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Documents required to be attached:

In the case of sharing a livelihood in a relationship
Living together

of money as allowance, etc.)

If the Claimant is a voluntarily continued member, please submit the form directly to the Health Insurance Society without filling in the 'Section

ePlease attach a photocopy of one of the following documents: Death Certificate / Burial Permit / Cremation Permit
ePlease attach additional documents in the following cases.
[If the claim is for decease of Insured Person and the Claimant is not a Dependant]

Certificate of Residence (The deceased person and the claimant are listed in the same household.)
Living separately Remittance Certificate (Proof of sharing a livelihood in a relationship, a photocopy of document showing regular sending

¢|n the case that there is no family member in a relationship sharing a livelihood
Receipts for burial expenses (Addressed to the claimant, showing details of the expenses)
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