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The Claimant must fill in and answer all the relevant questions below fully and accurately then submit the relevant

documents for Claim to Ly Hour Insurance Plc within 30 days from the discharged date. Any delay for claim

submission caused by hon-compliance of aforesaid may the LHI company will not cover or will not responsible for.
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POLICY NUMBER

CLAIMS NUMBER
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Date of birth Occupation
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The patient is
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Sex & Married Status
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Admission Date Discharged Date
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Diagnosis
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Hospital/Clinic's Name
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§ ( Details of Claims and related information )

e RAgSHIR uEARNRIEMINENIAIANY

=3 1%

Name of Critical Iliness you are claiming for
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Describe the symptoms including date of onset
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How long have you been having these symptoms ?
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The name of doctor you first consulted for illness
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The name of your regular doctor
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Have any of your immediate relative suffered from a similar or related illness ?
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Are there any other illness/complaints suffered by you, prio to this critical illness ? If so, please give details
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Are you claiming for similar benefits with anoother insurance company ? If so, please state
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Name of Insurer Amount of benefit Has claim been submitted ?
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If you wish for payment of the above claim (if any), please kindly state the details of your bank acount, kindly state the details
of your bank account in the space prescribed below. Payment made into this bank account (if any) will be deemed to be a

receipted in favore or the Insurer and discharges the Insurer from further liability in respect of such payment.
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[ hereby declare that the information disclosed in this form and in all documents in support of this form is true and
complete and that | have not withheld from LyHour any information within my knowledge with regard to the loss which
would be relevant to the claim. | accordingly understand and agree that the Insurer may reject the claim pursuant to this
form and supporting documents(s) submitted are incomplete and/or not in order OR the information in the supporting

document(s) in supporting document(s) in support is untrue.
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Claimant's Signature : Wetness's Signature
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