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DISABILITY BENEFITS
INCOME BENEFITS CLAIM FOR PAYMENT

PART | - EMPLOYEE TO FILL IN ALL ITEMS
EMPLOYEE NAME (LAsT, FIRsT, WioDLE) CIVIL 8STATUS I i Married Saparated
[_] Single Widow/Widower

| GBIS POLICY OR BP NUMBER
HOME ADDRESS TGENDER L] Femae L[] Wiale

DATE OF BIRTH

DATE QF ORIGINAL APPOINTMENT PLACE OF BIRTH

ACTUAL DUTIES: ' MONTHLY SALARY:

Basie:
_ ALLOWANCE:

CERTIFICATION:

I CERTIFY THAT | UBED .. .. DAYS OF
HOSPITALIZATION AND WAS PAID BY MY EMPLOYER AN
AMOUNT OF i - GHARQEABLE AGAINSY
MY LEAVE CREDITS, |
SIGNATURE OF EMPLOYEE/CLAIMANY
(IF UNABLE YO WRITE AFFIX thumbmark) Cramant's Rianr

THUMBMARK

DEPENDENTS DATE OF BIRTH RELATIONSHIP

WITNESE TO THUMBMARK

b , 1.

i P P P L R P

WORKING HOURS:
SPECIFIC PLACE OF WORK: — 2.

HI:: m racoived or recovered any anmount of damagesconnectad with this claim from third partfies, Il you, state amount, name and address of
§ paty -

" If no. do you imend fo recover any amount of damages from 3 person?

it yes, please stale nama and addrass of such 34 person

Have you chosen benefits under other laws? If yas, what benefit and under what law?

Have you recelved benafits thersunder? ' How much have you received?

" PART i~ EMPLOYER TO FILL INALL TIMES
EMPLOYER'S REGISTERED NAME : e i

ADDRESS OF EMPLOYEE ‘ TIME: Was lha employee injured in regular occupation?

Nature or kind of injury / Sickness / Disabiiity  Death (Doscribe iy | CERTIFICATION:
haw accident happened and what the employee was doing al the lime of 1 heseby carltfy that the conlingency hos besn properly recorded in

injury, sickness, disability or death) our log book under Entry No.
: : | duted ' - | lurther cerily that
| MeMNis/Mrs : has not

filed any cleim under any othar benefils for the same injury, disability
or death. Should any clzim be filed, thal office will bo informey
immadiatoly.

SIGNATURE OF AUTHORIZED OFFICIAL CAPACITY
‘| REPRESENTATIVE

Printed Name Of Employer's Authonzed Representalive:

Has Injured stopped working? Amount of salanes paid Equivalent Number of Days

i 80, has he rotumed to work? _ for the days of abhsence
When? e e o '

{if papers submitted are not sufficient, additional documents mey still be required)

NOTE: . Anyone who falsifies essential information requested by this or a related form may, upon conviction be subjec to fine and knprisonmertt
: under the law. AR data required on this form are necessary for adjudication of the cloith. The GSIS wil adjudicate any claim where
forms are not proparty or completely sccomplished.




HOSPITALIZATION CLAIM FOR PAYMENT
EMPLOYEE'S COMPENSATION

PART | - HOSPITAL TO FILL IN ALL ITEMS

Hospital Address PG Na.
Palient/Employes Date Adnwtled . Datg Dischargoed Cato of Daslh
Diagnoais Hospital Charges(Ward Sarvies) T BC T actual
A, Room Board & Special Charges
oo Mrys atPhp
Final Diagnosi '
nal Dingnosis B Surgicat _ '
GSIS No. Gendor Ape ¢ Medicings
: [ Female
1 Mae e e o]
Addrass of Employee CERTIFICATION
| haraby certify that ihe services clalned are duly recorded in the patent’s
Employer atiart and the information given in tis form, inciuding the sitachad copy ol the
palient stitatrent ul actual charges b correct
Address of Employer " i e
Printed Name of Hospital Authorized Ropresentative
For GSIS Use (Slgnature Vanfied by)
Official Capacity -
Remarky
Signature of Authorized Representative Datse Signed
PART {I"- DOCTOR TO FILL IN ALL ITEMS Do not Fil
Brief Clinical History of the Cage (For clarification, use revarse side fiafeof) !
Code No,
For gervicas randered always atalw the naturs ot servics, surgical CHARGES
operation parformed,  any, and dale uf each EC | Actual
A. Name of Attending PhysicianiBucrgeon Address
Signature Dale Signed - T
hp Ehp
PMA No. TIN -
Sories Rondored SR OV OVUUS SO O R e
8. Nama of AttondIng Physician/Surgeon Addreys o
Signaturs Date Slyned T o
. Php Phy
PMA No. TN
g e J— . -
C.  Name of Attending Physician/Surgeon Address e
Signature Date Signed o
Php Fhp
PMA No. TIN
Services Renderad

MEDIGAL EVALUATION REPORT (For GSIS use only)

Natura or Dagree of Bickneas/Sickneas

— 1

Notad

Signature

Dasignation
Date

4 by e ————— b vt

e r . ey e ol S F——————

ot o b 8 R by i

NOTE: Anyone who Talsfies cesantial inlormation tequasled by this or a 1lated form may, upan conviation b subject to fine and umprsonment
under the faw. All dala required on this fonm are necessary for adjudicaton of the ciaim. The G815 will adudicale any claim-where

forms are not praperly or completely accomplished.



- PART Il - ATTENDING PHYSICIAN’S CERTIFICATION (Flii in All #ems)
Name of Employee Tmlmenlm_f {exact daie)
From: __ Te:

Hitfmyolmnllhm:(ﬁlmemddm.lfpommdmmm
armymptormupwmoﬁmotwsrepqu._

Final Diagnosis:

Pertinent P.E. Findings and Laboratary procedures:

Pulhmy(ﬂnmmbvmlmmt #inoss)

W Ty o e ety G 6 weveiorea B

Degree of dieabitty
0  Temporary total
{0  Pemanent tolal
[  Permanent partial

Was patien! working at the time of the iliness?

Medical Evakiation Report (for GSIS usé only)

M.D.
Signatuce over printed name
PMA No. BIR TIN
Lic. No Date lssued

1Oy setypand s o 23 July 2004




