The Heritage Insurance Company Tanzania Limited

THE HERITAGE A.lL.I. INSURANCE COMPANY (T) LIMITED
TDFL Building, Ohio Street, P.O Box 7390 Tel.138476/7/8, Fax 051-138696 Dar-es-Salaam.

MEDICAL EXPENSES INSURANCE CLAIM FORM
| TO BE COMPLETED BY THE CLIAMANT
NB:  YOUR CLAIM WILL NOT BE CONSIDERED UNLESS YOU ATTACH ORIGINAL DETAILED

ACCOUNTS
AND COPY PRESCRIPTION FOR EACH CHEMIST’S CASH SALI.

1 NAME OF POLECY HOLDER .........ccouiiiiieee e, POLICY NO.....ccoevvveeneene

2 NAME OF INSURED MEMBER .........coiuiiiiiiiii e e e e e e e e e et e e e e e e e en e e e e e eanes

3 T )

4 PATIENT’'S FULL NAMES.......cci e, M/NO.....o e,

5 Are you Insured under any other medical expenses scheme, Workmen’s Compensation,
Personal Accident, etc............ If so give particulars i.e Name of Insurers, Policy No. etc.........

I TO BE COMPLETED BY ATTENDING DOCTOR

A) SICKNESS:-

@) Nature of SICKNESS. .......oieii i e e e e e e ees
(ii) When did SiCKN@ss STart?.........cccuiiiiiiiii e e e e e e e e
(iii) Did the patient suffer from this sickness before?...... if yes, when did it start and how
Lo [T Lo N S
(iv) In your opinion is this illness chronic or
Yol U] ¢ 4 4 Vo 7R

B) ACCIDENTS:-

(i) Date......cocveeiiiiiiiiiiieeeanes Time. ..o Place......coccoviiiiiiieiieeeeee
(ii) Was patient on dUty/I@ISUIE?..........couuiiiniiiiie et et e et e eaeeae e e e eaeeaeesneennees
(iii) NALUFE Of INJUIIES. .. ceceee it e e e e e e e e e e e e e e eea e e e eea e e eneeaannn
(iv) Was accident caused by Third Party?.............. If so, what action has been

L& LG WL o T 0101 1] o1 F- 1Yo P
() Date Of fUIl FECOVETY......cieiiei et e e e et e e e e e e e e e e e e e e e e e eeaaeans

(@) OPERATIONS:-
(i) When was possibility of operation first known, suggested or considered........................
(ii) [ L W] o] o 1= - 14T TN
(iii) (D F Y (oY o o =] - Vi o] TR RN



I certify that the above treatment was administered by me or carried at my instruction by other
practitioners and establishments.

DOCTOR’S SIGNATURE & QUALIFICATION DOCTOR’S STAMP DATE

DECLARATION

1, on my behalf/patient warrant the truth of the above statements. | have not withheld or miss stated material
information relating to this claim and have no objection to insurers or their representatives communication
with my medical Doctor(s) with regard to claim.

DETAILS OF THE EXPENSES
ITEM NO. DESCRIPTION AMOUNT TShs.
1.

2.

3.




