QE‘ KENINDIA ASSURANCE .

COMPANY LIMITED ARSI Kargs
Gncorporeted tn Keays) Coble: KENINDIA KE.
MEDICAL INSURANCE
CLAIM FORM

Ttiis form should be completed in block letters, signed by the Member and the Medical Advisor on whose
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In your own interest, full information should be glwen.
All information supplied will be treated in strict confidence.
No admission of Liability is made by Underwriters by the issue of this form.
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1. NAME OF YOUR EMPLOYER ,-Q
(Group Schemes Only) U
2. MEMBERS NAME - —~ )
3. ADDRESS ' : X
4. PATIENTS NAME _ o AGE
45. NATURE OR CONDITION WHICH NECESSITA TMENT (IN BLOCK LETTERS)
:
¥, DATE WHEN PATIENT FIRST MEDICAL :‘vﬁ;m FOR CONDITION
*7.  HAVE YOU SUFFERED FROM THIS SOMPLAINT PREVIOUSLY. IF SO, WHEN______
8, NATUREOFTRE«HW(IN& LETTERS)
#9,  NAME AND ADDRESS OF MEDICAL ADVISOR

Continued Overleaf:-
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The sbove mentioncd Psticnt has undertsken the mnmex‘itgﬁl:l oR my recommend-
ations: -

¥Signaturs of Medical Adviser _ - {‘)\

XDate \O

1 hereby declare that all the statements dw@w‘m this form are to the best of my know-

ledge true snd complete. $
Sigastaro of Mersber Q\
Date iy .

FOR OFFICE USE ONLY:-
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DETAILS OF PREVIQUS CLAIMS
CLAIM NG, ~ AMOUNT DATE




