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CLAIM FORM 
(Please fill full the following information)
I. THE INSURED: 
Full name: …………………………………. ID /Passport No.:.……………….. D.O.B: ……………………….......................
Adress:	…………………………………………………………………………………………………………………………..
Current workplace: ………………………………… Job title: ………………………………………………………………..
Email: ..…………………………………………………..Phone: ……………………………………………...........................
Policy no: ………………………………….. Valid from ………………. ……….….to ………………………………………
II. THE CLAIMANT: 
The Claimant must be the Insured or the Insured’s heir/ father/mother/ legal guardian or legally authorized person if the Insured is under 18 years old. Please fill full if the Claimant is not the Insured. 
Full name: ……………………… ID no/Passport no: ……………… D.O.B: …………………………………………………
Current workplace: ……………………………………………………Job title: ………………………………………………
Email:..…………………………………………………..Phone: ………………………………………………………………
Insured relationship: …………………………………………………………………………………………………………….
III. INSURANCE EVENT: 
Date of incident: ………………… ……………Place of : ……………………………………………………………………..
Treatment :  Outpatient       Inpatient                               From  …/…/….. to …/…/…..
Doctor’s diagnosis: ……………………………………………………………………………………………………………..
Description: ……………………………………………………………………………..............................................................
Incurred loss expenses: …………………………………………………………………………………………………………
Have you suffered from these symptoms or diseases before?(If yes, please describe in more detail)  Yes    No
…………………………………………………………………………………………………………………………………..
Is the Insured covered by any other active health insurance provider? (If so, please provide the company name):  Yes     No        Insurance Provider Name: ……………………………………………………………………………………………..
IV. PAYMENT REQUEST:
	1st Beneficiary
	2nd Beneficiary

	Amount claim: …………………………………………….
Transfer               Cash
Name: ……………………………………………………...
ID /Passport No.: ………………………………………….
Account No: …………………………………….................
Name of Bank: …………………………………….............
	Amount claim: …………………………………………….
Transfer              Cash
Name: ……………………………………………………..
ID /Passport No.: ………………………………………….
Account No: …………………………………….................
Name of Bank: …………………………………………….


IV. DECLARATION:
1. I hereby undertake that the information provided above is entirely truthful, accurate, and complete as of the date of this Request Form. In the event of any untruthful or erroneous information, I shall assume full responsibility in accordance with the law and the terms of the insurance contract. Any information or feedback sent from the aforementioned email address shall be deemed my official written confirmation.
2. I commit to using the medical invoices and documents related to the treatment period mentioned above solely for the purpose of claiming medical expenses within the scope of coverage at BIC, and I shall not use such documents to claim duplicate benefits from any other entities.
3. On the basis that BIC fully complies with legal regulations on personal data protection:
- I agree to allow BIC/its authorized representatives to collect, use, and process my/the Insured’s personal data for the assessment of insurance benefits and the performance of the signed Insurance Contract, in compliance with the Law on Personal Data Protection and other relevant regulations.
- Furthermore, I authorize BIC/its authorized representatives, to the extent necessary, to contact, work with, and request relevant third parties (including but not limited to medical facilities, doctors, and healthcare providers where I/the Insured have been or are being treated, as well as other competent authorities) to provide and collect medical records, health information, and other documents necessary for the claim settlement process.
4. The Beneficiary is responsible for notifying the Insured/the Insured’s Guardian/Legal Heir of BIC's settlement decision and transferring the insurance proceeds paid by BIC to such parties. BIC shall not be held liable for any disputes or claims arising from the transfer of insurance funds between the Beneficiary and the Insured/Guardian/Heir.
5. I agree that within one (01) business day from the receipt of the Claim Settlement Notice sent by BIC to the registered email (*), if no feedback is provided, it shall be understood that I have accepted the settlement plan as notified and waive any further claims regarding this insurance event.
                                                                                                                            …….. date …. month …. year ……
	

	

	The Insured/ The Claimant 
  (Signature & Full name) 
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