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Please complete the claim form below in full. We will process your claim as quickly as possible.
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1. | Te-ana cﬂn%’ummu ‘ o g (aqiin) |
Name of Injured Person : Age {Present) i Years
namnnna"ln
Current Address
Tnyeiny ' Tnsfwrideiia Gt
Telephone No. Mobile Phone No. E-mail
Tnsans 215N / HEn AN T
Fax. No. i Occupation :
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ID Card/Passport No. Issued at Expiry Date '

2. | Juniagiame 1 W, amumnnmn
Date of Accident _ Time Hrs. Place of Accident
snpozpaImiamalasazdoa
Details of how accident occurred
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Name of eye-witness Telephone No. . Fax. No.
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Were the police notified of the accident? Yes If 'Yes', please give the name of the Police Station

3. | ale A AU LU AN B AV BILNALN
Details of injury, wounds and injured organs

4. | Tosonuwsnunan lWSumsShmwenuna ' IUWAENTUMITNEIATIUSA
Name of hospital where the Injured Person was treated Qate of first treatment
5msnm D Tasmsiien D lasmseda D lagmsnmeanwiinga [ ] aug
The type oL treatment given Medication Surgery Physical Therapy OtherS'
FauwndnrinmIsnm IUNBaNMNNEFDTUNEILNR
The name of treating doctor Date of discharge from hospital
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5. | gldsuuraduiigntGonfesddulnunaunuanniaulaniall D D aidl
ﬁas the Injured Person made another claim related to this incident against any other party? Yes
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if 'Yes', please give details:

6. LanmsmmumwsaunuLmnwamLmﬂsaamau"lmuﬂnLmumaamﬂaunmqﬂ%ﬁﬁa
The following documents are attached to this Claim Form:
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Original Receipt Summary of Medical Bills (Onglnal Dpctorﬁs Certificate / Medical Reports
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Police Report (Certified Copy) ID Card (Certified Copy) Others

7. | maSsnfassdulnanaunuaisiidu M3EunIaIATIuIN miispniasdaiita -
This Claim is the first one made for treatment for follow-up treatment after receiving prior treatment

8. | muhssmaulnanaunn D lnmaamtmuﬂmmsaﬂ D Tihdadlasuueadulagass

" The claim cheque/ draft should be issued through the agent/broker directly to the Injured Person
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Payment should be made in form of cheque Draft in favour of Mr./Mrs./Miss
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In case of a draft, please specify where the draft will be drawn
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Warranty | declare that the above details are true to the best of any knowledge and belief.
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Signed Ihjured Person/Claimant Date




MEDICAL REPpRT

1. | The Patient's Name: Sex [ ] Male [ ] Female
Age (Years)  ID. Card No. ' , HN AN_ XN
Admitted Date Discharged Date Duration of Stay Daysl(s)
2. | When did you first see the Patient about the injury? Date Time - a.m./p.m.
3. | When did the incident happen? : Date i Time a.m./p.m.

4. | Probable cause of injury:

5. | Please give your final diagnosis:

6. | Please specify the nature of the injuries:

7. | Has the Patient been seen or treated by other doctors or at other hospitals following the accident? [ ] Yes [ ] No

If 'Yes', please give details:

8. | Was the Patient under influence of alcohol or drugs the first time he / she came to the hospital? [ | Yes [ ] No

9. '} Did you advise the Patient to stay in the hospital for the number of days specified on Item 1.? L] Yes [ ] No
If ‘No', how long did you advise the Patient to stay? Day(s)

10.| Were there complications resulting in the patient needed to stay in the hospital longer than usual? [ | Yes [ ] No

If 'Yes', please give details:

11.| Please give details of the medical treatment given or prescribed and tests performed, (Lab, X—ray,"’etc.):

12.| Is any follow-up treatment necessary for the Patient after being discharged from the hospital? [ ] Yes [ ] No

If 'Yes', please give details of treatment needed

13.| Additional comments, if any:

| hereby certify that | have personally examined and treated the Patient in connection with the injuries described above and I have stated the
facts to the best of my knowledge on his / her conditions. -

Please PRINT you name: : Hospital's Rubber Stamp Here:
Address:

Telephone No.

Signature Date: License No.
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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 MSIG Insurance (Thailand) Co., Ltd. orits representattves
with all information including medical history, consultation, prescriptions, treatment, and copies of all hospital and medical records that are related to this claim. | agree that a photocopy
of this Authorization shall be considered as effective and valid as the original.
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Date . Signed i Injured Person/Claimant




