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Flexible Accident & Sickness 
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Reg No. 1992/005557/07

PO Box 1112
Houghton
2041
Telephone 0861 327 222 (0861 FASACC)
Fax 011 643 5536

CLAIM FOR SERIOUS ILLNESS BENEFIT

· The issue of this claim form does not imply an admission of liability by the Company.

· The policyholder is responsible for the payment of any fees in connection with the completion of this form and the submission of supporting documents 

· Only a fully completed and signed claim form, with the accompanying medical certificate,  can receive our further attention

Policy Number …………………………………………….. Effective Date
……………………………….
Full name of Insured …………………………………………………………………………………………….
Full name of Claimant ……………………………………………………………………………………….….
ID number or date of birth ……………………………………………………………………………….……..
Postal address …………………………………………………………………………………………………..
……………………………………………………………… Telephone number (daytime) ………………….

Type  of illness (please tick):

Heart Attack ………….Stroke ………….Cancer ………….Paraplegia ………….Blindness ………….
Major Organ Transplant ………….Kidney Failure ………….Coronary Heart Disease …………….….

When did symptoms first appear…………………….When did you first consult a doctor …………………

Name and address of doctor consulted: …………………………………………………………………..…...
………………………………………………………………………………………………………………...........
Name of Hospital where you were treated ……..……………………………………………………………...
Telephone number ……………………………………….

Name and address of regular family doctor ………………………………………………………………..….
……………………………………………………………………………………………………………………...

Details of medical assistance sought in the last 5 years (minor illnesses such as colds and flu may be omitted)
………………………………………………………………………………………………………………..…….
……………………………………………………………………………………………………………..……….

DECLARATION

I hereby declare and warrant that the information given in this claim form is in every respect complete and true.

I authorise any medical practitioner, hospital or other person to provide Flexible Accident & Sickness Acceptances with any information they may require relating to my medical history and the injury or illness to which this claim relates.   I agree that this consent shall remain in force at all times, and that a photo-copy or fax of this declaration shall be accepted as the original.

Signed by the Claimant or his/her legal representative ……………………………………………………….

Date ……………………………………..

MEDICAL CERTIFICATE FOR CLAIM FOR SERIOUS ILLNESS BENEFIT
To be completed at the policyholder’s expense by the principal medical practitioner attending to the patient.

Please complete parts 1 and 10 and the appropriate one of parts 2 to 9

Part 1

Patient’s name
 ……….…………………………………………… Date of birth ……………………………

Are you the patient’s regular/family doctor?   

Yes/No

If so, please give details of the patient's medical/surgical history for the last 12 months 

………………………………………………………………………………………………………………….
………………………………………………………………………………………………………………….
………………………………………………………………………………………………………………….

Type  of illness (please tick):

Heart Attack ………….Stroke ………….Cancer ………….Paraplegia ………….Blindness ………….

Major Organ Transplant ………….Kidney Failure ………….Coronary Heart Disease ……………….

When did the patient first become aware of the symptoms? ……………………………………..…….
When was medical advice sought? …………………………………………………….………………….
Has the patient suffered from this disease in the past?
Yes/No
If yes, please give details

………………………………………………………………………………………………………………….
………………………………………………………………………………………………………………….
………………………………………………………………………………………………………………….
Do you know of any factors regarding past or present health, habits or lifestyle which may have contributed to any health problems?

Yes/No
If yes, please give details

………………………………………………………………………………………………………………….
………………………………………………………………………………………………………………….
………………………………………………………………………………………………………………….

Part 2
HEART ATTACK defined as death of a portion of the heart muscle due to inadequate blood supply to the relevant area.   The diagnosis must be based on all three of: a history of typical chest pain, new ECG changes and elevation of cardiac enzymes.

What was the type and extent of the infarct? …………………………………………………………………………..…….

History of chest pain? ……………………………………………………………………………………………………..…….

State new ECG changes and date of ECG …………………………………………………………………………….….....

Has ECG ever been done before?   Yes/No

If yes, when? …………………………………………….……

State date of test and cardiac enzyme levels ………………………………………………………………...……………...

CPK ……………..
AST ……………..
MBCK ……………..
CK ……………..
LDH …………….

State following up levels if done, and dates ………………………………………………………..………………………...
…………………………………………………………………………………………………………………..

Part 3

STROKE defined as any cerebrovascular occurrence or accident which produces neurological sequelae lasting more than 24 successive hours and including infarction of brain tissue, haemorrhage, and embolization from and extracranial source.    There must be evidence of permanent neurological deficit.

Sate specific type of incident ……………………………………………………………………………………….

Cause ………………………………………………………………………………………………………….……..

Neurological sequelae present and how long did they last …………………………………………………….
………………………………………………………………………………………………………………….……..

Evidence of permanent neurological deficit ………………………………………………………………………

Part 4

CANCER defined as a disease manifested by the presence of malignant tumour characterised by the uncontrolled growth and spread of malignant cells, and the invasion of normal surrounding tissue.   All cancers diagnosed and treated by primary biopsy only, that is not requiring any further surgical, medical (chemotherapy etc.) or radio therapy, or other modalities are excluded.   The term "cancer" also includes leukaemia and Hodgkin's Disease but excludes all skin cancers and cancer-in-situ (including melanoma-in-situ).

State site and extent of neoplasm ………………………………………………………………………….……

Is it malignant or non-malignant? …………………………………………………………………………..…...

Has staging been carried out?

Yes/No
If yes, please give details ……………………………….
………………………………………………………………………………………………………………..……..

Please comment on invasion of metastases …………………………………………………………………..
…………………………………………………………………………………………………………..…………..
Part 5

SURGERY FOR CHRONIC CORONARY HEART DISEASE defined as open bypass surgery or surgical treatment of coronary disease.    This excludes angioplasty and any similar intra-arterial procedures.

Type of surgery procedure and date …………………………………………………………………….…………..

What were the events predisposing to surgery? …………………………………………………………..……….
…………………………………………………………………………………………………………………...……….

Part 6

PARAPLEGIA defined as total and irreversible loss of the use of both legs or both arms.

State extent, e.g. irreversible, complete, partial, permanent, temporary

…………………………………………………………………………………………………………………….

Limbs involved ………………………………………………………………………………………….………

Cause …………………………………………………………………………………………………………...

Part 7

KIDNEY FAILURE defined as end stage renal failure presenting as chronic irreversible failure of both kidneys to function, as a result of which regular renal dialysis must be instituted.

Is there chronic irreversible failure of both kidneys?

Yes/No

Please give dates and results of kidney function tests done ……………………………………………………
………………………………………………………………………………………………………………..………..

Has regular renal dialysis been instituted?
Yes/No
If yes, at what frequency ……………………….

Part 8

MAJOR ORGAN TRANSPLANT defined as human to human organ transplant from a donor to the insured person of one or more of the following organs:  kidney, heart, lung, liver, pancreas or bone marrow.   The transplantation of all other organs, parts of organs or any other tissue transplant is excluded.

What organ was replaced? ………………………………………….……..………

What was the underlying disease? ……………………………………….………

How long was disease present? ………………………………………………….

What was the source of the replacement? ……………………………………….

Part 9

BLINDNESS defined as the sudden total and irreversible loss of vision in both eyes.

Is sight loss total and irreversible?

Yes/No

What was the cause? ………………………………………………………………………………………….

When was loss of sight first noted? …………………………………………………………………………..

Part 10

Please include copies of all relevant reports, and indicate below which reports are enclosed.

Histology

Radiology (scans, X-rays, MRI etc.)

Laboratory test results

ECG tracings

Investigation/procedure reports (e.g. angiography)

Any other documents which may be relevant

MEDICAL PRACTITIONER’S DETAILS AND DECLARATION

Name ………………………………………………………. Qualifications ………………………………….
Postal Address …………………………………………………………………………………………………
……………………………………………………………... Telephone number ……………………………..

I hereby declare that all information is to the best of my knowledge and belief factual, true and correct and that no material information has been withheld or omitted.
Signature …………………………………………………... Date……………………………………………..


