
Specified Major Surgical Benefit Form 
 
Policy No:  
 
Policyholder’s Name: 
 
NIC No: 
 
Date of Surgery: 
 
Nature of Surgery: 
 
Name of Surgeon: 
 
Name of Hospital: 
 
Address: 
 
 
 
Tel: (Res):     (Off):     (Cell): 
 
Email Address: 


