
Terminal Illness Benefit
STATEMENT OF CLAIM

Please complete the following and return to:
	

AXA New Zealand Claims

PO Box 1692

WELLINGTON

Part A – TO BE COMPLETED BY POLICY OWNER/S

Policy number	 	 Policy owner/s  
 

I wish to formally request consideration for a Terminal Illness Benefit.

Signature/s	 	 Date 	

Part B – TO BE COMPLETED BY THE LIFE INSURED

Title	 First name(s) (please print)	 Surname

 	  	

Private address

	

	

Contact phone number	 Date of birth

	 	

Mobile number	 Email address

	

1. State the exact nature of your illness

2. When did you first attend a doctor or hospital for this Illness?
Date	 Name of doctor or hospital

 	  

Address of doctor or hospital

	

3. Please give the name and address of your usual medical practitioner if different from above
Name

 

Address
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4. Please state the name and address of all specialist(s) you are currently attending for this Illness
1st specialist’s name	 Address

	

	 	

	 	

2nd specialist’s name	 Address

	

	 	

	 	

3rd specialist’s name	 Address

	

	 	

	 	

5. Have you attended any medical practitioner during the last five (5) years for any other reason?

No        Yes    If ‘Yes”, then give the dates, names and address of all medical practitioners attended during the last five (5) years and reasons 	
	 for consultations.

Date	 Name/Address	 Reason

	 	

	 	

	 	

Date	 Name/Address	 Reason

	 	

	 	

	 	

Date	 Name/Address	 Reason

	 	

	 	

	 	

6.  Have you made or do you intend to make any other claim against AXA New Zealand in respect  
of this illness or any other illness or injury?

No        Yes     If ‘Yes”, please give details and date of claim

Date	 	 Type of claim	 Policy number

	 	

	 	

7.  Declaration
I, the Life Insured, hereby declare that the above statements and answers are correct and true and I acknowledge responsibility for their 

completeness and accuracy whether the answers have been written by me or by any person on my behalf.

Signature	 	 Date

	

If the above declaration is completed by a person other than the Life Insured, please specify the relationship with the Life Insured and the 

terms of authority. (e.g. legal policy owner, Power of Attorney with Certificate of Non-Revocation, Enduring Power of Attorney).

Relationship/Authority	 Signature	 Date

	 	

Also please sign and date the following authority for any medical report which AXA New Zealand may need to assess the claim.

/                /

/                /

/                /
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Medical Authority

To	

Name of Life Insured (Please Print)

In connection with a claim for Terminal Illness Benefit which has been submitted to AXA New Zealand, I authorise and request you to make 

available from your records any information about my medical history which AXA New Zealand or its medical officer may request, and I 

hereby expressly authorise and request AXA New Zealand at any time to complete and forward this authority to my doctor or other medical 

practitioner who is currently attending me or has at any time in the past attended or examined me. In the event that I have instructed you 

not to release certain information to AXA New Zealand or to insurance companies generally, I expressly authorise you to disclose that fact 

to AXA New Zealand. I understand that by not releasing information it may not be possible to process my claim. Any information which is 

provided to AXA New Zealand pursuant to the authority is confidential and for the use of AXA New Zealand solely.

Signature/s	 	 Date

	

Medical Authority

To	

Name of Life Insured (Block Letters Please)

In connection with a claim for Terminal Illness Benefit which has been submitted to AXA New Zealand, I authorise and request you to make 

available from your records any information about my medical history which AXA New Zealand or its medical officer may request, and I 

hereby expressly authorise and request AXA New Zealand at any time to complete and forward this authority to my doctor or other medical 

practitioner who is currently attending me or has at any time in the past attended or examined me. In the event that I have instructed you 

not to release certain information to AXA New Zealand or to insurance companies generally, I expressly authorise you to disclose that fact 

to AXA New Zealand. I understand that by not releasing information it may not be possible to process my claim. Any information which is 

provided to AXA New Zealand pursuant to the authority is confidential and for the use of AXA New Zealand solely.

Signature/s	 	 Date

	
/                /

/                /
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Terminal Illness Benefit
MEDICAL CERTIFICATE

/                /

TO BE COMPLETED BY THE CURRENT TREATING DOCTOR (preferably a specialist)

 

Your patient is applying for a Terminal Illness Benefit which involves an early payment from a life insurance policy to help with immediate 

financial needs.

This medical certificate is provided in confidence to AXA New Zealand.

In the interests of your patient it would be appreciated if you would treat this matter as URGENT.

AXA New Zealand is not responsible for any fee for completion of this form. Any fees incurred will be at the expense of your patient.   

Upon completion please send this form direct to:  AXA New Zealand Claims, 
 PO Box 1692,  
 Wellington 

Name of Patient Policy number  Date of birth 

  

Address

 

Diagnosis

Date of diagnosis     

We would appreciate you attaching a copy of the medical report confirming this diagnosis.

What is the current status of the disease?

  

  

What treatment has been employed to date?

  

  

What treatment is planned for the future?

  

  

How long do you expect your patient to live?

 Months
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Please advise details of any other illnesses suffered by the patient in the last five years.

Illness Date Duration (if known) Name of medical attendant (if known)

/          /

/          /

/          /

/          /

/          /

/          /

Other comments

Signature  Date

 

Name (block letters please)

Qualifications

Address

The National Mutual Life Association of Australasia Limited (Incorporated in Victoria, Australia), PO Box 1692, Wellington.
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