eTiQa

Life Insurance
ACCIDENT CLAIM FORM

SECTION A

Every question must be fully answered and the Company reserves the right to require further information should it deem necessary. Submission of this
Claim Form does not guarantee admission of liability.

0] 1T o

AGENES NAIME .ottt sttt b e b b e e se e et e saeennas

AGENT'S COUR & AGENCY : 1.ttt ettt ettt bttt ettt nes AgeNt’'s CONtACE NO. & ..oueiiiiiirie e

Instruction — Supporting documents required
[ Accident Claim Form
] Accident Statement of Medical Examiner
O Certified copy of Hospital Discharge Summary (if hospitalised)
O Original or certified copy of Medical Certificate (MC) and Light Duly Certificate duly endorsed by doctor due to accident
O Certified copy of Life Assured and/or Claimant’s IC
[ X-ray report / Radiologist report for cases with fracture bones
[ Photograph of dismemberment / amputation (if any)
[ Police report (if any)

1. Life Assured’s Details

N L (=N ) (=T U Yo [ PR
NRICNO. @ o BC/OIICNO. oo, Age I o

Sex: [] Male [J Female Date of Birth : .........ccooooiiiiiinits Marital Status : ..................

Correspondence Address :

Mobile Phone NO. & .......coviiiiiiicie Office Phone NO. @ ...c.oooviiiiiiiiiicce House Phone NO. @ .....cccooiiiiiiiiiiiiiinnns
FaX NO. & oouiiiiiii e E-Mail AUIESS & oot
If working, please state :

) I R (=T a1 @ Lot o - Lo o PP PPPUPRN
i) Exact nature of OCCUPALION AN GULIES & ... ittt ettt ettt et et et et et e en e e e e ees
iii) Involved in manual work ? O vYes O No

V) NamMeE & a0AreSS Of @MPIOYET & ...t ettt ettt ettt e e

v) Office Telephone NO. @ ..o Vi) Date jOiN COMPANY : ...coueiuiriieirieieie ettt

2. Claimant’s Details (If other than Life Assured)

Mobile Phone NO. © ......cooiiiiiiiee e, Office Phone@ NO. & ..ooooeiiiiiieeeeeeeee e House Phone NO. @ ........ccoeviiiiiniineeen,

FaxNO. & oo, L 0 F= T N [0 [T O
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3. Particulars of Accident

i Date of accident happen : ........cccooevieriieieeneeee e (dd/mm/yyyy) Time of acCident..........cccceveriiieiniiieiiiiee e (am/pm)
ii [ TR0 o ToT o] o =T o ST

iii HOW did the ACCIAENT NAPPEN?.......ciuiiiiieet ettt b ettt b b s s s s eh e eb e s e e ae e he e he e b e b e b et e R e e st eheeb e ebeebeebesaesbenbenbeneeneas

iv Details Of INJUMES SUSLAINET :.......oiuiiieiiiee ittt sttt ettt et e ebe et e abe s ae e bt et e eheeae e ehseaseR s e s e e a b e e s b e st e ehe e eb e en b e s beabeeabesneesaeesreennan

V. Date absent from Work @ .........ccccovveeiiiiiiiniineeeeees (dd/mm/yyyy) Date return to WOrk...........ccceeeviveenniieeiiieeene, (dd/mmlyyyy)
Vi. Date of first consultation ..............ooovveiiiieiiniiiiieee e (dd/mmlyyyy)

Vii. Name of first clinic / hospital consulted for this INJUIY & ... e

viii. Address of the CIINIC / NOSPItAl & ... .. e ettt et ettt et e et ettt et e e et e e e e e e e e e aneennas

iX. Contact NO. Of the CINIC / NOSPITAL 1 ... ..t e et ettt ettt e et ettt e et e e e e ee e e e e e

4. Please give details of doctors that have been consulted in connection with this injury:

Date of Consultation Name of Doctor (s) Name of clinic / Hospital & Address Date of Admission Date of Discharge
(dd/mmlyyyy) (dd/mmlyyyy)

Name, address and contact no. of the Life Assured’s regular doctor other than above :

5. Are there other policies in force on the Life Assured’s life taken with other companies? O ves O No
If yes, please furnish the following details :

Name of Company Policy No. Type of Coverage Amount of Date which the policies
Compensation (RM) were effected

6. Please state your (the Claimant) bank account details in order for us to credit the payment directly into your bank account.

BaNK & ceieiiieiirre e ACCOUNT NO: iuituiiiieienie et ren s s e s s sass e reen s sanessasnnranenrnsnsnnsnnsnnes

DECLARATION

| hereby declare that I/the Life Assured have/has sustained the injuries described above and warrant the truth or the foregoing particular in every respect
and agree that | have made, or shall make any false or untrue statement, suppression or concealment, my / the Life Assured’s right to compensation
shall be absolutely forfeited.

Signature / Thumb print of Life Assured o Signature / Thumb print of Claimant Signature of Witness
Name : Name : Name :
Date : Date : Date:

NRIC No :

Contact No :
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eTiQa

Life Insurance

LETTER OF AUTHORISATION / CONSENT

To Obtain Further Medical information

TO WHOM IT MAY CONCERN

NAME Of LIIE ASSUIET .. ... vttt ettt ettt ettt ettt et e e e e e e e e e e et e e et e ettt e e e e e e aaeenes

NRIC NO. et L) (Old)

(0] 011> Y1 4 1N TSP

Ly e , NRIC NO. i, hereby authorize and give my
consent to any medical practitioner, physician, surgeon, nurse, medical staff, clinic, hospital, medical centre, insurance company or organization or
individual concerned (“the information provider”) that may have any record or knowledge of health or medical history of the above stated (“Life Assured”)
and to provide such information to Etiga Life Insurance Berhad and its authorized service provider and/or its employees in order to process my insurance
claim.

| expressly waived all provisions of law or professional ethics forbidding the Information Provider(s) from disclosing any such information acquired on
myself in a professional and/or client capacity and | further release the Information Provider(s) and its agent/staff from any liability whatsoever that may
arise, in supplying such information requested by the Company.

This authorization/consent is irrevocable and a copy of it will have the same effect and validity as the original.

Signature of Life Assured / Claimant (If Life Assured is a minor)
NaME: L e
Relationship with Life Assured : ...........cooiiiiiiiiiiii

[ | (= PP
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Etiga Life Insurance Berhad (201701025113) Dataran Maybank, No.1 Jalan Maarof, 59000 Kuala Lumpur, Malaysia
T +603 2297 3888 | F +603 2297 3800 | E info@etiga.com.my

Etiga Oneline 1300 13 8888 | www.etiga.com.my


mailto:info@etiqa.com

