dauni 1

- v ” s g oa Part1

TuiSeniavAsawe nsdluadu / $uthe B
Claim Form for Injury / Illness Jufl (Date)
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According to the insurance contract No.
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I hereby express intention to claim compensation from Muang Thai Life Assurance Public Company Limited with the following information for consideration.

1. Bo-ana Guialu/Buthe. e 078 (TR91) 1
Name - last name of patient Age (present) yearsold
fagilagiu....
Present address
AneATNeM e 91TW / ANuodsu
Business address . Occupation / Job description ”
vinulainsdwrisiatie (U3Eny avaudnsudoiioyarnumineauinsdn iies 1 nansayiriny)
Mobile phone no. (The Company reserves the right to send information to only 1 mobile phone no.)
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The Company will keep the mobile phone no. on recard to contact and notify privileges until you notify changes to the Company.

Please specify your intention

[] fwfinvung aulnsAwriawiziaufidey ey useiviefissyinegis keep mobile phone no. on record for theinsurance contract no. stated above.
[] dufinmaneauinsdwridhmiunndiyaunusziusityeerinu keep mobile phone no. on record for all insurance contracts.
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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. Boamwwenuratidniunsinuen.. N0 Ins.
Name of hospital/clinic treated Province Tel.

3. (n) nstigUdLNG (a) in case of accident

1) MAfawme.. W MSUFoRNH [ 8 wdvmnuf O g
Date of Accident Time hrs. Any police report  Yes, please specify No
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2) wneaififaTl
Cause of accident
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3) dinwingnunenlulsewennasoud i . N floTun
Date admitted Date discharged
() NGV (b) In case of iliness
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1) dnwnanunealulsaweunamuaILA ) fodun
Date admitted Date discharged
4. AndlesumuaeannuSEndu [ | #lusaudosnaazibaa O g
Are you eligible for compensation from other company? Yes, please specify No
5. ABMsTuinAraL [ TowdnTnyiswimsilassylimuusemrind
Claim payment collection Transfer Lo the bank account given Lo the Company only.
[] Sufidhiineulng) usin Waslnes=Migia s1ia (uvnuw)
Receive at the Head Office of Muang Thai Life Assurance Public Company Limited
(] Sufudin dievlnaydscivudio 9106 (uvgw) &
Receive at Muang Thai Life Assurance PCL, Branch
[ d9sU@IUNY (Viaagent) Ta (Name)..... 9@ (Team/Department).
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Direct mail to current address or the following address
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Counter Service at /-Eleven stores (Not exceed 10,000 Baht), please specify mobile phone no. to receive QTP.
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Declaration and Authorization of Medical History Disclosure
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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 Lreatment 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.

aodeo.... < (froseiuie / gunilasyeusssy)
Sign (Insured/Legal representative)
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Sign Witness) Sign Witness)
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Remark Incase of signing by lingerprint, signatures of 2 witnesses must be completely provided.
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