
TTARP Medical Insurance Claim Form 

 
 

Please submit this form to TTARP’s head office within ninety (90) days of 
treatment. 

 
 
 
1. Name: ......................................................................................................................................................................... 
 
2. Date of Birth: ............................................................................................................................................................ 
 
3. Name of attending Physician/s: ............................................................................................................................... 
 
4. When did symptoms of this ailment first appear or accident happen?................................................................ 
 
 ..................................................................................................................................................................................... 
 
 ..................................................................................................................................................................................... 
 
5. Have you ever had this ailment before? ................If YES, state when and describe: ........................................ 
 

..................................................................................................................................................................................... 
 

..................................................................................................................................................................................... 
 
6. Are you covered under any other GROUP Insurance Plan providing benefits for this ailment?... If YES, give: 

 
(a) Name of Insurance Company: ........................................................................................................................... 

 
(b) Name of Group or Company insured under: ................................................................................................... 
 

7.    Statements/bills for the following expenses are attached in support of my claim: (Please tick appropriate box) 
 

   Hospitalisation      X-Ray     Drugs     Specialist Consultations 

   Surgery       Lab Test     Injections     Other Treatment/Service 

 
 

I hereby certify that the foregoing answers are true and correct to the best of my knowledge and hereby 
authorise all Doctors who treated me and all Hospitals or Institutions to furnish full information as 
requested by M&M INSURANCE BROKING SERVICES LIMITED for the purpose of settling this claim. 

 
 
 
 

Date: ............/............/............    Signature: ................................................................... 
      DD          MM         YYYY 

 
 
 
Official Use Only 
 
Date Received:............................................. 
 
Membership Status: ..................................... 
 
Health Plan Status: ..................................... 
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