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AMERICAN INTERNATIONAL ASSURANCE COMPANY, LIMITED
(A Member Company of American International Group)

ACCIDENT CLAIM FORM

PART 1 (To be completed by Insured or Policyowner if Insured is a minor)
This printed form is forwarded on receipt of notice of an accident and its being sent is in no way an admission of claim.
Part I & Part II of this form must be completed in full.

This is a :

  Follow-up Claim   Pending Claim

Please furnish: accident date/ hospitalization date: ______/_______/_______  (dd/mm/yy)

CLAIMANT’S PARTICULARS

  Name of Insured/Covered Member Age NRIC No. Name of Policyowner

Sex

si derusnI fi( derusnI ot pihsnoitaleRsserddA gniliaM.oN tcatnoC  
not the claimant)

  Present Occupation (if more than one, state all)

  Exact Nature of Occupational duties

  Name, Address of business or employer

  OTHER INSURANCE
  (It is Compulsory for you to complete this section if you have other medical insurance coverage)

  Is the claimant making a claim from other insurance companies?    Yes.    No.

  If yes, please state:  Name of insurance company  _____________________________        Policy Number ___________

     Amount of Benefits _____________________________________

  (Please submit a copy of other insurance company’s claim settlement letter/payment voucher & bills/receipts)

  BANK ACCOUNT INFORMATION [AUTO BANK-IN CLAIMS PROCESSING]
Name of Bank Branch of Bank Bank Account No. Account Holder’s Name

Policy No. _______________

Please indicate the type of
benefits you are claiming:
PA
AI
EADD
Others ____________

  New Claim
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INFORMATION PERTAINING TO ACCIDENT

(1) Date of accident: _____/______/______  (dd/mm/yy) Time of accident: __________________    a.m.    p.m.

(2) (a) Type of accident (please tick the relevant):

Road Traffic Accident Hit by heavy object/person Pricked by sharp object

Industrial Accident Foreign body hitting eye Burns and scalds

Slipped and Fell Cut by substance/device Bitten by insect/animal

Others (please specify):   _______________________________________________________________________

(b) Where and how did it happen: ___________________________________________________________________

____________________________________________________________________________________________

(c) Describe the extent and part(s) of the body injured: ___________________________________________________

____________________________________________________________________________________________

(d) What surgery was done or to be done? (if any): ______________________________________________________

:detlusnoC etaDyrujni eht rof uoy detaert sah ohw )s(rotcoD fo sserdda dna emaN)3(

(4) Did you submit a medical leave certificate to your employer? Yes No

(5) Date last worked prior to disability

(6) Date returned to work

(7) Date expected to return to work

(8) If you were not able to perform all duties immediately, indicate:

(a) Date returned to work

(b) Details of duties NOT able to be performed immediately

(c) Date which all duties were fully performed

   Medishield

      Name of Payor: ____________________________ Name of Payor: _____________________________

      NRIC No. of payor: _________________________ NRIC No. of payor: __________________________

(1) Dates of hospitalisation ____________________________________________________________________________

(2) Hospital ________________________________________________________________________________________

(3) Reason(s) for hospitalisation(s) ______________________________________________________________________

 NoYes
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AUTHORIZATION & DECLARATION

Date  ________________ Signature of Covered Member (Policyowner if Covered Member is a minor) ___________________

Note: No fees, commissions or charges of whatever nature are payable to  or employees of the company in respect of this c laim.

—— End of Part I ——
Thank you for completing Part I of the Claim Form. We have appended a checklist below to help you with the submission of your c laim.

Have you written down the policy number and your name?

Have you completed all the questions in Part I ?

Have you attached original Final Hospital Bills and Receipts and/or copy of medical leave certificate?

Have you signed on the Authorization and Declaration columns?

Is your signature consistent with that in the policy application?

Part II of the Claim Form can be waived if:

(1)   Rider has been in force for more than one year.

(2)   No claim on policy so far.

(3) (a) Amount payable for Hospital Income is below $500.00.
(b)

(4) Hospitalization period not exceeding:
(a) 4 days - if the basic policy / rider is less than 2 years.
(b) 7 days - if the basic policy / rider is more than 2 years.

NB. Notwithstanding the above, waiver of Part II of the Claim Form is at the discretion of the Company and the Company
reserves the right to request for medical report when it deems necessary.

CLAIM SUMMARY (To be completed by Agency Leader)

tnuomA)s( etaD)s(yaD

Total Disability / Weekly Indemnity _______ ______________________ ___________________

________________________________________________ytilibasiD laitraP

________________________________________________ytinmednI latipsoH

________________________________________________ytinmednI lacigruS

________________________________________________tnemesrubmieR lacideM

Others: ________________________ _______ ______________________ ___________________

 Total: ___________________

Agency: SP/ _____________________ Contact No. ________________________



Part II

No claim can be admitted unless medical certificate from a duly qualified and registered medical practitioner on the form
below is furnished at the expense of the Insured.


