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| Would like to submit the following original document(s) for claim reimbursement:
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Data Protection Declaration — The declaration must be signed by the patient or the main member if the patient is a dependent under the age of 20.
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| hereby authorize and provide my consent for the following to provide full particulars of medical treatment/services, and prior medical history,
for the purpose of considering the reimbursement of the claims listed in this form: medical practitioners; hospitals and clinics; other insurance
companies or organizations that may have medical information related to me and/or my dependents. A copy of this authorization shall be considered
as effective and valid as the original.

3. fwidndladiwnndmiiuasmiemndngldsuanuduasasbisansalideyalaq mudldsumsieveslunuuwssunmsduniesaulnamaunui vis
winnauawBusoni anifumalil odsus sysene limunsasansasuuazimsanaulmdonanld
| understand that if | and/or my dependents fail to provide any information requested in this Claim Reimbursement form, Allianz Ayudhya may be
unable to accept or process the relevant claim(s).
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| understand and give explicit consent that all personal information pertaining to myself and/or my dependents may be collected, held and disclosed
by Allianz Ayudhya, an authorized agent/broker, or authorized third party (in Thailand or other country, and including reinsurance companies, claims
investigation companies, and insurance associations) for the purpose of processing claims or providing other related services (claim analysis,
data matching).
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| understand that if this Claim Reimbursement form is found to be fraudulent, in whole or in part, Allianz Ayudhya is entitled to reject the claim(s).
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Please return the completed form with supporting documents, by registered post or hand delivered to

A&H Claims Department., Allianz Ayudhya General Insurance Public Company Limited. 898 Ploenchit Tower, Ploenchit Road,
Khwang Lumpini, Khet Pathumwan, Bangkok 10330 Tel 1292
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Claims Procedures
Please check if you have done the following before claim submission:

1.Sign and complete this Claim Reimbursement Form and attach
a copy of Allianz Ayudhya member card.

2.Medical certificate signed by the treating doctor stating all the
symptoms, diagnosis and the treatment given.

3.0riginal receipts must clearly indicate the following information,
and be signed and stamped by the medical provider:

- Treatment date;

- Name of patient;

- Breakdown of charges.

If the Member has been indemnified by the government welfare

or other welfares, the Member shall submit a copy of the receipt

certifying the paid amount by such welfare to further claim the

remaining amount from Allianz Ayudhya.

4. Copy of ID card or Passport.

5. Attach pre-authorization confirmation issued by Allianz Ayudhya
(if any).
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We will only issue payment to:

- the patient if they are 20 or over;

- the planholder if the patient is under 20 and is a dependant under the plan; or

- the parent or legal guardian named as the planholder if the patient is the main member and is under 20.

If yes, please give parent or legal guardian name:

D Cheque

D Transfer to bank account, please provide details:

Bank name:

Bank account name: Bank account number:

Account currency: SWIFT
IBAN:




