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GUYANA AND TRINIDAD MUTUAL LIFE INSURANCE COMPANY LIMITED

GROUP & NON-GROUP MEDICAL INSURANCE SCHEME INDIVIDUAL WORKSHEET

NAME OF EMPLOYER: ____________________________________LEVEL / TYPE OF PLAN:______________________________

NAME OF EMPLOYEE / INSURED:____________________________Cert. No.: ________________________________________

NAME OF PATIENT:_______________________________________Claim No.: ________________________________________

AGE OF PATIENT:_________________________________________Relationship: ______________________________________

DIAGNOSIS: ________________________________________Name of Provider: _____________________________

BASIC PLAN MAJOR MEDICAL

OUT-PATIENT EXPENSES Amount Charged Eligible Expenses Eligible Exp. b/f

DOCTOR’S VISIT ...................................................................................................................................LESS

DRUGS .....................................................................................................................................................Carry over Provision

DIAGNOSTIC (80/20 ..............................................................................................................................Deductible
(LAB / ECG / X-RAY)

SPECIALIST  CONSULT. - 1ST VISIT ...................................................................................................ADDADDADDADDADD

SUBSEQUENT  VISIT ............................................................................................................................Hospital Expenses

EMERGENCY / HOSPITAL OUT- Overseas

PATIENT  EXPENSES ............................................................................................................................Less: Co Insurance 20%

PREVENTIVE  CARE ..............................................................................................................................

PHYSIOTHERAPY ..................................................................................................................................SUB-TOTAL

OPTICAL (80/20) .....................................................................................................................................Air Fare

DENTAL (80/20) ......................................................................................................................................Less: Co-Insurance 20%

ACQUIRED  IMMUNE

DEFICIENCY  SYNDROME ...................................................................................................................SUB TOTAL

NORMAL DELIVERY .............................................................................................................................

CAESAREAN/Extra Uterine Pregnancy ..............................................................................................TOTAL REFUND

MISCARRIAGE .......................................................................................................................................

HOSPITALISATION REMARKS

From To

Days ..........................................................................................................................................................

Hospital Misc. Expense .........................................................................................................................

PHYSICIAN  FEE ....................................................................................................................................

SURGEON’S  FEE ....................................................................................................................................

ANAESTHETIST  FEE ...........................................................................................................................

AIR FARE .................................................................................................................................................

TRAVELLERS  HEALTH ........................................................................................................................

SUB-TOTAL                                     .............................................

ELIGIBLE  EXPENSES c/f  to

Major Medical Plan (ADD)

   TOTAL REFUND

Date Claim Received by GTM: ............................................

Prepared by: ............................................................................Major Medical Rechecked by: ...................................................... Group Dept 26-27



 Group Dept 26-27

The Guyana and Trinidad Mutual Life Insurance Company Limited

HEALTH INSURANCE CLAIM FORM

To be completed by

Doctor/Dentist/Optometrist/Ophthalmologist/Pharmacist

Note: Note: Note: Note: Note: Dental Providers, kindly utilise the

diagram at the top right to circle tooth receiving attention.

Name of Employer:_____________________________________________________________

Name of Patient ____________________________________Date of Birth ______________

Address __________________________________________Insured’s Certificate No. ___________________

Telephone No.______________________________________Name of Doctor/Provider __________________

Date
Services Rendered

Visited
Diagnosis (IN BOLD LETTERS) (Specify name of Drugs, Tests Charges Co-

& Procedures Completed) Payment

When did symptoms of this ailment first appear or accident occur? _______________________________________

Did your injury or sickness arise out of your employment? ___________  If “Yes”, state when __________________

Is patient covered under any other Medical Insurance Plan? ___________ If “Yes” give name of Insurance Company

_______________________________________ and Group Plan insured under _____________________________

_________________ ____________________________________________________________
             Stamp   Signature of Doctor/Dentist/Ophthalmologist/Pharmacist             Date

EMPLOYEE’S STATEMENT

I hereby certify that the foregoing answers are true and correct to the best of my knowledge and hereby authorise all
Doctors, Hospitals/Institutions and other persons who have treated me, to furnish full information regarding this claim to
The Guyana and Trinidad Mutual Life Insurance Company Limited.

I hereby authorise payment directly to the Hospital and/or Physician named on this Health Insurance Claim Form
payable to me or so much thereof as may serve to satisfy my indebtedness or that of my dependants for the treatment and/
or service supplied. I understand that I am financially responsible for charges not covered by the Group Policy.

 __________________ ____________________________________ ___________________
Date Signature of Employee/Patient Identification #

(Compulsory)
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