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4IP CRITICAL ILLNESS CLAIMS FORM

dawt 1 nsuansanuuuvaduliauysallaaianlseiude / §Eandas
Part | To be completed by Insured / Claimant

fia / uwana ganlseiud
Insured’s Name

nsusssdiani
Policy number

waiitantsero ] ] ] ] [ ] [ ] [ 1] [] | i
Identification Number Age year

INA
Gender

fatfiswnsnfnsiald
Contact Address

wneLaalnsAnyiiiaia Aua
Mobile Number Email Address

snaazidamuasnnsisanyas Nature of claim and related details

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

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

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

4. YuiBnsunngAsaunsn 4,
Date of first consultation

5. %ia fingi uagnaallnsAwirasunndivinuEnefsnulsaiiasiusn 5,
The name, address and contact phone number of the doctor you first consulted for this iliness

dsgdRnasuSnsunmg / nasshuelulsanenuna
Record of Medical Consultation / Hospitalization

6. #ia fiagl uazneaAlnsAwirasINEAviuIslszdn
The name, address and contact phone number of your regular doctor

Taunng fiee]
Name of Doctor Address

waslnsAnsd
Contact phone number

v v
@ A

7. lilsansansazasiBaarasunnsdwvinuagBnsinsatuannsidutleaiel
Please give below the details of any doctor(s) who have been consulted in connection with this illness
Tounne] g
Name of Doctor Address

Suit (u/ieufl)
Date (DD/MM/YY)

8. Iﬂim::qmasnﬁmmstﬁﬁ'ums%’nmﬁLﬁmiimﬁummiﬁuﬂfmﬁ%’aﬁ
Please give below the details of any Hospitalization in connection with this illness

Felsmentna Fufidalsmentna (Yu/iewu/l)
Name of Hospital Date of Admission (DD/MM/YY)

S (Su/ieu/)
Date (DD/MM/YY)

sneazdaanaly
General Information

9. vinufimmaiduthedug neuimsduiheessiasfatiuvialal? d “§” lsassy

O L O

Are these any other illnesses/complaints treated for or suffered by you prior to the critical illness you are claiming for? If so, please give full details

fn.

.




10. viudiganiaeduihasiaanisaasdsaiiviaanisiinendasiulsatiuialai? 61 “4” Tusassy O Lig O4
Have any your blood relatives suffered from a similar or related illness? If yes, please give full details
ANNFUNUS amsiRuthe Junitiady (W/ifau/il)
Relationship of relative Nature of illness Date of diagnosis (DD/MM/YY)
n.
a.
1. iuldfuanuduasadlsaiausadanalsdumiinaaiulsatinudendssiuaugfaeviald? 61 “8” lusassy O Lig O4
Have any your blood relatives suffered from a similar or related illness? If yes, please give full details
TLAEN MUELAUNTNTTIN Usznn MUIURY
Name of Insurer Policy Number Type of Benefit Amount of Benefit
n.
a.
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L 3

wilsdaltmaaudiuaay / Authorization

didn veliuasBuseslil wnd aaunentna LiEndseiudtay wie yarafifsades Taideyadiuyana deyaguamuasdssdfnisinementng
resimidnfithunsiiessitulueswan damedeyaguamuastssifnisinwmennaresimidiliunmisn sunudssiuiineeaisn viedunuaewism
ennsaatandsyiude vidanisanafuamunmusradlseiute wiesfiunislagfifendesiunsussnilseiusy

dwiiBusesli 13 umusan 1 wasdawedeyadiuynna deyagunimuaslszdfnsinemenuazeddinidn deiaanufifieiuaniy
ngvung viiareuIEnilssiudusie yaraiinedes AMunudssiuTinreswism yarainT vidagdunuresuisn wentstaenlssiuduvientsens Ruau
nausaiusziude wialdisslaminnanaummdiaialdlunssndunislen Mifeadunsusssilseiuste

afls duulumisdalimnuusenibiiedfinadefulfidufesiusualiy
dmidlanauuasidiladeanunseasuiaulauasifufiResidnmuenasativd duedwflasasdaansudouuds tuignieemuianunaes
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Witness Witness

Suit (Su/ieul)
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CONFIDENTIAL MEDICAL CERTIFICATE

v ' v < (3 a 4 a1 ] v v & Yo a
nyunsandanusineiiauysal TaswwdiBayauasilulsenaulsafad winfiAsssudaufianlseiuiugiuiaey

Must be completed for all critical illness to be claimed by Doctor at insured’s expense

ﬁaéﬂ'w: U1l / Ue / weam HN:
Patient’s Name: Mr. / Mrs. / Miss
I pr AN:
(GENDICETeRS b )] anel i
Identification Number I:I I:IDI:":I DDDDD I:":I D Age year | y:
douil 2 dayanalyl
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
6. 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




doufi 3 seanBuamauituihbadtlsafausanandssiud
Part Il Details of Insured’s Critical lliness

Wi 4

nsanuerassInsEamauLIY
Multiple Root Avulsions of Brachial Plexus

1. Please describe the extent of the Brachial Plexus Injury.
i What is the date of onset?

(DD/MM/YYYY)
ii. What was the cause of Brachial Plexus Injury?
O  Accident
O Injury
O Others

ii. — Whether the following criteria are met.
O The insured is completely and permanently loss of use and sensory functions of an upper extremity.
O The loss of use and sensory function is caused by avulsion of at least 2 nerve roots of the brachial plexus.
Affected nerve roots
O The diagnosis was confirmed by electrodiagnostic study.
Please describe the finding.

2. What is the current condition of the insured and what is the prognosis?

3. Investigations/Laboratory report
i.  Was the HIV test performed? O YES O No
If “YES', please give result.

(DD/MM/YYYY)
. Please identify all investigational reports which were performed and attached such reports to this form.
Neurological report
Electrodiagnostic study (NCS / EMG)
Myelography
MRI
Any other imaging studies

Any relevant laboratory evidence

ooooooan

Any relevant hospital reports

4, Please state if the insured has suffered/been treated for any other iliness(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




