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4 I P CRITICAL ILLNESS CLAIMS FORM

doufl 1 nyunsenuuuvasfuliauysallaefiandssiudt / fi5undas
Part | To be completed by Insured / Claimant

#a / uwana fanlseiud
Insured’s Name

nsusssdLaah
Policy number

wumdstsswwy [ ] ] [ ] ] [ [ [ [ ] [ ] [] |om 1
Identification Number Age year

WA
Gender

fiatiiausofnsald
Contact Address

wuneaulnsAnviliaiia fua
Mobile Number Email Address

sneazidanuaInsisandas Nature of claim and related details

1. BandasArmnelsadrausinelsn 1.
Name of the Critical illness you are Claiming for

2. annsradlia 2.
Describe the symptom from date of onset

3. amswariivinuniiuunuiuinls deulBnwunngdaiausn 3.
How long have you been having these symptoms from the date of your first consultation

4. JufdSnsunndasausn 4,
Date of first consultation

5. 4ia fiagl wazsnunzadlnsAnimaswwndivinuSnsineaiulsatiagausn 5.
The name, address and contact phone number of the doctor you first consulted for this illness

szdRnsuSneunng / nassnunlulsanenuna
Record of Medical Consultation / Hospitalization

6. 4 Miagl waznunzalnIANITaUndivinusslsedn
The name, address and contact phone number of your regular doctor

Faunng fiael
Name of Doctor Address

waslngAni
Contact phone number

7. llsansansrgazifanuaunnsidwinuaalSnsnaaiuainsiduilaasai
Plgase give below the details of any doctor(s) who have been consulted in connection with this illness
Faunng fing]
Name of Doctor Address

Fufl (Su/iew/)
Date (DD/MM/YY)

8. lisaszysnaazidaanisidindunssnmifedasiuanisituihaassil
Please give below the details of any Hospitalization in connection with this illness

Falsanening Sufidlsanenuna (u/feuf)
Name of Hospital Date of Admission (DD/MM/YY)

Suft (Suhieu/i)
Date (DD/MM/YY)

.

sneazdaanalyl
General Information

9. vinufiansiduihedug naufinisiduihanasslaaiaduviala? dr 0 Tusassy
Are these any other illnesses/complaints treated for or suffered by you prior to the critical illness you are claiming for? If
.

O Taidi Ox
S0, please give full details

1.




10. vinufigyrdneaiuthasogannisaadsativiaanisinuadasiulsaduiald? d1 “0” ldsaszy O Lig O
Have any your blood relatives suffered from a similar or related illness? If yes, please give full details
ANNENNUS 2SRl Tunitiade (Tu/ikeu/)
Relationship of relative Nature of illness Date of diagnosis (DD/MM/YY)
n.
al.
11. vinulasumnuAuasadlsasansedanallsslaamiifantulsafifudsnlssiuaugsoandali? d1 “0” lusasey O Ligi O4
Have any your blood relatives suffered from a similar or related illness? If yes, please give full details
TaLTEN MUELAanNINTITY 3gLan AUIURY
Name of Insurer Policy Number Type of Benefit Amount of Benefit
.
.
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misdaliimauiiugay / Authorization
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( ) anafletegiantseiude / gEunda ( )
anailadanenu Signature of Insured / Claimant anafiaTaneny
Witness Witness

Sudi (Fu/sau/i)
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CONFIDENTIAL MEDICAL CERTIFICATE

nyunsandanausinegiauysal TnauwnndilFaniuasiludsenaulsadall winfidsssudeundianlseiuniugsufinmey
Must be completed for all critical illness to be claimed by Doctor at insured’s expense
%a;jﬂ’m: gl [ w9 / u1eEn HN:
Patient’s Name: Mr. / Mrs. / Miss
Io = AN:
taanLRTlssmmY a8l il
Identification Number D DDDD DDDDD DD D Age year | yy-
doufl 2 diayavialyl
Part Il General Information
Yes No
a. Are you the Insured’s usual medical physician? O O
If “YES”, over what period do your records extend?
D.  When were you first consulted for this illness?
What were the symptoms and at that time how long had they been present? DD/MM/YY
Yes No
C. Has the Insured previously suffered from the illness or any related condition? O O
If “YES”, please give dates of consultations and the resulting diagnosis.
d.  On which date was the diagnosis made?
DD/MM/YY
Yes No
8. Is there anything in the Insured’s family history which would have increased the risk of illness? O O

If “YES”, please give details of the Insured’s family history

Details of Diagnosis
Please provide full and exact details of the diagnosis

Other/Additional Information

Please provide names, addresses and dates of doctors and hospitals, which the Insured has been referred and/or admitted to
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Part Ill

Details of Insured’s Critical lliness

wind 4

lsavaanifanauasuanuiagnsiy

Stroke

1. Please describe this stroke episode.

Vi

When did this episode happen?

(DD/MM/YYYY)
Nature of this episode I Ischemic stroke [0 Hemoarrhagic stroke
[ Others
Location and the extent of lesion:

What are the clinical manifestations when the insured first came?

What was the cerebral infarction or intracerebral hemorrhage due to?

O Thrombosis O  Embolism OO Hypertension

O Vasculitis O Dissecting O Drugs

OO Vvascular malformation OO Accident, please specify cause of accident when
O Other

Whether the neurological deficit is [ persistent for more than 24 hours [ reversible within 24 hours

2.  Please provide the information regarding neurological deficits.

When was the last time you see the insured?

(DD/MM/YYYY)
il Last time when you saw the insured, did the insured have neurological deficit? O YES O No
If “YES', please provide the information
il. Do neurological deficits persist for more than 45 days? O VS O No
If “NO’, please provide the date when the insured was fully recovery
(DD/MM/YYYY)
3. Please provide the information regarding the treatment.
I What was the treatment insured received?
O Medication
OO  Surgery, please provide method of surgery
O Craniotomy with open surgery O  Ventriculostomy
OO Carotid Endarterectomy Surgery OO Carotid angioplasty and stent placement
OO Others
O Palliative
OO Others
4. Investigations/Laboratory report
i.  Was the HIV test performed? O YES O NO
If “YES', please give result.
(DD/MM/YYYY)
ii.  Please identify all investigational reports which were performed and attach such reports to this form.
Neurological report O Surgical reports
CT scans O MR

Any other imaging studies

Any relevant laboratory evidence

OooooOoan

Any relevant hospital reports
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Part Ill

Details of Insured’s Critical lliness

5. In case this episode of stroke is not the first attack, please answer the following questions.

Vi.

Vil.

Was this episode the first stroke?
O YES OO0 No (Please answer the questions 5.ii - 5.vii)
When did first stroke occur?

(DD/MM/YYYY)
How was the first stroke diagnosed?

Please describe the symptom of the first stroke.

Whether the neurological sequela occurred in first stroke was O persistent for more than 24 hours [ reversible within 24 hours
What was the treatment insured received during the first stroke?

Whether the insured suffered from the stroke attack other than the first episode and this episode. If ‘YES', please provide the information about the
other attack, including the time of the attack, the diagnostic procedure, and the treatment.

6. Please state if the insured has suffered/been treated for any other illness(es).

Additional information

To be completed by Attending Physician

| hereby certify that | have personally examined and treated the insured in connection with the above disability and that the facts are in my opinion as given above.
Name of Doctor Signature

Qualification

Specialty Thailand’s Medical Registration

Name of Hospital/Official Stamp Telephone No. Date
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