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tusynsoydutoniiacnunaziiviaciv / (iuvdos
Claim form for Injury / lliness

MIUSULIETRUENN / According to the iINSUFANCe CONTIACT NO...uuiirreeeirrerssssssesssiressssressssseessssseesssseesssssesssnns
a o 2 PR L 0O as oo @ s o as k4 O D) o &
Dnowuzdsyngeindutoudinenuandddn dgi-cisgtn defivtw 9fin musyuiiciyiiotinasuaigl:
| hereby express intention to claim compensation from ST-Muang Thai Insurance Co., Ltd. as follow:

1. B-UARLNU GUINETU IGUDU. cvueverereretiesieeseiessesesetesesssssss s s sesese s st s s snesses s sss s enasassesebesesanas DMrreeerrrnrnnnans J
Name-Surname of patient Age years old
TREJULATIU | PIESENT AUATESS. .vvevevrerrsrsesssesesetesessssssssssssssesssssesssesesetessssssssssssssesesesesasssssssssssstesesatassssssnssssas

FETIIUTEODTN / BUSINESS AUATESS . rvvrvreerresseseessesesesseseseesssssessssssesesseseesasssessssnsessasssesesessssesessesesessssssesesssnns
913U / ANU2930IN OCCUPALioN / JOD AESCHIPLION. . .uvtriiiirirssiriessrreesssteeesssree s sssre e e s esbe e s srss e e s s ssr e e e srre e s ennees
VNREFUTOCT / TOIEPNONE N0 1vveeetrreeeeeeeeeseeseesseseeessesesseesseseeesasessssseeeseassasasesestesesesssessesenssenseseasssaseessnennnans
2. 31300 / O8I IEUNIUDUDOENG . e eveeeeeeeeeeeeeeeeeeeseeeeeeeeeeesesseeeeesnenenes DMWtrreeeeeiirrree e esirrreee s s esarreeeeseenns

Name of hospital / Clinic treated Village
SO} A 111 (v SO (€229 / ProVINCE......ovvvniiirnniiniiniennnns TNRLFU / Tel N0weveeeecivee e

a

3. (n) fiazigdadwma / (a) In case of accident

v a a o 2 a 2 & LY
1. SURMOSULAIN...ccee e 5oL IR U, nuedgnoww [ D e300l e L10D

Date of accident Time hrs. Any police report Yes, please specify No
2. IONIUTRAOS / CAUSE OF ACCIABNE...vvvreeseeresiiesteseessesssssestssssssessess st besesssesbebssestsbesssestebesssssbesssssesbessssans

3. SriindnanfoWwisgul&sncSut / Date admitted.....cveveveerrreeene. (135w / Date discharged.........ccveeeeriveeeenne

o a

(2) fiaziicivdas / (b) In case of illness

1. smwiiErSunuéng § sunaifcdrEngsdol Signs of treatment or the cause of CUIe.............c.oocveeeveeeeeen.n,
2. &iindnzmdoulsyolfisuci3uti / Date admitted......cvevevrererereneee. (135w / Date discharged.........ccoeeeeeiuvennn.
4, U:mﬁmmugnamsm’é‘ﬂénmﬁjﬁ / A history of treatment before entering thistreatment...................................
WEIORCTU / A dISEASE. rvrrervrreeerererrreserereas Dudognaniigndacle / The first treatment When?..........ceeveveveene.
tQuzoR10U00EN / Treatment time.....o.oeeeeeereeeenene. 1590l / 080N / Hospital / ClNIC..eccvveeriiveeeesireeeeseeeesnnnes

5. ZoiTunwSuaiBnundIgnduy [ 0 neQuittiInieas8I0 e s eereeesrnreeeersneeesenees (10D
Are you eligible for compensation from other company Yes, please specify No

I3 '

6. SNnwSuiuardutoudingnu / Claim collection method [] «8n/Cheque [] loutdrtiud / Transfer to bank

o o

o adao o A o QO v o & o a 2 o v @ v Lo o a as & Aha
mznmsucwau‘tmﬂucjuTaUceﬂuug?mcmuaﬂcmﬁuuna%jt’gcswmu # grwanugy (Aazldudin) pnagiidaau
In case of transfer to bank account, please attach copy of bank account of insured or premium payer’s account (in case of kids)

(9N F1WN8UsI0 1az GugsulvicddacdayzmIaniuEnga / Declaration and authorization of medical history disclosure
Towoiisdazdiul Swecivuueulicun § Iyl § ad8induy Hidnongngdwecit / duindiu / diudos dadudzndomuEng & awazein
01139 NyofiunwEngn way Bunongerwi tdicn 1380 Safi-(Degtn vrfivtw 4170 war SwiBuusuususmIntd 380 Safi-cIegtn Uriintw 417in &
GunuesddZadudSuususinnufiooiuesgwycin iedrdunwindeSulrndanugnsdmiougisiivancuadEng § syl § adinfigng &
Bunongezwwswscd / duintiu / doivdoudisleuiuddwerindusitindovfoemndsy $ulisune § Srltenzawesipi@srivl WiforDdudkiu
wdfutubugstunnuznay.,

With 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 treatment history or other details pertaining to the treatment and health check result to ST-Muang Thai
Insurance Co., Ltd. and | authorize ST-Muang Thai Insurance Co., Ltd. or representative of the Company to act as legal representative to process and contract to
receive the afore-mentioned 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.

B / SIGNALUE wevvvveeeeerereecececiiinsneeeen ¢ieSwziiutw / Insured B / SIGNALUIE ..vvvverereeeeeeieieeeis wrew / Witness
(B ) (B )
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munjunangautuniusjinsesg / Claim Evidence

Saduarudagnainwvervsiivgeswiv waz Saduarlosnivy waz Sadsardudagngarusiivgesway
wvugdasuan/ Medical expenses to according policy for health insurance and Hospital Benefit (HB) and Health
compensation for inpatient (OPD)

o

Tusngeidutnfincnuniutcuuyeueeidddn / The Company’s claim form

Guniugwily (Sngzia NasTInwdin § negneonsao / X-ray result for the case of broken or fractured bone
uiigBuccwn / Medical certificate

S uduanudodng war Wwidndudogng § b tlugzmquotingy AarddSunwdudosnarlunwedloy
Tu Tulsyol / Copy of medical receipt and invoice or copy of hospital’s summary statement for inpatient case
5. uiuadudodng uay WwwiRiwnwatudo § uditusrnquoingy gelivui fazdsingsndutmfincnuan
gnc2uagtd / Original copy of medical receipt and invoice or summary statement of hospital for Hospital
Benefit (HB)

H N

Sa3sartudagnaavsgeswaucuuddasly (IPD) / Health compensation for inpatient (IPD)

1. Tusyngsidutoudinununiucuutsueeidadn / The Company’s claim form
?Ufljﬁmczuo / Medical certificate

3. wduaidudodngr asdivuui Nazdsjndelnidutnfincnuusiivgeswwcuutona1ls¥1e caz S Nasd
syngegynndutofincmuanidn@auatetd / Original Copy of medical receipt for Hospital and Surgery (H&S) and
its copy for Hospital Benefit (HB)

4, wediawnuandudo § warmquiitfes)isiod gxlivu Nardsngsliutnfinudsiivgeswwcuucan
M178410 war 1001 NAzUsnginidutoudincnuaidncdauarutd / Original Copy of medical invoice or
summary statement of hospital for Hospital and Surgery (H&S) and its copy for Hospital Benefit (HB)

Sa3uartudagnaavsg2swaucuuddasusn (OPD) / Health compensation for inpatient (OPD)

1. Tusyngsidutouiinununiucuutsuesidadn / The Company’s claim form
2. ‘Zuflj@uccwn / Medical certificate
3. wiuantudoSng azdivci / Original copy of medical receipt

gulgcaa:

080 SuduusTnanmugnilnzeifinoniy § Ixnd0dniudys) WdiwarejngzunInuidisudniug § S33cddnngg
Ay o v O & s o o ') o e o A
181383 tiSudnSy: Jndz o, Jnuzfiugdu udiu

Remark:

In case there is any legislative benefit or other welfare benefits, please submit such benefit entitlement’s detail or copy
of identification card confirming such benefit entitlement’s such as government’s identification card, social security card,
etc.

mindedilanzquaBindd: 03Fa (Fad-clsgim vsiutw 915ia

For any inquiries, please contract to: ST-Muang Thai Insurance Co., Ltd.

tnaz&u / Telephone no.: (+856) 21-253-079 (6i) 103, wiln / Fax no.: (+856) 21-253-159
W3y waz WiSonzniy Suiu-Sugn, 021 8:00w. - 17:00u. Sncduduyndonzniy

On official date and time on Monday to Friday from 8:00 am. to 5:00 pm.
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