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4 I P Claimant’s Statement

ngaunsandannumne g Waayso Inegienfasinaage Must be completed by Claimant.

n. %’aumu’mﬂqaétmﬂizﬁu ang 1 dauga L't dutin nn.

Insured’s Name Age Year Height Cm. Weight Kg.

2. fagiaqiveadiensziu

Insured’s Address
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A, wailnsinwifiatevedionlsziu 4. Bavesfiansiu

Insured’s Mobile Phone Insured’s E-Mail
q. nfmﬁ?::qmmqlummwuguuswmmiwﬁwwamw

State briefly the cause of the disability suffered and describes its nature severity.

Q. n@mwisqmﬁwumuﬁwﬁmwN%‘uﬁm‘ﬂ’aummﬁ’]mlm::l.ﬁmmiy_lwwamw
State briefly your occupation and responsibility at time disability commenced.
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. ’JHVIL‘J‘NY_IWWRJ]’]W: AUNMURELANINIUNUNA:

What date did you begin this disability? What date did you stop all work?
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4. Uil (WEeiszanm) MnuazEndJiRwihilawiiviidlugsiauasinu

What date did you or (approximately) will you first attend to any business duties?
a. wwdiiinulaliBnwiReatunsywwan il Physician consulted for this disability

da ADTUNENLIA Aaus Aune FUAURINTTTNE
Name Hospital / Clinic Since Until Character of treatment

n. nssfiuiadnsdszddu Activity Daily Life

easSn vinadlaildag Wlidafifdmvia lédeldgunsaidon vilsias
Totally dependent | Dependent with physical assistance | Dependent with assistive device | Totally independent
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1. m'mmm‘m'lumsuwsaqn'-nnLm'a MRIENUDU D D D I:I

Ability to move in and out from bed or chair

2. anuannsolunsiasausaniamilldsdniami O O O O
Ability to move from room to room

3. nmummen’Lumemun‘%’anamﬁva Mg |:| D |:| D
Ability to dress or undress

4. ﬂ’]’]N-ﬂ-"lN’I‘in’Lun’]i’ﬂ’]uu’]‘i‘lizﬂdﬂ’]ﬂ D D D D
Ability to wash or bath

5. mw.a.”nmen’lumssuﬂa‘zmumme D D D D
Ability to feed
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6. ﬂmummin'Lumi'L'nwmu’uw'an’mlumzl D D D D

Ability to attend the toilet

7. dayaiiiudn:
Additional Information

dwdesusarildraummumaniimaanuads | declare that the answers given above are true and complete

aafiatairesnsussnilssiuidnueing mefledefienlszinitelGuntasigoin
Signature of Policy Owner or Bank Account Signature of Insured or Claimant
Owner
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Signature of Witness Date (MM/DD/YY) Signature of Witness
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Attending Physician’s Statement
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Must be completed by doctor at Claimant’s expense.

n. Fauszunanagianlseiu: a1 1l Auga a3, uwtin nn.
Insured’s Name Age Year Height Cm. Weight Kg.
a. ﬂ?m’l‘iz‘i.‘!ﬂ"lL‘MG}Llﬂzﬂﬂl’l&l?uLL‘N‘IJ’HQﬂ’]‘iVIqWWﬂﬂ’]W
State briefly the cause of disability suffered and describe its nature severity.
A. NFUTSYRANITAFIANTTULUSZAM N1sasaanieiael JiiRns nsasaaiandisd wianisasaafiAnay o
State briefly the result of Neurological examination, Laboratory tests, X-rays, etc.
1. nganszymsiniifiandsziudalasuaiuaiFunnwann
State briefly the character of treatment since the disability occurred.
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Q. NFIUARE:
Diagnosis
5
Q. NWCUNTNDRUNWLU:
Any Complications
, A . o vy & = &
. VI']uLiNVI’]ﬂ’]%‘%‘ﬂH’]Eﬂ’JEIﬁNLLE]: AU w:
Treatment render by you since Until At
FUAUBINITINEA:
Character of treatment
4. N1FAFIAGIME
Physical Examination
1. ﬁﬁ‘wmné’qmﬁv’a Arm Right Grade: 0 I 1 1l IV V Leg Right Grade: 0 I 1 1l IV V
Muscle Power Left Grade: O | Il 1l IV V Left Grade: O | Il 1l IV V
2. szuAMNANGI O 3%énsa O duau O «dudde O Lidnsa
Level of Consciousness Alert Confuse Drowsy Unconscious
3. ANdNnsalunsWe O Hednlamilewlns O fanusinarunlunisfadnla O Adhidinlame
Listening Understanding Difficult in understanding Can't understanding
4. AnNANNSalUNTNA O wewilewni O #asueanauiniuniss O woldliiag
Speaking Normal Motor dysphasia Motor aphasia
5. A udEN1TluNsiNasRslsEa Ty O #lbies O ilieadiefinugos O wedkiléian
Activity Daily Life Totally independent Dependent with assistance Totally dependent
6. AMNAINTAIUNTRUARB UG O wiuliies O wwinewssliisdedignsniian fe ... O wwiedewiaiedhiliing
Mobility Totally independent Dependent with gaitaid ........................... Totally dependent
7. anuaansalunisandulauazuiilym O sedulauazufitymifimanzay O fenwendnnnlumssipdulauazufitom O sndulauazwftioymlals
Decision Making Proper Difficult Unable
8. Anusangalumsinnu O dewls O senldludusnieniidesiun O lsisnunsainandls
Working Able Able in adaptive circumstance Unable
9. TATBINTYANANN O wwwamwﬁwmﬁmm O vywwanwunedauniag O ywwanwisunanig
Type of Disabled Temporary Total Disabled Permanent Partial Disable Permanent Total Disabled
- a o ‘
10. Mawenngailsn O faw O e O ueas
Prognosis Improving Stationary Poor
1. Aman i
Additional Comment
Faunndgnsaagname: anefiada:
Name of Physician Signature
wnziarluaygadssnavudsn@naaiagnssa i 1: AT QRIRs/AYIRLATAIN:
Thailand's Medical Registration No. Qualification Specialty
Favasanuwening: wanearinsAw: Fufinsaa:

Name of Hospital

Telephone No.

Date of Examination




