
                                                                                         Administered by; 

 

 

Dread Disease Benefit - Claim Form                      

                 

Policy No.          ……………………………………………………………………………………………………….. 

on the life of       ……………….………………………………………………………………………………………. 

in respect of        ……………………………………………………………………………………………………….. 
 (hereinafter called the person insured) 
 

This form is issued without admission of liability. 

The relevant sections must be completed and all questions answered in full. Strokes of the pen and vague replies such 

as "N/A", "as before" etc. are unacceptable. Where an answer YES or NO is required the relevant block must be ticked 

(./). Sections to be completed: 

                                                                                                                                                                                                                                           

 

1. GENERAL 

 Name of claimant  ……………………………………………………………………………………………………….. 

 In what capacity or by what title do you submit this claim? …………..……………………………………………….. 

Person insured ………………………………………………Sex……………………………………………………... 

Date of birth of claimant ………………………………………………………………...………. 

( Proof of age will be required before any benefit is paid) 

Identity No. ………………………………………………………………………………………….. 

Occupation at commencement of the policy…………………………………………………………………………….. 

Occupation when circumstances led to the claim ……………………………………………………………………….. 

What are/were the habits regarding smoking?………………………………………………………………………….. 

Alcohol consumption? ……………………………………………………………………………………………………….. 

Was the person insured at any time engaged in any hazardous pursuit such as aviation, parachuting, motor racing, diving, 

underground mining etc?     If YES give details ……………………..…………………………………… 

Was the person insured engaged in any military, airforce or naval service at the time of the circumstances, which led to the claim?    

  If YES give details ………………………………..……………………………………………………………… 

Date of onset of illness or injury which led to the claim ……………………………………………………….. 

Duration of the illness or injury …………………………………………………………………………………. 

Has the person insured received, or does he/she expect to receive, any medical advice, counseling, treatment or blood test in 

connection with AIDS or an AIDS-related condition? If YES give details …………………………………………… 

Please give the names and addresses of all doctors and specialists who attended or prescribed for the person insured during the two 

years preceding the circumstances which led to the claim …………………………………………………………… 

Has the person insured any other life, disability, health, accident or funeral insurance? 

If YES give details of companies, dates effected, type and amount of cover …………… 

4 Section 1 - General   4 Section 2 - Dread Disease 4 Section 3 - Declaration 

YES           NO 

YES             NO 

YES            NO 

YES            NO 

Please return Claim Forms to: 

1. Fax to  
(011) 351-3003 

2. Post Originals to: 

Life Claims 

P O Box 87428 
HOUGHTON 2041 

 



2. ILLNESS of the person assured                     

 

Describe fully the cause of the illness 

……………………………………………………………………………………………………..………………………………………

…..………………………………………………………………………………………………………………………………………… 

 

Describe fully the extent of the illness 

……………………………………………………………………………………………………..…………………………………… 

……………………………………………………………………………………………………..…………………………………… 

 

What treatment is the person insured undergoing?……………………………………………………………………………………… 

 

Date of first treatment   ……….…………………………………………………………………….. 

 

Was the person insured hospitalized?  If YES; 

Name of hospital..……………………………… 

Date of admission……………………………………………Date of discharge………………………………………………………. 

 

Is the person insured at present under medical care? ………………………………….……………. 

If YES give the name and the address of the medical practitioner …………………………………. 

……………………………………………………………………………………………………..…………………………………

………..……………………………………………………………… 
 

 3. DECLARATION BY THE CLAIMANT 
The following declaration must be made by the claimant named in Section 1 of this form unless the nature of any disablement renders 
the claimant totally incapable of understanding or attending to it. In such event the declaration is to be made by such person holding the  
necessary Power of Attorney to make the declaration on the claimant's behalf and a copy of the Power of Attorney must be attached to  
this form 
 

I, the claimant, do hereby declare that all the foregoing answers in respect of the person insured are true, that anything with which 
Hollard Life Assurance Company where applicable bought to be made acquainted in order to assess any liability for payment of the 
policy benefits has not been withheld or concealed and that the person insured may be medically examined, if required, at the 
discretion of the Company. 
 

I agree that these and all statements I as the person insured have made or shall make to the Company in connection with this claim and 
on the proposal for the policy shall be the basis for assessment of this claim. 
 
I consent to the Company seeking medical information from any doctor or institution who at any time has attended the person insured 
or seeking information from any office to which he/she has at any time made a proposal for life or sickness or accident insurance or  
seeking information from his/her employer and any other person in respect of anything relating to this claim and I authorise the giving 
of such  information including the results of any blood tests and I agree that this authority shall remain in force after the death of the 
person insured. 
 
Where warranted by a change in the condition of the person insured I understand and agree that the Company has the right to cease 
any further benefit payments and to recover any benefits paid for which the person insured was not eligible and I do further declare 
that if relevant       
to this claim the person insured was in no way under the influence of intoxicating liquor or drugs when the accident occurred. 
 
Signed  at……………………………this……….……….day of………………….……….20………………….. 

Claimant  …………………………………...………………………………………………………..                  

Address of claimant………………………………………………………………….. 

Telephone No. of claimant : (Home) (………...)………………..……(Work) (…………)…………………  

Cell  No:….………………………….……………… 

On behalf of the claimant under Power of Attorney    

Signature……...……………………………………………………………………………………… 

Full names and surname of witness: …………………………………………………………………..……………..……………... 

Signature of witness…………………………………………………………………………………  
Telephone No. of witness  
(Home) (………...)………………..…… (Work) (…………)………………… Cell  No:….………………………….…….…………… 
ID number of witness:  ………………………………………………………………………….… 

Address of witness: …………………………………………………………………………………. 

……………………………………………………………………………………………………..…………………………………………

..……………………………………………………………… 

YES          NO 

YES          NO 



 


