®' PIONEER’

Hospital Cash Claims Guide and Checklist

In case of hospitalization or accident, please call +63 2 8588-5055 or email us at pliclaims@pioneer.com.ph for Claims Assistance.
Our lines are available from Mondays to Fridays, 8:30AM - 5:30PM

For easy reference, here’s a basic requirements checklist for each benefit. You may choose which form to fill out depending on your claim.

o Daily Hospital Cash
L— L Confined due to sickness or accident?

[J Hospitalization Claims Form
[J Statement of Account from the hospital stating admission & discharge dates
[1Medical Records
[J Photocopy of Insured’s valid ID
Additional documents might be requested if necessary such as:
= Official Police Investigation Report
= Driver’s license (if the insured was driving when accident occurred)
= Motorcycle Certificate (if loss was due to a motorcycle-related accident)

Accidental Death
[J Claim Forms (Certificate of Claimant/Beneficiaries & Certificate of Attending Physician)
L1 Certified True Copy of: - Birth and Death Certificates of Insured
- Birth Certificate of Beneficiary (if child)
- Marriage Contract of Beneficiary (if spouse)
[J Photocopy of any valid ID of the Insured and the beneficiaries
[] Official Police Investigation Report
Additional documents might be requested if necessary such as:
= Autopsy or Post Mortem Examination Report
= Driver’s license (if the Insured was driving when accident occurred)
= Motorcycle Certificate (if loss was due to a motorcycle-related accident)
= Affidavit of Guardianship for minor beneficiaries

i® o Dismemberment
¥ | [J Accident and Sickness Proof of Loss Form
' @! [0 Medical Records
[J Photocopy of Insured’s valid ID

Additional documents might be requested if necessary such as:
= Driver’s license (if the Insured was driving when accident occurred)
= Motorcycle Certificate (if loss was due to a motorcycle-related accident)
= Official Police Investigation Report

Once documents are submitted, Pioneer Insurance will carefully review and evaluate release
of your claim based on the limits and terms and conditions of your existing policy.
Don’t worry, we move quick and we respond right away!



FOR DAILY HOSPITAL CASH
Hospitalization Claims Form

FOR DAILY HOSPITAL CASH

Attending Physician’s Statement

The Company makes no admission of liability or waiver of rights by furnishing this form.

IMPORTANT INSTRUCTIONS:

1. All sections must be completely filled out. Failure to complete this claim form could result
in a delay in processing your claim.

2. For claims processing, this form and all necessary documents have to be submitted
within thirty (30) days from the date of service. The company reserves the right to request
additional documents as deemed necessary.

Hospitalized due to: [JSickness [JAccident

PART B - ATTENDING PHYSICIAN’S STATEMENT

1. Patient’s Name:

Date of Birth: Age:

2. a. Diagnosis and Concurrent Conditions:
b. Date condition was diagnosed:
c. If confined, From To Where

PART A -TO BE COMPLETED BY INSURED

Full Name of Insured:

3. Complete Admitting History (For Present lliness, include date symptoms first appeared
or accident happened, and date patient first consulted for iliness/injury):

Date of Birth:

Policy Number: Contact No.:

4. Past Medical History:

Email Address:

5. Pertinent Physical Examination Findings:

State the nature of your illness or injury:

Have you suffered a similar condition or a recurrence of a previous illness? [Yes [INo
If Yes, please provide details.

6. Significant Diagnostic Procedure Findings:

7. Treatment

Date treatment Place of treatment Description of Medical Surgical/
rendered Rehab treatment

Give the name and address of your usual attending Physician.

Name and Address of other Physician(s) consulted prior to confinement:

8. Was the injury due to an accident caused by the effect of alcohol or prohibited drugs?
OYes [INo

If hospitalized, give Name and Address of Hospital:

9. How long, in your opinion, did the patient suffer from this disease or impairment?

Hospital confinement:
From____ 20

20.

DECLARATION

NOTE: Section 251 of the Insurance Code, as amended, imposes a fine not exceeding twice the amount claimed
and/or imprisonment of two (2) years, or both, at the discretion of the court, to any person who presents or
causes to be presented any fraudulent claim for the payment of a loss under a contract of insurance, and who
fraudulently prepares, makes or subscribes any writing with intent to present or use the same, or to allow it to
be presented in support of any claim.

| / We hereby certify that this claim form does not contain any false, misleading or incomplete information. I /
We understand and accept that, in the event that this claim is found to be fraudulent, in whole or in part, the
Policy shall be void and all the rlghts to recover thereunder in respect of past or future ¢laims shall be forfeited.

I/We hereby authorize PIONEER INSURANCE & SURETY CORP., its reinsurers and/or its duly authorized
representatives to collect, retrieve, use and/or otherwise process from any government or private hospitals,
offices or any other personal information controller and processor who collects, holds, processes or uses a g
of my and the named insured’s personal information, and for any of the latter to furnish "PIONEER INSURANCE
SURETY CORP., its reinsurers and/or its duly authorized representatives with, any personal information, sensitive
personal information and privileged information, including copies (original or certified) of documents relating
to any of my and the named insured’s personal information. This authorization is being made in connection with
any claim on the insurance policy or policies issued by the insurance company on the life and/or health of the
abovementioned insured. It is understood that any action of any medical practitioner, medically related facility,
insurance company, government agency or instrumentality or any other personal information controller and
processor who collects, holds, processes or uses any of my personal information may take in connection with
this authorization releases said persons or entities or any and all members of their staff from any responsibility
or obligation in connection with the release or processing of such records or information.

I/We hereby certify that |/We have carefully read and clearly understood the terms of the above said
authorization, and do hereby voluntarily accept and acknowledge the same as an informed expression of m:
free will. Any Payment made by PIONEER INSURANCE & SURETY CORP., or any payment received by me shall
constitute as full, final and complete settlement of this claim. | further agree that the company is subrogated to
my or my pnnapal’s rights of recovery on all claims and rights of action to the extent of the payments made and/
or on account of the losses incurred or which may be incurred by the Company against any person, corporation
or entity in connection with this claim and | further agree to authorize the Company to commence all legal
actions and proceedings necessary to enforce my claim or recovery thereof with any undertaking to extend my
cooperation or assistance whenever necessary. | agree that a photocopy or facsimile of this release shall be as
effective as the original.

| HEREBY CERTIFY THAT THE ABOVE INFORMATION IS TRUE AND CORRECT.

Address

Signature over Printed Name Date

10. In the past 12 months, has the patient experienced any of the following related to their
primary illness or any other associated medical conditions (e.g., stroke as the primary
iliness; hypertension and dyslipidemia as associated medical conditions being risk factors
for stroke)?

a) Has there been a recurrence of the primary illness or any associated medical conditions?
[IYes [INo

b) Has the patient experienced similar symptoms related to the primary iliness or any
associated medical conditions? [1Yes [INo

c) Has there been a worsening of the primary iliness or any associated medical conditions
requiring prescribed medication or a change in previously prescribed medication?
[IYes [INo

If the answer to any of the above questions is YES, please provide details.

11. Is Patient still under your care for this condition? [JYes [INo

Physician’s Name (Print) Signature:

Date:

License No.: Email: Tel. No.:

Address:

AUTHORIZATION TO RELEASE INFORMATION:

Insured/patient has authorized PIONEER INSURANCE & SURETY CORP., its reinsurers and/or its duly authorized
representatives to collect, retrieve, use and/or otherwise process from any government or private hospitals,
offices or any other personal information controller and processor who collects, holds, processes or uses
any the named insured’s/patient’s personal information, and for any of the latter to PIONEER INSURANCE &
SURETY CORP., its reinsurers and/or its duly authorized representatlves with, any personal information, sensitive
personal information and privileged information, including copies (original or certified) of documents, relatlng to
any of the named insured’s/patient’s personal information. This autharization is being made in connection with
any claim on the insurance policy or policies issued by the insurance company on the life and/or health of the
abovementioned insured/patient. It is understood that any action of any medical practitioner, medically related
facility, insurance company, government agency or instrumentality or any other personal information controller
and processor who collects, holds, processes or uses any of the insured’s/patient’s personal information may
take in connection with this authorization releases said persons or entities or any and all members of their staff
from any responsibility or obligation in connection with the release or processing of such records or information.

Signature over Printed Name of Attending Physician Date

FAILURE TO COMPLETE THIS FORM MAY DELAY PROCESSING/PAYMENT OF YOUR CLAIM.




