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MUANG THAI LIFE ASSURANCE @ muangthai.coth Ei’)uﬁ 1
Part 1

luBandevavaise nsaivaldu / 1Wuilae ,
Claim Form for Injury / Illness Jufi (Date)

ANFynUTEAUNELEUN
According to the insurance contract No.

HAnuUstavAisenFosAsawEaINUFEN Wavlnydseingia 9116 (Imow) enndoyanudsiNeRansedn aul
| hereby express intention to claim compensation from Muang Thai Life Assurance Public Company Limited with the following information for consideration.

1. B0 - ana funaldu/iduthe o1y (Jaq1w) |
Name - last name of patient Age (present) years old

ﬂaaﬂ%uu
Present address

anunnineu 1IN / aNWDITINY
Business address Occupation / Job description

HrnauinsAnwriieio (U5ENY amuanmwovauamuﬁmmav‘[mﬂwmwm 1 AHNELAUTINTW)
Mobile phone no. (The Company reserves the right to send information to only 1 mobile phone no.)
USHNY astufinranetaulnsAnridonaniivelilumstinseuazidoinsus=lagisneg auninmuesinsidfeuudasndonssEny

lsaszyAnNUstasAvaIninug
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.

] ﬁuﬁn‘ﬂmﬂLauimﬁfwﬁmwmavﬁé‘mmm?ﬁuﬁﬂﬁsmﬁfmtﬁu Keep mobile phone no. on record for the insurance contract no. stated above.
D uumwm&l vaulnsAwTd ﬂ’l“ﬁSUﬂﬂﬂfUKUﬂﬂ'i“ﬂuﬂEJUa\‘m'm Keep mobile phone no. on record for all insurance contracts.

N9 mnmu[usm UMY UaamuaﬂsuumﬁmaLaulﬂsﬁwnmnma ﬁ’]ﬁﬂJﬂﬂﬁfoU’\ﬂS AUABYDINH
If you do not specify your intention, the Company reserves the right to keep the mobile phone no. on Tecord for all of your insurance contracts.

2. ‘z’iaamuwmmammsumssnm NI Ins.
Name of hospital/clinic treated Province Tel.
3. (ﬂ) nszﬁaﬂ'ﬁmm (a) In case of accident
1) wﬂmmmm 1an W, MUY [ § udvainun [ Lis
Date of Acudent Time hrs. Any police report  Yes, please specify No

2) wimsoifiAetu
Cause of accident

3) whwnSnueulsone L assua N fodun
Date admitted Date discharged
(v) nsgi@UIE (b) In case of iliness , .
1) hwinsnunenlulsowanunaasuaiun foun
Date admitted Date discharged
4. ENBlFsUAMUALENNLEENDY (] flusaudosaazdaa O qu
Are you eligible for compensation from other company? Yes, please specify
5. A5MSSURHATALEY (] Tendindeugsunans / siansonin aﬂlmsmhnuuswmmuu
Claim payment collection Transfer to the bank account/ Promptpay given to the Company only.

] su*nmunmu‘ﬁwm U35uN Hodlneuseinudis 9ie (Nrnuw)
Receive at the Head Office of Muang Thai Life Assurance Public Company Limited

[ 5unusen Woslneuseindis 910a (Wvngw) @
Receive at Muang Thai Life Assurance PCL, Branch

D AIHIHEIUNH (Via agent) UE] (Name) §ING (Team/Department)

[ domollsudidanafiogilagiiunde ensfetidon
Direct mail to current address or the following address

(] vesurmiandlinasigosianism 7-Eleven (:ifiu 10,000 vn) laaudodoyasiasuBuenumoinsfeiziofio HEIEWAY. ...
Counter Service at 7-Eleven stores (Not exceed 10,000 Baht), please specify mobile phone no. to receive OTP.

dosnnasnavswIuaziusanlAitlamadssAdn1s5nen
Declaration and Authorization of Medical History Disclosure

TnemisFoatiuil fwidnBusesliuwnd violsowenina vioamunennalan Aldrnmsasasnun Wiaimermsasiagunmwsasiwid/funeidu/
gi3uthe WalelssiBnmsnsaesnumiossaBease Iafumsanednuuasnansasiagunw Wudusen Wednaus:mdia i (o)
waziwdseneusnalHLEEM WeslnuUssidia 917 (uvno) vidagrinsunuuesudny ugsuseusnamungminaiiosiunsiiase
¥95UUsAANSINENGINETNIGH mnLmemaIsawmmamaamuwmma"(m Aldrmsasasnurielrarinmsasagunwussinwid/gunaiiu/
giduthe lafiountsfmidnldnsrinnsdsauemnisnis ot dingUnmndednienansyesrivAeaiiud iedndnatioduldiduaeaiu
euatunnlszns

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.

audle (Efronusziusie / unulaeyousssu)

Sign (Insured/Legal representative)

avde ?wmu) avde gwmu)
Sign Witness) Sign Witness)

( ) ( )

ninee nselasnalasliiBRuwatafie deviineuasiususoslvinsuiiums 2 vivw
Remark In case of signing by fingerprint, signatures of 2 witnesses must be completely provided.
LSCL Rev.09 01062563 2-01-05-0009
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¢ v ar Part 2
FIEIUHIWNERATINITNE

Attending Physician’s Report

o 9 as = ar ¢=‘|’ o o = = o = 2 ar ar [~ Yo o
LL‘W"(]EID‘J’Sﬂ‘l:!”IU\‘JQOﬂSﬁEJ\T’MQUUH maaLﬂuuwnm.l‘%tgnpua:ﬂ‘(uaungwﬁsmammvw HINHANBITHLHEHN c‘gw’lﬂsznummu@mwmvau
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 Age: years Sex: [Imale []female
ID No. H.N.# AN# X.N.#
Date admitted Time Date discharged Time

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 consultation? 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 accident: Date: Time:
B. Cause of accident:
C. Was the patient under the influence of alcohol or drug at the time of arrival to the hospital? [ JNo []Yes

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

5. (a) Presentillness / Details of injury :

b) Pertinent clinical findings (symptoms & signs)

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

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

7. DiagNOSIS 1 oo ICD 10 D:D:l:] Diagnosis 2 ICD10 DIDj
DIagNOSiS 3 .ooereresesersersssssseee ICD 10 D:l:':l:l Diagnosis 4 ICD 10 D:l:l:l]

(Including principle underlying condition and complication)

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

(b) Operation : ICD9 D:I:[D Pathology report :

Surgeon’s Name Specialty Date performed :

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

9. (a) Result of Treatment : [1Good []Fair []Poor
(b)) Possibility of recurrence? [JYes [ ]No
(a)

10.(a) Date of the last treatment / Follow up :

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

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




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

period of disability)?
a) Physical defects / congenital anomaly [ONo [JYes
b) Unfavorable past medical history [JNo [Yes
¢) Degenerative change(s) [ONo [JYes
d) A family history that increase the probability or severity of this disease [ONo  [Yes
e) Physician’s advice to have periodic “Medical Screening” for this disease because of increased risk? [JNo []Yes
f) Alcoholordrugs [ONo [Yes

If the 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: ..o )
: Was the treatment related to infertility ? (ONo [JYes

15. Other comments about the illness / injury

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

asgivenabove.

Name of physician Specialty. License No.
Hospital address Tel. No.
HospitalStamp Signature
Usziuas (ouwenuna) Date
J9m5NIIU
Disclaimer

flalumsuszneumssmddnuwng vindrsusesifiuionansduiiuiia laglszmsfunesiiannudamaungdu nioUssonum
Qﬁuﬂszﬁﬂ AERANIeNeNLsTIaNg RN Bedipustnoinusnanlaiiv 2 T vdeusulaifiu 4,000 um Wiorosnfiousu
auUsznangrinaena uasdntodndesyalir aulnanaunulumounednlaanil

Whoever, inthe pursuance of workin 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
fornot more than 4,000 Baht, or both, according to the Criminal Code, and shall be liable for civilindemnity as well.




nmsiesENnangIulunsisanios
Claim Evidence

ANYBALELDTIRLHAMNAU UL NNIANMSUSETUABANASDYRTIRWE/MSNHIWENINamMuEa ulssiuAtaTBwmadHIAAa (PA)
Accidental compensation according to the Accident Rider / Medical expenses according to the Personal Accident (PA)

1. TwiSanSo9AmuaLye ANLLULUWSNYDILSEN Ussnoueny 2 du
The Company'’s claim form consists of two parts:

1.1 dinvovdlontsziunie - dlondsziune / unAses nsansieasduansonasunu
Insured’s part - Insured /insured’s guardian fills in the information and sign the form
1.2 @Us8UUANGERFIISNEN - WANEERTITNE NTONTI8ALBYANToNAIHIN WAzUSTIUATIEDWNEILNA
Attending physician’ s part- Attending physman fillsin the information affix with a signature and hospital’'s stamp
2. mamsmuﬂamaﬂmm NSERNENISHN “r‘i‘JE]LL(ﬂﬂS']’]U’eNﬂSw@ﬂ
X-ray result for the case of broken or fractured bone
3. ﬁ’]LHWIULHSQF]’WHEWWEJ’]U’IHLLﬁ.,IULLQ\?S’]EIﬂ']Sﬂ’]iﬂE']WEHU’Wa ﬁ?@ﬁﬂLNﬂIﬁﬁiﬂ‘Hu’NU ﬂ‘SCHL‘ZJ'WSUﬂ’]SSﬂE']
‘i‘us’xwum glulsoneuna Copy of medical receipt and medical invoice or copy of hospltal S summary statement forinpatient case
4. t‘l_lLﬂi’@ﬂ’]iﬂE’TWEl’WU’laLLai‘ULLQ\?S’WEIﬂ’WSﬂ']SﬂHWWEI’]Uﬁﬂ "r‘ﬁ@t‘uﬂﬂJﬁH’]OU“JUSOI’S\TWEI’m’]a QUUQS\? nsmwansa\mwwmsmu
mammmmuumma Original copy of medical receipt and medicalinvoice or summary statement of hospital for PA case

ANBALBE FUNTWLLLILIE ﬂ'zsj’iu (IPD)

Health compensation for inpatient (IPD)
1. TuiSan$e9AmuaLYe ANLULUWOSNYDILSHN Ussnoudie 2 ddu
The Company'’s claim form consists of two parts:

1.1 danvavgiondsznune - flondsznuiiy / §UnAses nsensieasdaanionasy
Insured’s part-Insured/insured’s guardian fills in the information and sign the form
1.2 dUs8UUNNEEASIENBN - UNNEERSIITNBN NTONTI8ALDIANTDNAIHIN LATUSTTTIUASIANWNLILIA
Attending physician’s part - Attending physician fills in the information affix with a signature and hospital's stamp
2. I’ULHSQQ’]?ﬂE’]WEﬂ‘U’Ia QU‘UQS\? ﬂSENLSEIﬂSQ\jﬂiUEU’WﬂUﬂWWLLE]ﬂﬂ’ltU’s)']?_I LLag ’s'hl;‘kl’l ﬂiﬂiL‘JHﬂiﬂ\?ﬁmm'\NﬂﬂWW'}dL\‘Iutluuﬂu
Original copy of medical receipt for H&S case and its copy For HB case
3. Tuudesamsasnemenuna wieluasunrisuzeslsonenuna atiuese nseiisunfovdyaygunmwugnaliang
LLas ?hl‘lnl’l ﬂimﬁﬁlﬂi@dﬂmmqﬁUﬂ'WW’NL\?HLLNNE]‘H
Original copy of medicalinvoice or summary statement of hospital for H&S case and its copy for HB case

ABALBE FUNMWLLIUIETI8Wen (OPD)

Health compensation for outpatient (OPD)
1. Tususasunnd vi5e [ aNSo9AYaLYY ANILUWSNYDILSEN
Medical certificate or Company’s claim form

2. luaSamsnuwenuna aifiese
Original copy of medical receipt

Aulnnlsasrese, nadihad, wadiladwia
ClRider, Happy Lady, Happy Lady Plus
1. TuiSaniovAyaLye AMNULLNOSNIDILSHEN Ussnausie 2 dau
The Company'’s claim form consists of two parts:
1.1 didvasiondsziunie - flondsziune nsonsiaazduanianasui
Insured’s part - Insured fills in the information and sign the form
1.2 @MHIBNUUANEEATITNEN - WANEHATITNEN NTONTI8ALDEANTONAIHIN LAt USENUATIENNWNEILIA
Attending physician’ s part-Attending physman fills in the information affix with a signature and hospital’s stamp

2. I‘lJLﬂ$Qﬂ"l'iﬂ1:l’1WEl'1U’la Q‘IJ‘UQ?\? (ﬂ'iEHﬂaEIﬂ‘ﬁNLﬂEI’)ﬂUZU‘HHW ‘HSOT]‘S’NOﬂ)
Orlglnalcopy of medlcal receipt (For facial or breast surgery)

3. Naﬂﬁiﬂi’)@ﬁulﬂd@ (ﬂansmmaaammmﬂmam%)
Biopsy result (M|croscop|cAnatomy Ewdence) .
HHNELNG) @ N5EHYOSUEHANYALLIRLAG Laz/M30gunW 911MERlHAY 10,000 L damsunaidu/iduthe 1 Assueinesivesia
N5 7-Eleven . .
o nseibilydymding nganuuudinnisdeiunie (Passport) viisenasnangunisonlaariuieussns iedszneunis
Aansa . .
® MSIASENLONANTINDTLLIU Aot
- SHANMSSUEUNIGTUNUTENT simlnsAnriietio .
- asUszandysznum (nselilddeymdinalilimivdaifiume (Passport) visonaisnangiuiioonlaaviuiesiussns)
Remark: @ Incase of receiving accident and/or health claim of no more than 10,000 Baht per injury/illness through Counter Service at
7-Eleven Stores
® Fornon-Thainationals, please attach a copy of passport or documents issued by official authorities for consideration.
® Required documents

- OTP from your mobile phone
- ID Card (For non-Thai nationals, a passport or documents issued by official authorities are required.)

L] ﬂﬁNﬁ‘ﬂﬁI@i‘UNa‘]J?IEJﬁHG]’m‘UﬂUfUQJGIUEJGﬂ YiN18 ﬂi@ﬁ’)ﬁ(ﬂﬂ’ﬁ@uﬂI“r‘iﬂ\ﬁﬁﬂﬂ”LOEl@LLﬂ@Oﬂ’]SI@SUﬁT]EﬁH‘]
wsadvdn L‘H’]‘UGI?G]’]\?"] m’maamsl@su AnS Ldu UG]SUS»QWG\’J‘ZJ’W’WW]? UnsUsznudauan 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 government’s identification card, social security card, etc.

mnuuaaaﬁﬂﬂsaﬂaamsaaumuuauamumu n'ssmmﬂa ALUNUUsAUTI6 ﬂuﬂusmsanmmadlﬂﬂﬂs.nuﬁm‘nnmmmﬂs*mﬁ
AuduismsgnAmalnsén Ins. 1766 Fioulne Smile v3ofns. 0 22749400, 0 2276 1025-7 Fax: 0 2276 1997-8 ¥307 www.muangthai.co.th
IF you have any questions or inquiries, please contact life insurance agents, Customer Service Centers nationwide, Muang Thai
Smile Customer Contact Center Tel. 1766 or Tel. 0 2274 9400, 0 2276 1025-7, Fax: 0 2276 1997-8 or www.muangthai.co.th




