GUYANA AND TRINIDAD MUTUAL LIFE INSURANCE COMPANY LIMITED

GROUP & NON-GROUP MEDICAL INSURANCE SCHEME INDIVIDUAL WORKSHEET

NAME OF EMPLOYER:

LEVEL/TYPE OF PLAN

NAME OF EMPLOYEE / INSURED:

Cert. No:

NAME OF FATIENT:

Claim No.:

AGE OF RATIENT:

Relationship:

DIAGNOSIS: Name of Provider:
BASIC PLAN MAJOR MEDICAL
OUT-PATIENT EXPENSES Amount Charged Eligible Expenses Eligible Exp. b/f
DOCTOR'SVISIT ..o e b .LESS.
DRUGS ..ot sees e [ s ..Carry.over Provision
DIAGNOSTIC (80/20 .....ceeveevveevieesereeaefeeiniencisenccsesecseseiesbecc ..Deductible
(LAB / ECG / X-RAY)
SPECIALIST CONSULT. - TVISIT ..ocveoferieieieiesieese e .. ADD
SUBSEQUENT VISIT ..oviiiiiienineeeee [ ..Hospital Expenses
EMERGENCY/HOSPIAL OUT- Overseas
PATIENT EXPENSES ......cooooiiiiiieeie e ..Less:.Co Insurance 20%
PREVENTIVE CARE .......cccoveivveivnieneec e o
PHYSIOTHERAPY ....ooeireirenenneneee [ b, ..SUB-TOTAL
OPTICAL (80/20) ...vevveverieieieriesieeeesienees oo sh e see s e .Air Eare
DENTAL (80/20) ...coveteieenieeeeierenienieere b seeee e ..Less:.Co-Insurance 20%
ACQUIRED IMMUNE
DEFICIENCY SYNDROME .......cccovceevvcfereiineiiiiiiiceieeseeee [ ..SUB. TOTAL
NORMAL DELIVERY ....coooieivieiirieinieieseb e e
CAESAREANEXtra UterindPregnancy.... fo.eeeeeeeereieeseesesieesie oo . TOTAL REFUND
MISCARRIAGE ........cocevrireiieneeseseee oo b frmos
HOSPITALISATION REMARKS
From To
DAYS ettt [ e e
Hospital MiSC. EXPENSE .......coiieveiieenieeibreiinneeeeeeseesieeie e b bce,
PHYSICIAN FEE ......ccooviiiiiniinieneeniesbesincisnesveseseesee e e,
SURGEON'S FEE .......coviiieireinennene e e
ANAESTHETIST FEE .....ccovoivievvceeee i feeeesses e,
AIRFARE ..ottt se e e e
TRAVELLERS HEALTH ....ccooiiiirinienecd i e
SUB-TOTAL | s

ELIGIBLE EXPENSES/f to
Major Medical PlaffADD)

TOTAL REFUND

Date Claim Received by GTM: ................

Prepared DY: ..o Major Medical Rechecked by: ..o eroup Dot 26:27




HEALTH INSURANCE CLAIM FORM

To be completed by
Doctor/Dentist/Optometrist/Ophthalmologist/Pharmacist

Note: Dental Providers, kindly utilise the
diagram at the top right to circle tooth receiving attention.

Name of Employer:

Name of Patient Date of Birth
Address Insureds Certificate No.
Telephone No. Name of Doctor/Provider

Services Rendered
Date Diagnosis(INBOLDLETTERY) (Specify name of DrugJests | Charges Co-
Visited & Procedures Completed) Payment

When did symptoms of this ailment first appear or accident occur?
Did your injury or sickness arise out of your employment? ed’"gtate when
Is patient covered under any other Medical Insurance Plan? es’IfgiYe name of Insurance Company
and Group Plan insured under

Stamp Signature of Doctor/Dentist/Ophthalmologist/Pharmacist Date

EMPLOYEE’S STATEMENT

I hereby certify that the foregoing answers are true and correct to the best of my knowledge and hereby authprise
Doctors, Hospitals/Institutions and other persons who have treated me, to furnish full information regarding this cjaim
The Guyana andrinidad Mutual Life Insurance Company Limited.

| hereby authorise payment dirlgcto the Hospital and/or Physician named on this Health Insurance Etzim
payable to me or so much thereof as may serve to satisfy my indebtedness or that of my dependants for the treatent
or service supplied. | understand that | am financially responsible fayeshaot covered by the Group Palicy

Date Signature of Employee/Patient Identification #
(Compulsory)

Group Dept 26-27
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