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MEDICAL INSURANCE CLAIM FORM
(N.B. 1. This form shall not be accepted unless fully completed and signed by both the doctor and the insured.

2.No admission of liability is made by insurer by the issue of this form. .

3.To make a false claim is a criminal offence.
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provider, institution or person who has medical records or information about me and / or my family members to
provide my insurer with complete information including copies of records with reference to my illness or accident, any
treatment, examination, advice or hospitalisation. I have also been advised by APA INSURANCE LTD and have understood the

various exclusions. Any photocopy of this authorisation shall be taken as the original copy.
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I hereby confirm that the information provided above is correct and true to the best of my knowledge
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