
Claimant’s Statement - Accident Claim

The release of this form or any other form(s) by BDO Life Assurance Company, Inc. shall not constitute an admission
of any kind of liability.
	
1. 	 LIFE INSURED’S INFORMATION	
	
	 a.	 Name : ______________________________________________________________________________________________
				                Last Name                                                                   	 First Name                                                                             Middle Name

	 b.	 Address : _____________________________________________________________________________________________

	 c.	 Contact No. ___________________________________    Email:  ________________________________________________

	 d.	 Date of Birth: ______________ Place of Birth: ___________________ Nationality: _____________ Sex: ___ Status: _______

	 e.	 Occupation : ________________________ Name of Employer :  _________________________________________________

	 f.	 Address of Employer :  __________________________________________________________________________________

2.	 DETAILS OF INJURY

	 a.	 Date and Time of Accident ___________________________  Place of Accident ____________________________________

	 b.	 Please narrate how the accident happened.  _________________________________________________________________

		  _____________________________________________________________________________________________________

	 c.	 Please describe the injuries sustained. ______________________________________________________________________ 

		  _____________________________________________________________________________________________________

	 d.	 Inclusive Dates of Confinement:  From: _______________To: _________________ No. of days at the ICU: _______________

	 e.	 Name and Address of Hospital ___________________________________________________________________________

	 f.	 Name/s of Attending Physician/s __________________________________________________________________________

	 g.	 Surgical Procedure(s)/Treatment(s) Performed ______________________________________________________________

	 h.	 Final diagnosis/ses  _____________________________________________________________________________________

	 i.	 Inclusive Dates of Disability (unable to engage in any occupation or perform any work for income or profit):

		  From: ______________________________________________	  To: ______________________________________________

CLAIMANT’S DECLARATION AND AUTHORIZATION
I hereby authorize any physician, medical practitioner, hospital, clinic, other medical or medically related facility, 
insurance or reinsuring company, consumer reporting agency, entity, institution, or employer, having information or 
records containing medical or non-medical data including, but not limited to diagnosis, treatment, results and prognosis, 
with respect to the physical or mental examination, condition, mental and dental care, drug or alcohol abuse, prescribed 
drugs, information about communicable diseases, and any employment and insurance coverage information of the 
insured_____________________________________________ to give to BDO Life Assurance Company, Inc. or its legal 
representatives, any and all such information, or any other information or record it may need to process the claim on the 
deceased insured.
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I also authorize BDO Life Assurance Company, Inc. to obtain an investigative report from its duly authorized inspection 
agency which will provide any applicable information concerning this claim for insurance benefits on the life of the insured         

__________________________________________________.

I agree that a photographic copy of this Authorization shall be valid as the original.

This authorization discharges BDO Life Assurance Company, Inc. or any of its authorized representatives from any responsi-
bility or obligation in connection with the release of such records or information.

PRIVACY CONSENT STATEMENT
We understand that the use of your personal information is important to you. The collection and use of information is We 
understand that the use of your personal information is important to you. The collection and use of information is fundamental 
to our business as it allows us to evaluate, issue and administer the policy you have applied for as well as allows us to comply 
with the legal requirements of our regulators, including provisions of the Foreign Account Tax Compliance Act (FATCA).

By signing below and submitting this document, you confirm that:

Privacy Waiver

You understand that BDO Life Assurance Company, Inc. may have obligations to meet the requirements of both local and 
foreign regulatory authorities (including local and foreign tax authorities) as well as other legal obligations from time to time 
relating to, but not limited to, information sharing and tax reporting and withholding of any payments due to you from the 
company from time to time (regulatory and legal requirements).

You consent to the use of information provided to BDO Lire Assurance Company, Inc. and you will provide us with information 
that we request from time to time and allow us to share such information with our local and foreign authorities (including 
local and foreign tax authorities) to meet these regulatory and legal requirements.

You will notify us as soon as possible and in any event within fifteen (15) days of any change in the information that you have 
provided to us, including any circumstances that would result in a change in your taxpayer status such as, but not limited to, 
a change in your residence, address, telephone number and citizenship.

Should you wish to access, update or correct certain personal information, or withdraw consent to the use of any of your 
information set out in this form, you can contact our Customer Service Center at (632)8854110 or send an email to 
data_protection_officer_@bdolife.com.ph.

Signature Over Printed Name of Witness Signature Over Printed Name of Claimant

UNDERTAKING

I hereby undertake to submit to BDO Life Assurance, Inc. (BDO LIFE) the original and notarized (if necessary) copies of the 

documents I have sent electronically for my/our claim for accident benefits under Insurance Policy No. ____________________, 

issued on the life of ___________________________________________________________ .

I understand that should I fail to so submit, BDO Life may use the electronic copies in any proceedings as evidence as if these were 

the original documents.

Section 251 of the lnsurance Code, as amended, imposes a fine not exceeding twice the amount claimed and/or imprisonment of two (2) years, 
or both, at the discretion of the court, to any person who presents or causes to be presented any fraudulent claim for the payment of a loss 
under a contract of insurance, and who fraudulently prepares, makes or subscribes any writing with intent to present or use the same, or to 
allow it to be presented in support of any claim.

I attest that the foregoing answers are true, correct and complete to the best of my knowledge and records in my possession, if any.

Dated at  _______________________________ this  ___________ day of  ______________________________ 20 _________.
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