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Outpatient Medical Treatment Fees Claim Form
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Insurance Policy Number.

Would you like this document to be returned to you?

[[INo []Yes

my allkanz

Convenient and Speedy

I Requesting claim via online

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

M Changing Address The company will return the documents once the claims
review is completed.

Name of Sender Tel Date

Name of Agent/Agency Leader/Broker Code Tel
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-districtTambon __________ District/Amphur. Province Postal Code
Home Phone/Mobile Phone. E-mail Address.
In case of accident: Date of accident Time Location

Submission of the following supporting documents for the claim of outpatient medical treatment fees:

Medical Certificate
No. Date of Medical Treatment Original Receipt No. Amount

Yes No

As the Insured, | hereby certify that my illness and all supporting documents provided herewith are true and correct.

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 to 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.

Signature Insured

( )
Date

This copy of consent letter shall be
enforced as if it is the original copy.
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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.

i L L L L

sex: [ IMale [JFemale HN# oo AN oo

Patient's Name....

Consultation Date............cccccvveen. (OPD case) or Admission Date ...........ccceciuninncs TR oo avissminsvossinarerc INSENAGR DIME ..o TR s i

For iliness :
1. Date you first saw this patient for this illNESS 7........cccvieri e,
2. Chief complaint and dUration OF SYMIPLOMIS ... ...ttt ettt ettt s e fea et e a1 HH et 44442 a4 12t 4t AeE e 14 4e st At saeneseas s enteasse et et e s emnnen s

3. In your opinion, how long should these SYMPLomMSs PEISISE FOr LIS IINEBSS. ... ...iiiiiii ittt ettt oo e ettt e et eeeaesetes eteasset e st et seet et emeassae et eansee e e s e s e nt et ee et nee e

For Injury:

1. Date & Time of injury.. Date & Time you first saw this patient..

2:/Causent-inulyi v manpsegunganiss

3. (Did you smell alcohol from the patient) 'lﬁ'ﬂauffﬂmné’ﬂ wnsely D No D Yes D Not known
Level of consciousness D Normal I:l Confusion D Drowsiness D Semi-coma D Coma

(Did the patient take any medication,drugs?) é’ﬂmﬁunmm?a‘lﬁ D No D Yes (F0/A110 YOI cen) D Not known

Pertinent Clinical findings (Symptoms & Signs) / nature of wound @nd INJUFBE OFGANS...........oiiiiii e e ettt et oot e e e ee s ebeer e e s eeanessnna s
PaSE SO LI i S T IS EIBEIEIEL » oo anonmssos st a0l 5 T 3 S A A S NP S R T Rk e
T OIS O D S B S S B S A e G LB R s
DiIagnosis 1. ...vevriii e ICDT0 i DIAGNOSIS 2, oo ICDT0 vt ccviviri e
DIEGIESIBE cocuwunsetsm oo st ans fass e s AR s 553 GBI scvsmmmmesimmsmimnsssssvisessil N BOMOBIE D somvannia oo i s s ICDAD s
T O o A A A T S O S e R R s

Anesthesia type : D GA D B cwaminansamsimsaning

ST LT A I« o S  a a a  AE As e  ea S S R e T G

Is the iliness related to alcohol , drug abuse or addiction ?
For Female : Was the patient pregnant at the time of treatment? D No D YO8 v sasaissvarWRS {EMP s inaisinimsiia s s

Was the treatment related to infertility ?

HIV test D Not done D Done Result ....

Has the patient ever been treated by other doctors before? D No D Yes, please give NAMe ANt BOAMEES . ...iuuiiiimmrearireisourimimss o ssmsrssns s sussmsss susssbases sessmsassss sesssass v s s s

Was the injury/iliness 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 r__l No D Yes
c) Degenerative change (s) I:] No L——l Yes
d) A family history that increased the probability or severity of this disease I:] No D Yes
e) Doctor’s advice to have periodic " Medical Screening " for this disease of increased risk ? I:I No D Yes

If the answer is * yes ", please specify

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 physician.............occooooiiinen Specialty.........coeeiiiiiiiiiii LICENSE NO....ooiiiiiiiiiiiiiiiiiiiiin e
Hospital Name Address Telephone NO. ... e
Signature..........c..oooviiiiiiinieee e Date ... Y

s R e G e e )

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.



