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MSIG Insurance (Thailand) Public Company Limited
1908 MSIG Building New Petchburi Road, Bangkapi,

Huay Kwang, Bangkok 10310

Claims Hotline 24 HR Call : 1259 Fax : +66 02 718 1502
€-mail : Travel_PA_HealthClaims@th.msig-asia.com
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F‘Igase cg@plete Section l in full. ) Y. a Please note that incomplete Claim Forms cannot be processed for settlement of

2. °lwuwvmm"hnﬁmminm nsanuuunasumsSeniasludiun 2 claim payments.
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NIDUNULIUUNNENTINTATIAIAW
Please ask your attending doctor to complete Section 2, sign the form and affix
the hospital’s stamp.
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Section 1 Claim Information — To be completed by the Claimant

1. ¥o-anavaEisanies gy bl g

Full name of Claimant Age (years)  Occupation
2. Nagusiyisaniad
Full address of Claimant
Tnsédwdt Tnsans
Telephone No. Fax. No.
3. MINEUATNEITY WanwedEasuUTRIMSUsEnuny (818) TUNNADIENINGIIN
Policy No. Insurance Certificate No. (if any) Policy Expiry Date
6. Judantiiavasunaduniagihe wA [ e ] v wandasuseanou
The Patient's date of birth Sex Male Female ID Card No.
7. Uszinanwiineda Sy Fad
Usual country of residence Nationality Race
8. Fmwesdvwasfnaiduniagihe (i)
Full name of the Patient’s employer (if any)
9. Magweinwaunaiuniagihe (dil)
Full address of the Patient’s employer (if any)
Tnsdnyt Tnsans
Telephone No. Fax. No.

= < A v
TeazdaavasnsnnRursaihald
The details of injuries or illness

SuiiaamsuneFundathe ldadausn

The date that the injury or illness first occurred
TusassyBeraaunndiignaduviagiheluwulss
Please give the name of the Patient’s usual doctor
flagunaunnd

Full address of the Patient's usual doctor:

10. Jugahanduaidunsagiheanansarhauldmuln
What was the last date that the Patient could work normally before treatment

11.

12.

nsans
Fax. No.

Tnsdws
Telephone No.
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| hereby authorise any hospital, doctor or other person who has attended to me or any member of my family to furnish MSIG Insurance (Thailand) Public Company Limited or its
representatives with all information including medical history, consultations, 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.

avifa fthe (mnguaiuvdadiheagiind 1s 1 TigiZandasasdouny) it
Signed The Patient (If the Patient is aged under 18, the Claimant should sign on his/her behalf.) Date
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Section 2 Medical Information — To be completed by the Treating Doctor

The Patient's Name . ...vvvviiviririirenreririrrrinrinnsnsrnersenses HN o AN co e

1. Please describe the exact details of your patient’s CONAItION. ........ceiiriiiiiiiiiiiiii ettt

3. When did your patient first become aware of his CONAItION? .. ..o iiuiiiiii i s e et e e et s s e e naaa e e aaaaees

4. Has your patient suffered any previous episodes of this condition or any conditions leading to it or relating to it? If so please give details.

7. Please complete the section below relating to your patient’s condition. Please confirm the diagnosis of cancer and give exact details of the type
of tumor. Please give histology and staging of tumor. Please give an exact description of the site of the tumor.

9. Please give details of your patient’s smoking habits, both past and present. ......covvriiiii i

10. Please give below any other information which you feel would be helpful in the assessment of your patient’s claim.

Our Chief Medical Officer would be most grateful if you could send copies of any specialist or hospital reports, together with any tests, or similar
evidence to support the validity of your patient’s claims.

L0 T=T 0o 111 -
Signed ....oooiiiii Medical License NO. ........ccoovviviiiiiniiiiiiiceie,

(eeeeee e ) SPECialty ...eeveieeiie e Dater...coiieeeiiiieeee,
Hospital Name................oo oo,
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