
Grupo Nacional Provincial, S.A.
Av.CerrodelasTorres395,Col.CampestreChurubusco
C.P.04200, Mexico, D.F. Tel: 5227 3999
www.gnp.com.mx

Notification of accident or il!neSS
(Refund, programming of s~rvices and/or medical treatmenf
This form must be completed with correct and detailed information, and be signed by the

Insured. Submission of this form does not m~an that the Company is required to admit the
validity of the claim, nor waive the rights reserved under the policy. This document shall not
be valid if it has anv deletion and/or erasure. I

GNpe
SEGUR.OS

Paternal Surname Name(s)

Unique citizen's registration number (if any)
Tax#

Marital status -lOS DM DD DW DC
Does the Insured party or has the Insured Party hela any position
in the state or federal government the last four year~?

Private Address i
Street

OYes
O No

Position

Precinct

Municipality or District CountryCity or Town

Paternal Surname

Occupation Relation with policy holder
Tax#

Precinct

Municipality or District State Country

111.Details \>fthe contractin
Paternal Surname

Tax#

Does the Insured party or has the Insured Party helClany position
in the state or federal government the last four year~?

OYes
ONo

Position

Corporate Name

Une of business or corporate purpose

Tax#

MaternalSurname

Address of contractin
Street

individual 01' comDanart

Precinct

Municipality or Delegation City orTown State Country

www.gnp.com.mx

MedicalExpenses

year

Municipality or District

National~y (otherthan Mexican)

applicant

Name(s)



Asistencia Línea Azul

We can IproVide you the following benefits 24 hours a day, 365 days ayear. 1dvice regarding how the policy works. I~formation on physicians who are associates of the Medical Circleo.. 1ree medical advice over the telephone, provided by Medica Movil. Irformation regarding associate hospitals.
Irformation regarding medical supplies that offer preferential rates.'

f

formation on the processing of your claim.

5227 3333 Mexico City
01 800001 9200 TolI Free National

www.gnp.com.mx

Have you previously claimed expenses lor this condition with this or another company?

I ClaimNumber
I

Type 01claim O First O Complementary

For
I

I Specilythe diagnosison whichyourclaimwas basedO Accident O IlIness O Pregnanpy

1Iaccident, please specily how and when it occurred Date 01accident or
beginning 01 condition

I

I

month I day I yearI

In the event 01 a traffic accident, I Name 01the Company
I Coverage Ilnsured Sum I Policy Number

OYes ONo
was the vehicle insured? I

Atlach a copy 01the police report or prool and/or th report Irom the Company, and the interpretation 01studies made.

Hospital to which you were admitled I
I Details01programmedadmission

time month
I day I yearI I

Physician'sName I
I Specialty I Does the hospitalhave an agreementwith the Company?I OYes IO No

Throughwhich mediumwas your physicianrelereed?

O GNP Seguros O Hospital I
O Other

I herebydeclarethat all inlormationincludedon thisldocumentis true andthat it coincideswith the medicalrecord01which I am aware andthat I shall be liablelor anyconsequences.
I

I Name andsignature01the InsuredPartyand/orPolicyHolder

I
I


