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Give details of any circumstances, such as the influence of alcohol, drug or any other intoxication substance, physical defects or medical histmy which 

may have contributed to the accident or sickness and/or lengthen the period of disability. 

I hereby certify that I have personally examined and treated the patient for the above injury /sickness and that the facts as given above present my 

opinion of his/her condition. 

Name of Physician 

Official Address: 

Tel/Fax: ______________ _ 

Signature with Official Stamp 

Please click on the button to submit your claim form: 

Qualification 

Date 

Submit 

Chubb. Insured:" 

© 2023 Chubb. Coverages underwritten by one or more subsidiary companies. Not all coverages available in all jurisdictions. Chubb' and its 
respective logos, and Chubb. Insured.™ are protected trademarks of Chubb. 
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