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OUT-PATIENT CLAIM FORM

Name of Employee: : Date of Consultation:
Name of Patient: Sex: Age:
Policyholder:

To be accomplished by the attending Physician:
Complaints:

Recommendation - Laboratory Examination:

- Prescribed Medicines:

Final Diagnosis:

ATTENDING PHYSICIAN'S SIGNATURE
OVER PRINTED NAME

OFFICE ADDRESS & TELEPHONE NO.
LICENSE NO.

EMPLOYEE'S SIGNATURE

EMPLOYER'S SIGNATURE (HRD)
" PLEASE MAKE CHECK PAYABLE TO

(To be filled up by the Insurance Broker or Company HRD Head)
Note: Please attach this form to the ORIGINAL Doctor’s Prescription and Official Receipts.



