une. Hevlneus:iudia
250 auNsBOAWEN WaisyIg nganwy 10310

| s
wadinsus:nuun |
250 Rachadaphisek Rd. Huaykwang, Bangkok 10310
‘ nadeuianh: 0107555000406

R, +66 (0) 2274 9400, +66 (0) 2276 1025 02 +66 (0) 2276 1997-8

MUANG THAI LIFE ASSURANCE @ muangthai.co.th

fosAuwng
Declaration of Physician
anasiienansdifiientseivde/gisuidnlseiudie Jadin
Claim Form in Case an Insured Person/Premium Payer Is Deceased

B QU TUTENUITE LTI e e
According to the Insurance Contract No.

%a—aqavjj LRBIT 01, eeeeeeeeeeeeessseeseeeeesee e seeeeseeeseesee e ssesseseeeneene I 1350t Y
Name-Surname of the Deceased Date of Death
LA IL T DU DUAUNN e VAR HN o VAR AN o
ID Card/Passport No

n. dayan1518uHI (Information of Death)

1. M3FeBinv0 9l Lmﬁs:ﬁuﬁﬂ/v;i*’?nizLﬁﬂﬂs:ﬁuﬁ’mﬁmﬁumnmmvﬂﬂ (What is the cause of the insured/premium payer’s death?)

O girdnee (Suicide) ] gna1an33d (Being Murdered) [ 91751119 (Accident) [ \3ute (Tllness) [ \ls\immmmq (Unknown cause)
2. AWnAN5LABTIA (Cause of Death)

A0 lse/ons szpzmsussuiulsaisusnaunssiodedin
Cause' Disease/Symptoms Date of Onset/Treatment until Death

21 Lﬁ@Lﬁﬂ%ﬁﬁIﬂﬂﬁ?\‘l (Direct cause)

2.2 L‘V]ﬁ!‘l:l’] LLNIN (Precipitated cause)

23 LVIEI“I:l’]LﬁN (Underlying cause)
2.4 lsa/nmizduidumavyu

(Other diseases/conditions contributing to death)

3. Maldedin ﬁmiﬁugmwanﬁwﬁa‘lﬂ (Was an autopsy performed?) O 18 No) O 1 (Yes)
° ngwami’ﬁugmiwanﬂwﬂimgiw (AULOPSY TESUIL TEVEAIEM) ... vttt bbbt
© ﬂ%mmuaanaﬁaaﬂlu‘laﬁmﬁwu (Amount of alcOhOl TOUNA TN DLOOM).........ceeeeeeeeeeeeeeeeeeeeee ettt et e e ee e e eeeeeeeene
° AUANIT Lawﬁﬂ/ﬁuﬁﬁwu (Other addictive SUDSTANCES TOUNM).........ooveveeeeeeeeeeeeeeeeeee ettt e et et et e e et e e e e eseeeee e eeeeeee e eseeeaeeeeeeeenene
. FoyauseiRguA W (Medical History)
ﬂ'E)uLaﬂ’ﬁaﬂém’]ﬂ’itﬁuﬁﬂ/ﬁ‘ﬁ’]’itLﬁﬂﬂi:ﬁuﬁ’ﬂLﬂﬂ%ﬂﬂ’]’i%ﬂ‘iﬂ’]’ﬂ)’mﬂﬂﬂi‘lWﬂ’m’]aLLV’i\‘lﬁlﬁ%ﬂSu‘] frofl

Before death, the insured /premium payer used to receive medical treatment from this medical center or others as detailed below.

Jungnm Tsa w30 a1maSuthe Fouwng FAD NIV
Date of Treatment Disease or Symptoms Name of Physician Name of Medical Center

m"ﬂ‘wLé’waé’mmiwﬁaﬂLLnaaé’ana"ml”'mﬁuLﬂumﬂm%\mnﬂitma

I hereby certify that the above statement is truthful in all aspects.

E\l\‘l'?iﬂ (Sign)

( )

wnndEnIn1335ne (Attending Physician)
Tuaua AU NEULSARRTILAYT (Medical LACRNSE NO.) ...
A TUNHTUTR (IMLEAICAL CENEET)......veeeeeeeeeeeeeeeeeee ettt ettt s s e e e e e eaeeeeeseseeeeeeeaeeeseseeesesesesesesesenesesenanase
i’uﬁ"[ﬁ‘}l’ﬂga(Date OFf INOrMAtioN SUDIMUISSION)......uieieieieieieeeeeeeee et e et eeeeeeesesesesesesesesesesesesesesessseeeeas

(U3 NUAIEDTUNLILIR) Affix with medical center’s seal
nEwR - nviudesnsaeuaudeyaiiaAn nJunRnfe (WB/U19/uneEna)

Remark : If you require more information, please contact (Mr./Mrs./Miss)

Team/Department Tel. Fax No.
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