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ABC Company

Settlement Statement

Date =E]
Policy No. EMSE ¥
Area Code HERLR Sample )F:'—EZIK
Agent wER
Agency AR
Insured Accident M&EA
Date =5 EM
In Hospital Date fHPxEM
Discharge Date M
ERRE
Description Claim Amount Settle Amount
EEE Gy | BRSE U |
HOSPITALIZATION BENEFIT RIDER
: Px
Hospital Benefit (Specified Areas)
[EEEG JREE) 2 1.00
Sub-Total
a# 2.00
Super Good Health Hospital & Surgical Rider 2
j J F# i 32
Room Charges
2 3.00 4. 00
Meal Charges
ELEd Z 4.00 0.00% |
Physician's Visit
'Eﬁ?,ﬁ 2 5.00 1000
Misc. Hospital Expenses
6.00 6.00
[Wajor Medical Benefits
EE R 7.00 7.00
Sub-Total
&t 29.00
* The benefit maximum |limit has been paid




