
SUBMIT CLAIMS WITH COMPLETE REQUIRMENTS TO: 
Ventis Maritime. Coup. - c/o Teta Bacolod - Welfare Ofcr. 

"K" Line Bldg- Co" Way Drive 

	

ayomar 	 AIMS FACILITATION IA! ION 

 

	

Insurance 	 Unit 26 3"' Floor Legaspi Tower 300, 2600 	ALL OFFICIAL RECEIPTS (OR)  SHOULD BE ORIGINAL 

Roxas Blvd. Car. P. Ocampo St. Malate Manil 	Please paste OR in a bond,  paP  

- 
77 

OF CLAIM 

PresentAddress 
Employer (Principal) Principal Employment Status 

0 017 Board 	0 On vacation 
Patient Relationship to Principal Patient date ofBirth Dote of Confinement Date Received Claim Phone Number 

0 Spouse 	0 Child 
0 Parents 	0 Others 

Sex Is Patient Employed? If yes, Occupation Claim Settlement Pay to 

0 Male 	0 Female 0 Yes 	0 No Payees NamelCheck Payable to., 

-TyPe-of —Claim — 

Is this flospitaV Clinicl Provider registered with theDepoltmentoplealth  

Ifirot, does it have permit to operate as Hospital Clinic and to admit In-Palient 
0 Yes 	0 No 

Hospital/ Clinicl Provider 

Claimant 

For Doto  PpFtcpt/n,t PctpinF' I Wc acknowledge thotonypersotioldot,7sectiredfroin rne/usa result of this clGhn F'/Ibc Fe dF//dp 	IttdfFt 
administration and cloirns Investi gation, For this purpose, the information may also be passed to select third parties and insurer, 

VlNe consent to you processing  sensitive data about melus and other pet-son Who may be insured under the contract. 

IlWe understand that at/ personal data IlWe supply must be occurote and IlWe have the specific consent of those other person insured to disclose theit petsollm? dota. 

We consent to 	11fF 	FIF from other insurers,Credit Gild oth 	information Age 	F to check th 	answet we have provided and will o 	1 	tt p giving ofsuch information. 

VWe declare that on settlement VWe transfer all rights ofsubrogation and recovery to tile Insurer and orltheir Loss Adjuster, Please note that we have rights to salvage and we will exercise these rights where applicable. 

Me 	lnpethFttFtFcbp t ofour knowledge and beliefthe//tfF////Ft 	n given inthis /F /11 is correct and's, 

ClairriontNome: 	 Dote: 
(IncGSe claimant Fminor, name F PP/FFFFPPYFFfFPdF 

Employer (Principal) 

/HEREBY Certify that the forgoing statement ore true and correct and complete to the best offny knowledge and belief. Icertifyfurtherthattheemployeenomed-
above  

event ofunderpayinent or overpayment ofcloirn due tochanges in thebenefits or wtongcOMPLItOtion oftlairn, out- Company and the Insulerruatuollyogree topay to  

Printed Name 	 Signatuie 	 Position/Title 	 Date Employer/ Company Representative/We] fare Office 

----------------------------------- - ----------  
Documentary Requirements for Claims 

• Duly Accomplished Notice af Claim (N0C) 
• Medical Certificate leant attending physician 

Original OR of all payments made 

• Statement of account Itemized and tutstsatiaed (sOd) 
• Supporting change slip of statement of statetttettt of account incase where hospital has no itemized SPA 
• if surgical procedure is done: Copy of Operative Repatt Hiatapatltalagpnepa,t/Ad,ttitting FFntany/ Discharge SI/Itttttaty Report. 
• lfpscate duty nurse was deemed 
• For Injury result of on occident: Oasicneqllinelnentfan patient Claims and copy of the pallet PeyotE 

In event of death of the insured, Copy of the Registered Death Certificate 

±IL1 -, 



To be Accomplished by the Attending Physician 

Name of patient: 

Dote of Birth: 
Date of confinement: 

From: 	To: 

Name of Hospital/Clinic Is the Hospital/Clinic registered with the Bureau of Medico! 

Services? 	 0 Yes 	0 	No 

Complete and Final Diagnosis 	If Injured, please give dote and place of occident) 

Short history of illness or disability 

liii! Disability or Illness arise out of and in a course of the patient employment? 	0 Yes 	0 	No 

If so, Please explain briefly. 

Is (usability doe to Pregnancy? 	D 	Yes 	0 	No 	If yes, please give approximate dote of first day of last menstruation 

 

(oln0lete if X-Ray or laboratory services were performed confinement  

Place/ Date 	Fee Charged 	 Findings 

It 	 / 	 /  

ICD Code: 

Date rc,fn,,,rv,u 	 Jrincorvrfnssrou 

Nalne of StirgeonlAiiesthesiologi.5tlOtlier Doctors who attend to claimant 

of Confinement 

Name 	 Specialty Procedure Fee Date of Attendance 

Remarks 

lllervby Certify thnt tIre forgoing answers have been taken from the nuedicol/luospitaluecouds of the above-trained patient. They 
rise fall, complete, correct and trite. 

Name of Attending Physician 	 Signatare of Attending Physician 	 Date 

Address 	Tel. No. 	License Na._______________________ 


