eTiQa

Takaful
HOSPITALISATION BENEFIT (HB) CLAIM FORM (GROUP CLAIM)

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.

L0 011 =03 B 1[0 3
Broker/ Account Manager's NAMIE & .........oouiiiiiiiei ettt ettt

Broker/ Account Manager's Contact NO. : .......cuiiiiiiiiiiie ettt nr e

Instruction — Supporting documents required
[ HB Claim Form
[ certified true copy of hospital bill / invoice
O certified true copy of Participant and/or Claimant’s IC
O Labarotary test result, X-ray, MRI/CT Scan, Ultrasound, HPE / Biopsy Report (if any)

Ul For HB claim of RM 500.00 or lesser and policy duration more than 2 years from policy inception or reinstatement, whichever is later

Discharge Summary / Discharge Notes with diagnosis written, signed and stamped by the attending doctor
O For HB claim above RM 500.00 and/or policy duration less or equal to 2 years from policy inception or reinstatement, whichever is later

Hospitalisation Benefit (HB) - Statement of Medical Examiner

1. Participant’s Details

N T [ =T (o] o= T | PPN

NRIC NO. @ .o BC/OIdICNO. ©.covviviiiiiiiiane, AE &
Sex: []Male []Female Date of Birth : .........ccooeiiiiiiants Marital Status : ..................
COrTESPONAENCE AQAIESS & ..ottt ettt ettt ettt e e e
Mobile Phone NO. : ........covviiiiiniiiiiece, Office Phone NO. & ..o House Phone NO. : .......coveviiiiiiiiinnn.
Fax NO. & ..o E-Mail AQAreSS & oo

If working, please state :

1) PIESENT O CCUPAtION I ..ttt ettt et e e e et e et et e et aaaaas
i) Exact nature of 0CCUPAtION @Nd AUEIES © .. ... ..ottt
iil) NamMeE & adaress Of EMPIOYET & ..ot

iv) Office Telephone NO. @ .....ccooiiiiiiiiiie e V) Date jOiN COMPANY [ .ooviiiiiiiiieiieeiee ettt b e

2. Claimant’s Details (If other than Participant)

N g Lol o A O P T T T | PP PPRPN
NRIC NO.I e Old IC NO. & it
(o] g7 oTo] lo (=T g Lot =R Ao [0 [ £=E TP TRPTRUPIN
Mobile Phone NO. @ .......cccoiviiiiiiiee e, Office Phone NO. © .....coovviiiiiiiiciee e House Phone NO. & .....c.coiniiiiiniinn.
FaxX NO. & oo E-mail AQAreSS: ..o
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3. Hospitalisation’s Details

i [N E= L g Lo o g T= TS A [T Vo g o1 USSR
ii. Date Of diagnNOoSiS & ...oooivevieiiiiie et (dd/mmlyyyy)

iii. 537 00] o] 1000 530 11§ TSP P PP
iv. How long the symptoms existed prior to first hOSPItAlISAtION 2 ........c.eiii ittt e s in e e
V. Date of first consultation : ..........ccceevieiieeniinceeeee e (dd/mmlyyyy)

vi.  Name of first clinic / hospital consulted for this IllNESS / INJUIY & ... e e anas
Vii.  Address of the ClINIC / NOSPITAL 1 ... . ettt et et et et e e et et et et e e e e e eneenas

Viii.  Contact NO. Of the ClINIC / NOSPILAl & ... .. e e ettt e ettt e ettt et et et e e e e et e e e e e e eneans
iX. Date Of AdMISSION: .....cooiiiiiiiiiiiii e (dd/mml/yyyy)

X. Date of DISCharge: ......cccceeivieiieiie e (dd/mmlyyyy)

4. Name(s) of all medical practitioner(s) and clinic(s) / hospital(s) which (I/Participant*) have /has, sought or received medical treatment, advice,
consultation and/or check-up within the past three (3) years.

Date of Consultation or Treatment etc. | Name of Doctor (s) Name, Address and Telephone No of Clinic / Hospital

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

5. Are there other policies in force on the Participant’s life taken with other companies? O Yes I 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 bank account details in order for us to credit the payment directly into Claimant’s bank account.
Bank: ...coooviiiiiiiii Bank Branch: ... Account NO: .....ccviiiiiii
Bank Account Holder NAme: ..........oe e e e et e e s e et a e a e a e e a e e nrrans

Company Registration No.............cooeviiiiiiiiiiciee (Eg:266243D)

DECLARATION

| hereby declare that the foregoing answers and statements on the Participant are complete and true to the best of my knowledge and belief, and that | have withheld no
material facts from the Company.

And | hereby authorize any medical practitioner, surgeon person, hospital, clinic and any other institution or organization to furnish to Etiga Takaful Berhad or its
representative any information that maybe required concerning my health conditions, for settlement of this claim. | agree that Etiqga Takaful Berhad or its representative may
use or disclose any of the information collected or held to third parties such as reinsurers, medical examiner or medical consultant, claims investigator and etc. within or
outside Malaysia for the purpose of processing the claim. | agree that a photocopy of this authorization shall be considered as effective and valid as original.

Signature / Thumb print of Life Assured - Signature of Witness Authorized Signature of Contract Holder & Company’s
Stamp
Name: Name : Full Name :
Date : NRIC No : Designation: -
Date : Date :
Contact No.
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eTiQad

Takaful

LETTER OF AUTHORISATION / CONSENT

To Obtain Further Medical information

TO WHOM IT MAY CONCERN

N T Loyl oV a1 (od] o - | PP
NRIC NO. e (NEW) e (Old)

CONrAaCE NO. L.ue i e

OO , NRIC NO. oo, 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 (“Participant”)
and to provide such information to Etiga Takaful Berhad and its authorized service provider and/or its employees in order to process my takaful 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 Participant / Claimant (If Participant is a minor)
NaME: L
Relationship with Participant: ............c..cooiiiiiiiinieen,

D | (= S
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Etiqa Takaful Berhad (2662430)
Level 19, Tower C, Dataran Maybank, No 1, Jalan Maarof, 59000 Kuala Lumpur !
T +6032297 3888 F +603 22973800 E info@etiqa.com.my ariumpian (@ Maybank



