Allianz Insurance Lanka Limited
92, Glennie Street, Colombo 02
Tel: 2300400 Fax: 2304404
E-mail : info@allianz.lk

HEALTH GUARD CLAIM FORM

It is important that a complete answer be given to every question. If space provided is insufficient for your answers,
Please continue on a separate sheet. When you see Yes No  please tick (\) the appropriate box.

Policy No. S

1. Details of the Insured
@) Name : (Mr/ Mrs/ M/ IM/S) ===mmnmmmmmm e e e e e
b) Postal Address : ------=--========mmmmmmm oo

2. Details of the Insured Person
a) Name : (Mr/ Mrs/ MS/) =---nemeeeommm e cee e e e eeeeeee
B) OCCUPALION : ====mmm = €) Tl NO © =
d) EPF/Employee NO : -=-=-=m-msmemom e oo e

3. Name of patient : (Mr/ Mrs/ MS/ MaSE) =---==nmmnmom e oo
2) ID NO. & =mmmmm oo b) Age : -m-mmmmm e
c) Relationship to the insured person:  Self  Employee Spouse Child

Spouse of Employee Child of Employee

4. Details of Injury or IlIness
a) Nature of injury or illness : ------=--m-m-mmmmmmmm oo -
b) Date of Accident/Commencement of illNEss : --------=mmmmmrmmm e
c) Have you received treatment for this injury or illness before? Yes No

If “Yes” please give details of the treatment : ----------=---mmmommmm oo

e) Medical leave confirmation by Authorized Officer : From --------------==eeeemnoo TO ~mmm e
Please attach copy.

5. Details of Other Insurance
a) Are there any other insurance (s) covering this incident? Yes No
b) If “Yes” please give details including name of the Insurer and the Policy NO : -------=-----=--memmommemem oo

c) Are you claiming reimbursement from any other source? Yes No

Declaration

I / We confirm that the information provided herein is complete and true to the best of my/our knowledge and belief.
I / We hereby further authorize any physician, hospital, clinic, Insurance Company or other organization institution
or person, that has any records or knowledge of the illness or injury to disclose to Allianz Insurance Company Lanka
Limited or its representative any and all information about me/the patient with reference to the health and medical
history and any hospitalization advice, treatment, disease or ailment.

Signature of Insured person/ Employee : -=--=-===-=mmmmmmm e Date :
Signature of Insured : =-=-=-=e=mememmm oo e Date : -

Thank you for your co-operation. Kindly arrange for the Doctor who treated on the patient to complete the Medical Report on the
reverse side of this claim form. Itemized original bills and official receipts covering hospitalization and surgical expenses for
Which claim is made must be attached together with the copy of the diagnosis card completed by your medical practitioner.




DOCTOR’S MEDICAL REPORT

1. Name of Patient : ----=--=-=meoemmmomome oo ID NO. © =-mmmmmmmm o

2. Full description of Diagnosis : ----=-=-======mmnmmmmmmm oo
a) Principal diagnosis : =-----===mmmmm oo
b) Other diagnosis : ---------==-======m-memm oo

c) Is the condition a congenital nature ? Yes No
d) If “Yes” please clarify : ----------mmmmmmmmemme e

3. Has the patient been treated previously for this condition ? Yes No
a) If “Yes” please state when and by Whom ? ---------=-mom e mm oo

4. Has the patient any other disease or physical defect?  Yes No
If “Yes” a) What is the nature ? --------=--=--mmm-mmommm oo
b) To what extent may recovery be affected thereby ? —------m e e

0] TO e
6. What is your prognosis for a full and complete recovery ? =---------m-mmmmmmmmmm oo
Signature L o OFfiCial SEAl : -wnwmemmememmmemmemememeememeememcn
Qualifications  : -=-mm=mmmmmmme e
AAAreSS © ===m=m e

Date e e e e Phone NO : ----mmmmmm s




