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HETD Al

Please tick appropriate box:
O AccidentMedical - please attach: 3 Living/Permanent & Total Disability
1. all FINAL billsreceipts and medical cestificates (please attach all medicallab reports, if avaitable)

2. accident reports/doctor’s referral lettershospital discharge summary {if any}
Please note that all items must be duly complated to avoid delay in the claim processing. Where not applicable, please indicate as "N.A.".

Palicy No. Phan Type Claim No.

0000002799

Name of patient Gender Date of Birth (dd-mm-yyyy) NRIC No.

O Female [ Male 1 !
Occupatien : ; Date of employment (dd-mm-yyyy)
Nzme of policyholder (if different from patient} ) NRIC No.

Address {if different from what you have provided us with previously}

Contact No. Email
(H} () (Hp

B

Type of ilinessfinjury . i
Date of Accident {dd-mm-yyyy} - if applicable Date when symptoms first appeared {(dd-mm-yyyy)

Surgizal operation/pracedure Surgical codestable (please refer to your doctor)

Has this condi[iun.'ify: been treated before?
[ Yes. {Please provide dates of fist and subsequent consultations.) {dd-mm-yyyy)
[ONo.

Name, comtact number and address of attending doctor

Name, contact number and address of referring ciinic

Name, contact number and address of regular doctar
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3.} Ase you covered for medical expenses by any other insurance company(ies), your employer or any other parties? OvYes [iNo
If Yes, please state details below.
) Have you submitted a claim for the Bifl{s) concerned (o any insurance companylies), your employer ar any cther parties yet? OYes {3No
if Yes, please state details below. y paryfes) you ooy y P ¥
¢} Have you been bankrupt o insolvent or has executed zny deed or transfer for the benefit of creditars and since becoming interested CIYes DNo |
in the policy? If Yes, pfease give dezails. . :

Note: It is important to telt us if you are daiming from other insurance companies, your empioyer or any other parties for the same bill. You may be committing an offence if yau
claim for or are reimbursed more than the amount that you have paid, regardless of the number of medical insurance policies you may have.

itk

Piease tick box to indcate mode of payment.
i Pay me by cheque [ Credit to miy bank account as follows:

Name of bank Branch Account Ne,

R

Name of member/employee (if different ir pauem) NRIC Noj
Name of companyfunion Date joined company/union [DD/MMIYY)
Name of authorised officer Contact No.

Payment to be made to:
1 Company/\Union (please complete payment mode above} ) Employee/Member (including payment into Medisave account)

O Others; please specify

; o : i i Sy
1. Fhereby declare that the above statements are true and complete and | have nat withheld any material fact from NTUC Income. | consent to NTUC Income obtaining medical
information from any doctor lmy child haveshas consulted and | authorised the giving of such information,
2. | hereby consent t the transfer and disclosure, at any time and without natice of liability to me of any medical information on me in the insurer’s possession to the Central
Provident Fund Board for:  ° ’ i
{2) the purpose of making of a claim under the Dependants’ Protection insurance Scheme or any other insurance scheme referred o in the Central Provident Fund Act
{Chapter 36) which | may be insured under; or )
) connected with the administration or operaticn of the accounts maintained by the Board for me under the Central Provident Fund Act {Chapter 36).
in addition, | hereby agree that this consent shall remain valid notwithstanding my death. )
3.1 also understand that the claim benefit that | will be receiving under Dependants’ Protection Insurance, subject to the approvat of my claim application, will be the sum
assured that | was covered for as at the date when my incapacity commenced as stated in my medical certification. ’
4. | agree that 2 photaropy of this form shall be as valid as the original.

Name of policyhalder {individual) NRIC Na, L
signature of palicyholder ) Date (DD/MMIYY) E
Name of patient {if different from above) ) ' NRIC No. |
Signature of patient {if above 21) Date (DDIMMIYY}

Name of authorised officer {for group policyholders anly) Company/union stamp

Signature of authorised officer Date (DI/MMYY)

e

Claim No. ' Premium next due date Hospital/accident benefit {per day/week)$
No. of hospital days Amount ($) Signature of officer(s) Remarks
No. of Medical leave Amount {$)
Date
Please pay Total {$}
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