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.
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Policy No. (See in your membership Card)

Insured Name

How did the accident occur?
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Employee name Sex Age Claimant name (if dependant of employee) Sex  Age
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Is your company subscribed to the NSSF scheme? Yes No|:| if yes, has a claim been sub‘mitted to NSSF? Yes —No
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Where is the scene of accident?
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What is the extent of injury?
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Date 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: Inpatient Outpatient Private Room Semi-private Room

What was his/her complaint when he/she first saw you?
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Diagnosis
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| (We) confirm and certify that the above details are true and correct.

Signature, name, date, telephone and clinic stamp
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Any queries relate to the complete form, please contact at 012 766 |11 ‘H]Sffi%i%ﬁﬁ‘]iﬁ"tmﬂ%ﬁﬁﬁ@mstgﬁmﬁ@‘ﬂﬁﬁtme 09k 199 999




