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4 I P CRITICAL ILLNESS CLAIMS FORM

dowfi 1 nguansanuuuwasulianysallaadianilseiudie / §i3undas
Part | To be completed by Insured / Claimant

fia / uwana dlanlseiud
Insured’s Name

nsusssdiani
Policy number

waiitanlszro [ ] [ ] ] ] ] [ ] ] ] ] [ 1] [] | i
|dentification Number Age year

WA
Gender

fadfiswsnfnsiald
Contact Address

wneLaalnsAnvisiaia Aua
Mobile Number Email Address

snaazidunuasnisisanyas Nature of claim and related details

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

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

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

4. YuiBnsunngasausn 4,
Date of first consultation

5. %ia fingi uazmnaallnsAwirasunndivinunefsnulsailasiusn 5,
The name, address and contact phone number of the doctor you first cansulted for this illness

dsgdRnasuSnsunme / nnsdhuelulsanenuna
Record of Medical Consultation / Hospitalization

6. a fiatl uazmneaAlnsAwirasuInEAviauinslszdn
The name, address and contact phone number of your regular doctor

Taunng fieg]
Name of Doctor Address

waslnsAnsd
Contact phone number

v v
@ A

7. lilsansansaasidanvasunngddevinuaaiSneneaiuainisiutleassil
Please give below the details of any doctor(s) who have been consulted in connection with this illness
Haunnel gl
Name of Doctor Address

Fuft (Su/fewf)
Date (DD/MM/YY)

8. Iﬂimsqmaznﬁmmsm"ﬁ'ums%’nmﬁLﬁmﬁmﬁummiﬁuﬂwn%’aﬁ
Please give below the details of any Hospitalization in connection with this illness

Felsamening Fufidalsmentna (Yu/ieu/l)
Name of Hospital Date of Admission (DD/MM/YY)

Fuit (Bu/deuf)
Date (DD/MM/YY)

sneazdaanalil
General Information

9. vinufiamsiduthedu) dauimsituihaasiiasiatiutalad? d “§” lilsassy

O L 0O

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

fn.

.




10. viufignAniaeduihasaaanisaasdsaiiviaanisiineadasiulsatiuialai? 61 4" Tusassy O Lig O&
Have any your blood relatives suffered from a similar or related illness? If yes, please give full details
ANNEURUS nsiauthe Junitiady (Ww/ifew/il)
Relationship of relative Nature of illness Date of diagnosis (DD/MM/YY)
n.
al.
1. uldfuanuduasadlsaiausadanalsdamiineiulsatinudendssiuaugfaeaviald? da “8” Tusessy O Lig O4
Have any your blood relatives suffered from a similar or related illness? If yes, please give full details
TRLTEN MUNAAUNTHTTIN 3znn ANUIURY
Name of Insurer Policy Number Type of Benefit Amount of Benefit
n.
a.

nsaeruannaaleg mudyassiudederidnlavinaudinnsfinmualiluGeaiuludfiagammnedidnnsetng (Email Address) wanaiaalnsdniingd
anBGendasmunaussad uddldudlifionnduiiduamnedidnnieing vistuididennunensdmiiduiuflafinnsdanicde deys wiadwanndnlag uas
fadhfinssiudefeiinreansuss Idiuruannanlaerenuds o Jufids

nsudspuilszasArasuRuauluaamalsadiense wiatunatlsslaminunsusssddudindisunans (AIAPAY)

Taeannill aelsiAum wleie dvin ihduaulvuseselsaieuss Belusalstlenififsiunnaussml ffuatieduld u Sufismeysifvideuts
Aol i @snesvesdindt muissydssielull (nguniienatindlnatinemil)

O dodndaums fateslneltiaafitmsissmauaesdidn O OO0 OOO0O0O OO D(Lmnéﬂmqﬁmﬂimwu)

o A

O ddsuiens (wuudnuwiayadoydsuais) Teasunans Fntinyd
LA

drwdnfusentisuramsidmidildudennudumeiurinsdsiy danedelideyaiaefivyduastetyivesdmidiuiieim welae A1 e

v 1

Usglemilunsnsadey uasBiuses ieleie tufinUiuuydeyaiueifiase wasdimaieldlumsiinsedeasnissialy Msiteulanisveiuduaulu
gamslsnineusy WiaRunadselamimunsusssddiudnydniaume sdasunans Wuldsuialawinme

o

winewg] : anefetiaidresnsussaiseiude / Weesind (ngandudelimilewnuilildiuism)

L] 3

wilsdalimaaudiuaay / Authorization

didn veliuasBusedlil wnd anunentna LiEndseiudtay e yarafifsades Taideyadiuyana deyaguamuasdssdfnisinementng
resdmidfithunsiessituluawan damedeyaguamuastssifnisinwmenuaresdimidliunisn sunudseiuiineeaisn viedunuaewisn
entsaatandsyiude vidanisanafumunmssnilsiudte iesfunislagfifendesiunsussaidseius

drwidnBueedli 13N Wususn 1 weslinmedeyadiuunna dayaguainuasszdfnsinemenuazasdindn desisenuifiguianiy
nguung viiareuIEnilseiuduse yaraiinedes AMunudssiuTinreswism yarainT videgdunuressisn wantseaenlssiuduviientsena Rumau
naussnilseiudy walfuslaninansunndidaialdlunisandunslag fifadunmusmadlssiude

afls duuilumlsdelipnnudusenilifiedfinadefulfiauiesiusualiy
dmidlanauuasidiladeanunasasuteulauasifufiRvesidnmuenasativl uetdflasasdanpmudouuds thiignieemuanunaes
dwid AdldmnasBusangniiud fiRmuGeuly wasdfufiRveassn yussnns

wanawin : nadifienssiudedudiendbifiinasesaanuumuniesssyanudniug

( ) anedletegianlseiudy / fiFunias ( )
anediaTianeny Signature of Insured / Claimant angilatianenu
Witness Witness

Suft (Su/ieu/l)
Date (DD/MM/YY)
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C 00




AN Lﬁﬂ‘ll’ﬂ\i LLWVIE?EEGI?’JQ%JFIE’]
CONFIDENTIAL MEDICAL CERTIFICATE

v ' 4 < 03 a4 a1 - v v & Yo a
nsunsandanmusineianysal TaawwdilFaaywasifludssnaulsaiail winflAsssuilaugenilssnuitiugsuinmey

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

ﬁaéﬂ'w: wnel / wd / wedan HN:
Patient’s Name: Mr. / Mrs. / Miss
T pr AN:
anlnslszannu anel il
Identification Number 0 0000 00000 00 O Age year | y-
doufi 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 iliness 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




il 4
doufl 3 seanBuamauituihadtlsafausanandssiudy
Part Il Details of Insured’s Critical lliness

lsannudiuanilssanan
Diabetic retinopathy

1. Please describe the initial episode
i When was Diabetes diagnosed?

(DD/MM/YYYY)
ii. ~ What type of Diabetes in this insured?
O Type | Diabetes
O Type Il Diabetes
O others
iv.  What is the nature of treatment?
O  Insulin therapy

O  Diabetes medications

O  Others

2. In case, the insured suffered from retinopathy, please answer the following questions.
i What is the type of retinopathy?
O  Non-proliferative retinopathy
O Proliferative retinopathy
ii.  What is the sign and/or symptom of diabetic retinopathy found in this insured?

Whether the following criteria are met.
O  visual acuity of bath eyes is 6/18 or warse using Snellen eye chart.

O  Actual undergoing of treatment such as laser treatment, intravitreal anti-vascular endothelial growth factor /steroid injection, or vitrectomy to
alleviate the visual impairment.
If “YES', please give the date of treatment and the details

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

(DD/MM/YYYY)
i.  Please identify all investigational reports which were performed and attached such reports to this form.

Urinalysis O Random blood sugar test
Fasting blood sugar test O  Glycated hemoglobin (A1C) test
Autoantibodies O Eye examination

Fluorescein angiography O  Optical coherence tomography

Any other imaging studies
Any relevant laboratory evidence
Any relevant hospital reports

ooooOoooo

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

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




Attending Opthalmologist’s Statement
TunsdgavaUiuBaIIAYUNNE

1. Claimant’s Name:

Age: Years

Fawavunuanagihe

2. Eyes Examination Date:

ang 1

JunasIaen

3. History of Eyes Injury:

seiBnmsunaiuian

4. Eye Examination:

WaNI9In3ANN

Right Eye
MMAN

Left Eye
a2

Visual Acuity
FYAUREIRN

Anterior Chamber
grunthaagm

Lens
LRUALLAINN

Eye Pressure
ANUAUM

Optic Nerve
syaiven

5. Diagnosis:

6. Prognosis: O Progressive
AsNeENnIailsa ueiav

O Stationary O Improving
Al fidiu

7. If his condition can correct, please note the procedure.
fnansyavgihasusadn vivngls ngannsyyidnissnen

8. Additional Comment:

ANULTULRNLAY

Name of Ophthalmologist:

Signed:

TaINHUNNEATIAN

Thailand’s Medical registration No:

Tuauanailsznaulsa@ailiaui

Name of Hospital:
FAROTUWENLNR

ey

Qualification:

pol

Telephone No.:

RUELRUTNSFWA




