LIAISON

— EROUE ~
MEDICAL EXPENSES CLAIM FORM

To avoid delay and 1necessary correspondence in the settlement of claim, please observe the following
requirements:,

1. Complete a separate claim form for each illness/accident in respect of each person in the scheme

2. The original detailed accounts and copy of prescription note must be attached to this form
3. Doctor's certificate must be completed by the MEDICAL ATTENDANT.
4. Ensure that all questions below are answered.
5. To be completed in duplicate if costs are on account. Copies to be left at the clinic and at the chemist to
be forwarded to Liaison for processing.
A. PERSONAL DETAILS
Name of employer ..o o A AR SRR K T SRR B R S SRR B s R A
Name of the emplOYEe .......coevniiieieieiceieeiie e eeeee v Patient's Tel. ..c..coviiiiiiiiiiie e eeiee s
Name of the Patient .......cceeiiiiiieireeiie e vae s e e saeeeernnnns MeEMbBEr NO. .uuiverieiiiiiireeeeeraee e e e erareeiens

B. MEDICAL INFORMATION (To be completed by the doctor/physician treating the patient)
EXACt NAtUFE OF @SS oo oottt etee s e e e et e e e e e e e seban e e st am e e e e smba e e e e ean e eeeennas
Date CONMSUIEBM ....oeveieieiiiieieeeeei e eiesee s ee e e e e s es e e e aa e steee e aam e e s s e e e e e e nsa s s e e e e smsmame e e e emseeeeeeeeenrnnnes
N A S S T T s T T e o e T e s DO T O S R N I T e s o A R SR s TR
0 your opinion i5this Ilaess chronic of FECUNTIBOTY o ims i s s S s e s

Any underlying conditions which could result this illness or iNjury? ..........cceoiieiiiimiiei e

C. CERTIFICATION BY MEDICAL PRACTITIOINER
| certify that the statements above correspond with my specified treatment.
Name and address of Doctor/PhySician ......ccovoviiieeiiiieie e aennr e s T B A R P e pis A s
RAIIERBONE .o cusivsssimsismnsundiomssss s sunssssms  sa e e S AS oSS I S 5 A A S N BB R T
Doctor's SIgnature .........eeevvvieieieveitien e cerne e e aeanns SEAMDEA ..nrinessresnsnssirssmssnssitesssvsarasatammnenssgnsraans
D. CLAIM VOUCHERS
Please attach all original receipts, invoices and copy of prescription notes relating to the claim and list below:
Doctor's consultation  KShs. ......c..oooooiiiiiiiciccinnn, Doctor's STAMP ...cccvuiiiiie e
Lab & X-Ray Charges KShs. ..........cccooiieiieieriiiiiiiieeeeens Chemist's Stamp ................
Other Charges (Please specify .........ccocceveeeeceviiniiiiiiiennns Provider's StampP ......cveeeeeeeiieeeeeeeceee e e e
E. DECLARATION

| hereby declare that all particulars stated above are true and correct. That | have not withheld from Liaison
Group (I.B) Ltd. any information relating to this claim. | have no objection to the Liaison Group (1.B) Ltd. and/or
their representatives communicating with the Doctor/Physician or hospital, | have consulted or visited and
shall submit to any medical examination(s) if so required by Liaison Group (1.B.) Limited.

Liaison Healthcare Ltd
Liaison House, State House Avenue P.O. Box 58013-00200, Nairobi, Kenya
Tel: +254 703 071 111/100 Email: careteam@liaisongroup.net; callcentre@liaisongroup.net
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