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T AFnEnenLa bulsneuna (HS)

71 AaENITUallsneNLna (HB)

7 Argaslaspiaunss (CI)

O mﬂnmmmﬁmmnqﬁﬁmm (Al)

7 AnfnmenunaiiasangiRvndiuyana (PA)

OJ %uj(Other) (11/5321) Please SPeCify)..........coourrrrrrecrrrrrrreeeeres
’Tu‘ﬁ/(Date) ....................................
TVNEET UG . (CUSTOMET VI VIS IS )ttt e et e et e e ettt e ettt e et
ﬂimﬁ?ﬁ‘ﬁm“ﬂ‘ﬁl/(Policy N 0. et

HAuszasAFan A duluunaunuAINLEEN nganndseiudin a1rin (W) audeyanudaineiaisnn Al
(I hereby express intention to claim compensation from Bangkok Life Assurance Public Company Limited with the following information for consideration.)

dauh 1 (Part 1) dmsuleiandsemide/fi5ansasd@vns nsaniaya (NgunsantayaliAsunauynia) (For Insured)

1. Ta- ANA ;E‘Ll’]mﬁu/ﬁ‘]_lﬂw (Name- 1ast NAME OF PATIENT)........ciii e

o

’mf;ql(‘ﬂ@'@1 1) (Present age) ................. 7 (years old)

ﬁ'ﬂﬂﬁ'ﬂ'ﬂquu (PrESENE BAAIESS). vt e e ettt ettt e e ettt et e ettt

BVTW/ANEHULIU (OCCUPALION/JOD AESCIIDTION) . ...ttt ettt ettt ettt ettt ettt

A (Bl e wuneaainsdniete (Mob||e PRONE NO.)..ciiiiiieieeee e,

(‘LI?H’V]‘1 @QQH@WﬁLL@\W@N@ (SMS) mu‘mmaLmimﬂwmmmﬂuu%‘lmumwmmmmmammLmuu ‘M’mVIN’WEIL@ﬁliﬂi‘ﬂ‘W‘VW]LL@QIHLLUUW@?MHVLNE]NHH

13N m@hm@mmmmmumuquwmlumaummu YINUATNITDATIRFALILAY umLﬂ@ﬂuuﬂmm@g@mummﬂmqummﬂmmmww)
(The company will contact the given number in this form for the information regarding this form only. For other purposes, the company
reserves the right to provide information (SMS) via telephone numbers that have been previously specified for the company for contact only.
If you wish to check and change your personal information, please contact call center.)

2. TOADTUNENLNATENFLNTINEN (NAME OF NOSPIAICINIC TTEAIEA). ...t eve oottt e e ettt e et e e et e e e e,

FIUTA (PrOVINCE)... oo TNT. (TEL) oo
3. (n) ﬂmj@qﬁﬁma (a) (in case of Injury / accident)
1) dfw’?itﬁmm@ (Date of aCCIENY) ...vevvveverrrrnae A1 (Time).......... . (AM/PM.)
ANTLAIANH (Any police report) 1 0 LL'%’QMW?]I (Yes, PlEASE SPECITY)....ccuiiiiiciii it 1188 (No)
2) Lﬂlﬁgmiﬂﬁ;ﬁﬁ%u (CAUSE OF BCCIAENL) ..ottt ettt ettt ettt ettt ettt
3) nsne i e LN A B SR (Date admitled) ..voveeeeeeeeeeeeeeeeeeeeeee. Aatud (Date dISChArGEd) ...
(@) naeitauLlag (b) In case of iliness
1) s lulsane e AT (Date admitted) ..voveeeeeeeeeeeeeeeeeeeeeeeeeeen. Aaduit (Date diSCharged) .......ooveveeeeeeeeeeeeeeeeeeeeen
4. TAVFlEFUANTATEANNL I (Are you eligible for compensation from other company?)
18 TsauAemaazifan (Yes, please SPECIY) ..o 7118 (No)

5. 331950 RUATALTEE (Claim reimbursement)

7 Tﬂulﬁﬁ"]ﬂm%mmiﬁi@?i:yﬁﬁuﬁ?ﬁwL‘Vi’]ﬁfu (Transfer to the bank account given to the Company only.)

71 Tawdniydsunmng (Name of Bank Transfer)... AR (BranCh COUE)...vvmevieeierereeeeeeeeeeeeereeeeee e,
L@*ﬂﬁ'ﬁm?ﬁ (Bank account no. ) ................................................................ %’ﬂﬁm:ﬁ (ACCOUNE NBIME) ..ottt
Wi'ﬂuLLuumLumummummﬁmma (Please specify the bank account and attach the Copy of the bank account.)
('W’]ﬂ'V]r]uLﬂElLL@\WJ@?UNuﬂsl@ﬂﬁwiﬂﬁlum’]Nﬂ?ﬂﬁiiﬂm’]uumﬂ]ﬁuqﬂ’]ﬁ‘slm')ﬂuuﬁ\ﬁ’vm LL@'J Uﬁ"t‘W]vl ‘?J'amqua‘ﬂﬂuﬂWiTﬂuL\‘iuL‘u’mmﬁ]ﬁu’lﬂ’]ﬁ‘ﬂﬂi“"iﬂ’l

ﬂ‘i_l‘i_li'tm%wrmu) (The company reserves the right to transfer money to the bank account that was previously given to the company only)
7] mLfm/mmequmﬂﬂmmﬂmumﬂﬂwmﬂmqifmuumw (Direct mail to the address that was previously notlﬁed to the Company)

Il °]J@§“LIBJ’]‘LALW]‘LALM@TL%@TQ@I‘LA?’]H 7-Eleven VLNLﬂ'LL 10,000 ‘LI’W]) Iﬂi‘ﬂﬂi‘@ﬂLL‘LI‘LI‘V\IT’J?N%I@?UL\‘luﬂ’]@uVLMNVlﬁLmu LW‘NLE‘]N
(Counter Service at 7-Eleven stores (Not exceed 10,000 Bath) Please fill in the additional form.)

AT SIGN oo gianilseiune Insured

nanewme Hlensziudeviedunulaegeusssn ngunasnnlutesunasevaunanaziueenliilamedsedfinainm nienuuuduninsszamunacnis
WATFLTRIEUYNFBILEY
(Note: Insured or Legal representative, please signs the authorization to release medical records and attaches a certified copy of the identification card or passport.)
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AU 2 (Part Il) uSULWNERSN1 For Physician

mmmLmeﬁémm@‘?ﬂm Physician’s Report

Patient's Name............ooo Sex “1Male T1Female HN................. AN............. Age......c..... Year(s)

Admission Date.............cc....... Time............... Discharge Date.................. Time................ Consultation Date...................
1 For lliness 2 For Injury / Accident
a) Date you first saw this patient for this illness : a) Date of injury............coociii TIME. .o
.................................................................................... D) CauSE Of INJUIY...v i
.................................................................................... C) Detail of INJUNY.. oo
b) Chief complaint and duration of symptom(s) : d) Did you smell alcohol from the patient?
.................................................................................... 1 No ~1 Not known
.................................................................................... ~1 Yes, blood alcohol test (if any) =..................mg%
.................................................................................... e) Level of consciousness ~1 Normal 1 Confusion
.................................................................................... "1 Drowsiness "1Semi-Coma [1Coma
.................................................................................... f) Estimated time for recovery............ccoooiiiii i

4 Vital signs: T.oooooviiiiinnns °C P, /min. R /min BPo, mmHg
5 Pertinent clinical indings (SYMPIOMS & SIGNS) ... .uiiuiit e e e e e e e e e e e e e e e
6 Investigation & Result (Labh, EKG, X-TaY, BIC.) ... ..ttt et e e e e et
THIVTESt TTNO  TTYES, T8SUI. .. e Date performed............ccoooiiiiiiinin.
8 UNAEIYING TISEBASE (S) .. evuiitiitit ettt e e e e e e e e e
1S BB E=Te [ 16 1] £t PSP ICD10-TM Lo
DIAGNOSIS 2 ..o ICD10-TM oo
AN S 3 it e ICD10-TM Lo
0 T AN L. e
11SUrgery/OpPeration .......c..iu i Date performed............coovviiiiin, [ICDO-CM...oviiiiiieee e

Anesthesia Type [1 General Anesthesia ] Spinal Anesthesia "1 Local Anesthesia [1 Others.............oooiiiiiiiiiiiiiceeece e
12 Pathological report

13 Complications (if any)

14 Is the iliness related to alcohol, drug abuse or addiction? 1 No TTYeS, Please SPECITY. ... ...
15For Female: s the patient pregnant? "1 No ~1 Yes, gestational age

Was the treatment related to infertility? "1 No TTYeES, Please SPECIY. .. ..o
16 Has patient ever been treated by other doctor before? ~ ~1 No ~1 Yes, please give name and address

17 Was the illness/Injury contributed to or influenced by any of the following
a) Physical defects/Congenital anomaly “1No ~1VYes
b) Degenerative change(s) “INo "IYes

18 Others past medical history

Date Sign & Symptom Diagnosis Treatment Physicians/Hospital

I, hereby certify that | have personally examined and treated the insured in connection to the above disability and that the above facts are true.
Physician’s Signature. ... .....oooiiii Specially.....coooviii License No
Hospital Name... ..o AJArESS. . Telephone No.................

4amAIsNIIL
Hlalunsisznaumssdadnwnndinaniusaadhuanansdiuduia ‘Emﬂiwmwmmmmmmﬁﬂmmmu@u mﬂﬂmmu uuuﬂmnwmmwmmqmmqmuﬁummgumﬂmm
mmmumq‘ﬂmmmﬂiumu 2 1 visad5uladifin 4,000 mwmwmmﬂiumuﬂum@ﬂgumﬂmmq uagniadndosnldraulmmnaunuluniaunsanlanuii




aagLaINaLIUIAkazSugaN AL lsEIRMSSNn
Authorization to release medical records

Tneviiideaiii Swidfusealfunnd vialsmenwng sidagniunentalan fldvinanmaine sitaingvinnienmaganinaesdmidy
duimdu/giduion Wamedszdfinisnsainevsesaazidunsng Lﬁ'mﬁumimmﬁ*ﬂmmeamimq@?ﬂmmmw THunuFu
ngamniseiudian anin (Wungw) wazdwidaeneuswnaliEE ngamndseiu@ian a1in (uungw) viasaunuaesiBinlistiunisinse
safudeyaann grinniememasnevdaintrinisnmaganinsesdmidduauiue uileuwildmidlinssinedaamuesnilsznis
8t fuungnwieduuienansseaiideatiui e fnatduldidwieiuduatiunndsznis

With this letter, | hereby authorize physician(s) or hospital(s) or any clinic(s) by whom or where | have been observed or treated, to give full
information about my health including my medical history and other details pertaining to the treatment and results to Bangkok Life Assurance
Public Company Limited.

| further authorize Bangkok Life Assurance Public Company Limited or agent of the Company to act as legal representative to proceed
and contact to receive a medical history from attending physician(s) or hospital(s) or any clinic(s) that has or had provided me with medical
treatment as if they were my own actions in all respects. A photocopy of this authorization shall have the full effect of the original authorization.

m"ii'l’a SIGN et

grandsziune/aunulnagausssn
(Insured/Legal representative)

aﬂ"ﬁi’a SIGN e m%a SIGN e

Wenu WeEU
(Witness) (Witness)

= s a s A % = o 4 % :// '
NNTEILNFR nelasulna TR EN AN AR UAIUNINTUIAS IHATLTIWAN 2 inu
(Remark In case of signing by fingerprint, signatureg of 2 witnesses must be provided.)
nIuULATIRILsvaTuesientseiuiuynail (Please attach copy of identification card or passport of the insured.)
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