
¶ŒÍÂ¤Óá¾·Â�

µÒÁÊÑÞÞÒ»ÃÐ¡Ñ¹ÀÑÂ àÅ¢· ี่.............................................................................................................................................................................................................
According to the Insurance Contract No.

ª×èÍ-Ê¡ØÅ¼ÙŒàÊÕÂªÕÇÔµ............................................................................................................................ÇÑ¹·ÕèàÊÕÂªÕÇÔµ.............................................................................
Name-Surname of the Deceased Date of Death

àÅ¢·ÕèºÑµÃ»ÃÐ¨ÓµÑÇ»ÃÐªÒª¹/Ë¹Ñ§Ê×Íà´Ô¹·Ò§...........................................................................àÅ¢·Õè H.N ....................................àÅ¢·Õè A.N ........................
ID Card/Passport No 

¡. ¢ŒÍÁÙÅ¡ÒÃàÊÕÂªÕÇÔµ (Information of Death)

1. ¡ÒÃàÊÕÂªÕÇÔµ¢Í§¼ÙŒàÍÒ»ÃÐ¡Ñ¹ÀÑÂ/¼ÙŒªÓÃÐàºÕéÂ»ÃÐ¡Ñ¹ÀÑÂà¡Ô´¢Öé¹¨Ò¡ÊÒàËµØã´ (What is the cause of the insured/premium payer’s death?)

      ¦‹ÒµÑÇµÒÂ (Suicide)        ¶Ù¡¦Òµ¡ÃÃÁ (Being Murdered)       ÍØºÑµÔàËµØ (Accident)     à¨çº»†ÇÂ (Illness)        äÁ‹·ÃÒºÊÒàËµØ (Unknown cause)

2. ÊÒàËµØ¡ÒÃàÊÕÂªÕÇÔµ (Cause of Death)

ÊÒàËµØ âÃ¤/ÍÒ¡ÒÃ ÃÐÂÐàÇÅÒµÑé§áµ‹àÃÔèÁà»š¹âÃ¤/àÃÔèÁÃÑ¡ÉÒ¨¹¡ÃÐ·Ñè§àÊÕÂªÕÇÔµ

3. ¡ÒÃàÊÕÂªÕÇÔµ ÁÕ¡ÒÃªÑ¹ÊÙµÃ¾ÅÔ¡È¾ËÃ×ÍäÁ่ (Was an autopsy performed?)  äÁ‹ÁÕ (No)  ÁÕ (Yes)

          ÊÃØ»¼Å¡ÒÃªÑ¹ÊÙµÃ¾ÅÔ¡È¾»ÃÒ¡¯Ç‹Ò (Autopsy result revealed)........................................................................................................................................
»ÃÔÁÒ³áÍÅ¡ÍÎÍÅ�ã¹âÅËÔµ·Õè¾º (Amount of alcohol found in blood)............................................................................................................................

          ª¹Ô´ÊÒÃàÊ¾µÔ´/Í×è¹æ·Õè¾º (Other addictive substances found).........................................................................................................................................
¢. ¢ŒÍÁÙÅ»ÃÐÇÑµÔÊØ¢ÀÒ¾ (Medical History)

  ¡‹Í¹àÊÕÂªÕÇÔµ¼ÙŒàÍÒ»ÃÐ¡Ñ¹ÀÑÂ/¼ÙŒªÓÃÐàºÕéÂ»ÃÐ¡Ñ¹ÀÑÂà¤ÂÃÑº¡ÒÃÃÑ¡ÉÒ¨Ò¡Ê¶Ò¹¾ÂÒºÒÅáË‹§¹ÕéËÃ×ÍÍ×è¹æ ´Ñ§¹Õé
      Before death, the insured /premium payer used to receive medical treatment from this medical center or others as detailed below.

ÇÑ¹·ÕèÃÑ¡ÉÒ âÃ¤ ËÃ×Í ÍÒ¡ÒÃà¨çº»†ÇÂ ª×èÍá¾·Â� ª×èÍÊ¶Ò¹¾ÂÒºÒÅ

¢ŒÒ¾à¨ŒÒ¢ÍÃÑºÃÍ§Ç‹Ò¶ŒÍÂá¶Å§´Ñ§¡Å‹ÒÇ¢ŒÒ§µŒ¹à»š¹¤ÇÒÁ¨ÃÔ§·Ø¡»ÃÐ¡ÒÃ
I hereby certify that the above statement is truthful in all aspects.

Å§ª×èÍ (Sign).......................................................................
        (                                )
        á¾·Â�¼ÙŒ·Ó¡ÒÃÃÑ¡ÉÒ (Attending Physician)

2.1 àËµØàÊÕÂªÕÇÔµâ´ÂµÃ§ (Direct cause)

2.2 àËµØ¹Óá·Ã¡ (Precipitated cause)

2.3 àËµØ¹Óà´ÔÁ (Underlying cause)

2.4 âÃ¤/ÀÒÇÐÍ×è¹·Õèà»š¹àËµØË¹Ø¹

ãºÍ¹ØÞÒµ»ÃÐ¡ÍºâÃ¤ÈÔÅ»ŠàÅ¢·Õè (Medical License No.)............................................................................................................
Ê¶Ò¹¾ÂÒºÒÅ (Medical center).....................................................................................................................................................
ÇÑ¹·ÕèãËŒ¢ŒÍÁÙÅ(Date of Information Submission)...........................................................................................................................

(»ÃÐ·ÑºµÃÒÊ¶Ò¹¾ÂÒºÒÅ) Affix with medical center’s seal
ËÁÒÂàËµØ : ËÒ¡·‹Ò¹µŒÍ§¡ÒÃÊÍº¶ÒÁ¢ŒÍÁÙÅà¾ÔèÁàµÔÁ ¡ÃØ³ÒµÔ´µ‹Í (¹ÒÂ/¹Ò§/¹Ò§ÊÒÇ).................................................................................................................
Remark : If you require more information, please contact (Mr./Mrs./Miss)

·ÕÁ/½†ÒÂ............................................................................................................................ â·Ã .............................................................. á¿¡«� ................................................
Team/Department            Tel.             Fax No.

Cause Disease/Symptoms Date of Onset/Treatment until Death

(Other diseases/conditions contributing to death)

Date of Treatment Disease or Symptoms Name of Physician Name of Medical Center

Declaration of Physician

Claim Form in Case an Insured Person/Premium Payer Is Deceased
àÍ¡ÊÒÃàÃÕÂ¡ÃŒÍ§¡Ã³Õ¼ÙŒàÍÒ»ÃÐ¡Ñ¹ÀÑÂ/¼ÙŒªÓÃÐàºÕéÂ»ÃÐ¡Ñ¹ÀÑÂ àÊÕÂªÕÇÔµ
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