
HOSPITALIZATION CLAIM FORM – GROUP LIFE 
 

Claimant’s Details (To be filled by the Employee): 
 

Scheme Name:___________________________________________________________________ 
 

Staff Member Name: ______________________________________________________________ 
 

Staff Member Address:_____________________________________________________________ 
 

Staff Phone Number:______________________________________________________________ 
 
Staff ID Number:__________________________________________________________________ 
 
 
Signature of Member: ______________________________ Date:__________________________ 

 
Hospitalization Details (To be filled by the Doctor): 
 
Hospital Name:__________________________________________________________________ 

 

Date of Incident: _________________________________________________________________ 
 

Date of Admission:________________________________________________________________ 
 

Date of Discharge:________________________________________________________________ 
 
Doctor’s Name:__________________________________________________________________ 
 
 
Signature of Doctor: ______________________________ Date:___________________________ 

 

 

 

 
Hospital Stamp: _________________________________________________________________ 
 
Payment’s Details (To be filled by the Employer): 
 
Payee Name:____________________________________________________________________ 

 

Bank Name: ____________________________________________________________________ 
 

Account Number: ______________________________ Branch:___________________________ 
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