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MUANG THAI LIFE ASSURANCE @ muangthai.com d')uﬁ 1
Part 1

luBandosrsaise nsdiviadu / Butle .
Claim Form for Injury / Illness Juh (Date)

ANFeyrnUsidAzLaYN
According to the insurance contract No.

HAnuUstagAlsenFogAyaaaINUFEN WoulngUs:ingia 9116 (Inyw) anndoyanudsivefansan aull
| hereby express intention to claim compensation from Muang Thai Life Assurance Public Company Limited with the following information for consideration.

1. Bo- ana Jualdu/iduihe 01y (Jaquw) b
Name - ast name of patient Age (present) years old
mai‘]wuu
Presentaddress

Ao MW / ANWOIEINU
Business address Occupation / Job description
“anaLaulnsAwsidiotie (usasm amua‘nsuwuauamuﬁmmaulﬂsﬂwmwm 1 ﬁmmaumﬁu‘u)
Mobile phone no. (The Company reserves the right to send information to only 1 mobile phone no.)

U5HNY 9:xtufinrungLasinsAnrisonaraielfiunsinsawazusoansus=lanisne auninrnuaziinisilfe il asundonsEny

lsaszymnNdstashuooring
The Company will keep the mobile phone no. on record to contact and notify privileges until you notify changes to the Company.
Please specify your intention.

L] ﬁu'ﬁﬂﬁmsLaviﬂ'sﬁwﬁquuavﬁﬁmmﬂﬂszﬁuﬁﬂﬁszqﬁwéu Keep mobile phone no. on record for the insurance contract no. stated above.

D ﬁuﬁﬂ“r‘m’mLa‘llIﬂiﬁWﬁé’Wi%"Llﬂﬂﬂmmﬁﬂi”ﬁuﬁﬂ‘ﬂa\jﬁ’m Keep mobile phone no. on record for allinsurance contracts.

‘ﬂ\il‘hl “r‘ﬂﬂ"ﬂ’TNINT“‘U ‘us‘wm vaamua‘nﬁuu‘mﬁmmau‘[,ﬂmWﬂmnana’msum ﬁEUEU’WU’S”ﬂHﬂEI‘UE)\T’ﬂ’TN
Ifyou do not specify your intention, the Company reserves the right to keep the mobile phone no. on Tecord for all of yourinsurance contracts.

2. UOﬁﬂ’]u‘WEI']‘UWaﬂL‘UWTUﬂ’]SSﬂE’] IAIG I’ﬂ?.
Name of hospital/clinic treated Province Tel.
3. (n) ﬂiiﬁqﬁ(ﬁmﬁ] (a) In case of accident
1) NLAALHG) A W MsuwIsANH [ H udgadnan [ Tald
Date of Accident Time hrs. Any police report  Yes, please specify
2) WanIsNNaTY
Cause of accident
3) WinsnuEndalnlsenenunacue Juh e}fial
Date admitted Date discharged
(v) nsHLEVLE (b) In case of illness .
1) @ninsnunatulsonenunadous i fodun
Date admitted Date discharged
4. An5ESUAYALTENLSENDH [] flusaudeseazidaa [] T8
Are you eligible for compensation from other company? Yes, please specify
5. 3BMsSuPUAYaLYY L] [@11!LU'TUEU?JSH’WF]’TSﬁIG]S“‘UI’JﬂUUSHﬂL‘ﬂW‘H‘H
Claim payment collection Transfer to the bank account g|ven to the Company only.

[] sunmuﬂmuiﬁw V31N Wovlnadszudia 911a (3mnz)
Receive at the Head Office of Muang Thai Life Assurance Public Company Limited

[ $unusen Wovlnaissiugie 91Aa (Wrnyu) 8w
Receive at Muang Thai Life Assulrance PCL, Branch

[] A9ENNHEILNY (Via aggnt) i) (Name) . 9116 (Team/Department)

[ domvlusuaidanunegiagiunseo aufogaoid
Direct mail to current address or the following address

[] vosurhwmndiaasivesiansm 7-Eleven (lsiifiu 10,000 un) lnaududoyashasuBuinuneinsiwrifiofio Haneiag. e
Counter Service at 7-Eleven stores (Not exceed 10,000 Baht), please specify mobile phone no. to receive OTP.

desunavNoudvIuaciusanlitlamalsedfin1ssnen
Declaration and Authorization of Medical History Disclosure

Inanivdoatiul i Bnseni¥unng vidolsonenuna wieanmwenunalas Nlarinnsasaasne risawerinnmsasiagunmuasitwa/Eunady/
Fauhe lWaweUs=iinsesiasnunrsesne andynsneg edfunsaatasnuiwanan1sasia gunw Hunusen Weslnedssiudiadnna (Imuw)
waziwideneudwalfuiEn Weoslneds:iugia e (wrinyw) viegrinisunwesuiEny iugsuneudiunaeungraiaiesiunsinee
¥o5UUsTIRNSSNEIGINaInudiu MMnunWndrEalsoneunanioanuwenuialen Nldrinnisasiesnymiorsnsasiagunwuasinwdn/Euiaidu/
Havthe afounilsimidnldnssrinmsieauosmnusins ofls duungunmniedunenaisvesnivieatud i fnadsaulagudaiy
siuatunNUs=Ng

Wish this letter, | hereby give consent to the attending physician(s) or hospital(s) or any clinic(s) that has or had provided me/an injured person/a sick person with
medical treatment to disclose the medical treatment history or other details pertaining to the treatment and health check result to Muang Thai Assurance Public
Company Limited, and | authorize Muang Thai Life Assurance Public Company Limited or agent of the Company to act as legal representative to proceed and contact
to receive the aforementioned medical history from attending physician(s) or hospital(s) or any clinic(s) that has or had provided me/an injured person/a sick person
with medical treatment as if they were my own actions in all respects. A photocopy or copy of this authorization is regarded as equally effective and complete as the
original.

avlie (Erontseiingda / funulosyousssy)

Sign (Insured/Legal representative)

avde (Wen) avde (weni)
Sign (Witness) Sign (Witness)

( ) ( )

e nselasnlaeliisinwais e doofinguasnsusasliasudonng 2 M
Remark In case of signing by fingerprint, signatures of 2 witnesses must be completely provided.
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¢ o as Part 2
'i’IEIG’IHLLWﬂEIQGIS’JQSﬂH"I

Attending Physician’s Report

wngEEnEnBeonsenuatiui deoduunndusayaynasiluayanadsznouisndn mndasssuilen fonussiuiadugsuiayeu
Attending physician issuing this report has to be a certified and licensed physician. In case of any fee occurring, the insured shall be responsible.

Patient's Name s s AGE: oo years Sex: [(Jmale  [Jfemale
ID No. H.N.# e ALNH et es s X.N.#
Date admitted TIME oo Date discharged e TIME oo

1. CHIEF COMPLAINT:

2. FORILLNESS

A. How long had the patient experienced the symptoms? days/weeks/years.
B. How long do you feel that symptoms existed prior to this consulation?............vccoceerecscciene days/weeks/years.
C. Did you advise the patient to be admitted to the hospital? [ JNo []Yes

Indication for admission

3. FORACCIDENT

A. Date & time Of aCCAENE: DALET .....vvvvvoeeveesssve s ssssssssssssens TIME. oo ssssss s
B. CAUSE OF ACCIABNEL oo sss e sssse e sss s ss55888555 8 85 555855 0 5 5 55 55555  ms r s
C. Was the patient under the influence of alcohol or drug at the time of arrival to the hospital? [ ]No []Yes

4. Date you first saw the patient for this illness /injury:

5. (@) PreSeNt illNeSS / DEEAIIS OF IMJUIY & oo sseseseessseesesmses s s ssssessness et s s snesssnssss e e sssess s

b) Pertinent clinical findings (SYMPEOMS & SIGNS)....vevvverescrrserserscers e

(b)
6. (a) Pertinent lab /investingations :
(b)

a
b) HIV Test []VYes, result [ INo

7. DIagNOSIS 1 oo ICD 10 D:Djj DIAGNOSIS 2 oo ICD 10 D:Djj
DIagNOSIS 3 oo ICD 10 D:D:Ij DiagnOSIS 4 ...ooooeeeeeeeeeeeeeoe ICD 10 D:D:Ij

(Including principle underlying condition and complication)

8. (a) Treatments (including number of stitches, medication given, physiotherapy, etc.) :

(b) Operation: ICD9 D:l:‘:lj Pathology report :

SUrgeon’s Name.......eveeerserseernn Specialty Date performed:

(c) Diagnosis and treatment by other physicians in the same occasion [JNo []Yes, please give detail

9. (a) Result of Treatment : [ ]Good [JFair []Poor
(b) Possibility of recurrence? [JYes [ JNo
10.(2) Date Of the aSE EFEAEMENE / FOLOW UP & oo s s ssee s s sesos e s e nses s s

(b) The patient’'s symptoms at the time of your last consultations / examination ?

11.Was the patient referred to you by other physician(s)? []Yes [ ]No
Physician : Clinic / Hospital :




12. Was theinjury /illness contributed to orinfluenced by and of the following (eg. Pre existing weakness of extended

period of disability)?

a) Physical defects / congenital anomaly [INo []Yes
b) Unfavorable past medical history [INo []Yes
c) Degenerative change(s) [ IJNo [ ]Yes

d) A family history that increase the probability or severity of this disease [ INo []Yes
e) Physician’s advice to have periodic “Medical Screening” for this disease because of increased risk? [ ][No [ ]Yes
f) Alcoholordrugs [ INo []Yes

Ifthe answeris “yes”, please specify

13. Other past medical history:

Date Diagnosis Treatment Duration Physician /Hospital
14. For Female : Was the patient pregnant at the time of treatment? [[JNo [ ]YeS .o weeks (LMP: oo )
: Was the treatment related to infertility ? LINO  [IYES e ssasss s nsssnnn

15. Other comments about theinjury /illness

I hereby certify that | have personally examined and treated the insured in connection to the above disability and that the facts arein my opinion

asgivenabove.

Name of physician..........cccccooueeemmrmsrerenn SpPeCialty..eeeeeeereee e [ITa(=Ia 1T o TR
HOSPILAL..oovooeveeeeeeeeeececce e AAATESS..cooooeeeeeeeeeeeeeeee e BLE=] N TR
Hospital Stamp SIgNALUTE wvverervrreerrieeennennnnes
Useiuas (Fouwenuna) DAte oo
k%4
YAITNI Y
Disclaimer

floalunsiszneumsesisunng ridnsuseoiiwenansduinie lagtssmsfiviesifiannuZavneungdu nietsuou
Qﬁuﬂszﬁf] ANHAGMNINEYINLITE ANYHANENEYN FodiesszasinusAnaAn 2 T veU5uliAu 4,000 Un vioresnfiousy
mNUszNangranaeny wasdniedndessaliA Gulnanaunuluniounsdnlaanils

Whoever, inthe pursuance of workin medicine, makes false certified document by manner likely to cause damage to other persons or publicpeople,
shallbe considered to have committed a criminal offense according to the Criminal Code, and shallbeimprisoned for not more than 2 years or fined

for not more than 4,000 Baht, orboth, according to the Criminal Code, and shallbe liable for civilindemnity as well.




