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CLAIM i

usSnisdvinaudulkuoaulad

suuwasnFansasdulunmsnmnenuaiseiunangy dususan@ngianssnunangs/ann@naumu (Group Claim Form for Insured Member)

°ﬂ'aLtuzﬁ"nLﬁﬂ"l,ﬁ'msﬁmizmmﬂ?ﬂn%’mtﬂu'l,ﬂﬁqﬂmwsfmL?fa (Consideration for Outstanding reimbursement)

- wwuvleutiazdaensandenuanysnd Tnsanndnfienssiuie/an@nannunsandaumies (Complete filing the information by insured member)
- ﬂizfmu’ﬁﬂémﬂﬂizﬁuﬁmﬂuémﬁ aunsnlvignAsassn iunn3unuld (In the event that the insured is a minors, the parents can do on their behalf)
- neanuuuesu 1 Tu Aan135neE (1 form : each time of sickness / Admit Date)

tananssznaumsiFansasduluamsnmweninaua: ngavitaamangludasmuanimuianasiviiudngasn v/
(Document for reimbursement and please check the boxes according to the documents you have attached M)
uuunafunisFaniesduluuAineneualsziungs (Group claim form)
lufusesunnedfuaiil (Original Certificate medical, excepted use reimbursement of Hospital income benefit)
luiaFaFuRusiualiu (Original Receipt, excepted use reimbursement of Hospital income benefit)
[ lusgdaanisandnenenung (nsciuaulsananung) (Invoice bill, in case of Inpatient)

é’ﬁ@mmﬁﬁ_%@ﬁﬁw (Policy Holder-Company Name): N¥ANeNaes1i7anasind (27 uuaulal A1uavingg 2 NaLiesanIAng Sandnensang 53000)
mmﬁﬂﬂ?xﬁun@mmﬁ (Policy No.): GH/GA/GL/GS/GU wideiuseaaai (Certificate No.):
%ﬂ—mﬂé’m’]ﬂi:ﬁuﬁﬂ (Insured’s Name): D“]]’]F;I (Male) D‘Mﬂjq (Female)
Uszinnnnadnen (Claim Type): D gtlaelu (1PD): Fudninenlulamenuna (Admit Date) Aasu (Discharge):

D ﬁjﬂaﬂuﬂﬂ (OPD) D Y114ANITU (Dental) FuEnEn (Admit Date):

D %Iu’] 521) (Others): Fufidnm (Admit Date):
a11p) (Cause): Dlﬁuﬂqa (lliness) quﬂ’ﬁm&; (Accident) d"w?'ﬂﬁmmra (Accident Date): AN (Time): 1.
1lsegardaaLanansAu (Request a return of the documents): D 14 (Yes) DVLN' (No) nsdnyitiatia (Mobile):
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LETTER OF CONSENT

I, hereby, consent and allow doctors, medical centres, other insurance companies or any relevant persons who have acquired my personal data, health
information, disability, sexual behaviour, biometric data, genetic data, my previous medical history including any future information which were available to
disclose and release such information to the Agent Company, the life insurance company, or the Company’s representatives in order to apply for an insurance
policy, or claim the benefit thereof, or dealing with the insurance policy in any manner.

I, hereby, grant my consent to the Company to collect, use, disclose and release my personal data, health information, disability, sexual behaviour,
biometric data, genetic data, and my previous medical history including any future information to the competent authorities or the reinsurers, relevant persons,
the Company’s life insurance agents, its personnel, and its representatives for the purpose of applying for an insurance policy, indemnifying the insured
person thereunder, or for medical interest or dealing with the insurance policy in any manner.

Additionally, the copy of this Letter of Consent shall be binding as same as the original.

I, hereby, fully acknowledge and fully understand the condition and procedure of the Company under this Letter. | also agree that they are in accordance
with my intention. Therefore, | am thereby entirely bound without reservation.

a9T8 (Sign) A9T8 (Sign) a97a (Sign)
( ) ( ) ( )
o o o o o o
29N (Date) / / 219 (Date) / / UN (Date) / /
fillaedayadeuynna/fiendseiufe/dunilaatausssn eI Wl
(Personal Data Provide/Insured/Legal representative) (Witness) (Witness)
a978 (Sign) gloimanuEngean ANANTUS (Consent Grantor Relation with the minor)
( )
o o
Un (Date) / /
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Remark : * In case the beneficiary is a minor, a guardian must sign together with the minor and specify the relationship. ** In case of signing by
fingerprint, signatures of 2 witnesses must be completely provided. auuynna



