St John’s Insurance

Group Critical Illness Cover

Claim for Benefit

Part A to be completed by the Policyholder (Please use BLOCK CAPITALS)

_______________________________________________________________________________________________________                  

​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​

Policyholder    


Policy Number    

Details of Scheme Member


Mr/Mrs/Miss/Ms/ Other (delete as appropriate)


1.  Surname



Forname(s)       


2.  Date of birth
 


          3.  Date of entry into service       


4. Date of entry into scheme 
 


5. National Insurance Number


6. Please indicate the insured condition in respect of which the claim is being submitted.


Care cover







Cancer



⁭



Coronary Artery By-Pass Surgery
⁭

Heart Attack


⁭

Kidney Failure


⁭

Major Organ Transplant

⁭

Motor Neurone Disease

⁭

Multiple Sclerosis

⁭

Parkinsons Disease

⁭

Pre-Senile Dementia

⁭

Stroke



⁭

St John’s Insurance


7.  The date the insured condition was first diagnosed




8. The date the Member last worked*





9.  Has the Member worked since the dates set out in questions 7 & 8?*

 Yes   ⁭
No   ⁭










(Tick as appropriate)

10. Has the member been absent before with the same or similar condition?*
 Yes   ⁭ No ⁭










(Tick as appropriate)

11.  Member’s occupation (please describe as fully as possible)*



12.  Benefit claimed under the provisions of the policy                                            fixed benefit

13.  Is the Member still in your employment and included in the Scheme?*            Yes ⁭ No ⁭










   (Tick as appropriate)

* Leave blank if the claim being submitted is in request of a Spouse or Child.

​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​

Policy Holder’s declaration  

We declare that the above statements are accurate and complete and that the above Member is eligible for Group Critical Illness Cover in accordance with the terms and conditions of the policy issued by St John’s Insurance.

We authorise St John’s insurance to make payment of the benefit claimed above by means of a cheque payable to the above Member to be forwarded to ourselves and. Subject to such payment, we hereby discharge St John’s Insurance from all liability in respect of such claim. 

Signature





Date


Name








Name






Position in Company/Firm

                                                                                                                                                                                                                                                             

St John’s Insurance

Part B to be completed by or on behalf of the person who is the subject of this claim.

Mr/Mrs/Miss/Ms/Other (delete as appropriate)


1.  Surname



Forename(s)   

2.  Address

3.  Daytime telephone number


4.  National Insurance No.




5.  Reed Temp payroll number


6.  Date of birth
Proof of age will be required before any payment is made under            the policy.

7.  Please state the condition for which a claim is being made

8.  Please describe the symptom of this condition      



9.  When were symptoms relating to this condition first experienced?

10. a) When was a doctor first consulted about these symptoms?

b)        Please name the doctor consulted

11.  What test and investigations have been carried out to determine the diagnosis and extent of the condition?


St John’s Insurance

12.  Is there any history of a similar or related  condition?

Yes   ⁭     No   ⁭

       If yes, please provide full details and relevant dates

(tick as Appropriate)


13.  Please provide name and address of the General Practitioner

 

14.  Please provide the name(s) of the Consultant(s) attended in connection with this condition

	Name
	Hospital
	Date

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


15. Are there any other insurance policies which provide a similar cover?
Yes   ⁭   No ⁭

If yes, please give details






(Tick as appropriate)

  

St John’s Insurance

Declaration

I hereby declare that I am the person referred to in the preceding pages and that I have read the replies to all of the questions on this form and that to the best of my knowledge and belief the information is true and I have not withheld any material facts (facts likely to influence the assessment of this claim).

I consent to the information contained in this form and all other information (including my medical and health details) obtained from any doctor, medical adviser or other relevant person (“Personal Data”) being used to assess the claim.  I understand that this may involve St John’s Insurance discussing this claim with my employer and I consent to St John’s Insurance passing the Personal Data to my employer, its professional advisers and any other person involved in the assessment of the claim.

I have read and understand the notice of statutory rights overleaf and agree that a copy of this consent shall have the validity of the original.  I consent to you seeking information in connection with this claim from any doctor who has at any time attended me, or any relevant person, and I authorise the provision of such information, together with hospital and General Practitioner’s notes.

I do not require to see any medical reports before it is used.*

* (Please delete this sentence if you do not wish to see reports before they are sent to us)

Signature of the person who is the subject of the claim
      Date


If you are unable to sign the declaration yourself, please obtain a signature on your behalf in the space provided below.

Signed on behalf of the scheme member

Person who is the subject of the claim


Date 



Name    


Relationship to scheme member

Having signed the above declaration, please return this form to the policy holder who will pass it to St John’s Insurance.

Any change in the above information must be notified to the policyholder.

Karen Carberry

Reed Executive Plc

California

120 Coombe Lane

London SW20 OBA
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