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Private and Confidential
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Below situations will need to submit claims for reimbursement: @’

BERJAYA SOMPO

©COoNoGORrWON =

INSURANCE

Visit to non Panel Hospital

Pre Hospitalization Diagnostics test

Pre Hospitalization Specialist Consultation
Post Hospitalization follow up

Second Surgical Opinion

Emergency Accidental Outpatient Treatment
Emergency Accidental Dental Treatment
Emergency Sickness Treatment

Annual Out-patient Cancer Treatment

Annual Out-patient Kidney Dialysis Treatment

. Daily Cash Allowance

Medical Report

Funeral Expenses

Compassionate Visitation Expenses

Tuition Fees, replacement of missed subjects (max per semester) — For student only
Clinical claims exceeded amount of RM300 per visit
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REIMBURSEMENT CLAIM PROCEDURE ()

BERJAYA SOMPO
INSURANCE

Submit the ORIGINAL copy of: Original Bill, temised Bill & Receipts,
Completed Claim Form, Medical Report and diagnostic report (if any).

Submit all the required claim documents to Berjaya Sompo Insurance for
processing.

Payment will be credited to member’s bank account within 14 Working Days
upon receiving completed claim documents and approval of claims.

**Remarks: Send the claim notification with full set of claim documents to ebusm@bsompo.com.my before send out the hardcopy documents.



mailto:ebusm@bsompo.com.my

HOW TO
COMPLETE THE
GHS CLAIM FORM
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HOW TO COMPLETE THE CLAIM FORM &

e, BERJAYA SOMPO INSURANCE

Claim Form

HOSPITAL AND SURGICAL INSURANCE

SOMPO, A Century of Trust

BERJAYA SOMPO
INSURANCE

PART I: To be Completed by Student

PPART I: TO BE COMPLETED BY CLAIMANT

SECTION 1 - PATIENT DETAILS

Pabcy Ne Patient Nama

NRIC / Passport No. Date of Bath

SECTION 2~ POLICYHOLDER / EMPLOYEE DETAILS (for Group patient is o
Poficyholder Name Date of Employment

Employee Name Maobile MNo.

Relationship to patient Ernadl Addross

SECTION 3 - E-PAYMENT FOR PROMPT SETTLEMENT

Name ol Account Holder

NRIC / Passport No.

Bank Account No,

Business Regisirason Mo

Name ol Bank

E-mail Address

maus.

Mote: Please support your bank sccount details by prowiding copy of bank statemeant or passbook for verificaion. The setflement
sum paid or credited to my'our bank account will constitute a valid and final discharge of all your obligaiions as insurer due io

SECTION 4 - STATEMENT BY CLAIMANT (By Parent if claimant is a minor)

For Accadent, please
state the location

Date and Time of
Accident

Date

Buirlay 8 SOMpo ISUranca Bernad [Fogaraton o 105007 D0BE21 (2
v Lavel M, Wanrs Brouce B

106, Jmin Aevpery, TS0 o LT, Mumym

fiol Froe: 10 | E-nal arvomon§oonoe com iy | Wb wee SROEy2sOngO.com Ty

Section 1. Particulars of claimant

-Provide claimant details, e.g. full name, passport no.
etc

Section 2. Policyholder/Employee Details
- Further details on the student/ dependent

Section 3. E-Payment
- Provide Malaysia bank account details

Section 4. Statement by Claimant
- Further explanation on the accident/ sickness



HOW TO COMPLETE THE CLAIM FORM

BERJAYA SOMPO
INSURANCE

Pl doe coxt PART I: To be Completed by Student

occured and what you
wiare doing at the time

(Use a supplemartary
sheat, if neceszary)

T Declaration and Authorization
— - Signature, name and passport no. of the claimants

Amount received

Do you have other parties
covering this loss?
li yes, please provide

DECLARATION AND AUTHORISATION

| herelyy declare that to Me bast of my knowlsdge and bellet, the above detallsinformalion as provided Dy me ara true and completa and |
UNDErsizng that the Compary reserves &l NgALE for inal evalusbon as eppropriata an & or any pant of ihe Gaims made. If | maoa or shall
maka ey TeksafTraudulent staiements, orwithiold any mabenal tacts whatsoewer in resped of this claim, | shall orfeit all rights o recover from
fihe Company.

| authonse any hospitars ooclor Bndor oiNer Persan Wha Mas attancad or axamined me, 10 fumish o ihe Company, andor Its authonsed
reprasentzives, all information relsting to any liness or injury, medical history, consultation, prescription or ieaiment. &nd copies of all hospital
or medical records. A copy of inis autnorsation shall be considerad &s efiacive and valid as the ongingl.

| heraby authorisa ey Insunen's (o give full perticulers about my claim history to Berjgya Sompo Insurance Bernad.

| heraby aUINCrise any relevant Merchant (35 sNOWN 35 SUPPONng document's on s INSUrance Claim) to gWe full pariculars anout my
purchased history to Berjaya Sompo Insurance Barhad.

In relaticn to the personal INformation collectad In MIS CIzim fam, | agree end consent, &nd if | M SUDMING informabion reiatng 1o enather
Inaiicual, | represent and wameant that | hewe the aumorty or obiained tha consenl o proside ihat Informabion (0 Me Company and'on 15 sanice
provider, and have informed e said individual about e purposes for which hisher personal information is collected, used and disclosed as
wed a5 tha parties 10 WHOm SUCh parsanz| iInformation may be disciosad Dy tha Company anddor 1S SenIce provider, Snd the INdvidual agreas
and consents, that e Company enmar kS 5erdca provioer may callact, LSe Bnt process. my/ishar personal Infanmatian far the purpase &s i
WES Prowioad and as Indicated In Me GOMpany's PIVECy NOUCE &1 W DaMEyaS0mpa . Com. my

Signature: Name Dete :

*If Glaimant is comparny, piease alftx comparny siamp

Barjaya Sompso Insurmncs Bashad (Fogisraton Ko 108001008221 [E2605.L)) Claim Form -
Aareax: Loval 3, Marar Bangesk Ean, 105, Joan Amzang, 50450 Husia Lumpar, Molaysa, [HS| D8z
Toll Frea: 1300825357 | E-mait cuslomaniibsonpo. mrumy | Wsbsis: ww banay sompo commy 23



HOW TO COMPLETE THE CLAIM FORM

BERJAYA SOMPO

PART ll: TO BE COMPLETED BY ATTENDING PHYSICIAN'SURGEON
1. | Mame of Pelent 2 | Mame of Hospial
4 | Acmission Date end Time 4. | Discharpe Date end Time:
5 | Symptoms/ Conotions requinng sdmissicon:
G | Vial signs: Temparature: o o B
7. | Provisional Diagnosis . | Daje you were Irst consuited
9. | Haveyou seen this patient before for olher problem? O ‘Yes O Mo
(M Yes, piease provide daba and fype of probiem)
10. | Was this patient refemed to you? O ‘Yas O Mo
(M Yes, piesse provide doctors Nama end acaress of referal keter)
1. | Has patient ever had the same or simiiar redaled conditions or symgloms balore? O Yes O Mo
(11 Yes, piease stale when)
12. | Mame and aodress of COCIONs prEWICUSIY consulted by paient for the Conartian.
13. | How long N your professional opinion Nas the conabon exstad? . oEys ____manins ___yaars
Final Diagnosis | ICD Coang:
15. | Cause and pahology (T apolicable) for the above diagnosis:
16. | s this admission primanly for investigation d ‘Yas O Mo
17. | Medcal ireatment, Investigations and Sungical procedune pesfommed, If any (please provide copy of resulls)
19. | Any other medical/ surgical condibans present? O ves O Mo 1'es, please movide detals
A since
n. since
13, n=ured's past medical history {if any)
B
b e
20. | I=malness or conation raiated to: [please bok () If Yas
a.  Congenitsl f Haraotzry n] e Seit-nfictad Injuries / Violahon of 18NS/ Sinke ! RIDE ]
2. Infuence of Drugs fAlconol o L Cosmeatic ! Plastic surgery o
c ers:;l:!l:': Mental/ Mer cus/ Emationsl o g Dental case/ ralractve amors comecton o
d.  AIDS/STD/VD/HN a . Pregnancy / Chilbirth # infertilify / Cae=araan section/ m]
Miscamiage of any compiications arising theretrom
21. | (Can ks sicaness or Injury De reated 5
a. Quipabent besis? O Yes O Mo o Day surgery basis? O Yes O ko
(Il Mo, please provide detals)
22, | Was the patient pregnani & the ime of hespitaizabion? (For lemale patient only) O Yes ____monthe O Mo
23, | I hesphalzation was due fo acciderd, please indicate:
Date:____ dd'mmyyyy Time: ____ o amjpm
Matura of accigent Extent of injury:
24, hereiy cerdify that | have perserely examined and trealed Patient for his f her injuries | iiness describad above and ihat the facts as
staled ebove represent my megical opinion of his/ her condiion.
Cate Name & Signature of Atienang Dactar Doctar/ Hospital Stamp
Bariya Somps |nsummos: Barhad (Fagisraion Ko 19600100821 JE2605-L00 Claim Form -
Azress: Loval 36, Merora Eanges Ban, 105, Jofan Amzang, 0450 Musia Lumpar, Malay s [HS| DEz

Toll Frear -300-820.357 | E4Tail: CUSICMGNEEs0mpn [Ty | Wsbsis: W banay Es0mpn comumy i3

INSURANCE

PART Il: To be Completed by Attending Doctor

Part Il: Medical report
« Attending doctor to complete this page (for claims
amount that above RM500).

**Disclaimer: BSIB reserve the right to request the
medical report even if the claims amount is below
RM500.



Thank You
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