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MUANG THAI LIFE ASSURANCE [ J———

Claim Form for Injury / Illness
According £o the INSUFANCE CONEFACE NO.....viviiieieeeeieiieceeteeet ettt ettt et s st se e s s e s eaesnas (DAEE) ettt

| hereby express intention to claim compensation from Muang Thai Life Assurance Public Company Limited with the following information for consideration.

1. Name — Last NamMe Of PALIENE. ..ot AGEeoeeeeeeeeeee et e years old

Present address. Occupation / JOb description..........ocueveeereiereenrieieeeseiseseiseies
Do you wish the Company to record the above present address?
O ves ONo
[ Keep the present address on record for the insurance contract No. stated above only [ Keep the present address on record for all insurance contracts
Mobile phone No. (The Company reserves the right to send information to only one mobile phone No.) ......ccviiiiiiiiiiiii,
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:
[ Keep mobile phone No. on record for the insurance contract No. stated above only L Keep mobile phone No. on record for all insurance contracts
If you do not specify your intention, the Company reserves the right to keep the mobile phone No. on record for all of your insurance contracts.
2. (a) In case of accident
1) Date of accident........cccevevrurreenne EIME.eieeirereieeeeieeeieeiae hrs. Any police report [ Yes, please SPECify.........ovvvvvvvvvvvvveeeeeeeeeeeeeeeeeeeooseememnennnes a No

2) CAUSE OF BCCIARNE. .. viveeeeeeeceetecee ettt ettt s st e s e assess e s essesasessesseasaesesessseseessssseeesess st esssseseeeesssanessesasaeess s s seesesesaneseesssaneessssasessesa et esesaeaseetessnansatesasanessasasssansanans
(b) In case of illness
1) Date admitted Date discharge........cccoeuu.... et

3. Are you eligible For compensation from other company? [l YEs, PLOASE SPECIY........ oo eeeeeseseeesesesesesssesesmsesssesesseesseseeseeeseesesessseese s seeesesseeeeesee dNo

4. Claim payment collection [ Direct mail to current address
[ Transfer to the bank account/Promptpay given to the Company only.
[ Receive at the Head Office of Muang Thai Life Assurance Public Company Limited
L Receive at Muang Thai Life Assurance PCL, Branch Via agent NaMe.....oucveeveveeeeveveeee e Team/Department........cceeeeverrereenernennns

L Counter Service at 7-Eleven stores (Not exceed 10,000 Baht), please specify Mobile Phone NO. £ FECEIVE OTP......vv.wweceeeereeeeeeeeeeeeesseesesseseseseeeseessesssesssesessssesessssessseen

Declaration and Authorization of Medical History Disclosure
With this letter, | hereby give consent to the attending physician(s) or hospital(s) or any medical center(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 Life Assurance Public Company Limited, and |
authorize Muang Thai Life Assurance Public Company Limited or agent of the Company to act as a legal authorized person to proceed and contact to receive the aforementioned medical
history from attending physician(s) or hospital(s) or any medical center(s) that has or had provided me/an injured person/a sick person with medical treatment or health checkup as if they
were my own actions in all respects. A photocopy or copy of this letter is regarded as equally effective and complete as the original.

Declaration of Personal Data Disclosure

Q. give consent to the Company to collect and use Personal Data, health information, disability, religion, race, medical record, and claim record of me and/or the person under my
guardianship (as the case may be), both provided above at present and in the future (collectively referred to as “Sensitive Data”). This consent also includes disclosure of such Sensitive Data
as necessary to executives, employees and life insurance agents of the Company, life insurance brokers, banks, reinsurance companies, other insurance companies, medical centers, group
insurance policyholders, the Thai Life Assurance Association (TLAA), units with duty to collect/pay policy benefits, government agencies, agencies and commissions which are responsible for
law enforcement or legally registered, state agencies or regulators, the Company’s business partners, foundations, and the Company’s vendors or services providers, to allow the Company,
persons and agencies to collect and use the Sensitive Data as necessary and required by law for the purposes of insurance application, underwriting, policy benefit payment, medical
treatment, and as a central database of insurance companies in order to examine insured's history and claim record, any operations regarding insurance policies, future insurance
application and for any purposes which benefit the insured.

| acknowledge that by not giving consent and by changing the scope of consent, withdrawing consent, objecting, requesting for erasure or destruction of Personal Information, it
may result in the Company being unable to manage or take any necessary action on the insurance contract and may affect services and policy benefit payment. In this regard, | have already
acknowledged the Company's Privacy Policy on www.muangthai.co.th/th/privacy-policy. In this regard, the expression of my intention by marking v' in O constitutes that | have given
explicit consent to collect, use and disclose the Personal Data according to the purposes specified above. Hereby, | have signed as evidence thereof.

| have explicitly acknowledged the statements above and the Company's Privacy Policy and hereby signed to authorize and give consent to the disclosure of medical history above.

SNttt Personal data provider / Insured / Legal representative Scan for details of Privacy Policy
( )
SN e Witness Sign Witness

( ) ( )

If the beneficiary is a minor (less than 20 years old), a father/mother/legal guardian must additionally sign this section to give consent as stated above and specify relationship.

ESIGN cutveieeeieess sttt bbbttt a et Consent Grantor  Relationship with the minor

Remark : In case of signing by fingerprint, signatures of 2 witnesses must be completely provided.
*In case of a minor (not over 10 years old), a parent is required to sign and specify the relationship.
*In case of a minor (over 10 years old but less than 20 years old), a parent is required to sign together with the minor and specify the relationship.

Tna LSCL PDPA (33l 01062564 2-02-05-2418
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Attending Physician’s Report

uWnegsnEgvoansieviualiui devidunnndusayanazilueyayiaysznoudsndw mnfiAisssuiian giondseiuiedugiuliavey
Attending physician issuing this report has to be a certified and licensed physician. In case of any fee occurring, the insured shall be responsible.

PALIENE'S NBME .ottt ees et sttt AGE! s years Sex: [Imale []female
ID NO. e HINE e AN e XINF e
Date admitted......cccooeeeeeeeeeeeeeeeee. TIME e Date discharged.........ccovvveeveeeceeeeeecceene, B ]2 =T

1. CHIEF COMPLAINT:

2. FORILLNESS

A. How long had the patient experienced the SYMPEOMS?.......c.cvvoiorviveeieeeeee e days/weeks/years.
B. How long do you feel that symptoms existed prior to this consultation?...........cccceeeuevevcnneee. days/weeks/years.
C. Did you advise the patient to be admitted to the hospital? [ JNo [] Yes
INAICALION FOr GAMISSION. ...ttt ittt ettt bbbt bbb bbb e e s bbb bbb e bbb e

3. FORACCIDENT
A. Date & time Of ACCIAENE: DALO: ... e I . e
B. CAUSE OF ACCIARNE: ..ot e e e e e eeee et ee e ee et ee e e e ee e e e e e e e e e eee e eeeem e et et ee s eeeeeeeeeaeeeeeeenaeann

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 LhiS IlINESS / INMJUMY: w..vieeeeeeeeeeeee ettt ee e e et ss e e eseseeeaneseas
5. (@) PreSentillness / DELAILS OF INJUIY: ..ottt ettt eee et sa e e e e e st es s sasss e et es s e sases e es s sa s seseees s s sasassenses s e sraneenen
(b) Pertinent clinical FINAINGS (SYMPEOMS & SIGNS)......uoveiieieeeeeeieee et ettt teeee et ee et ess s et sesesees s ess e e e s sses s ses et esasesese s ssessassesansseees
6. (@) Pertin@nt [ab / iNVESEINGATIONS: ......uvieeeee ettt ettt ee et ee s e et es s e e eenses s s esssenses s sa s ss st enses s s sessessenses s sarsersenses e sereas
(b) HIV TESE [[] YES, TESULL..cuvieeieieieieieceeee ettt []No
7. DIagnosis 1 ceceeeeereeeeeeeereeeseenn. ICD 10 [Dj:D DIAgNOSIS 2. ICD 10 D:ED]
Diagnosis 3 cveeeeeieeeieieienen ICD 10 D:Djj Diagnosis 4.....evevevveeeeeeieeeereieene ICD 10 D:Djj

(Including principle underlying condition and complication)

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

Surgeon's Name........cocveveeeeeereeennnnn. SPECIAIEY v Date performed @ ...

(c) Diagnosis and treatment by other physicians in the same occasion [ ] No [] Yes, please give detail

9. (a)Result of Treatment: [] Good []Fair [] Poor
(b) Possibility of recurrence? []Yes [ ]No

10.(a) Date of the (St EreAEMENE / FOWOW UD: ...veveeieieeeceeee ettt et et ensen s s bs st enses s s sssss s enes s ssssenaes s s serseraas
(b) The patient's symptoms at the time of your last consultations / @XaMINALION? ........c.ouvveeeieeeee et ee et

11.Was the patient referred to you by other physician(s) ? [ ] Yes [ ]No
PhYSICIAN = oo CUINIC / HOSPIEAL & oottt s ssa s s e




12. Was the this illness / injury contributed to or influenced by and of the following (eg. Pre existing weakness of extended

period of disability)?

a) Physical defects / congenital anomaly [JNo []VYes
b) Unfavorable past medical history [JNo []Yes
) Degenerative change(s) []No []Yes
d) A family history that increase the probability or severity of this disease [JNo []VYes
e) Physician's advice to have periodic "Medical Screening” for this disease because of increased risk? [ JNo [] Yes
f) Alcohol or drugs [JNo []VYes

If the answer is "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 cooovrvercrrrrernnnn. weeks (LMP: ..o, )
: Was the treatment related to infertility? [INO ] YES ettt

15. Other comments about the illness / injury

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

as given above.

Name of PhYSICIAN.......cooreeeeeee et SpeCialty e LICENSE NO. .ot
HOSPIEA ..o cveveeee e AAAIESS. ..ottt TELNO. et
Hospital Stamp SIGNAEUNE .ottt et ese s tee st e es s s st ssressss e sennsnes
UseNuasn (FaNUnweuIa) DIBEE e

doAIsNI

Disclaimer

ilolunsusznaumsenddsiunng ridsusesiiimeonassuiiufie lasdsnsinasfionnaudamiaunidu viets:snsu
@'ﬁunszﬁflm’mﬁ@momm']muﬂszmam;mmﬂmnvn ﬁoﬁaoszaﬁotﬂw’l@nlmﬁu 2 Tl vidousulsiifin 4,000 U videfosioUiy
muUssaIaNg AL waBntudndossalimaninunaunluniounednlaenii

Whoever, in the pursuance of work in medicine, makes false certified document by manner likely to cause damage to other persons or public people,
shall be considered to have committed a criminal offense according to the Criminal Code, and shall be imprisoned for not more than 2 years or fined

for not more than 4,000 Baht, or both, according to the Criminal Code, and shall be liable for civil indemnity as well.




nmsiasaunangulunsizaniov
Claim Evidence

AsawwaglRmaaNTy yiNiinM s s iuABAnAsesgiiame/Minswennamu i anysiuisgiifmedauyana (PA)
Acciden mpensation rdin he Accident Rider / Medical expen rdin he Personal Accident (PA

1. luSun3o9ATaLYs ANWULNOTNYDIUSEN Usenoudie 2874
The Company'’s claim form consists of two parts:

1.1 danyoutfionsenuns - giondsenuns / fUnAseag NsansIgaslduansanasHI
Insured’s part-Insured/insured'’s guardian fills in the information and sign the form

1.2 @5 189HBANGIA5I9TNE-WANEEAFI95N1Y NTONTILALBIANTONAIHN Az seNUASIFNHNEILIA
Attendmg phy5|C|an s part Attendmg phy5|C|an fills in the information affix with a signature and hospital's stamp

2. Naﬂ’ﬁ@’]uWﬂNL@ﬂULiﬂ N3ERNANITAN "rﬁEJLLG]ﬂi'TJ?.IEJ\iﬂ?”Gm
X-ray result for the case of broken or fractured bone

3. dwnluasemsnuweunataduudosianisAmsnengiuna vieanluagunioy nsaidndunisinen
Tug’m:uﬁﬁwiu’[sowmma Copy of medical receipt and medical invoice or copy of hospital's summary statement for inpatient case

4. lulaSamsnmgnunatalundesanIsASNEIWEIUNE WU aTURTHILIIaslsIwenUa ailuese nstiansevduan
UsenuNa9aLme d31YyAAa Original copy of medical receipt and medical invoice or summary statement fo hospital for PA case

ArvaLsaguA nuUugilaelu (IPD)

Health compensation for inpatient (IPD

1. luSun3ovAsaLYs ANWULNOTNYDIUSEN Usenoudie 287
The Company'’s claim form consists of two parts:

1.1 ﬂ’JN?JEJGNLEﬂﬂi“'ﬂNﬂEI NLEJ'T]J?“’ﬂ‘NﬂEI / N‘Uﬂﬂi@\i N39NTIYALLIYANS N AN
Insured’s part- Insured/msured s guard|an fills'in the information and 5|gn the form

1.2 JUHIHNHNNEEATITNE-LANEEASISNEI NTONTIHALLTLANFONAIWIN AU T2NUATIFNNUNEILA
Attending physician’s part-Attending physician fills in the information affix with a signature and hospital’s stamp
2. luaSeansnuanenuna atiuese nsalisansevdyangunimieanmiiany wazadiwn nstlisen3evdunngunInIoSHLHLeY
Original copy of medical receipt for H&S case and its copy for HB case
3. luudusnanmisansnemanuna veeluagunrivusreslsongLna aliuese nstlisanievdtyaunguninuwanaliane
was d1n NTHITENTOIATUUNFUNINIILTHL WY
Original copy of medical invoice or summary statement of hospital for H&S case and its copy for HB case

AsaLsgunMLLLET8Wen (OPD)
Health compensation for ient (OPD

1. TuSusosunns BsaluBunN509AYALYE ANLUUNOTNYDILSEN
Medical certificate or Company's claim form

2. luaseAnsnenwenuna atluase
Original copy of medical receipt

Aulnalsadiesy, LLaﬂﬁLaé’{, usUiliadnas
| Rider, H L H L P

1. luSun3ovAsaLYs ANLUUNOSTNYDIUSEN Usenoudie 287
The Company'’s claim form consists of two parts:

1.1 ﬂ’JN?JEJGNLEﬂﬂi“'ﬂNﬂEI NLEJ'T]J?“’ﬂ‘NﬂEI N9NTNYALLIYANSONAIHIN
Insured’s part Insured fills in the information and 5|gn the form

1.2 muswmmwmwm’;%ﬂm LLWT]EING]?’JQSF]EW N39NTYALLIYANSONAIHIN LA UTeNUATI TN HNLILS
Attending phy5|C|an s part Attending phy5|C|an fills in the information affix with a signature and hospital's stamp
2. IULH?QFH??]HWWEHUWE ‘lJ‘lJQj (ﬂiEHﬂaEIﬂiiﬁleﬂEI’JﬂUIU“rﬁuﬂ ‘Hi@‘ﬂi?\ﬂ@ﬂ)
Original copy of medical receipt (for facial or breast surgery)

3. NANSAFITHHD (MANFIUNIANLINAANEAS)
Biopsy result (M|croscop|c Anatomy Ewdence)

HHEILHI6 o ﬂsmuasm\mmzjmwﬂaummm %3] /‘Y\S@ﬁ‘ﬂﬂ’]‘w Q’]H’J‘HL\THINLH‘H 10 000 U’]T]@]EJHWSU’]@LQ‘U/LQUU’JEJ 1 ﬂSGN’]HLﬂ’]‘HL@]@SLﬁ@S’Jﬁ
fi¥2u 7-Eleven , ,
o nsaildlddeundling nyanuuudnrEvEeERMY (Passport) nistonasranguioonlagniiamsIsns elsenounis
NANTU , .
o MILATHHLDNANTNOTUGH Al
- SAEMSSURUAIASUNNLSHENY rulnsanwriiotio ,
- tinsUszanasznyd (nsdilalddynainalflinmivdodunie (Passport) nistonansranguioanlagniizunussnig)
Remark: e In case of receiving accident and/or health claim of no more than 10,000 Baht per injury/illness through Counter Service at
7-Eleven Stores
e For non-Thai nationals, please attach a copy of passport or documents issued by official authorities for consideration.
e Required documents
- OTP from your mobile phone
-1D Card (For non-Thai nationals, a passport or documents issued by official authorities are required)

v
o

) ﬂ’mﬁ‘ﬂﬁt@iﬂﬂiaﬂii&l?IHG]’]NUTUJEUEU@]UENH{]Y\N’]E] ﬂsama@msam t‘ﬂﬁﬂi’]&la LEJEI@LLH@GH’]SI@SUHT] 3 HH9
‘ﬂ'i@ﬁ\flﬁ’]l,u’]‘i_l@ﬁ@]’]\fl‘"] T]EJ’]\?EJQH’]SI@S‘UHT]S W UesYUs=aneainsunns dasusznudvan L‘U‘H(ﬂu
In case there is any legislative benefit or other welfare benefits, please submit such benefit entitlement’s detail or copy of identification card
confirming such benefit entitlement such as goverments identification card, social security card, etc.
mnuuaaoé’wsamaomsaaumuuauaqumu nszmmma GI’JLLTI‘N‘IJS“'ﬂ‘NU’JGI FI‘NEI‘]JSﬂ’]Saﬂﬂ’]LNE]\‘JITIEI‘IJS“‘I"INU’JGITIﬂa’]U']‘ﬂ’JﬂS“'L‘nFI
AuduSnMsanAmMeinsAwr Ins. 1766 iovlng Smaile w3afilns. 0 2274 9400, 0 2276 1025-7 Fax: 0 2276 1997-8 w30 www. muangthai.co.th
IF you have any questions or inquiries, please contact life insurance agents, Customer Service Centers nationwide, Muang Thai
Smile Cutomer Contact Center Tel. 1766 or Tel. 0 2274 9400, 0 2276 1025-7 Fax: 0 2276 1997-8 or www.muangthai.co.th




