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Thai Health Insurance Public Company Limited MIAW/Tel .. EANSFax
To . From L Y

3w/ Tel 02-2029260 - 65 n9@ns/Fax 02-2029268 - 69 AUN/Date........cocvveeenn. IA/Time ............. Hav/Sender ...................
AU 1 dusugianilsenunia/Section 1 For the Insured Person
TRUINANANGME ...ttt Fumeutliin/Date of Birth ............cccoooernee. BUEYAGE oo ryrs.
”mﬂisznu/ﬁuj/lD Card/Other-please SpecCify .........cccocviiiiiiiiiiiiinin. BATTYNO. .o,
DOYTIRQUIU /CUITENE AGUIESS ...vvv..ooovsreeeeecsses e IANATeL. oo,
'ﬂﬁ‘w/Occupation e AU WOTKPIGCE. . ...
vsEnsziunzaw (G Tenszw)/Other insurers (if any, please specify) TRLFEV/COMPANY NBME ........rrrrrrrrrrvrreeeeeeeseessonsiissseseseess s
PRVBAUNTHETTH/PONCY NO. et UIeNNUBINTUTLAUNY/TYPE OF INSUFANCE .o

2IN9EUaY ¥FENNTUNAIEL ANHILYI999N1T YEaNaiAmAlaadaLl/Symptoms of illness or injury & brief details of, or how the accident occurred
'jvu?'ﬁﬁmma/Date of @CCIAENT .. WARVTIME Lo, mmuﬁlﬁmmﬂ/Place Of ACCIABNT ...
MsEuae/ LN ALELAKSTIINWAS result of this illness/injury:

O liinesnendilaunneawl have not been treated.

O A e ieuA sG] hAVE DEEN e IEA Gt ..o oo A Date of treatment ..........ovveooveeeoeeeeoeeeee
Tt 514 an3 1 ud o usnuuRuiadiuThe cost of treatment that has already been paid .........cococeveveeeeeeeeern, 119/Baht
F9AUARNRUANNENTAMFLAN TN B WINLNABN/The balance remaining under the limit for medical EXPENSES .........ovv.vvveevveererereeean 1"/Baht
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| hereby authorize any hospital, doctor or other person who has attended to me or any member of my family to furnish the Insurance Company or its

representatives with all information including medical history, consultations, prescriptions, treatment, and copies of all hospital & medical records related

to this claim. | agree that a photocopy of this authorization shall be considered as effective and valid as the original.

RAUI/SIGN <o Eiontseiusityinsured  AQUAN/SIGN ..o WeIN/Witness
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AU 2 A usuunndgvinnisasiasnu/Section 2 For the Attending Physician
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Is the injury/iliness directly related to an accident? Oves OnNo Is the injury/iliness influenced by the use of alcohol or drugs? Oves ONo

Chief ComMPIAINT/DUIALION: ... .t ettt ettt et ettt et et ettt e
1. SYMPIOM/ACCIAENT TALE ...ttt ettt h ettt e 2t oot 4 etttk £ et £eh e e e bt e b £ es e eb e e eh e e bt ekt et e e bt e b ekt e et e et e na e eteesbeeieenes
2. Date you first saw the patient for this INJUINY/IINESS ... v e e e e e e e ettt e et e e e e e ettt e es
3. (@) DEtails Of INJUIY/PIESENT IIINESS ... .ttt e e e

(b) Pertinent clinical fIndiNgSs (SYMPIOM & SIGMNS) ... .. iiit ittt ettt et ettt et
D =T [T 1] £ PP ICDT0. e

=T [T ] £ N ICDT10. e
5. Treatment O suture ... stitch O wound dressing O Physical therapy EJ Others ..o,

O Medication/Investigation/Other (DIEASE SPECITY) . ... ...t e e
6. Is the patient pregnant at the time of treatment? O No OvYes oo Weeks (LMP )
7 OFNEI COMIMIENES ...t ettt ettt et e ettt e ettt e

| hereby certify that | have personally examined and treated the insured in connection to the above disability and that the facts are in my opinion as

given above.

HOS DIl e Telephone NO. ...
Name of physicCian...........oiiiiii License NO. .....ooiiiiiiiiinnns SPECIANILY e
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