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Date of incident Time Place of incident Occupation at time of death
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Details of incident
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Any policy with other company Yes No If yes, please give name of company Amount of sum insured
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I confirmed the above statement is true & correct.
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Signature Claimant (Beneficiary in the policy) Tel. Email
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Letter of Authorization

I hereby authorize the hospitals, doctors, or others involved with the medical treatment to report related injuries, history of medical treatment, medicines prescribed, and

provide copies of hospital medical records to the insurance company, or a representative of the insurance company. This authorization letter can be treated as an original

document.
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