FORTUNE GENERAL INSURANCE CORRURATION
A5 Citystane Sonteg, 208 Shaw Bivd., Pusng ity Philipmnns
Tk Lisges: §0373 B -495

v e ninal 3 EaRin

CLATNE REPORT
ACCIDENT & HEALTH INSURANCE

fua-totlinese:
Note: In cage-of dewith wiile rlding as @ passenger, the Pallce Report
miust imﬁeata hast the pergoivis-a presengar of a Passenger uﬁllty

Maeﬂiﬁalvﬁzsc:harga Sumiriay / Admitling History
Curtificate-shinstrdncs / Endorsemont

FART A - TO BE FILLED UP BY THE INSURED | CLAIMANT

[Wame of Group, I group peliey

FilfName of the Insued
“Rddress
" Rotationenip of Glalmant to insured

. @ Date Injuréd or dato of iness;  Month Day. ., I .. Year
b. 1 injured, describied:-in detall where and how the ac:etdant happenad

. hdue 16 lvgse, descilie natufe

Tineas, ave yoit recelvad madicar treapyant
e Bafors this.condition ¢ f Yas , Plaase give datal

LDated

Tidioats name ang adarass of altending PRYSICIAN OF SUTGEOR.:

Nams: _ , v , Address:t

¥ Hosphaiized ,
Hospital Name:: . iy, DRSS

" Period of hospital confinerment :
From: | . . o fey

1 Privacy Consent Statement, | declare that 2l the infarmation that | provide i this form are mima. trug, correct, z:md updated, By suhmﬁung tl‘us
incitlent. Report, | authiorize and provide my explicit constint to- FOEN' Duty Provessing, Profilig end Sharlng provisions as raguired under
Repuiblle Act 10173 and other-applicablelaws and regulations: telso sgreeito FOEN's Privacy Foliey:

Trsired / Cialmants Signafire / Date



AUTHORIZATION

I hereny authorize my physician, hospital or any person who has attended or examined me (o furnish Fortune General Insurance Curporation or
its authorized reprasentative, any of all information with regard to any ilness or injury, medical history, consultation, preseription of keatment,

capies of all hospital medica) recards. A photocopy of this autherization shall lys vafid as the orfginat.

Signature of Insured / Claimant - ., Date Slgnad ;

Address » ) Tel. { Mobile Mo.

PART B - ATTENDING PHYSICIAN'S STATEMENT

Patlent's Mame : Age e St

Nature of liness ot injury -

a. Chief Complain

. Final Diagnosls

¢, Belef history of prasent ilhess

. Complication, if any

. f fracture or disfocation oocurred, state whether complete ot incormplete

f, If logs of sight, cheek whether i Right Bye o Left Eve . Both Bye
v Entire and trrgcoverable F* Partial and Recoverable

When dict the symptoms first appear or the Ineldant happen?

s the candition due to pregnancy? t Yeg . Np

: When did the patient firét consutt you for this condition?’

Nature of surgical or obstetrical precedure, it any (describe fully)

Was patlent hospitalized? " Yes 1 No  Date Admitten: Rate Discharged:

Name of Hospital: Address;

How long the patient was or will be ean’tinuousi_y-t totally disabled (unable to work)?

Is the condltion due to injury or sickness arising out of patients employment?

Attending Physician -

Signature :

License No. ;

PTR No.

Pate ;

FRAUD WARNING

“Seetion 251 of the Insurante Code, as amended, fmposes a fing pot exceeding twice ths amount claimed and/or Imprisonment of two (2) years or
Both, at the diseration of the court, to ANy person wha presents or calises to be presentad any fraudulent claim for the payment of 2 Inas under the
conlract of nsurancs, and whe frauculently preparas, makes or subseribgs. any writing with Intent to present or use the sams, or to dllow it to ba
prasented In support of any claim,” '




