
Member Information 
Scheme name ________________________________________________________________________
Patient name_________________________________________________________________________
Employee name ______________________________________________________________________ 
ID No. ________________________________ Member Number_______________________________
Date of Birth________________________________ Relationship: Employee/ Spouse/ Child 
Telephone No. _____________________________ Email Address______________________________
Medical Information (to be completed by the Doctor treating the patient) 
Diagnosis___________________________________________________________________________
Is the condition recurrent or Chronic______________________________________________________ 
Is the condition Congenital______________________________________________________________ 
Duration since Onset__________________________________________________________________ 
Treatment___________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________
Procedures/ Tests _____________________________________________________________________ 
Doctors Name _______________________________________________________________________ 
Doctors Signature________________________________ Date_________________________________ 
Stamp______________________________________________________________________________

Pacis Centre, 4th Floor, Waiyaki Way Westlands
P. O. Box 1870 - 00200, Nairobi.
Tel: +254 730677000, 0733 777717, 0720 113 122
Medical emergency lines; 0710 607 311, 0734 607 315/400/440
Email: medical@paciskenya.com 
casemanagement@paciskenya.com 
Website: www.pacisinsurance.com

Complete separate claim form for each member and on every visit
All information must be supplied. Incomplete claim forms will delay claim processing
Attach all medical invoices relating to the claim
All members must be identi�ed by medical cards

*
*
*
*

Authorization for release of information (Patient or parent/ Guardian must sign below) 
I hereby warrant the truth of the above statements, that I have not withheld any information relating 
to this claim. I have no objection to Pacis insurance company Ltd and/or any of their representatives 
communicating with the doctor/ hospital I have consulted or visited regarding my medical 
information and have no objections to such release,

Signature of Patient or Parent (if patient is a minor) __________________ Date____________________

MEDICAL COVER PREFERRED PROVIDER OUTPATIENT CLAIM FORM
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