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(I hereby express intention to claim compensation from Bangkok Life Assurance Public Company Limited with the following information for consideration.)

dauh 1 (Part ) dwmsulvigianissiuna/eiFansasdns nsantaya (ngansantayaliAsudauynda) (For Insured)

=20

2- 44 BZT‘].I’W]L’%U/L’%‘].I‘]J'JF;I (Name- last name of patient)

ma(ﬁmﬂu) (Present age) ......cccv..... fl (years old)
igilaqiii (Present address)

ANTW/AN DT (Occupation/Job description)

Ana (Bmmaiil) e nuneatnsAnyiiane (Moblle PNONE NOL) ittt
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(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.)

AIUAR (PrOVINCE) ... N9, (TEL) orvoeeeeeeeeeeeeeee e
~(n) m‘rﬁ@qﬂama (a) (in case of Injury / accident)
1) i \iALB] (Date of aCCIdENt) ... 138 (TIME)..ove..n 14, (AM/PM.)
AN9TLAIANN (Any police report) "1 0 Lﬁﬂmmﬁl (Yes, PIEASE SPECITY)..c.viiiiiiiii it Rt (No)

2) wpnsadiifingu (Cause of accident)

3) N FNEFRlUITENENUNARILATURN (Date admMitted) «ov..vveeeeeeeeeeeeeeeeseeeeeeeeeeeee f99uf (Date discharged)

(@) nsedvduLlag (b) In case of illness

o
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1) Wnnfnensalulsenanunasausdun (Date admitted)
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4. mwﬂmummmamnmmw (Are you eligible for compensation from other company?)
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T H Wesnudanaazidan (Yes, please SPECIfy) ..ooiiiiiiiiiieieee e 'l (No)

5. 38n195URUANTALTE (Claim reimbursement)

7 Iﬂummmmﬁmmiwimvﬂqnumwmmmu (Transfer to the bank account given to the Company only.)

7] T@ul,jrmtymﬁmmi (Name of Bank Transfer)... 39a41721 (Branch code)
LaTToyE (Bank account no. ) ................................................................ TRITUT (ACCOUNE NAME)....o.... oo
wmuuu‘umLumm@mummﬁmmi (Please specify the bank account and attach the copy of the bank account.)
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ﬂ‘]_li_li‘tmﬂmﬁuu) (The company reserves the right to transfer money to the bank account that was previously given to the company only)

7] '&'x‘iﬁﬂ/ﬁ'sLL@ﬂﬁumﬂﬂimﬁﬁm’mﬁ@gﬁmﬂLL‘%’QVL*’SﬁUﬁﬁW (Direct mail to the address that was previously notified to the Company)

1 vesuitaninefiaesialuiiu 7-Eleven (Liifu 10,000 1n) WeansanuuunasuaefuRuaA uluunawni iaHs
(Counter Service at 7-Eleven stores (Not exceed 10,000 Bath) Please fill in the additional form.)
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(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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d9udl 2 (Part Il) @uFUUWNEE5nEn For Physician

ﬁ"md’luLLWV}ﬁéﬁl?W%‘/ﬂw’l Physician’s Report

Patient's Name...........oooiii Sex "1Male "1Female HN................. AN....oooc..e Age.....coce... Year(s)

Admission Date...................... Time.......o.o..... 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........cocooeiviiiiiii, Time......ooo
.................................................................................... D) Cause Of INJUIY ...
.................................................................................... C) Detail Of INJUNY.....ov e
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 (ifany) =..................mg%
.................................................................................... e) Level of consciousness "1 Normal 1 Confusion
.................................................................................... "1 Drowsiness “1Semi-Coma "1Coma
.................................................................................... f) Estimated time for recovery............ocoviiiiiiiiieeee

3 Did the patient need to be admitted to hospital? "1 No T1Yes, indication for admiSSION. ........c.iiiiii e e e

4 Vital signs: T....oooviiiinn. °C P, /min. Ro, /min BP.
5 Pertinent clinical findings (Symptoms & Signs)

6 Investigation & Result (Lalh, EKG, X-TAY, BIC.) ... ittt et e e
THIVTESt TTNO T TYES, TOSUI. ..e it Date performed.............coovviiiiiiieinnn.
B UNAEIIYING QISBASE (S) .u ittt e e e e e e e e
O DHAGNOSIS T . ICD10-TM Lo
DHAGNOSIS 2 .t ICD10-TM oo
2= T T 1S T P ICD10-TM oo
T0 T aAIMIENE . e

11Surgery/Operation ...........ooooiiiiiiiii i Date performed

Anesthesia Type 1 General Anesthesia "1 Spinal Anesthesia "1 Local Anesthesia "1 Others..........cooiuiiiiiiiiiiiie e e
12 PatNOIOGICAl FEPOM. ... .o e
T8 COMPICAIONS (If BNY) L.ttt et e e e e e e e e e

14 Is the iliness related to alcohol, drug abuse or addiction? 1 No T YES, PIEASE SPECIY. ... vt
15 For Female: Is the patient pregnant? TTNo  [1Yes, gestational @ge ...........ccovviviiiiieiiiiiieeieeeeeeeeeee e WEEKS

Was the treatment related to infertility? "1 No 1 Yes, pPlease SPECHY.......coiiiiiiiiiii e
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 "1 Yes

b) Degenerative change(s) “INo "IYes
18 Others past medical history
Date Sign & Symptom Diagnosis Treatment Physicians/Hospital
19 Other CoOMMENTS @DOUL the INJUNY /eSS .ottt et et et et et e e

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 Specialty.....oooiiiii License No

Hospital Name.........ooo ADAIESS. Telephone NO.......oiiii
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Authorization to release medical records
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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.
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dianssiune/dunulnatausssy
(Insured/Legal representative)

mfﬁl'ﬂ Sign
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WENU WENU
(Witness) (Witness)
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(Remark In case of signing by fingerprint, signatures of 2 witnesses must be provided.)
niasuBLgUNTRssvamuesiondsziudannail (Please attach copy of identification card or passport of the insured.)
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