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Make a Life Claim 
 
Thank you for contacting Swann Insurance 
 
You must have access to a printer in order to access this form. If you do not have access to a printer 
please contact our office on 1300 657 382 and an alternative will be sent. 
 
HOW TO COMPLETE YOUR LIFE CLAIM FORM 
 
Your claim form must be completed in full. An incomplete form may cause delay in the 
assessment of your claim. 
 
Please ensure: 
 

• You (the Next of Kin/Estate) complete the first box on the front page and the first box on the back 
of the life claim form. 

 
• That you (the Next of Kin/Estate) have signed and dated the Life claim form. 
 
• The regular medical attendants statement has been completed by the deceased’s treating Doctor.  

 
• The claim estimate and certificate has been completed by the relevant financial institution. 
 

 
Other useful information 
 
It is important that all questions are correctly and fully answered by the Next of Kin /Estate. This 
will enable Swann Insurance to proceed with the processing of the claim; delays could occur if insufficient 
information is supplied.  
 
******* A COPY OF THE DEATH CERTIFICATE MUST BE ATTACHED TO THE CLAIM FORM ******* 
 
Third Person authority to enquire 
 
If you wish to provide authority for another person to discuss the claim on your behalf, please complete 
the attached authorisation and return with your completed claim form. 
 
Fax: 1300 657 370 
Email: swann.cci.claims@swanninsurance.com.au  
Post: Locked Bag 3274 
Melbourne VIC 3001  
 



Certificate of Identity overleaf must be completed for ALL claims including claims under Group Life Policies

Swann Insurance is a member of the insurance industry‘s independent Financial Ombudsman Service (Service). This Service is provided to the public at no cost and aims to resolve claims  
complaints quickly and informally if Swann Insurance is unable to resolve your complaint. You should first take your complaint up with Swann. In most cases, the problem will be resolved easily.  
If you are not satisfied with the outcome you may contact the Financial Ombudsman Service Limited in your state for advice and assistance in resolving your claim.

FINANCIAL OMBUDSMAN SERVICE LIMITED toll free telephone number: 1300 780 808.

I hereby certify that the answers above are correct and true to the best of my knowledge and I have not withheld any relevant 
information.

/        /

Name of Lender

certificate

claim estimate

$

Calculated Claim Estimate

Sub Total

Less Arrears 
(61 days and over) (If applicable)

Less Rebate of Unearned  
Interest (If applicable)

3.	B alance at Date of Death (Including interest)

2.	 number of Insured Months Remaining (Determined by difference between Original Term of Contract and number of months expired from 1 above.)

1.	N umber of Months Expired (Determined by difference between Date of Commencement of Finance Agreement and Date of Death.)

$ $ $=+
$

$

LIFE Claim Form

important note
A certified copy of the complete Death Certificate must accompany this Claim Form.  

On accident cases, a copy of the Coroner's Statement may be sent as Proof of Death.

Swann Insurance (Aust) Pty Ltd ABN 80 000 886 680.
All questions must be answered.  
Please print and indicate  3  where applicable. If insufficient space provided, please write on a separate sheet and attach to the form. 

Name of Lender	P olicy No.

Address	

/        / /        /

Date of Commencement of Loan Agreement	A ccount No.	D ate of Death

Is there an Unemployment / Disablement Claim pending? 

No    Yes    Name of insurer	

details of insured person and loan agreement

Type of Policy	O riginal Amount Insured

$

Postcode

Name of Insured Person 	D ate of birth	A ge at Death

/        /

* please attach loan repayment history for month of insured’s death

Manager's Signature	D ate

TELEPhone no.

(         ) 



This form must be completed and submitted with a copy of the Death Certificate

regular medical attendant's statement — must be completed

Name of Deceased	 Date of birth	A ge

	               years

 Address

certificate of identity of deceased by next of kin

/        /

/        /

1.	S tate relationship to deceased		

2.	W hat was his/her occupation?

3.	D ate of Death	P lace of Death	C ause of Death

4.	N ame of deceased's regular doctor?	Si nce when?

						    

	D octor's Address

	Di d the deceased ever consult a specialist?

Are you the deceased's usual medical attendant?

/        /

Date

/        /

Onset of symptoms

Signature of Medical Practitioner

/        /

Date of first treatment

Qualifications Telephone NO.

(         )

Address of practice

Postcode

Postcode

Postcode

Cause of Death

/        /

/        /

SI-00-00-02-00-1210-00
G1926

I believe that the deceased is the same person as the Life Insured under a Policy issued by Swann Insurance (Aust) Pty Ltd (Swann) and, 
to the extent permitted by law, I authorise any hospital, institution or medical practitioner who has treated or examined the deceased to 
provide Swann with any medical information it may request.
I have not withheld any relevant information. 

Date	Si gned	P lease PRINT Name

 Address	

PRN_D324

 No    Yes    When?	

 No    Yes     Since when?	

/        /

Telephone NO.

(         )Postcode

Swann Insurance (Aust) Pty Ltd ABN 80 000 886 680
Locked Bag 3274  Melbourne VIC 3001  t 1300 657 382  f 1300 657 370  e swann.cci.claims@iag.com.au



 

Third Person Authority to make and receive claims enquiries in 
relation to my claim 
 
If you wish to provide authority for another person to discuss your claim on your behalf, 
please complete the following authorisation and return with your completed claim form. 
 
I , __________________________________________________________ (name) of 

____________________________________________________________ (address), 

freely give permission for: 
 

Name: _____________________________________________________  
 
Address: _____________________________________________________  
 
Contact Ph. No.: _____________________________________________________  
 
to contact and be contacted by Swann Insurance (Aust) Pty Ltd to discuss information 
relating to and about my disablement claim, (number ____________________). 
 
I know that I may request a copy of this authorisation. I agree that a copy of this 
authorisation shall be as valid as the original. 
 
I understand that this authorisation shall be valid until my claim is processed and 
finalised, and that I have a right to revoke this authorisation by written notification to 
Swann Insurance. 
 

Signed by ………………………………………………………………………………………… 

Print name ………………………………………………………………………………………... 

Dated ……………………………………………………………………………………………… 

Witness signature ……………………..………………………….………….………………….. 

Print name ……………………………………………………………..…….…………………... 

Dated ……………………………………………………………………………………………… 
 

Swann Insurance (Aust) Pty Ltd ABN 80 000 886 680 

Locked Bag 3274 Melbourne VIC 3001   t 1300 657 382  f 1300 657 370  e swann.cci.claims@swanninsurance.com.au 
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