HOSPITALISATION CASH PLAN
CLAIM FORM

PART A - TO BE COMPLETED BY POLICY OWNER
Note: Kindly attach copy of NHIF card

POLICY NUMDBET ..uorurneriircrenserenssnasasssssesssssessnssssensassssssessases wonene - Date Commenced.

Documents required

1 Hospital discharge summary report [ ]
25 Copy of National Identity/ Passport/ Birth Certificate []

The Policy owner undertakes to present hospital discharge summary and other relevant medical reports to support the claim for

hospitalisation cash benefit.
Fraud notice

Lodging fraudulent claim(s) may result into the Policy being voided, or cancelled, at the Company’s discretion from the time the

fraud is discovered.
PART B - TO BE COMPLETED BY THE HOSPITAL

Name of Hospital Admitted (must be NHIF approved) ........ccoueiiisinnnns AP

EUILENAME 0f PAtIEAT i somniitimiiso e i

National ID Number .....c.couun. U, S—

Date of Admission ... O I T

Cause of Admission .......coeenees S o o B O S S

Total Number of Days Admitted ........coouuee. 3 T LT T T LT T T T e

| Dr. : i confirm that the information above and attached Hospital discharge summary

are true and complete to the best of my knowledge.

FULL NAME OF ATTENDING PHYSICIAN: ...cvvvuirrinmemissnenenssiinssssssssssssssssssessssssnans

SIGNATURE & HOSPITAL RUBBERSTAMP .....cconseussissusisssnssnssossssssnsnsssrons
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