Cannon

LIFE ASSURANCE

HOSPITALIZATION CLAIM FORM
GROUP LIFE

A. DETAILS

SCHEME DETAILS

Scheme name:

EMPLOYEE DETAILS

Name: ldentity Number: Date of Birth:

Signature: Date: | |

B. HOSPITAL DETAILS (TO BE FILLED BY THE DOCTOR)

Hospital Name:

Date of Incident:

Date of Admission:

Date of Discharge:

Name of Attending Doctor:

Signature Date

Hospital Stamp

PAYMENT DETAILS (TO BE FILLED BY THE EMPLOYER)

Payee Name: Bank Name

Branch: Account Number:

Company Stamp

Cannon Life Assurance (K) Limited

t +254 (20) 3966000, +254 (0) 724259847 | e info@cannon.co.ke
a Gateway Park, Block D, Mombasa Road, P.O. Box 46783-00100 Nairobi, Kenya

www.cannon.co.ke
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