Accident, Inpatient Medical
or Critical llinesses Treatment Fees Claim Form
(Al/PA/IPD/CI)

L

Insurance Policy Number.

Allianz ()
AYUDHYA

Would you like this document to be returned to you?

[[INo [Yes

my alkanz

Convenient and Speedy
4 Requesting claim via online

If “Yes” please return to address of the insured
ified in this form.

I
B Receiving benefit via bank account {4

] The company will return the documents once the claims
[ Changing Address [ 43

review is completed.

Name of Sender. Tel Date.
Name of Agent/Agency Leader/Broker Code Tel

1. Name-Surname of the Insured Date/Month/Year of birth, ____Age Year (s)
Gender [JMale [JFemale CurrentAddress: Name of Housing Estate/Condominium No. Moo____Alley. Street.
Sub-district/ Tambon District/Amphur Province Postal Code
Home Phone/Mobile Phone E-mail Address
Other insurance company (ies) (if any, please specify) Policy (ies) of other insurance company (ies)

QOccupation and job description

2. In case of iliness(es), please specify the Insured's symptoms

Period of the symptom(s) prior to the current medical treatment

Name of the medical facility (ies) receiving medical treatment prior to the current medical treatment

Date of medical treatment

3. In case of accident: Date of the accident Time. Location

Please provide the specific details of the accident

Detals of wounds, size and location

Current symptoms.

Date of the latest medical treatment_ Name of the medical facility

| hereby certify that the above information is true and correct, and. | also understand that if any above information is untruthful or incomplete, it may make effect to the
claim for accidental compensation, inpatient medical treatment fee, and the renewal of this insurance contract.

Signature. Insured

( )
Date

**In case the Insured is a juvenile, his/her legal guardian shall sign this form instead

and specify the relationship with the Insured.

Consent Letter
| give consent to the Company to collect, use or disclose the personal data, health data and medical history to authorities or reinsurer, relevant
persons, insurance agents, employees or representatives or policyholder and/or corporate brokers for purpose of underwriting or claim payment or
other benefits according to the terms and condition stated in my insurance policy. | further understand and acknowledge that withdrawal of this
consent would cause the Company unable fo provide services with respect of claim payment request under my insurance policy. | also acknowledge
that | can read Allianz Ayudhya Privacy Notice in QR code below.

This copy of consent letter shall be Signature Insured
enforced as if it is the original copy. ( )
Date
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Physician’s Report

Physician issuing this report must be the physician having the Doctor of Medicine degree and license in the practice of medicine. In case there is any fee, the insured shall take responsibility for such fee.

oowom[ | [ | 1 [ [ [ [ [ [ []]

Sex:  [IMale I Femate HNA .oooooooooooooeseeeeeees i AN oo oo s XN o,

Consultation Date............cc.oe.vns (OPD case) or Admission Date .............ooceieerianns TR v ssmmsamasmmassmsnpns s IIBCHANGE DA oo immamsinvasisns T kas nsisnsisaisis sveavan i

Patient’s Name

Forillness :

1. Date you first saw this Patient fOr this [N@SS P....c.uicii i e e84 180 bbb bt em b b 448644 48 SE b4 44 400kt S o bt 424 e 1040 b£h e LB h B bbbt s b s s sammnes
2::0hlefcomplaintand duration of SYmPIONTE i s s i B T e B T Ui s remnn e e b A S L s st Pt s sy et S S A e s e sy m s
3. In your opinion, how long should these symptoms persist for this QlINBES. .......cciiiiiiii i it e st st st shsmememe b e s ssa shss smsmst shstes b4 4o msmrasnant s s e s e et

For Injury:

1. Date & Time of injury............ooovvviinninns ...Date & Time you first saw this Paliant....... e i e v s o st von s
2. Cause of injury... i R R R AR

3. (Did you smell alcohol from the patient)'lﬁ'ﬂﬁlu?f‘i'lilmé}ﬂlfm?tﬂﬂ D No I:! Yes D Not known

Level of consciousness DNormal DConfusion DDrowsiness DSeml‘-coma DComa

(Did the patient take any medication,drugs?) E’l’ﬂ Jufvsviell D No D Yes (ﬁ’?ﬂfﬁfﬁﬁ (112 [ O ) D Not known

Past HISIONY / UNGEMYING GISBASES . . .vueueiiitiietiiit ettt ettt 44 4o same st et et e et 4 e e e e e e e 22t ae st e bt s o4 e s s e e e 2ot e e et e et oo e e e ebe e o e e e b e aeae e oo bbae b ebe e e e erene e arb e eae s enr s
T LTI, s W 4 4 A T4 S A A o AT A A S N A A A S
Diagnosis 1. ..o GBI convsmsisiomas smpnmnensmmsnsrmssrsnionsne s G AOSIS 2 s vosrums s ansmmuman vomsamssnne s sssmsugsmsen mrmss L o
DIAGNOSIS 3. oo IGBAD cssvsvssovmmnmmsnnpnimsmssimeryusmvanonsss )G VOIS B s vymsinssnos msomsnsmas sy x i AR F s e IO D s smssmpsminmsusmnsaminomevmnagesi smanns
B E - L3 0| T e
L T8 T (o B T P (RE AT RO SERE IRl [ o = ] ¥ i s T [0, S e et Date: performgd ssmsuswnpamiiaw
Anesthesia type : D GA D BB v svnnmivinmitaua v PAtEOIO G PP it i e e A i B T s S T e 20
R B SN Tl B v o Y A R N S PR R s R R R B R R
Is the illness related to alcohol , drug abuse or addiction ? D No D VBB o o 3500 P S e A PR T B A S AT
For Female : Was the patient pregnant at the time of treatment? D No [j b (- TRRR R —————— WKELNIP s icvsnsnmannasmasssnssssbissovsuans s s iy

Was the treatment related to infertility ?

HIV test L__I Not done El Done Result

Has the patient ever been treated by other doctors before? D No D Yes, please give name and adUreSS. ... ....oiuiiiiiiiii i e

Was the injuryfiliness contributed to or influenced by any of the following (e.g. Pre-existing weakness or extened period of disability)?
a) Physical defects/congenital anomaly D No D Yes
b) Unfavorable past medical history D No Yes

d) A family history that increased the probability or severity of this disease D No Yes

c) Degenerative change (s) D No D Yes
e) Doctor's advice to have periodic “ Medical Screening " for this disease of increased risk ? D No D Yes
e ansmer 8 0 OB T | DIaase BMOI B B T o L A e i e

Other past medical history :

Date Sign & Symptom Diagnosis Treatment Doctor / Hospital's Name

I, hereby certify that | have personally examined and treated the insured in connection to the above disability and that the facts are in my opinion as given above.

Name:of physlelainy s uvaisii G as s S DBC Al s R S U a s msmn s s LICENSE NO...vveirieiiiiree i iiiiiien s siibiiib s ens
Hospital Names ... iy v s oo e RSP T i o o L Telephone No
A IO o S R s X i S S S s

G e S )

Remark: Whoever, in the pursuance of work in the medicine, makes the false certification or document by the manner likely to cause injury to the other persons or people, that person commits
the offence according to the Panel Code and shall be imprisoned not out of two years or fined not out of four thousand Baht or both, and shall compensate for a civil penalty.



