The issue of this form is not an admission of liability =~ Claim No. Pg1of1

“D THE HERITAGE INSURANCE COMPANY LIMITED

CFC House, Mamlaka Road, P.O. Box 30390, 00100-Nairobi, Kenya.
'ﬂ]e Tel: 2783000 (Pilot Line), 2726439, 2726440 Fax No: 2727800, MOBILE : 0711 039 000, 0734 101 000

I I t E-mail: info@heritage.co.ke , Website: heritageinsurance.co.ke
er 1 a 24 Hour Emergency Line : 0728 607689
I n 3 Boran ¢e L o

MEDICAL EXPENSES INSURANCE CLAIM FORM

l. TO BE COMPLETED BY THE CLAIMANT

NB: YOUR CLAIM WILL NOT BE CONSIDERED UNLESS YOU ATTACH ORIGINAL DETAILED
ACCOUNTS AND COPY OF PRESCRIPTION FOR EACH CHEMIST'S CASH SALE.

1 NAME OF POLICY HOLDER..........cccoeeviiiiinananns POLICY NOL..ciiii e
2 NAME OF INSURED MEMBER ........cccooiiiiiiiiniiiiiiinneinnnes Id_NO...eiieeiieeiieeeans PN e
3 BOXNO ....cevvveeeenneen Town......c...ou.e. Code......ccvuneeennns Mobile........ccouviiiiiiiinnnnnn. EMail.ccoeiiiiii e
4 PATIENT'S FULL NAMES ..ottt M/NO o
5 Are you Insured under any other medical expenses scheme, Work Injuries Benefit ACT (WIBA), Personal

Accident, NHIF €tC ....c.vvivviiiiiiiininiiiieeeie e If so give particulars i.e. Name of Insurers, policy No. etc

1l TO BE COMPLETED BY THE ATTENDING DOCTOR

A) SICKNESS:-

(i) INQLUTE OF SICKINESS ..eteeieee ettt ettt et et e e et e et atee e et e et e et e et e ea e et aaeseetas e et e e et s e aeuta s e e beesa e eaaneeanneaanneasnneasnannnns
(1) WHEn did SICKNESS STAIT? ...e..uiitt ettt et et et e e tet e e et e e et e e tt e ett e etu e eta e aaaeeta s eataseaansesunsetaness asaseesnsaetesnneesnnetsnnessnnessneenneesnnns
(iii)  Did the patient suffer from this sickness before? .. .. If yes, when did it start and how

L E<Te [T o o K VT PP U PP PPPUPPPPPRN
(iv)  In your opinion is this illNeSs ChrONIC OF FECUITING? ......iiuuiiiiiiii ittt ettt e eeeetie et e et e et eetteetaeetasasteeeesneannsaasnsenes
(V) GIVE deTAIlS OF TFEATIMENT ...euuuitineiii ettt ettt et e et e et e et e et e e et e e et e e st e eata e ebaraa s e et e etan e etaaeetaneetaneabansn e aaaneesaneebeneesaneesanesnneesnnns

B) ACCIDENTS :-

(i) Date ....oevniiiiiiiiieeeee Time cooveeiiiiiieiiie e, PLaCE .o
(i) Was PAtienNt ON AULY/TEISUIE? ......uiin it ettt ettt et e et et et et et e et e e et e e et s e et e eaaa e eaaa e eaa e ata e eba e eaa e eatn e easn e aaaneesnneesnneesnneennannnns
(II])  INQEUI® OF INJUIIES .. eetieeiin ettt ettt et e ettt e et e etee et e e et e et e et e e taaeata e e ta e et aben s eaan e e ta e ata e aesesn e eaaneabaneeaaneeannessnneenneennnn
(iv)  Was accident caused by Third Party? .... If so, what action has been taken /

CONEEMPIALEA? ...ttt ettt et e et e et e e et e e et e e tabsteta e e ta e e ta este et e e aan e e ba e eaa e e b e eaa e e et e e aan e e san e esaneesaneenneennsesnnsesnnn

(V) DAte OF FUIL FECOVETY ..euneiieiiieeii ettt et et ettt ettt e et et te e ete e et e e et e e aa e e at e e taeaes e et s e et s eaan s etaneaaneasneasnaannsensnenns

C) OPERATIONS :-

(i) When was possibility of operation first known, suggested or CONSIAEred? .............oveiuiiiiiiiiiniiiiiir et e e e eaa e
(1) INQTUI OF OPEIATION ..ueitiiiiieii ettt ettt et et e et e et e et e e tabeaa s e et s e et s e aaa s eaan e eta e eta e ata e ata e ata e ata e aan e eann e aanneesnnaasnneesnneesnneenes
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I certify that the above treatment was administered by me or carried at my instructions by other practitioners and
establishments.

DOCTOR'’S SIGNATURE & QUALIFICATION DOCTOR'S STAMP DATE

DECLARATION

I, on my behalf/patient warrant the truth of the above statements. | have not withheld or misstated material information
relating to this claim and have no objection to insurers or their representatives communicating with my medical Doctor(s)
with regard to this claim.

DETAILS OF THE EXPENSES
ITEM NO. DESCRIPTION AMOUNT




