
 

   

     



HOSPITAL STATEMENT ONLY TO BE COMPLETED IF CLAIMING HOSPITALISATION BENEFIT 
THIS SECTION MUST BE FULLY COMPLETED BY HOSPITAL MEDICAL STAFF OR RECORDS - ANYFEE FOR COMPLETION OF THIS SECTION IS THE RESPONSIBILITY OF THE INSURED 
PERSON (STUDENT) 

(a) Type of Hospital/ward: 

(b) Name of Doctor or Consultant in charge: 
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