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	CLAIM FORM
(Please complete the required information 
and return the completed form to PVI Insurance immediately after treatment)

	
	


A. INFORMATION OF THE CLAIMANT
	Name of the Claimant :

	Relationship to the Insured Person :

	Tel. No. (*) :
	E-mail (*) :


B. INFORMATION OF THE INSURED PERSON (*)
	Name of the Insured Person :
	Gender:  Male      Female

	ID/Passport No. :
	Date of birth:

	Policyholder :
	

	Policy No. / Ins. Card No.:


C. TREATMENT INFORMATION (*)
	Date of accident :
	Location of accident : 

	Date of treatment :
	Date of admission : 

	Medical facility : 

	Medical Diagnosis :

	Type of treatment :  Out-patient      In-patient – from ………………… to …………………. 

	Is the Insured Person currently receiving full or partial reimbursement of the medical expenses related to this case from another insurance provider?

	 No               
	   Yes, from the following company : 

	
	For the amount of :


D. INFORMATION OF PAYMENT (*)
	Insurance Benefit Claim Details
	Method of payment and
Information of Beneficiary

	1. Estimated total claim amount : 
	 Cash
 Bank transfer
Beneficiary : _______________________ 
Bank Account No.: _________________
Bank name : _______________________


	2. Insurance claim for :

	 Death
 Disability
 Medical expenses
 Emergency evacuation
 Allowance
	

	Remark: Please kindly provide the electronic invoice (XML file) via the link provided in the email notifying you of the receipt of your claim.


(*): Required information.
E. DECLARATION AND AUTHORIZATION
1. I, the undersigned claimant, hereby declare that all information provided above is true, complete and accurate. I accept full legal responsibility for any false, misleading, or omitted information, as well as for any disputes relating to the entitlement to the insurance benefits. I acknowledge that any such discrepancy may result in denial of this claim or delays in its processing.
2. I further agree to reimburse any overpaid amount in the event that the insurance benefits paid exceed the entitlement as specified under the terms and conditions of the Policy/Certificate of Insurance.
3. I also acknowledge and consent to PVI Insurance and its authorized representatives contacting any third party, including but not limited to current or previous medical practitioners, to obtain any information necessary to assess this claim.
4. I     ☐ consent           ☐ do not consent
to PVI Insurance disclosing and sharing my medical records, information relating to my medical examination and treatment, and other documents relevant to my insurance application and/or insurance benefit claim with the insurance broker/ insurance agent (if any), to the extent necessary for the purposes of consultation, review, assessment, and processing of the relevant application and/or claim. I undertake not to make any claim against PVI Insurance in the event of a personal data breach caused by the insurance broker/ insurance agent. My consent or refusal to consent to the sharing of such information shall not affect my entitlement to insurance benefits under the Insurance Policy.

Note: With respect to Items 3 and 4 of Section E above, where the Claimant is not the Insured Person, by signing this Claim Form, the Claimant warrants that (i) the Claimant has full authority to sign and confirm the relevant information; and (ii) the Claimant shall hold PVI Insurance harmless from and against any and all claims, complaints or legal proceedings of any kind arising out of or in connection with the information so confirmed.
	
CONFIRMED
(Signature and stamp of either the Policyholder or 
the Competent Authority at the location of the accident) 
	…………, date ……/……/……

	
	CLAIMANT
(Signature and full name)




(*) Mandatory information to be provided
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