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Overseas Travel Accident Insurance Claim Form

WBIVRATIRIREFERE & ROBEF

Important Notice:

1 The acceptance of this form is NOT an admission of liability on the part of the Company.

2 All original final bills, certificates, supporting documents should be provided to substantiate your claim.

3 All medical reports must be submitted at the claimant’s expense before a claim can be admitted.

4 Please answer in full all applicable questions as incomplete answers may delay claims settlement.
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MHES
Agency Policy No

1. To be completed by Policyholder

ZE (81 2
Name of Policyholder

BEKA RIZHARE
Patient's Name Period of Insurance

2. To be completed by Patient / Guardian

(THAFE=ILFERNNE (Details of Accident or Sickness)

K3 (Circumstances)

SEF-IXEFREL R VIR (Nature & Condition of Injury or Sickness) (eg, fracture, cut, bruise etc.)

ERDPRAICEN-B (REBMEENEZ -1=H (&g #2A

Date symptoms first commenced / Date of Accident: First date of treatment:
LRTICAERICBE L TRREZ T EnHYETH? FRIEVWDOTIM?

Has the claimant ever seen a doctor or been treated for (If yes, please advise date of treatment)
any similar condition in the past? O Yes O No

53R £ 48 Please attach original medical bill & invoice -&§t Total amount claimed

fwkE4 Name of hospital Eff4 - E5EES Name / Tel of doctor
WL AEBHRATIN? COMIZELERELHY FITM7?
Are you still receiving treatment O Yes O No Anymore bills to submit O Yes O No

L LREEFRDPBOONIGED, RIREZMADLH
Please confirm payee name if claim is payable O Pay to Employer 0O Pay to employee

fth o> BEIFE R 29D H £ If you have any other insurance policy please fill in below
RIE&%t 4 (insurer) SE% %S (Policy No.)
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RIZZE (AUTHORIZATION) - to be signed by the claimant

MEDRFLIXBRLEIATORKE. EMRVERENRIRSHIEIZDERT HBIC. FRICET T RTOER. HEDLE
ERMIDCEETREBARERRBVELEY, 6. FEQOFLARELRLANAH DL DERDFET,

I hereby authorize any hospital, physician, or other person who has attended or examined me, to furnish the company or to authorized
representative, any and all information with respect to any sickness or injury, medical history, consultation prescriptions or treatment
and copies of all hospital or medical records. A copy of this authorization shall be considered as effective and valid as the original.

OGE) I, LEABINEREMELGWI L ZHEL. RREFHERBLET,

FA (GE) (%, Sompo A%, Personal Data Protection Act 2012 IZA-> THIE S hi=

BEANERORY HFWNZBET 4B ECHY . EHERT - BEEL. RIRMPIIA,
F-ZOMOBEZREICH L TEAEBROREEZTL., FLEIALOEINLRBEZTLIEICRAERBLET,

I/We declare that the above is true and accurate to the best of my/our knowledge and belief. | acknowledge and agree (in case of
corporate policy, | represent that | have obtained the consent of the individuals in relation to this policy) that Sompo may collect,
use, disclose and/or process my personal data (in case of corporate policy, personal data of individuals in relation to this policy) in
accordance with the Personal Data Protection Act 2012 for the purposes and uses described in Sompo’s Privacy Policy (including
the provision of protection, services related to this insurance policy, screening activities in accordance with legal/regulatory
obligations/risk management procedures). This may include disclosure to Sompo’s business partners, intermediaries, third party
service providers and industry associations. Sompo’s Privacy Policy can be found at www.sompo.com.sg

BERA BEDEL
(Patient's Name in BLOCK LETTERS) (Patient's Signature)

(RERFEDIHZELHMEE Guardian's Signature if patient is under age of 20)

Name of Claimant Signature of Claimant Date
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ATTENDING PHYSICIAN'S STATEMENT
Note : This Section is to be completed by the Claimant’s attending physician/surgeon whose replies should be as full as possible

F COMFIELEMATE DL FFMICCRBE LS,

Name of Patient Date of Birth Address

Age Sex Occupation

Cause, nature, condition & progress of injury or sickness

When did patient's symptoms first appear? When did patient first consult you for this condition?
Or when did patient sustain injury? dd mm yy dd mm vy
Has patient had same or similar symptoms before? A Yes (Date of Symptom) O No
Has patient had prior treatment for this condition? (Including another hospital) A Yes (Date of Symptom) O No
If yes, whether the prior treatment is a continuing condition for this consultation? O Yes O No
Is the cause of the condition or sickness congenital? A Yes A No
Do_es th_e_ treatment relate to pregnancy, childbirth, premature birth, miscarriage, O Yes O No
or infertility?
Has patient suffered any other disease or infirmity affecting this condition? O Yes O No
If "Yes", please provide details :
Nature of disease or infirmity : (Date: )
Period of hospitalization From To
Encircle those days when patient consulted you as outpatient
Month of 12345678910 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 29 30 31
Month of 12345678910 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 29 30 31
Month of 1234567891011 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 29 30 31
For reference: How long was patient supposed to be entirely unable to go to work?
For ( ) Days From To
Date of recovery or transfer dd mm yy A Recovery A Transfer

Details of residual disability, if any

Date

Signature of Attending

Tel No: Physician
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