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Medical Claim Reimbursement Form

Complete the form below. (All are Mandatory Fields)

Authorization Statement

« |hereby certify thatany record orinformation about me and/or any of my family members that has been provided to
(Standard Insurance Sdn. Bhd.)withthe completeinformation's, including copies oftheirrecords withreferenceto
mytravelincidentare all original submitted documents and answers with this claim form are complete and true. Any
photocopy ofthis authorization shall be taken as the original copy.

To be filled by member

Patient Full Name ‘ Date of Birth ‘

Policy Number ‘ ‘

Diagnosis ‘

How long has the patient been suffering from this sickness? Please specify the date when the symptoms first
appeared and describe how the incident occurred:

Exit from Country of Resident Date:

Entry to Destination Date:

Purpose of the Trip:

Have you made aclaim againstany other party in respect ofthis event? If yes, please provide the name of the other

Party/Insurance company: ‘ ‘

The Total Amount Claimed: ‘ Currency: ‘

Member’s Signature




