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3	 When did you first attend a doctor or hospital for this illness?
	 Date	 Name of doctor or hospital

 	 Address of doctor or hospital

PLEASE COMPLETE THE FOLLOWING AND RETURN TO

Policy number
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/               /

Residential address of Life Insured

Title	 Given name(s) (please print)	S urname	 Previous name, where applicable

/               /

Street number and name		S  uburb

What is your occupation title and in which industry do you work?

 (       )  (       )  (       )

Postal address of life insured (if different from above)
Street number and name/PO Box		S  uburb

Town/City		  Postcode	Co untry

Home phone	 Business phone	 Mobile phone 	Email  addresS

Male 	F emale 			     

Town/City	 Postcode	Co untry

1	S tate the exact nature of your trauma – attach documentary evidence of your condition

2	 Advise which of the covered definitions you are claiming for – refer to your Policy Document 

AXA New Zealand Claims

PO Box 1692

WELLINGTON

DETAILS OF TRAUMA  

LIFE INSURED details – Before submitting a claim, refer to your policy document.

4	 Give the name and address of your usual medical practitioner if different from above

	 Address

	 Name

Date of birth

Trauma Benefit

Claim Form – Confidential
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6	H ave you attended any medical practitioner during the last five (5) years for any other reason? No  		  Yes  	

No  		  Yes  	

5	S tate 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

If yes, give the dates, names and address of all medical practitioners attended during the last five (5) years and reasons for consultations.

7	H ave 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?

If yes, give details and date of claim

Date of claim Type of claim Policy number

/               /

/               /

/               /

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.*

	Signat ure of Life Insured if 16 years or over otherwise signature of parent or guardian	 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).

	R elationship/Authority	Signat ure		  Date

/               /

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

Name 	 Date	

	 Address

/               /

	R eason

DECLARATION

Name 	 Date	

	 Address

/               /

	R eason

Name 	 Date	

	 Address

/               /

	R eason
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#

In connection with a claim for a Trauma 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.

Name of Life Insured (Please Print)

Signature of Life Insured if 16 years or over otherwise signature of parent or guardian.	 Date

/               /

Trauma Benefit Statement of Claim

Medical Authority

Life Insureds name Policy Number

If you would like your financial adviser to be involved with the progress of your claim, please sign the authorisation below.

I authorise AXA New Zealand to release all relevant information pertinent to my claim to my financial adviser.

Name of financial adviser

Signature date

/           /

AXA Claims

Advisor Involvement Authorisation

S
5

9
5

6
/D

S
X

X
X

X
/0

3
1

0

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


