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HOSPITALISATION 

BENEFIT CLAIM FORM 
(Get-Well Fruit Basket) 

 
 

Fax to SIEU   : 63362008 
 
Use only BLOCK LETTERS 
 
Date   : _________________      
 
Company  : __________________________________________________ 
 
 
Member’s Name :  Mr/Mdm/Ms ________________________________________ 
 
Member’s NRIC  : _________________ 

 
Member’s Contact No: __________________________________________________ 
 
Hospital  : __________________________________________________ 
 
Block No  :   ______  Level No: _____  Ward No: _____    Bed No: _______
     
 
Others (Please specify): __________________________________________________ 
 

__________________________________________________ 
 
 
Submitted By 
 
 
 
________________________ 
Shopsteward/Delegate 
 
 
•••• Please submit Hospitalisation (Recuperation) Benefit Claim Form if the above member 

is on hospitalisation leave more than 7 (seven) days. 
 

______________________________________________________________________ 
 
For Office Use Only 
 
Received By : ______________________________ Date / Time : ____________ 
 
Date Ordered: ______________________________ 


