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Medical & Accident Claims Form

This is an important form, please complete at time of clinic treatment and/or admission to hospital.
The company will not consider settlement of invoices until this form and relevant supporting documentation are received.

gsmdiiunueniag gutinmnamangiqnmasiin grhinmog) 1 pudeSudsiFdanmulfinipeiuncpdaismivuuess 81 annmunudsmnsegn 1

Policy No. (See in your membership Card) Insured Name
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Employee name Sex Age Claimant name (if dependant of employee) Sex  Age
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Occupation

¥

Tel email Relationship of dependence — H/W on Daughter
gitui] Al gidamiugmelnugn G wng SRS
Date of accident Time am /pm Did the accident occurring during working hours?  Yes No|:|
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Is your company subscribed to the NSSF scheme? Yes No|:| if yes, has a claim been submitted to NSSF? Yes __No
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How did the accident occur?
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Mhere is the scene of accident?

iRGnigmemAginnm?
What is the extent of injury?
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Date of sickness Time am / pm Type of sickness
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| declare that the information shown on this form is true and correct Signature, name and date
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To be completed by treating physician
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Name of patient Age Sex Date & time of admission Date & time of discharge
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Number of days admitted as: Inp;itient Outpatient Private Room Semi-private Room
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MVhat was his/her complaint when he/she first saw you?
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Diagnosis

t?imﬁ:mﬁtssmﬁﬂﬂﬁsmﬁﬁmgm‘} g Iﬁlp?tﬁfﬁﬁtg? Is the surgery for cosmetic purposes or rejuvenation? [I1MgYes [iSNo

I (We) confirm and certify that the above details are true and correct.
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Signature, name, date, telephone and clinic stamp

UEIIL) TAME MAUUTIES tegiut 8 pnEen

Any queries relate to the complete form, please contact at 012 766 |11 msﬁ’jgﬁtﬁmiﬁmm?ﬁﬁﬁgmsﬁgﬁmﬁgtﬁﬁmme 09k (199 999
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Non Infinity Panel Member Medical Details
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|. Patient Name:

IR HATH:
2. Pre-existing and/or chronic condition history:
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3. Symptoms:

INEEEMEiE:
4. Diagnosis:

InHIgHN:
5. Date & Time of Admission Date & Time of Discharge
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6. ICU: Daily Cost: Number of Days Total cost
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7. Board and room (room, food and general nursing services)
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Daily Cost: Number of Days Total cost
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8. Doctor Visitation Daily Fee: Number of Days Total cost
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9. Surgeon Fee:

fiwism:
10. Anesthetist Fee:
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I'l. X-ray Fee:
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12. Laboratories Fee:
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13. Ultrasound Fee:
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[4. CT Scan/MRI Fee:

§158% CT Scan/MRI:
I5. Other Fee:
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|6. Cost of Medicines for Hospitalization/treatment
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Date Name of Medicine Qty Amount
mautfiige TAme ] figa fith

Sub Total Medicine consume
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Grand Total:
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Signature, name, date and cell phone of the attending doctor

Any queries relate to the complete form, please contact at 012 766 111 msﬁigiﬁiﬁmiﬁmrg'fﬁﬁﬁgissﬁgﬁmﬁgaﬁﬁime 09k 120 999
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