attended to the Deceased during his / her last illness / accident :

	
	     

	
	     

	
	

	4.2
	Name and address of Physician(s) who attended to the Deceased at time of Death :

	
	     

	
	     


	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.


	
	
	

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

	

	Name of Contact Person
:
	     

	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)

GROUP TERM LIFE CLAIM FORM

	MEDICAL REPORT : PAGES 3 & 4 ARE TO BE COMPLETED BY THE ATTENDING DOCTOR WHO TREATED THE DECEASED (LIFE INSURED)

	1
	Name of Deceased
:
	     

	
	
	(as stated in NRIC / Passport)

	2
	NRIC / Passport No.
:
	     

	
	

	3
	Date of Death
:
	     
	
	Time of Death
:
	     

	
	
	(dd/mm/yyyy)
	
	
	

	
	Place of Death
:
	     

	
	

	4
	DETAILS OF CONSULTATION / TREATMENT

	
	(a)
	Diagnosis 
:
	     

	

	
	(b)
	Date of deceased’s first consultation with you  :
	     

	
	
	
	(dd/mm/yyyy)


	
	(c)
	Please state symptoms presented and date symptoms first appeared in the box provided below :

	
	
	Symptoms Presented at First Consultation
	Date symptoms first started

(dd/mm/yyyy)

	
	
	     
	     

	
	
	     
	     


	
	(d)
	Date of Diagnosis
:
	     

	
	
	(dd/mm/yyyy)

	
	(e)
	Diagnosis was first made by (Name of Doctor) 
:
	     

	
	
	
	

	
	(f)
	Date when diagnosis was first made known to the patient  
:
	     

	
	
	(dd/mm/yyyy)

	
	(g)
	Date when the deceased first became aware of symptoms     :
	     

	
	
	(dd/mm/yyyy)

	
	(h)
	In your opinion, how long do you think the illness / condition has existed?
	     

	
	(i)
	How long had the Deceased suffered from the illness according to his / her family?
	     

	
	
	(dd/mm/yyyy)

	
	(j)
	Date when treatment first given to the deceased
:
	     

	
	
	(dd/mm/yyyy)

	5
	Was there any predisposing cause of the deceased’s death, in his / her habits (use of alcohol, narcotics, etc), family history or occupation?
	
	 FORMCHECKBOX 

	 Yes
	
	 FORMCHECKBOX 

	 No

	
	If Yes, please provide full details including the date of diagnosis and source of information :

	
	     


	6
	Did the deceased suffer from any other illness / injuries?
	
	 FORMCHECKBOX 

	 Yes
	
	 FORMCHECKBOX 

	 No

	
	If Yes, kindly provide the details below :

	
	

	
	Illness / Injuries
	Duration of Illness / Injury

	
	     
	     

	
	     
	     

	
	     
	     

	
	

	7
	Cause of death
	Approximate Interval between Onset and Death

	
	
	Years
	Months
	Days
	Hours

	
	(a)
	
	
	
	
	
	

	
	
	due to (or as a consequence of)
	
	
	
	

	
	(b)
	
	
	
	
	
	

	
	
	due to (or as a consequence of)
	
	
	
	

	
	(c)
	
	
	
	
	
	

	
	
	due to (or as a consequence of)
	
	
	
	


	8
	Are you the deceased’s regular doctor?
	
	 FORMCHECKBOX 

	 Yes
	
	 FORMCHECKBOX 

	 No

	
	If Yes, since when :
	     

	
	
	(dd/mm/yyyy)

	
	If No, kindly provide the Name and Address of his / her usual Physician, if known to you :

	
	Name of Doctor / Specialist :

	
	     

	
	

	
	Address of Clinic :

	
	     

	
	     

	
	

	9
	Was the patient being referred to you?
	
	 FORMCHECKBOX 

	 Yes
	
	 FORMCHECKBOX 

	 No

	
	If Yes,
	

	
	(a)
	Please provide the date of referral
	     

	
	
	(dd/mm/yyyy)

	
	(b)
	Please provide the name and address of the referral doctor :
	

	
	
	     

	
	
	     

	
	

	10
	Kindly provide us with additional information, if any, to further assist us in assessing this claim :

	
	     

	
	     


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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