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WULBHNFRIANNALNLEIAIAN COVID-19

(COVID-19 CLAIM FORM)
|mngy :!‘W@fﬂiﬂ1ﬂﬂ1!ﬁﬂﬁ1ﬂ"lﬂ§’3ﬂﬁ?iﬂiﬂ!!u‘uiﬁlﬂ1u!!w%m!ﬁﬂﬂ!ﬁﬁ]ﬂ1§ﬂ‘ﬂTWE]HJ1ﬁﬂ’J‘i]ﬁ\iZJ]WiﬁNl!‘]J‘]JlSUﬂii’)\iu

¢
NINFITN@QUN

Policy No.

A yx oy 1o o d
BORIIUNIVINNAUTINY 01g Tnssivm

Name of Claimant Age Tel.

a v

nog

Address

E0% o o o
yoffosziude 01y Tnsfimn

Name of Person Insured Age Tel.

)
fieg

Address

v oSy ~ @ o
Fuidhnsaeladn IUNNINUNE amungIa

Date of Covid Testing Date of Notified Hospital

anuduiug

Relationship

v oA o A v
IUNAAINYU IUNNDBINS amunena

Date of Covid Vaccination Date of Hospital

v o d
AT
Tsnilsedidy ¥ %%

Relationship

Congenital disease

Aa & =
v3senseIMIninavulasazdun

Describe Symptoms in Detail
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Describe Injury
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Give Name and Address of Hospital
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AUTHORIZATION
T hereby authorize any hospital, physician, or other person who has attended or examined me, to furnish to the company, or its authorized representative, any and all information with respect
to any illness or injury, medical history, consultation, prescriptions or treatment, and copies of all hospital or medical records, a photo static copy of this authorization shall be considered as

effective and valid as the original
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