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Claim Form in Case an Insured Person/Premium Payer Is Deceased
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According to the Insurance Contract No.
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Name-Surname of the Deceased Date of Death
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ID Card/Passport No

n. dayan1518uHI (Information of Death)

1. M3FeBinv0 9l Lmﬂs:r“fuﬁﬂ/v;i*’fns:Lﬁﬂﬂs:ﬁ’uﬁ’mﬁmﬁumnmLM@T@ (What is the cause of the insured/premium payer’s death?)

O girnee (Suicide) (] gnanan3sd (Being Murdered) [ 1751119 (Accident) [ W{uLae (Iliness) [ \ls\immmmq (Unknown cause)
2. AWnAN5LABEIR (Cause of Death)

q1LV0) Tse/anns szpzmsussuiulsaisusnaunssiodedin
Cause’ Disease/Symptoms Date of Onset/Treatment until Death

21 Lﬁ@Lﬁﬂ%%ﬁIﬂﬂﬂﬁ\‘l (Direct cause)

2.2 LWL‘!‘I:l’] LLNIN (Precipitated cause)

23 LVI({]ﬁ')LﬁN (Underlying cause)

2.4 lsa/nmizuidumavyu
(Other diseases/conditions contributing to death)

3. Maldsdin ﬁmiﬁugmwanﬁw*n‘%a‘lﬁ (Was an autopsy performed?) O 18 No) O 4 (Yes)
° aqﬂwan'ﬁ*’ﬁ’ugmwﬁnﬂwﬂmngdﬁ (AULOPSY TESUIL TEVEAIEM).....vveiiieieiieieciiie ettt ettt b st b sttt s st es s enee
© ﬂ%mmuaanaﬁaé‘lu‘[aﬁmﬁmu (Amount Of alcONO] fOUNA 11 DLOOM)........eeeeeeeeeee ettt eseseseaeaeeeaeesaeseeeseseeeeseseeeseseesetesesesenseeas
° AUANIT Lawﬁﬂ/é"uﬁﬁwu (Other addictiVe SUDSEANCES TOUNM).......ovevevevererereeeeee e eee e e e eeesee e ee e tetetetetesesee e e eeseeeseeaeeeeesesenesenesenesssesessssssseseeseaeetasssaen
. FoyauseiRgua W (Medical History)
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Before death, the insured /premium payer used to receive medical treatment from this medical center or others as detailed below.

Jungnm Tsa w30 amaSuthe Fouwng FADUNLIVIR
Date of Treatment Disease or Symptoms Name of Physician Name of Medical Center
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I hereby certify that the above statement is truthful in all aspects.
a9t (Sign)

( )

wnndEnn133n (Attending Physician)
Tuaua AU NEULSARRTILAT (Medical LACENSE NO.) oo
AOTUNHTUTR (IMEAICAL CENEET)....veeeeeeeee ettt eaeseseseseseseeeeeeseseseeeesaseeessessessseseseses s s sesesesssesseseeaenene
i’uﬁTﬁﬁaga(Date OFf INTOrMAtiON SUDIMUISSION).......ouieieieieieieeeeeeeeeeeeee oo eeeeeeeeeeeeseeeseeessesesesessesetesesesesesesesesesesesnesaens

(U3eNUAIEDTUNEILIR) Affix with medical center’s seal
nuEwg - nviudesnsaesunudeyaiiuan njunRnce (WB/u1e/uneEnd)

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