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  Individual Life Claims Department 

 
 
 

AVIVA LTD 
4 Shenton Way #01-01, SGX Centre 2, Singapore 068807 

Telephone:  6827 7988 Fax:  6827 7900      Company Reg. No. 196900499K        
TOTAL AND PERMANENT DISABILITY &/OR TERMINAL ILLNESS CLAIM 

CLAIMANT’S STATEMENT 
CLAIMS PROCEDURE 

1. Life Assured will be responsible for the accuracy and integrity of the information provided. Failure to provide details or disclose all relevant 
information may delay the claim assessment. 

2. The medical reports fees (if any) will be borne by the Life Assured. 
3. Please continue to pay your premium until we have informed you the outcome of your claim. We advise that Aviva Ltd does not admit 

liability by the mere issue of this or any other form.  

 
POLICY NUMBER: _______________________________________________________________________ 

 

1. Name of Life Assured I.C./Passport/B.C. No. Date of Birth 

 

Home Address: Marital Status: Gender: 

 

Religion: 

Home Tel No.: Mobile No.: Office Tel No.: 

 

2. Name of Assured (if different from Life Assured): 

 

I.C/ Passport No: Gender: Date of Birth: 
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 Individual Life Claims Department 

 
 
 
 
 

AVIVA LTD 
4 Shenton Way #01-01, SGX Centre 2, Singapore 068807 

Telephone:  6827 7988 Fax:  6827  7900      Company Reg. No. 196900499K 

 
CLINICAL ABSTRACT APPLICATION 

 
 

To whom it may concern: 
 

_______________________________ 

_______________________________ 

_______________________________ 

_______________________________ 

 
 
Dear Sir/Madam 
 
Please furnish AVIVA LTD with a detailed medical report on:  
 
 
________________________________________________ NRIC / BC No.:____________________ 

(Name of Patient) 
 
 

           This report is required for insurance purposes. Upon receipt of this application from AVIVA LTD, you  
           may furnish a detailed medical report (together with histology report, laboratory results, etc.) whether  
           for use in connection with litigation or for other legitimate purposes. 

 
I agree that a photocopy of this authorization form shall be considered as effective and valid as 
the original. 
 
 
 
____________________________                     ___________________________________ 
 Signature of Patient      Signature of Next-Of–Kin 
  (if Patient is above 21) (if Patient is below 21) 
  
 
Name      : ____________________                           Name  : _____________________ 
 
Address  : ____________________   Address : _____________________ 

 
____________________    _____________________ 

 
   ____________________   _____________________ 
 
NRIC No  : ____________________   NRIC No  : _____________________ 
 
Date         : ____________________  Date  : _____________________ 
 

Relationship to  
Patient  : _____________________ 

   


