
Terminal Illness Advance Benefit Claim
Claimant Details
Full Name

Date of Birth

Policy Number

Contact Number

Address

Email

Diagnosis Information
Type of Terminal Illness

Date Diagnosed

Name of Attending Physician

Medical Facility / Hospital

Supporting Documentation
Doctor's Certificate



Other Supporting Documents

Declaration & Consent
I declare that the above information is true and correct.

Claimant's Signature

Date
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