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POLICY NUMBER: NAME OF ASSURED:

FACE AMOUNT: DATE OF DEATH:

0

DEATH CLAIM REQUIREMENTS

CLAIMANT’S STATEMENT
Fully and clearly accomplished by claimants and duly notarized.

PHYSICIAN’S STATEMENT
Fully and clearly accomplished by the Attending Physician who last attended the deceased
Insured and duly notarized.

STATEMENT OF ACCOUNT FROM THE HOSPITAL

ALL MEDICAL RECORDS/CONSULTATIONS AND MEDICAL CERTIFICATION
CLINICAL.MEDICAL ABSTRACTS & ANNUAL PHYSICAL EXAMINATION (FOR
TEACHERS) With Hospital Seal

CERTIFICATE OF DEATH
Present Original document duly authenticated by NSO and submit one Photocopy.

PROOF OF AGE OF THE ASSURED (Submit any one of the following)
< BIRTH CERTIFICATE (Present original document duly authenticated by the NSO)
< PASSPORT (Photocopy, subject to authentication)

PROOF OF IDENTIFICATION OF THE ASSURED ( 2 Valid ID’s with signature)
< GSIS/sss
< PRC
< DECSI.D.
< PROFESSIONAL LICENSE

POLICY CONTRACT AGREEMENT (Original)

MARRIAGE CONTRACT (NSO authenticated)
For the Spouse if designated as a Beneficiary

BIRTH CERTIFICATE OF THE BENEFICIARY/IES
Present Original document duly authenticated by NSO and submit one Photocopy.

AFFIDAVIT OF GUARDIANSHIP (Duly notarized)
POLICE REPORT and WITNESS STATEMENT and/or AUTOPSY REPORT.

For cases wherein cause of death was due to accidental means. Witness Statement must
be notarized :

IMPORTANT: ORIGINAL AND/OR CERTIFIED TRUE COPIES MUST BE PRESENTED FOR

VERIFICATION AND AUTHENTICATION PURPOSES.
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STATEMENT OF CLAIMANT

Dear Sir/Madam:

We have the honor to make the following statements and to give answers to the following questions in connections with
the insurance on the life of
With ASIANLIFE FINANCIAL ASSURANCE CORPORATION.

We hereby submit these statements and answers to form part of the proof of death of the Assured and my/our claim for
payment of the proceeds of Policy No. , date of policy
Amount assured, Pesos.

; Every question must be fully answered, and the Corporation reserves the right to require further information should it be
_deemed necessary. (Please write all answers legibly)

1. a. Names of Claimants in full a.
b. Ages of Claimants b.
E c. Residence of Claimants e
2. a. Name of deceased in full a.
b. Residence of deceased when policy was b.
issued
c. Residence of deceased at time of death G
; 3. Occupation of deceased: / a.
a. When the policy was issued
b. At the time of death b.
4. a. Place of birth of deceased a.
b. Date of Birth b.
c.Upon what sources of information do you base o
your answer to the preceding questions?
( Family records, Certificate of Birth, Certificate
of Baptism, etc.)
5. a. Place of death a.
b. Date of death b.
c. Cause of death G
d.
d. State of any other facts regarding manner of death
death
6. a. Give details of any illness, other than the last a.
i one ever suffered by the deceased
i b. Give names and residences of every physician b.
: who attended to the deceased during the year prior to death
. 7. a. Give date and hour when deceased first a.
} complained of last illness
; b. Give date and hour of first visit by physician b.










