
Informational of the Policy Holder Academic Dept. & Year Student ID

Death Disability Critical Illness Living Allowance Medical Surgery Others

Address

Accident Description

Please provide detailed information about the accident and all medical institutions visited

Accident Time (YYYY MM DD Time)

The insurance compensation for this claim shall be paid as follows: Bank Transfer / Check

BeneficiaryPayment Recipient Legal Representative of the Beneficiary (ID Number)

Legal Representative / Guardians

Beneficiary's Account Name

Claim Applicant Signature

Claim Applicant Phone Number Signature

ID Number Date of Birth 

Bank

Can provide the photcopy of the bank book

Branch Account Number

Type of Application

ID Number

Date of Birth (YYYYMMDD)

The Beneficiary’s Relationship to the insured
Personal Parents Others



Name of Insured

Date of birth YYYY MM DD ID Number Date of Policy YYYY MM DD

Name of illness

Principal’s Signature

Legal Representative / Guardians

If princiapal under age, please provide legal representative / guardians signature with photocopy of ID 

Address

Phone Number

ID Number

ID Number


