S, GROUP CRITICAL ILLNESS
anOpy health insurance CLAIM FORM

PLEASE USE BLOCK LETTERS, TYPE OR PRINT WHEN
COMPLETING THIS FORM

¥ EMPLOYEE’S STATEMENT

¥ TYPE OF ILLNESS FOR WHICH CLAIM IS BEING MADE (PLEASE TICK APPROPRIATE BOX)

| certify that the above answers are full and true to the best of my knowledge and understand that payment will be
made in accordance with the terms and conditions of the group policy.

| hereby authorize and direct my Employer, institutions, and without limiting the generality of the foregoing, any
physician, hospital or government agency, to fully disclose to Canopy Insurance Limited or its duly appointed
representative, all information relative to my health and medical history.

Signature of Employee Name and Signature of Witness

Date

Y ¥
@ www.canopy-insurance.com | 888-4-CANOPY powered by GraceKennedy ,ﬂ,ﬂ%:



v ATTENDING PHYSICIAN’S STATEMENT

COMPLETION OF THIS FORM IS NOT AT THE EXPENSE OF CANOPY INSURANCE

Name of Patient

FIRST NAME Mi LAST NAME
DIDIM[M[M|[Y|Y M| F

DATE OF BIRTH GENDER WEIGHT HEIGHT
HISTORY

(A) DIAGNOSIS

(B) DATE OF FIRST DIAGNOSIS DIDIMIMIM|YI|Y

(C) DATE EMPLOYEE CEASED ATTENDING WORKDUETODIANOSIS | D | D | MIMIM| Y | ¥

(D) HAS PATIENT EVER HAD SAME OR SIMILAR CONDITION? YES ‘J NO —l

IF“YES”, STATE WHEN AND GIVE DETAILS BELOW:

ANY ADDITIONAL COMMENTS BY ATTENDING PHYSICIAN:

| hereby certify that the answers to the foregoing questions are accurate and complete to the best of my knowledge and

belief.

Attending Physician’s Signature Date

Address

@www.cunopy-insuran:e.com | 888-4-CANOPY
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GROUP OF COMPANIES
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