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Please complete the claim form below in full. We will process your cla|m as quickly as possible.
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Brief details of how accident occurred
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In case of the total medical expense exceeds limit of Company's liability:
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| am pleased to pay the excess directly to the hospital.
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In need to get the receipt for the excess. Signed i Insured
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| don't need to get the receipt for the excess. Date
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Has the injured person ever been treated befqre coming here?
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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 MISIG Insurance (Thailand) Co., Ltd. or its representatives

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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Codes of Conduct for Hospital : :

1.
2.

Check if the Insured Person actually had an accident.

The term "Accident” shall mean an event which happens suddenly from external means giving rise to a result which is not intended or anticipated by the Insured Person.
The following terms and conditions are parts of the General Exclusion, for which the Company will not be liable: i

1) Actions of the Insured while under the influence of alcohol, a blood / alcohol level is measured over 150 mg percent,

2)  Suicide or attempted suicide or self-inflicted injury, )

3) Infections except pyogenic infections, tetanus, or rabies from a wound-or cut suffered as a result of an accident,

4)  Medical treatment or surgical treatment except the necessary treatment for the injury arising from an accident,

5) Injury from taking part in a brawl or taking part in inciting a brawl.

Check if the injured is the same person as specified on the 'PA Gold Card' by comparing with ID Card, Driving License, or any other cards issued by authority with photo. Make photocopy
of the cards and attach them with other documents before sendihg them all to the Company for reimbursement.

Check if the accident occurred before the card's expiry date. If the accident took place after the expiry date of the card, all medical expenses for this treatment will not be covered under

* the Policy.

Check if the signature on the back of the card is the same as that on this Claim Form.

Ask the Insured Person sign his / her name on the Invoice, Summary of Medical Expenses, or Receipt.

Attach the Invoice, Summary of Medical Expenses: or Receipt to this Claim Form, and then submit them to the Company. The Company shall not be liable for the amount in excess of the
limit specified on the card.

In case the medical expenses are in excess of the limit of the Company's liability, please follow what the Insured Person's request specified on this Claim Form.



