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ACCIDENT AND TRAVEL INSURANCE CLAIM FORM
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Describe Accident / Sickness / Loss occurred in detail
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Are you making any other insurance compensation claim?

davdum
Name of Company

drulidmsunsiFansasa@uluimauny wuulseiuniRauazgsnnnisiiunieniay

szind / Travel Insurance

Items Lost / Damaged

Date of Purchase

- & fas ol = woal
TEZLIRINITEAUNIIAIULAIUN / / 0 TUN / / Uszine
Period of Journey From To Country
suad ‘=
FwMeguwie / idevne Tuinie F1A7 / YAAWAN

Purchase Value / Full Value

wuadatusan / AUTHORIZATION

LﬂuLﬂﬂthmuﬂUh

considered as effective and valid as the original

v

‘]J 1ﬂt"l'1‘!]ﬂ£l!JJﬂN1H T?\!ﬂﬂﬁU"lﬁN’]ﬂLmﬂﬂ“?ﬂHﬂuiﬂ 'E\‘ilﬂﬂ?”ﬂﬂﬂﬂ?ﬂ?')'ﬂ AT iﬂ}:f"“ﬂwﬁl umqumaumwwquﬂumm?muﬂw ﬂﬂ?llﬂTUU'!lﬁLﬂU Ussim
V!’Nﬂ "I?In'ﬂ‘ﬂt.l nsEne ‘11_Iﬁ’\1£|'1 ummﬁnm LLﬁ“‘ﬂ’\Lu1I_Iu\"lﬂ'i:‘EI~!<ET\T1’VEI'HJ'16 'IJ?‘E} I'!W‘S'LL')‘!'I"]EJ'HT]\?‘?.I 1“L'W'ﬂ.ﬂ Atk d mgﬂn mmﬂwmﬁﬂﬁuaﬂuu'lunm'mnﬁ't'mmm

I hereby authorize any hospital, physician ,or other person who has attended or examined me, 1o the company, or its authorized representative ,any and all Information with
respect to any iliness or injury, medical history, consultation, prescriptions ar treatment, and copies of all hospital or medical records, a photo static copy of this authorization shall be

/AU maﬁwaqéﬁun%&:f@um%u i AU muﬁuéamm:ﬁuﬁu i
s Signature ign here Insure ature Date

@wiziauui / ADJUSTER ONLY
Policy No. Effective / / to / / Payee is [J Insured [JClaimant [] Other
Pay : Indemnity Baht Medical Baht Total Baht
[ Hold O Mail Address
Remark:
Adjusted by Date p / Approved by Date / /




SIBULNNEEIn1sine / Medical Report

a R -
tnsauluiaun
Patient 's Card No.

uugilos LA g
Patient's Name Sex Age

a
nag
Address

e - - ¥ o
-qumno;usamn'ﬁ'umf‘mmn'uumﬂ
Date/Accident of lllness/Sickness Contracted

ANBUZUIALEA WiaaIN1s1adlsh
Nature of Injury-lliness

i ¥ e = " ! e d
laanmdngisavsaly O a O anw waduit
X-Ray Taken? No Yes DfTaken

SIETUHALENTLTE
X- Ray Report

nsadasslsa
Diagnosis

ﬁT'm|.Euu?aﬂ'1m?ﬁms'ﬂiNﬁamﬂﬁ'ul.ﬂunamammﬁﬂqa‘ﬁ'u
Describe any other disease of infirmity affecting present condition

n1ssnE .
Type of Treatment

w o oe -
FUNNINITTNEN
Give Dates of Treatment

Falsanenavdagniunenna
Name of Hospital-Clinic

gy -
AIayh nsAwn
Address Tel.
s Mo -l =
sulasnwuile aaniila
D/Admitted D/Discharged
R P
szazianngihtlasunsodsznaueninlalasduids ain fia
How long will patient be totally disabled From To
T e :
szaziranghelusnansodsznavan@wlaunsunedau aan [t
How long will patient be partially disabled From To
w o s ,
TUNNSIEY Faursunne
Date of Report Doctor 's Name
aeilada
Signature




