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SICKNESS AID PLAN (SAP) - FINANCIAL ASSISTANCE CLAIM FORM

To be accomplished by the employee, authorized representative or identified family member (please
type or print legibly) and submitted to Benefits Section — Personnel Office.

Date
A. Employee’s record:

Employee Name

Last Name First Name Middle Name
Current Position
Department/Unit :
Date Hired/Regularized :
Civil Status / Age : /
Residence Address :
e-Mail (AdMU/Personal): /
Tel. No. (Off./Res./CP) : / /

B. Record of claimant if other than employee

Name of claimant

Last Name First Name Middle Name
Relationship to employee
Residence Address :
Tel. No. (Res./CP/Off.) : / /

Claimant’s Signature over Printed Name

C. Requirements: Please attach necessary documentary requirements for Sickness Aid

( ) Written request ( ) Medical History and Diagnosis
( ) Other pertinent Medical Records ( ) Laboratory Examination Results
( ) Record of Therapy ( ) Official Receipts

( ) Certification from attending physician of dreaded disease or terminal illness such as cancer,
renal disorders, neurological diseases, cardiac diseases as defined in the policy, or aneurysm.

( ) In case of death during processing of claim or before claim is filed, death certificate (stating
cause of death)

D. Certification

I hereby certify that all information provided herein is true and correct. Any false information provided
herein shall result in the immediate termination of my SAP membership. In such an event, I shall
immediately reimburse to the SAP fund the amount that has been released to me, my immediate family or
authorized representative. Said act or attempt shall also be made grounds for appropriate disciplinary
actions, without prejudice to any civil/criminal liability.

Signature over Printed Name
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