THE PHILIPPINE PRUDENTIAL LIFE INSURANCE CO., INC.

2nd Floor ERSAN Bldg., #32 Quezon Avanue, Quazon Cily
Tel. No. 742-7631 to 38; Fax No.: 741-8358
P.O. Box 985, Manifa, Philippines

GROUP HOSPITAL INCOME BENEFIT CLAIM FORM

IMPORTANT: This form shall be accompanied by the Hospital's and Doctor'’s Statement of Accounts
and/or itemized bifls, charge tickets and official recelpts.

PART1-TO BE COMPLETED BY THE INSURED CLAIMANT

1. Namadclalrmm Cert. No.
2. Present Addréss : Tel. No.
3. Hclaimis made for Dependent:
Name: Relationship
Date of Birth: ____. Sex
Is depsndent presently mrployed?Yes No Civil Status
if “yes” Nams of Employer '

4. Please answer if injury is due to Accident
a) Describe the accident - How it happened?

b) When and Where did the accident happan? .
¢) Was the insured person at work when the accident happened? Yes No.
5. a) Was the insured person hospitalized? Yes No__.__ If so, Name of Hospilal
b) Name of Attending Physician: ‘ L
6. [sthe Insured person entitied to receive compensation under the Labor Laws? Yes No
a) lsheclaiming benefits under ancther health insurance? Yes No
b) f*Yes", statewﬂhvdmilnsumeconpanyormderwmtanmersprwmp!an

I hereby certify that the foregoing statemsnts, including any accompanying statements are to the best of
my knowledge and bellef, true, cotrect and complete. | hereby authorize any phyalician fo fumish and
discloas all known facts conceming this disabiiity to Philippine Prudential Life Insurance Co., In¢., or
to ite authorized representative.

Date: . -
Claimant's Signature
PARTII- TOBE COMPLETED BYTHE Aumonm OFFICER OF THE POLICYHOLDER /
'EMPLOYER ce
. NAME OF POLICY /HOLDER
1. Claim is made for: Employer (Name Above) Spouse Child
2. FEmployee is sick
a) First day unable to work: _ a AM PM
b) Date resumsed-work : at AM PM

Did disabifity occur due o occupational causes or in the course of errploﬂnsm‘?\’es ~_ No
Has claim been or will be filed under the Labor Laws? Yas No '

Has there besn any previcus claim filed for this person's confinernent? Yes No

9‘:‘-."’

REMARKS:

Date Sign over Printed Name © - Title f Position



PART I -TH!S ISTO BE COMPLETED BY THE ATTENDING PHYBICIAN |

1. Patient's Nama: Age: - Sex
2. Did this sickness / injury occur during the course of his employment?Yes ___ No
3. Was patient hospitalized? Yes No

a) Nams of Hospital Address:

b) Is this hospital / elinic registered with the Bureau of Medical Barvices? Yes No
c) ' IF not, does It have a permit to opsrate such to admit in-patient? Yes No

.d) Registerad /Parmit No._____~ ~ Date Issued: — Issued by:
4. Historyof liiness or Injuryindetail: = :

FINAL DIAGNOSIS:

8. Date Admitted: ] at AM/PM Date Discharged: at AMPM

8. Ust X-ray, Laboratory or other services done
- WHAT WHERE WHEN AMOQLINT FINDINGQS

7. Drugs and Medicines administered in the hospltal / ¢linie:
Name of Drugs /Medicines  Dosage of /No.of ~ Ouantity Unit Cost

PLACE DATE PER CALL TOTAL
8. Give dates of freatment
' ' Qffice

And medical fees charged
home

ATTENDING PHYSICIAN :
SIGNATURE

PTRNO.




_The Philippine Prudential Life tasurance Co. inc.
' Personal Accident Insuratice Claim

CLAIMANT'S STATEMENT

Instructions: Every question must be fully answersd. The company reserves the right to require
additional infoermation if deemad necessary. .

Fuil Name of Claimant:

Rasidence:

-Relationship o the insured;

" Full Name of Insured: . : Dete of Bir

Empldyer.

Date of Accident: ‘ Place of Accident: _

Nature of iniuries sustained:

Pericd in which you were not able to perform:

. State what happened (You can use the back portion for additional information)

Name of attending Physician;

Name of hospital / clinic:

Complete address of hospital/ clinic:

Ara you entitled to receive compensation from government sources?Yes L1 No [

If yos, check with agency & how much? (O SSS . OGsis

OMedicare O ECC-

Are you entitled to receive compensation from other private insurance companies or health.
maintenance organization (HMO)? Yes[ No [} '

i yes, staté thé name of the insurance companyfies or HMOs- and the amournt you are entitied to.
.COMPANYNES - ..~ .. . . . ... AMOUNT_

R et T b

TR S B Lt Pl B

| hereby certify that al! the statement sbove are true and correct to the bast of my knowiedge and that |

have not concealed any material_fagt from_Philippine Prudential | ifa Insuranca Co. Inc.. Therehy. further.
authorize any hospital, physician, or other person who has sttanded or examined mae, to furnish
Philippine Prudentlal Lifs insurance Co. Inc. or its authorized representative, and al information with
fespect to anilimess ~or”injury, - medital history” consuitation, preseiiptions of reaTMENT AR Eopies of
all hospital or medical records. A photocopy of this authorization is considereg effective and vaiid as the
originai. . - e

“PRINT NAME OF ELATANT & SIGN GVER PRINTED NARE.

Documents submitted together. with this claimant's statement:

© Attending physiciad statement -~ - '
ORIGINAL officiat roceipt/s -
Statement of aceount from-hospital / clinic o .
itemized list of laboratory examination- performed, supplies and medicines used with their
corresponding cost 7

- . Original dactor's prescription, if medicine wag bought outside the hospital

+ Polica report f incidént report, as applicable - _

—




The Philippine Prudentlal Life insurance Co. Inc.
Personail Accident Insurance Claim

ATTENDING PHYSICIAN'S STATEMENT

IMPORTANT: Every questlon must be fully answered. If the space provided is not

enough, you canuse the back portion of this form. The company reservas the right to require
further mformation should it be desmed necessary.

Full Name of Physician:

Residence of Physician:

Full Name of Insured: _ Sex: [ Male ] Female Ager

Fuil particulars of injuryfies caused by accident. Be specific. Descnba eomplications if ary. (Usa
the back portlon of this form for additional information. )

is the insured suffering from any other disease/s and/or infirmity/ies which may have led to
present condition? Yes [0 No [

If yes. piease give detaiis. (Use the back portion of this form for fuil expianation, if necessary}

-Was there eny surgical procedure done? Yes[] No(]

it yes, give details (Use the back side of this form for additional information. )

What is your prognosis?

Is there a lost of sight? Yes [ | No[ ] If yes, please indicate wether Qrighteye (both

: - Oleft oya
le the lostof sight O Totai (O Parttal (ORecoverable (Qirrecoverabie

Is there a distocation or fracture of the bones? Yes [ 1  No []
If fracture of long bones, is the fracture through (O shaft or (O Extremity Confirmed by X-rays
CYes [ONo

Did you attend to the patient for other ilinessfinjuries prior to this-accident? Yes ] No []

if Yes, piease give details. {for what iliness, inciusive of dates)
Was the patient treated as out-patient? Yes [] No [

If not, please indicats:

Date confirmed; Date discharged:

Name of hospital / clinic;

The patient is O totally disabled () temporary disabled For how long?

When will the patient be able to retum to work?

1 hereby certify statements are trus and correct to the best of my knowledge and belief, and thet
there ars no materials facts in the case which are not disclosed.

NAME & 6IGNATURE OF ATTENDING PHYSICIAN

Date:
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THE PHILIPPINE PRUDENTIAL LIFE INSURANCE CO., INC.

Suites 305-305 3rd Floos, AIC Burgundy Empife Tower

ADB Avenue comer Garnet & Sapphire Roads
Qrtigas Center, Pasig City

IDENTIEICATION
POLICY NO.:

st e St et s s i s Ty g —— o
_—= e g =it B e S

This form is to be accomplished by a competent person acquainted with the deceased fully aware of his/her death
but not interested inthe claim.

T o e s e e e et e e e i e e s e e s ettt e s e it s 4 o et et e e
i e R R e e S e = oo e e s T T i e e

1. (@) Decessedsfullname _
(b) Res.Addressatthetime ofdeath
(¢} Occupationatdeath__
(d) Placeand dateofbirth ‘

2. (@) Placeofdeath_
() Dateandtimeofdeath
(6) Causeofdeath
(d) Placeofinterment_
(8) Deteofinterment

3. (8) Howlong haveyou known the deceased?
(b) Haveyou seen the cadaver of the deceased?

(c) Was itthe cadaver (body) of the person insured underthe policy numbered above?
if 0, please give basis for your identification -

4. Do you guarantee that these sta’iements are true and correct to the best of your melédge and belief?

Dated at _ this __dayof _ ,20

Signed inthe presence of

1.
Withess ' Nama in Print & Signature
" Address T - : Occupation
Witness - J Name in Print & Signature

Address . . ‘ ' Occupation




AP

THE PHILIPPINE PRUDENTIAL LIFE INSURANCE CO., INC.
Suites 305-308, 3rd Ficdr. AIC Burgunedy Emgplre Tower -
ADE Avenue corner Gamet & Sapphire Roads
Ortigas Center, Pasig City.

Rl i e i A I B i I R T Tt T T o T T T A Y

POLICYNO.:

1 (a8 Deceasad'snameinfull
(b} Residenceat death
(c) Ocoupation at death

2 (@) Deceased'sdateofbirth
(b) Placeofbirth
(¢) Yoursources ofthe above information

3. {a) Datecfdeath _ - —
(b) Piace ofdeath ‘ _
(¢} Caueeofdeath ' ‘

4 (a) Whendid deceased first complain of or give indication of his last liness?

(b) Whondid deceased first cansult a physician for hls last finesa

() Namesand addresses of all physicians who attended the deceased in hig last iliness:

‘5. Faets conceming other life and accident irisurancs carried by deceased:

Company Palicy No. Amournt of Insurance
‘6. Yourdate of birth
~ Yourrelationship to the deceased
Having been duly sworn, | hereby depose and say that the staterment in the

foregoing answers are true and full, to the best of my Kknowledge and belief and
l;hat there are no material facts in the case whlch are not disclosed.

Dated at _this day of ,20
Withess ' Claimant
Addrass ' Address
On this ~ day of _ ., 20 , personally appeared before
me the above named _ _ _ , with Res. Cert. No.
issued on at ' to me known, who being by me duly

sworn, deposed that the answer io the above questions and subscrlbed the same in
my preserice.

NOTARY PUBLIC
My Commission Expires

Doo. No. PageNo. ' BaokNo. _




- which it was based duly certified must be furnished,

. Name of the deceased in full -

PHYSICIAN WILLPLEASE READ IMPORTANTNOTICE ONBACK
| OFTHISSHEET ~ =7~ 70
. This Statement must be made by the Physician in attendance duri £ y
entirely in his own handwriting. If more than ose physician was employed, the statement of each mnst be finished
upon sepavate forms, which will be sent if required. S R o '
When an autopsy has been made by order of the

during the fas et of the désased, and rmust be

coutt, a copy of the Verdict, and of the ‘gvidence upon -

i

Residém_:e

TR ST

‘Last Occupation of the deceased

what would you judgs to be the age of

4. How long did von aftend the deceasad? v
5. Did you aitend or were ymi consulted by
the deceased before the last illness?
"o I'so, when dnd for what illness,
" ghving dtalls incuding s,
6 A Didypu attend medsceaseddnnng _ - !
' . his Jast illness? _ A
B. I so, for what disease? B. - ~
7. A Date and hour of your Brst v A
B. ' Datg and hour of your last visit B.
8 A Dxd any otherphymxm attend thé
. dscoased dusing. last iliness? A, .
B.  Give name and address of each date of B,
his first visit and the doration
_ of his attendance.
5 A Pl oF death A
.. B. Dawofdeath - . B
10. A What disease was the immediate
cause of death? 7 CA
B.  How longin your opinion, did the . B.
deceased suffer from this disease?
11, A" What were the finst indications of T
failing health? | A S
B. - When were they first noticed? B.
Give. date and hpu—r if poszible. :
‘127 A From Whatotherdlsease jfany, d1d : -
B. Give as nearly as you can, the duration of each one, B, 3
13 Did previous Hinoes, Tarily Tastory ,' .
or habits in any way predisposs the
decoased to the cause of death? If so, . -
14. For iow Tong before death occurred as
 thedeceased confined to'the house or
L p're\feaipteﬂiﬁ‘qm-atteng!ingto business?
{5."From physical findings and appearanies,

[PPL-PWERPES




. Does thedeéaase;d us¢ alcoholic beverage of any kind? B,
If so, to what extent or effect? T

=

17,  Where dici-yqn receive your medtcaleducanon? ' . A

- When and where did you graduate?

» @

Was there an ;aut_opsy-or a,post;moz‘tem
examination on the body of the deceased?
B.  If so, state which, by whox_n and give the result.

19, Did you personally see the remains of

18.

=y

‘thie debeased? : ' -
20, Do you gatantee that all fhe statements |
and answers made by you in this yuestionnaire .
© dretrug and that you have not ¢oncealed ;
any.material fact from the Company?

Having been duly sworn, I hereby depose and say that'thc statement in ths far;gomganswersm fmeaand full,
to the best of my knowledge and belief, and that there are no material facts in the case which are not
disclosed. S S Lol T

Datedat .  ths. . dayof_ L

b My

s L T — B e
N i L ey A i af  a e :
. L VL PR [

On this day of ___, 20__, personally dppsared bofore me the above
named. to me known as a physician in regular standing, who being by me
duly sworn, and subscribed the same in my presence; affiant exhibited to ime his Residencs Cert. No.

-Doc. No, . e T et L
PageNo. - ' NOTARYPUBLIC
BookNo, R
Series of 20. .

THIS STATEMENT SHOULD BE SWORN TO BEFORE A NOTARY PUBLIC OF OTHER DULY
AUTHORIZED TO ADMINISTER OATHS AND HIS OFFICIAL SEAL ATTACHED, OR IF HE HAS NO SEAL,
- HI$ AUTHORITY AND THE GENUINENESS OF HIS SIGNATURE MUST BE, &) TESTED BY A JUSTICE
- OF THE PEACE OR BY ACLERK OF A COURT OF RECORD. - . R

IMPORTANTNOTICE

The physician who fills this blank will ficilitate’ the PROMPT PAYMENT or THE CT Al L %9, #fving in

answer to Questions No. 10, 11, 12, 13, 14 and 16, a full statement of each, Pathological process especially as
Such-indefinite terms as Heart Failure, Exhaustion and the Hke, are. to be avoided unless: full details
Where death fs the result of Accident or Injury, the word LESIGN may ‘be un
DISEASE in question 10. S e e e
Where the spaces set apart for the answers are too small, such defails as séer desirable may be given on this page,

sto f&:’féplace'

OTT BT r Dee




