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WHO IS PACIFIC CROSS?

ﬁi\

Non-Life
Insurance
Market Specialist

Ranked Top 4 out of 55 Non-
Life Insurance companies
according to Premiums Earned
and Top 6 in Net Premium
Written in 2022

ignite:..

Extensive Business
Channels

Corporate
Performance

Wrote over PHP2.2 Billion Direct Account Executives,
of Net Premium, Exclusive Agencies, Incubator
Reached PHP4.8 Billion Channel, Independent Advisors
In Assets, & Agencies, Licensed Brokers

PHP2.8 Billion in Net Worth Nationwide




PACIFIC CROSS PHILIPPINES

xﬁi

VISION MISSION
To be our client’s To help our clients protect their
recommended medical & health and financial well-being by
travel insurance provider. providing value-for-money medical

and travel insurance products.
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SISTER COMPANIES
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Hong Kong
Thailand

N Vietham

S Tndonesia

International
Administrators, Ltd.

Pacific Cross
Health Insurance PCL

Pacific Cross
Vietnam

International Services
Pacific Cross



SELECT
PREPAID PLANS

« Budget-friendly medical
Insurance

 Allows selection of plans to
purchase
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SELECT PREPAID | PLANS

ignite
Hospital Cash
Select Assist

Affordable . 1 N
In-Patient Medical : :
coverage
for emergency

conditions
Underwritten by

M PACIFIC
4 CROSS

ignite
Hospital Cash
Select ER

Affordable
Emergency
Treatment for as
low as

P499/year |

Underwritten by

FL PACIFIC
P enosn

ignite
Hospital Cash
MedSecure

Coverage for
post-hospitalization
prescribed
medications.

Underwritten by

PACIFIC
A CROSS
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SELECT PREPAID | SELECT ER

Plan Option PLAN A PLAN B PLAN C
MBL PHP5,000 PHP10,000 PHP20,000
Premium PHP499 PHP849 PHP1,199

ﬂverage for single occurrence of an emergency medical condiTD
within period of insurance availed through:

o Reimbursement or Direct Settlement of actual medical cost
incurred in Emergency Room

o Lump Sum cash assistance for the Emergency In-patient
Treatment regardless of the incurred medical cost

Issue age: 15 days to 65 years old
Waiting Period: 7 days after successful registration /

I BY
IGLOO

ignite
Hospital Cash
Select ER

Affordable
Emergency
Treatment for as
low as

P499/year

Underwritten by

M., PACIFIC
1 CROSS




SELECT PREPAID | SELECT ASSIST

Select Assist Medical Insurance

: ignit
Plan Option  PLAN A PLAN B PLAN C il
Select Assist
MBL PHP10,000  PHP20,000  PHP30,000
Premium PHP1,499 PHP2,699 PHP3,899

KCoverage for the in-patient medical treatment cost for an eligible\
emergency condition

Affordable
In-Patient Medical
coverage

Issue Age: 15 days to 65 years old -
\Wai'ring Period: 7 days after successful registration i ors

Underwritten by

L PACIFIC
A CROSS
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SELECT PREPAID | SELECT MEDSECURE

Select MedSecure Medical Insurance

Plan Option PLAN A PLAN B PLAN C ign“fte
Hospital Cash
MBL PHP2,000 PHP2,500 PHP5,000 MedSecure
Premium PHP549 PHP649 PHP950
One time reimbursement of actual amount of: \

o Prescribed take-home medications
o Vitamins
o Supplements

For necessary follow-up care during 90 days immediately after a single CoveradeTeL Wi
period of confinement/hospitalization post-hospitalization - S

prescribed
medications.

Underwritten by

Issue Age: 15 days to 60 years old e
Waiting Period: 15 days after successful registration / - A CROSS
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SELECT PREPAID | PROVISIONS

/Once a claim is approved, the policy ig,\ The Waiting Period specified for each plan
considered as terminated. must pass before any claim is submitted.

Coverage will remain active if a claim is

\denied. Y.

- - /For Select ER & Select Assist: 4
Official Receipts & acceptable proof of Client can purchase a new prepaid plan 60
payment must be collated for one-time days after their policy was terminated due

\submlssmn. ¥ \To an approved claim. ¥

/Only 1 plan option can be purchased A ~
during period of insurance, however, all 5 Person to be insured must be within the
prepaid plans can be purchased at the Issue Age specified in the plan upon

_ same time. ) Kpurchqse and registration. y
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SELECT PREPAID | SUMMARY

e |g n’fte |g nite
ignite Hospital Cash Hospital Cash

Hospital Cash [ i OSPIIgS
Select Assist Select ER

N Affordable
Affordable . 1 N Emergency
In-Patient Medical Treatment for as
coverage low as

for emergency .P4w /year |

conditions

Coverage for
post-hospitalization
prescribed
medications.

Underwritten by Underwritten by Underwritten by

L, PACIFIC AL, PACIFIC PACIFIC
P ERess Pehoss R
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ACCREDITED
NETWORK &
AVAILMENT
PROCESS

* No cash outlay Emergency Room
« ER IP & OP via reimbursement
e Claims form
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Accredited Network Updates

« Continuous growth and expansion of PCPH accredited network -

NUMBER
PROVIDERS AAGR*
2021 2022 2023
Hospitals 347 376 400 6%
Clinics 530 630 727 16%
Doctor Network 18,911 21,471 27,568 19%
Doctors / 11,369 12,435 15,210 9%
Specialists
ig n,i te B *Average Annual Growth Rate
Data is As Of January 5, 2024




No-Cash-Outlay Emergency Room Treatment (Select ER)

PC to conduct policy and benefit verification
upon receipt of call from the hospital ‘ Proceed to laboratory tests and/or
personnel. Once verified, PC to provide .~ tfreatments

manual approval and coverage limit to the
hospital personnel and to also inform that if
the emergency out-patient availment leads to
confinement, manual approval provided will
be voided.

O

—

Insured to proceed to a PC accredited
\ medical provider’s* E.R. Department

\\\
~
\\
Insured to present an SMS or E-mail Ss
confirmation from their mobile phones and a
valid identification card for verification
purposes. If no proof of coverage or any I dt ;
mﬁssqgfhcor?ﬁrmf:ion from IIDC':r’h I:sured to Vr;Til(ere IB pre(seeg Insured to sign necessary documents and will be
inform the hospital personnel that you are i ; -
vl IE)’C an% ol P ho}rlline . L company  ID, SSS discharged upon settlement of any amount in excess
o gf. g | | ) L= ID. drivers license of the E.R. benefit limit at the hospital cashier.
verification and for manual approval request. ’ ’

or other ID cards

o o bearing his photo _ . , ,
and si gnature) *A copy of the accredited providers’ list is available for download from our website
I n I te BY (www.pacificcross.com.ph). You may also request a soft copy from our Customer Service
IGLOO Department. Please e-mail client_services@pacificcross.com.ph.




Reimbursement Emergency In-Patient and Out-Patient Treatment

=

- - 4
O |'_
O m =

any
Accredited
Hospital

.~
.~
~y

Pay the ER Hospital Bills
and other Fees. Secure all
requirements listed in the
‘ Notification of Claim

O Proceed to the needed (NOC) Form then file for

e emergency medical reimbursement* with PC
. treatment

IMPORTANT NOTE:
« FOR EMERGENCY OUT-PATIENT TREATMENT: The benefit is reimbursement of actual medical costs incurred in

the emergency room.
« FOR EMERGENCY IN-PATIENT TREATMENT: The benefit is lump-sum cash assistance for emergency inpatient

m‘%ré regardless of the incurred medical costs.

tfreqt
Ighi

BY
IGLOO

( *Erilina for reimbursement means submission of basic reaulrements as indicatred in the Notification of Claim (NOC) Form. W



Notification of Claims (NOC) Form

MOTIFICATION OF CLAIM -
- E:AFIEI:::I]FEE MEDICAL PREPAID PLANS
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[ REMINDER: All Sections must be completely filled out. ]

NOTIFICATION OF CLAIM -
MEDICAL PREPAID PLANS

|:| Select DengueGuard |:I Select MedSecure D Select Assist

|:I Select ER (JOut-Patient Jin-Patient) D Others

A. PATIENT’S INFORMATION

Patient’s Name:

Address:

Tel. No.: Mobile No.: E-mail Address:

Patient’s Date of Birth (dd/mm/yy): Age: Gender: [1 Male [ Female

If claiming under group account, Company/Employer’s Name:

Describe the illness, injury, or symptom leading to consultation with your doctor:

ignite:..

Signature over Printed Name of Patient or of Principal Insured (if Patient is a Minor) Date
or the Beneficiary (if the Patient/Principal Insured is incapacitated by iliness)

Note: For accidental death claims, or for medical claims leading to death, the signatory of this form should be the Claimant’s Beneficiary.



Notification of Claims (NOC) Form

OFFICIAL DOCUMENTS SUBMITTED (if space is insufficient, please attach additional details.)

OFFICIAL DROeCLARANTS SLOBNATT TTD 0 i i el el il L0 ST e i | Official RE'I:EIPt Details of Pﬂ'"‘I'I'IEI'It Amount
bt St ———— Number (professional fees, medicines, laboratory exams, etc.) PHP usD Pls. smm
For paymant prespud ng, ple s inSiobe pour prefered made of papmeet far spproesd clsime
) [ CARGET CREDHT 10 AT MDMINVATED RN ACTOURT For payment processing, please indicate your preferred mode of payment for approved claims:
n fia] B berobork [m R O Escasar 0 Ureaiank
Bl v i, marspe i dsndd
:“:“"""‘”““““ [ | DIRECT CREDIT TO MY NOMINATED BANK ACCOUNT
Pr—— [J BDO [J Metrobank [J BPI IJ Eastwest [J UnionBank

Ao o
AocremType: 0 S5 B O
AT Caoadee
e okl . daddrea

[ Other Banks (except Rural Banks)

Bank and Branch of Account:
Bank Address:

2 Wi i bl 0T Ol oD e T il il Do el e T DT gl il L T

4 F ke e e b i e 2T e Y e o] Tl 'l
1 & i e o P O O el o e o] Bl et e s o s Do e o e 'y ool Sy -l i T

Account Name:

Account No.:

P il T Ll e C AT (i, ey i il ! g 12 1 T 2 s il '’ Hid LR

Tl e | ey Bl e Bl b [ e b Account TEI'FE: D SIA u CIA
SWIFT Code:

HLAD SFFICE
T | P AR i
B e [l B o i i i ] TE™ P e i sl DT Account Hnlder s Addregg:
B el B, il R Dot T Ep B ', P '
L PREEE] R Mk Pl =l I AL Y

§ el i g s

Notes: 1. Whenever applicable, cost of interbranch crediting will be deducted from the approved claim amount.

o S . B e 2. In some cases, nominated banks may deduct fees from the approved claim amount.
3. A processing fee of PHP 100.00 will be deducted from your claim resulting from the incorrect information provided by claimant.

CRLRREE
o ] Fale® T B Bl el ol ELirh TE -5l L iy el GGl 2oy ik lrréeln | T’ Pleipdeija (OO0 PR gele'or §
Bl S =] WL LUA-SLAE b i Wi 0 TR i 0 MDA | Sl e T e e el O i g

v o s B O s ol

SAWAD
I Vs, Ll Wbing] . Dol P I, ATl ‘M T, AL TN’ gy, (ML (Sl oy Pt D GEASH
WL MG =l TR Dol R PMP-PIND e i O A (R

Note: 1. Please fill out the GCash Registration Form. Copies are available for request from the reception area of our Head Office.
Soft copies may also be downloaded from the website.
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Notification of Claims (NOC) Form

MNOTIFICATION OF IN-PATIENT CLAIM

I dcmiled FROM L
1 Corpais deraam ol redesl srdieniy

Lol pre mar when preern ind eesared

1 At sdrener
£ e del e peissl bl ol pau o e o ien
1 Fitie s corpicsion shes dicl e srepios of i ceese i
& Dad 4 pESn{E SELCIEGEM EGETT [= 'S = I

Foill s EXE Sarw. = gl pramed e v

o o r-parar] = Sdade e vaiscdap

T. e corciies o ruimisd T D) B Mo
Fvm Wrance b soodesl b’
i Sy raiury of e o

Fryuoans & b

Sl r e H el s d P e SSeedeg iy Ju g

NOTIFICATION OF OUT-FATIENT CLAIN

1. Cormplaw dagrosnias o readcsl e i M g s shar, ryroiors e spaeas
']

L]

Harm = megesl prosdum irvdved
I ‘e id fw: palie el comull you o ha'her cosciios T
1 mitwoedis ocdaiaiser Qi (5
1w ‘e dd e scoierd Feopar?

‘ivhsl wm e mbw of Be ot
4. e e oo gy el b B patae e piprwnd T O Yo (= L]
v oo rRECE N
2 e e g e B0 pava etmrar o 5 1%
v peam micel coriesera dem
E nitw omdion reieniy mhisd?  ''m (= L]
1w T @ g b T I oo
T, icinds: ranissnson o pace = bl ol

REMINDER TO FATIENT:

| Flanassr refer iz bade portiae (00 s mu A sim bere rrere Dheeckd i | For ot dooum e reqei ed in fling s claim.

L e
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NOTIFICATION OF IN-PATIENT CLAIM

1. Admitted FROM:
2. Complete diagnosis/es of medical condition(s):

-

1.

3.
4.
5.
6.

]

. When did the patient first consult you on his/her condition?
. Is the condition accident-related?

TO:

Complete diagnosis/es of medical condition(s):

Month and year when symptoms first appeared:

NOTIFICATION OF OUT-PATIENT CLAIM

Month and year when symptoms first appeared:

a0 oo

Name of surgical procedure involved:

Place where surgery was performed:

J Yes [ No

Signature over Printed Name of the Main Attending Physician/Surgeon

Physician's Tel. No.:

If yes: When did the accident happen? At around what time?
What was the nature of the accident?
. Is the iliness or injury related to the patient’s employment? [l Yes [ No
If yes, state reason(s):
. Is the iliness or injury related to a previous confinement? [ Yes [ No
If yes, please indicate confinement date:
. Is the condition maternity related?  [J Yes O No
If yes: Patient is pregnant for weeks at consultation.
. Indicate maintenance medication prior to first consult:
Physician's Address:

REMINDER: To be completed by the main attending

MLI.':A:“I‘ Iﬂlll‘“n‘l‘ Al"ll



Notification of Claims (NOC) Form

{ Select ER Document Requirements

— AABC RSN RS ACNTS: Ill. FOR SELECT ER
G FEOuEE iR O Ceaiy-a orpdard Sorificsrian o D el | ke
O Dndbp-mercangiiahasd Rotilicstor of Clsiar (W00 form I Adraring kledcalHiran
s S| | R e
. o s of wlering s bwcaard <
o e T o o R e e mm——— o EMERGENCY OUT-PATIENT TREATMENT:
T | ThTars Baain & INE FTF g cbika W) e ""' Wi i L 0 it ) o Gdrkdea:
e BASIC REQUIREMENTS:

O Copyof poler maat

R Ty O Duly-accomplished Notification of Claim (NOC) form

" et ittt e neitearer | | 5 oy et o Com 6 - Emergency Medical Certificate

e | |8 e < Official Receipts

N — N —— d Statement of Account

m;.tj;;;“m 3 b O Copy of laboratory and diagnostic test result/s, if any

P EMERGENCY IN-PATIENT TREATMENT:

el | SR BASIC REQUIREMENTS:

g e b O Duly-accomplished Notification of Claim (NOC) form
e e O Admitting Medical History

e R | B O Discharge Summary Report or Clinical Abstract stating

3 o the final diagnosis and confinement date

O Cops ol inbersiony Sl dapreark (9o redaify, 5 sy

d Statement of Account reflecting room and board charges

For injury as a result of an accident:

W Basic requirements for Select Emergency Out-Patient or
Emergency In-Patient Claims
~ - W Copy of police report

< d Incident report
. e
ignite...




Notification of Claims (NOC) Form

[ Select Assist Document Requirements ]

[ =i ST BN LR RIr pe-PATHA TRST AT
Rl VL0 P A ATS
O} Dedp--roamaihes Paorifosror. of Clsar (W00 form j E::I‘l"mr::fﬂrﬂ'p e I“l FnH. SE LEtT ASSIST
N idedica | Cermificsrion sith disgaau of confirmed dengue 0 o hriTar Repen 3 Diedd) AERTET I
Fram ooy kopras el mecicsl iy Wiy LEd v i Firdl | chg o o corFraTen cow

; R A Soeerei of Scconens releoring s e Baord chaspes

N j+| Deagss (Dengas Ah-1 or Derpes D i
1M Taraiadeln G and immesagcbaka W ream ""' Fipara 510 el ol 6 sodear

s S e BASIC REQUIREMENTS:

i PO SO o

— P — A  Duly-accomplished Notification of Claim (NOC) form

O} Dedp--roamaihes Paorifosror. of Clsar (W00 form

s Iy e— O Admitting Medical History

e N O Discharge Summary Report or Clinical Abstract stating

O Drug preiavignas Bar e dosading Feuoan 3 i 1 6L 0 TR 3 0 TR
O Copp-ad Offcisl Becmpt 130 Dor gatcha aed madicnsd O G PO T L o SRR A e

3 e the final diagnosis and confinement date
Y s n R 3 S W Statement of Account reflecting room and board charges

Pt Dat-pa cend. el ade- i@ 23 18 Do L TR T
EOp AT anHy follaes vy ek chi chule g # 112 Hoaggsl
Leafind meit

S Mt Crtnw oo oo et || DSLAMIS o e ot i 2t For injury as a result of an accident:

LN Drag persscrpecd: e the sravaling iyl s Aol Chuir el o6 reveieed 00 ek Dl O
O Copy ol Orfaisl Feceip for the parchaied redecirau vl i da S L bRl B kiSpRCT 1 O E Bl

- et e g lese W Basic requirements for Select Assist claims

Focific Credn e 00 right 10 regaen for sddaiaad

—— St fermseremes d Copy of police report

O Day-sroemained SMorficericn of Clsim (D] deem
O Ererpeey Wedesl Cernfoas

5 S W Incident report

O Soaerend of doiziant
O Cops ol inbersiony Sl dapreark (9o redaify, 5 sy

[ S 0
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Notification of Claims (NOC) Form

[ Select MedSecure Document Requirements

L Premreituv Il. FOR MEDSECURE
Py — "
e, | |3 EREE s
v I i BASIC REQUIREMENTS:
9 [o] e (hanees L1 B0 52 || sy et s st

B} EE&":L:EE“‘”’““‘““ o Duly-accomplished Notification of Claim (NOC) form
e— S < Discharge Summary Report with diagnosis and confinement
e e | T . period or Clinical Abstract with diagnosis and confinement
prse o o o e e e | | 3 g et period or Medical Certificate stating the diagnosis with

Ao itk Fceen. and doad changes e fira | dugress aad corfrarsn cow
LN Dhnchoaps i i recricn st o o peacsibed be-aems O Guwte e of Sccont redenng e aned Boud cha g
(=0 T
O Drug preiavignas Bar e dosading Feuoan 3 i 1 6L 0 TR 3 0 TR
O Copp-ad Offcisl Becmpt 130 Dor gatcha aed madicnsd O G PO T L o SRR A e
O Copyof poler maat
Foil iy 0 3 el ol ke 00 imciclent repoen

confinement period and the corresponding Statement of
Account with Room and Board charges

3 i mrecs Mo s coe « Discharge Instruction with a list of prescribed take-home

o e— medicines

Pt Dat-pa cend. el ade- i@ 23 18 Do L TR T

e N N < Drug prescription from the Attending Physician
N el ndorsd Comrificorns S wsag 1 conaosrion i releed 1a GCLLRULE - by (1P DUL I e BT 3! Tut dbden . . . L.
5 L’-':‘.,:':::::T.'ﬁ*‘“"“““ e ——————— < Copy of Official Receipt for the purchased medicines
Ll cpe - IFfns Feoeipt foe vl i da S L bRl B kiSpRCT 1 O E Bl

1 WHTR S <R d O fi daaring A BETET

Focific Credn e 00 right 10 regaen for sddaiaad

o = e ey For injury as a result of an accident:

O Day-sroemained SMorficericn of Clsim (D] deem

1 Comerperey dechst Cors e - Basic requirements for MedSecure claims

O Defical Recsigm

B Comm ot baory e st s st Py -l Copy of police report

d Incident report

For Out-patient follow-up care consultation within 90
days immediately following the discharge from Hospital

Confinement
- Medical Certificate Stating the consultation is related to
- - the previous confinement with the diagnosis

o Drug prescription from the attending physician
< Copy of Official Receipt for the purchased medicines

ignite-..



Your Social Media Tools

ignite
Hospital Cash
Select ER

» Defrays the out-patient or in-patient medical freatment cost for
an eligible emergency condition occurring during the Period of
Insurance.

* Coverage for single occurrence of an eligible emergency
condition happening within the Period of Insurance.

ignite:..

ignite

Hospital
MediSecu

¢ One-time reimbursement of actual amount of prescribed take-home
medications, vitamins and supplements for the necessary follow-up ¢
during 90 days immediately after a single period of
hospitalization/confinement.

e Coverage of post-hospitalization medications is for the continuous
tfreatment of a medical condition related to the covered Iliness/In
required hospitalization/confinement. Hospitalization and/or Acci
should occur within the Period of Insurance.

ignite

Hospital Cash
Select Assist

¢ Defrays the in-patient medical freatment cost for an eligible
emergency condition occurring during the Period of Insurance.

* Coverage for single occurrence of an eligible emergency condition
happening within the Period of Insurance and availed of through
reimbursement of lump sum cash assistance for the Emergency I
Patient treatment regardless of the incurred medical cost.




Product
Brochures

with description
and rates

ignite:..

ignite
Hospital Cash
Select Assist

Affordable | \

In-Patient Medical
coverage
for emergency
conditions
Underwritten by

L, PACIFIC
- JdCROSS

—-—

ignite
Hospital Cash
Select ER

Affordable
Emergency
Treatment for as
low as

P499/year

Underwritten by

L, PACIFIC
J CROSS

@ Benefit highlights

+ Defrays the in-patient medical freatment cost for an eligible emergency
condition occurring during the Period of Insurance.

+ Once the claim is approved, the limit is considered fully exhausted, and
the Policy is automatically terminated.

+ Effective Date is on the 7th day after successful registration.

+ Coverage for single occurrence of an eligible emergency condition
happening within the Period of Insurance and availed of through
reimbursement of lump sum cash assistance for the Emergency In-
Patient freatment regardless of the incurred medical cost.

& The subject insured
+ Issue Age at the time of Registration: 15 days - 65 years old
+ Waiting Period: 7 days

@ Premiums

Maximum

Select Assist
benefit

n Limitations

* The next Period of Insurance for this Prepaid Plan is allowable after a 60-
day interval from the time the Policy is terminated due to an approved
claim. This inferval will not apply for a 1-year Period of Insurance (i.e., the
Policy was not ferminated ahead of the expiry date.).

This Prepaid Plan does not caver claims related to confinement purely for
diagnostic purposes, epidemic/pandemic, congenital, STD, AIDS/HIV,
Pregnancy, autoimmune conditions, mental or nervous/anxiety disorder,
degenerative brain disorder, suicide and cccidents resulting from
hazardous activity or substance abuse, professional sports and contact
sports, among others.

+ Only 1 Plan Option per Period of Insurance is allowed.

@ Benefit highlights

« Defrays the out-pafient or in-patient medical freatment cost for an
eligible emergency condition occurring during the Period of Insurance.
Once claim is approved, the limit is considered fully exhausted, and
Policy is automatically terminated.

« Coverage for single occurrence of an eligible emergency condition
happening within the Period of Insurance and availed of through either:

* Reimbursement or direct settlement of actual medical cost
incurred in the Emergency Room Department of an accredited
Hospital or

* Reimbursement of lump sum cash assistance for the Emergency
In-Patient treatment regardless of the incurred medical cost.

& The subject insured

» Issue Age at the time of Registration: 15 days - 65 years old
* Waiting Period: 7 days

@ Premiums

Select ER Maximum Premium
benefit

n Limitations

« The next Peried of Insurance for this Prepaid Plan is allowable after a 60-
day inferval from the time the Policy is terminated due to an approved
claim. This interval will not apply for 1 year of Insurance.

* This Prepaid Plan does not cover claims related to confinement purely for
diagnostic purposes, epidemic/pandemic, congenital, STD, AIDS/HIV,
Pregnancy, autoimmune conditions, mental or nervous/anxiety disorder,
degenerative brain disorder, suicide and accidents resulfing from
hazardous activity or substance abuse, professional sports and contact
sports, among others.

« Only 1 Plan Option per Period of Insurance is allowed.

ignite

ignite
Hospital Cash
MedSecure

Coverage for
post-hospitalization
prescribed
medications.

Underwritten by

PACIFIC
- 2 CROSS

Benefit highlights

* One-time reimbursement of actual amount of prescribed take-home
medications, vitamins and supplements for the necessary follow-up
care during 90 days immediately affer a single period of
hospitalization/confinement.

* Once claim is approved, the limit is considered fully exhausted, and
Palicy is automatically terminated.

+ Effective Date is on the 15th day after successful registration.

+ Coverage of post-hospitalization medications is for the continuous
treatment of a medical condition related to the covered Iliness/Injury
that required hospitalization/confinement. Hospitalization and/or
Accident should occur within the Period of Insurance.

The subject insured
+ Issue Age at the time of Registration: 15 days - 60 years old
* Waiting Period: 7 days

@ Premiums

Select Maximum
MedSecure benefit

D Limitations

+ This Prepaid Plan does not cover claims related to confinement
purely for diagnostic purposes, epidemic/pandemic, congenital,
STD, AIDS/HIV, Pregnancy, autoimmune conditions, mental or
nervous/anxiety disorder, degenerative brain disorder, suicide and
accidents resulting from hazardous activity or substance abuse,
professional sports and contact sports, among others.

+ Only 1 Plan Option per Period of Insurance is allowed.

ignite-.




Interim Offline Sales Flow: Hospital Cash Card

Customer Referral Partner Ignite Team Pacific Cross

Client Selects type of Hospital Referral Partner sends . Ignite Team Extracts daily
Cash Card payment link to client from Google Form

Ignite Team checks for
completion and submits to .
Pacific Cross

Pacific Cross Issues the Policy
& e-cards and sends to client
email

Referral Partner enters the
following information on
Ignite Google Form:

Client pays premium and
sends screen shot of proof of
payment

- Referral Partner Name
- Referrer Code

- Client Name

- Client Birthday

- Plan Option

- Client Address

- Client e-mail address e
- Client Mobile Number

- Guardian (for Minors)

- Gender

- Source of Funds

- Gov’tID Type

- Gov’t ID Number

- Beneficiary Name

- Relationship to Insured

- Iransaction Ret. Number

- Screenshot of Payment

8 Client receives e-
policy via email

1

ignite-..



Entering Transaction ID

5 1GLOO INSURANCE BROKER,... |
Transaction/Payment Reference Number *
(can be found in Order Summary
¥ ORDER SUMMARY v . #1glooHospiCard-XXXXXXXXXXXXX)

> Your answer quce
Thank You! Here

Your order@HospiCard-1 71 014572@&3 been
paid for successfully

Please upload screenshot of payment *

Amount Paid PHP 2.00 &, Add file
Date Paid Mar 11, 2024, 4:28 PM

Payment @ocash  GCash Clear form

Never submit passwords through Google Forms.

This form was created inside of Axinan Pte. Ltd.. Report
POWERED BY @ xendit Abuse

Google Forms

ignite:..




Referral Fee (of Net Premium)

Referral Partner Ignite Manager Managing Director Managing Partner

12% 3% 2% 1%

ignite el ignite
Hospital Cash < i Hospital Cash
Select ER Hospital Cash MedSecure
Select Assist ‘
- \r ‘4'\

Affordable
Emergency
Treatment for as
low as

P499/year

Underwritten by

_H|1 PACIFIC
CROSS

Underwritten by

1, PACIFIC PACIFIC
'Tj CROSS ‘!T:l CROSS

ignite:..



ignite

How to Maximize .

ignite
Hospital Cash
Select ER

« Position it as an “exit” product

« Combo Selling (3in1)

 Bundle with Personal Accident

ignite
Hospital Cash
MedSecure

« Integrate with your Core Products

« Community Selling / Household Selling

ignite:..



Thank you!

ignite:..
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