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In order for your claim to be dealt with promptly, please ensure ALL SECTIONS of this Claim Form are fully completed and returned to us by post
together with all the required claims evidence. A separate claim form must be completed for each Insured Person who is claiming under the policy.

ngusivdnuenansisnsafidaAunndediny ivedundng
Please use block letters. Please retain a copy of all documents sent to us for your records.

wnewn: flandsziudaduffuiatenildanelas ARstuannsAiuuFaniesdulamawn Welfenasnedanfesduluailauysnl aaasa
wangusznavawr] feanlddneiilfegnelfanudunsessaensussss

PLEASE NOTE: ALL EXPENSES INCURRED IN COMPLETING THIS CLAIM FORM AND PROVIDING ALL THE NECESSARY EVIDENCE TO SUPPORT THIS CLAIM
MUST BE PAID BY YOU. EXPENSES INCURRED IN PROVIDING EVIDENCE ARE NOT COVERED UNDER THIS POLICY.

#9U A - SIEABLARNAILAENTLAUNI (NFaUNsAnTayaNnNsl)
SECTION A — CUSTOMER AND TRAVEL DETAILS (To be completed in all cases)

8. AL ANITAUN
Travel IDetaiIs
8(a). JUNANIINTLAUNT
Date travel arrangements were booked

1. nsNgsIsia17
Policy Number

2. wnanagiendseiuiey
Surname of Insured Person

8(b). Funeaniun1ansunalne
Date of departure from Thailand

3. Fefienlsziu
Given Name (s) of Insured Person

8(c). Sunnaunsadsznalne
Date of return to Thailand

4. oEngentsziud
Occupation of Insured Person

wunnelldatlszma
Overseas Destination (s)

©

5. 5u iheu Tiindendseiuse
Date of Birth of Insured Person

| oD / MM /YY
6. Nag (AmiuRasie)
Address (to be used for correspondence)

10(a). AnawFanFasAulnulsziudanismusinawizeld
Have you made any previous claims in respect of travel

insurance?

el Yes [ Tsivae No [

10(b). f1iAel ngaTzyeasBaan1Faniasduluniinan
(1% R AUty UrzinaesnnsBanieadulug uax
vdmlsviusiaadeyen)
If yes, please provide exact details of claims (e.g. date,
amount, type of claim and insurance company involved)

7. wasnsAwit
Telephone Numbers

Wm0 ) fhu ()
Work () Home ( )
fade () wind ()
Mobile ( ) Fax ()

g1 A Tresfunad / Section A continues overleaf




11. ngunszyssinnaes@ulunivinuazFanfasniglfraudupsesaanansssiaesyinu (nganviesesusnanInumuindenivanzeas)
Please indicate which benefits you are claiming for under your policy (Tick the appropriate Box(es)).

D ANSNEINENLNG D ANTTEITLIANITAUN
Medical Expenses Trip Curtailment

anansdnAydmiudsznaunisFanfas@uluu - dau A
IMPORTANT DOCUMENTS REQUIRED TO PROCESS THE CLAIM — SECTION A

nguuUenanInangunnieniuuuuefuBanfesdulunie linsiasandulmndulledneenda uasineiemunaninuimmirdenanzas
Please attach the evidence to the Claim Form and tick the appropriate box. Failure to provide all necessary evidence may result in delays in
handling your claim.

a) ANNANTINNINETTN
Copy of the policy schedule

b) dnuwmisBeinunie ez (Gf) nFeuasunuiusesdngnaes
Certified copy of passport with Visa stamp (if applicable)

B . . N
c) AMLATANLIUAURLIL UTDANNUN TITUTANAUINADY
Original air ticket or certified copy

d) 1instuLATaatiusness (813)

0O O O

Original Boarding pass (if available)

d7uU B - sraazidaansisansasduluu
SECTION B — CLAIM DETAILS

Lﬁ'ﬂﬁmiSﬂﬂ’fﬂlqauimﬁﬁnmwmma uay / wse nesianeunaiiunisesinuiullednands ngannsendeyaluyndaulinsudiauuacdsnunian
@nansudng sy liluneuiing

In order for your Medical Expenses and / or Trip Curtailment Claim to be dealt with promptly, please ensure ALL SECTIONS of this Claim Form are fully
completed and returned to us by post, together with all the necessary claims evidence required at end of this Section.

1. ngunsryan iR AL UV uLae
Please tell us the date and place where the injury was sustained
or the iliness was contracted.
1(a). Fuf
Date

N

(b). 4D 1UN
Place

N

(c). Uszne
Country

2. nganszyaunaainisuaduvteteld fudunisFeniesdu
Inaiilasannnisdianaunisiaunig m;m’]izumamaimmuﬁm
Please advise us of the cause of the injury or illness contracted.
If the claim is for trip curtailment, please also provide full details
of the reason why the trip was curtailed.

3. ﬂqmﬂ@:umﬂmlﬁﬂmm?”ﬂm‘l,uﬁmﬂ?zmﬂ (MNUANINRTLNE
WnFAN ANz waziuuNnFaNtuLLUNasy)
Please provide details of the treatment provided overseas
(If necessary, please continue on a separate piece of paper)
3(a). Touazataaslssneung / AATN
Name and Address of Hospital / Clinic

A

TaR:

Name

a ]

yag:

Address

svia |l sweilel: sz
Postcode Country

(b). FAUNNENANINNFFNE
Name of Treating Doctor

w

3(c). Sundhuauininesnesalulsananua
Dates of admission to hospital

3(d). nqmwa:ymmuﬁﬂmﬂaﬁ:mmmmﬁnmwmm@
Please detail the type of treatment provided by the Treating
Doctor.

g1 B Trafunas / Section B continues overleaf




G Ay Yt a X , = \
4. mm?mm@um@ﬂwhumﬂmmmumﬂ@uwﬂiu
Has the injury or illness occurred before?

we Yes [ laivael No [

5. Ay NgNTTYEaTIAYn (11U fuieiiu uszdnmuzaenis
FNEINLILNA)
If yes, please provide details. (e.g. dates occurred and
treatment previously given)

6. N3NTzYIEAzIBEATRLTTTUgN N el (i sz
U NFIULAAA UITNgNIeILTEn)
Please provide full details of any health schemes you may
belong to (e.g. Private Health Scheme, Company Health
Scheme)

PUIENU:
Source

Founutlsyiude:
Name of Scheme
PHNRLAURNTN:
Membership Number
sy
Scheme Provider

7. fviuamnsadneArinsneunaldaanmiaeanuaug ngoun
sryeavdand1aang
If you are able to obtain medical expenses reimbursement
from any other source, please provide details below.

PUILNU:
Source
ATUIURU:
Amount

8. ngmwmﬁmuﬁﬂrﬂm"]?m:mwmmmﬁwmﬁvﬁuﬁmmsﬁﬂﬁm (ugNNna s U EHAN A TUNTZ AN waTiULNNNEaNAULLILWD F)
Please itemize all medical expenses which you wish to be reimbursed (if necessary, please continue on a separate piece of paper).

UszinnAdnEnenLng (111 AWNNED)

Bal3aNEN1N4 / Unmnel anaku uazaUIURUN IFEsy
Nature of Expenses (e.g. Doctors fee) Name of Hospital / Doctor Currency and Amount Paid

AURWTINARasFanFesdulug
TOTAL AMOUNT BEING CLAIMED

9. nyszyeavBaaundilszansa uaz / vide unndaerinnisinmandluszazioan 3 Tdusn (rhuassesunadisfslilunseay uazuuy

Y o .
WnFauAuuLLNeTN)

Please provide the full details of your usual doctor and/or doctors you have visited in the last 3 years starting with your most recent doctors visit
before you traveled (if necessary, please continue on a separate piece of paper).

7838 unnel
Doctors Name

Raguwnned
nagunmns

Doctors Address

wasnsdnet / neans / 8 i 19 unnel
Doctors Tel. / Fax / E mail Address




10. ngNITYEaziBeAnaUNI NI IMEILA wazAuuzTa g isanvinulEiuluszazian 3 danumn
Please state details of your medical treatment and advice which you have received from a doctor in the last 3 years

S a o o o Al Yo o
TEUTUNNANNINITINEN Junldfunisfnm

ANTOLY / TUA WAINNTUNALAL 1198 A NRLLle ainue9n13ne / nnslien

9138 AUUEEN
Date of Treatment

Name of Treating Doctors

or Advice

Nature / Type of Injury or lliness Type of Treatment / Medication

11. flaqifupniagsudnanisinenetuna vive Sutlseniuamizelal?

Are you currently on medical treatment / medication?

4 ves O 1l No O

¥ | a o A o s
81 ngaunszyseazidaAnTIiNENeELIa viFe Fulstniuenlullaqiiu
If yes, please describe your current treatment / medication.

lendrdnAnyiadsznaunisiansnieFaniasaAninewanLng / NaianaunITAUNIG — da1 B
IMPORTANT DOCUMENTS REQUIRED TO PROCESS YOUR MEDICAL EXPENSES CLAIM / TRIP CURTAILMENT CLAIM — SECTION B

N1338n509ANSNMINENLNA
Medical Expense Claims

a) fuatfulugdamrsnEnenuna
Original Medical Expense Bills

b) Fuatiulususaawnne / 2eanunnsinenaswng
Original Medical Certificate / Report from Treating
Doctor

c) ﬂqmﬂm@n%;ﬂmﬁmﬁuiuzﬁ'qu D ianysnl
Section D (to be completed by the Doctor)

d) fiuatiusenuedsia (§ugiimme)

Original Police Report (If claim is due to an
accident)

miﬁmm@umilﬁumm
Trip Curtailment Claims

a) Auatius / lugda / lutlunsalnlianunsaAntuls
Original tickets/vouchers/passes if they are completely non-refundable

[]

b) FuerlIanuNILANNLFENYIaUNNfUNIINIFANAUNITRUNI ?’Ni:q
° PP 2o ° A A = v v =
AuaURUAYNUlAINTY LazanuuRnianunraaeAuls (813)
Original Travel Company’s letter detailing trip curtailment charges. This
should show amounts paid for your travel, amounts to be refunded due

to the curtailment by the travel company (if any)

0O O

o) Auatfundngunisdiss Ry
Original Trip proof of payment

d) ngaunnsandayaiiaiiinlugau D Wauysnl
Section D (to be completed by the Doctor)

e) Fiuatiuenueesinga (iugiiFme)
Original Police Report (If claim is due to an accident)

[]
[]

[]
[]
[]




d9u C - nsanadulun (ngaunsandayaliasudou)
SECTION C — CLAIM PAYMENT METHOD AND DECLARATION (To be completed in all cases)

ax Vs P o s o
1. ﬂ‘;m’]ﬁ‘tuQﬁﬂﬂ?’ﬂﬁﬂ@uiﬂu%%’]uﬁ]@\mﬂi‘ Tnenipsasnunanindenfaenis
Please tick your preferred method of payment.

D NIUAUIANTUBININY FenunAns:
Direct Credit to a Bank Account Name of Bank
Talnyd : WiE/une/ ueann |
Account Name Mr. / Mrs./ Miss
IHATUIANT: D D |:| D
Bank Code

TUARNN: D D l:l

Branch Code

i [ [ 0O 0O OOODOQO

Account Number
|:| Tnendndelideniag (Mezyludau A)
By cheque to the correspondence address (detailed in Section A)

nyaunguAnFusesdnansiiadesrinsrlauazasTanFaniun
Please read the declaration carefully and sign and date below

A5 drwdnaaiusasinmeas L’r]EIﬁV]?""]_IGLuLL‘LI']_IW'ﬂ‘JNLTEIﬂT'ﬂ\‘i’&uvLﬂNu Lﬂuﬁ'ﬂll’%li\‘iLL@“’ﬂﬂﬁl’ﬂ\W}ﬂﬂﬁ“"ﬂ’ﬁ‘
DECLARATION °II’TWL’Q’W]i"ﬁ_lﬂ'ﬂNllﬁ‘ﬂ']ixﬂuﬂiﬂ[FI'JLLWU@W@’W”N@UIVV?@H’]’H@NNN’W’WHNﬂi‘“’ﬂu.ﬂﬂi’?ﬂ@u way / mwmmmﬂu ‘JN

ﬁ"WEI'NVL'r]EIﬁd’)uﬁ]’]ﬂmﬂ'ﬁLu’ﬂ\‘i’%ﬂﬂﬂqﬂiﬂﬂiﬂ\muiﬂllu

| / We declare that all statements and particulars contained on this claim form are true and correct.
| / We acknowledge that the underwriter or its agent may give to and obtain from other insurers and / or other

authorities, personal information relating to this claim.

=3 v % a
Z\]’]EILSHNQLTEINT'N’AHVLMN
Signature of Person Claiming U7 Date

d9u D - lusSusasunnd
SECTION D — MEDICAL CERTIFICATE

A g oy = I G = = = o = @ , < o - : o
LW’r]elyﬂ’ﬁLiEIﬂiﬂﬂ@uiﬁﬂ@uLuﬂﬂN'ﬁqﬂﬂ'JWNL"ﬁ_I‘]J’JEI AMNANNNTRUNITaN R aNaun R unialullasinagamii ﬂi;m’]slﬂLLWWEI"IIﬂ\W]']uﬂiﬂﬂ“ll’l’]?#u@alu

Aauillnsudou

In order for Medical Expenses or Trip Curtailment claims to be dealt with promptly, please ensure this section is fully completed by your Doctor.

X T o , w0 o X = G = s Ao gua
1. ”]]’ﬂﬁ;lﬂ’]?.lVW]’]uV]’m’ﬁ‘i‘ﬂH’? (v1d E'V]’WﬂiZﬂu) 3. ﬂﬁq‘nﬂ‘ﬂLL’Ni"]ﬂ@ZL’ﬂEIﬂ‘H'ﬂ\i’ﬂ’Wﬂ’\iL’ﬂUﬂ’lﬂ yraLALRL N1 LA

Name of Person to whom this certificate applies (i.e. the person nsiFanFesduluu

whose state of health caused the claim) Please give precise details of the nature of the illness or injury

which gave rise to this claim.

2. inudluunndilszansnaasdihevdely drldngunssysrazinand
Auldatflunauguazasinu
Are you the patient’s usual medical attendant? If yes, for how
long?

g1 D Arefunds
Section D continues overleaf




o dlil 1| VY o o
4. nqanszyTungaedniunisinmm
What was the date of onset of the iliness or the date the injuries
were received?

5. ngaunszTunSuusnfvinuléianisnm
What was the date you first investigated or were consulted by the
patient for this condition?

6. an1nALe A TUHeNNHATRIENTIENAR LAANREDE ViTn
nnsRaeanAn Tivield
Is there any indication that the condition suffered was due to
substance, alcohol or drugs abuse?

4 ves O 114 No O Tsiwsila Uncertain O

¥ Yo aa o A o =3 [ A

7(a). gﬂqmmimmmmu%ﬂ yradnEIANLIAULNg WTaAINITLA

3 o a o - dl v a o ,;’ dl v

wﬂumwmmmnu”mﬂﬂﬂﬂmeﬂuummm:qlm'ﬂ 3 AL
Wuanuidutheniinluagaunasnsanuviald
Has the patient previously been investigated, diagnosed or
treated in respect of the same, similar or related illness or
injury and is there any indication that the condition was
pre-existing?

el Yes [ lsivael No [

A éﬂwié’?umﬁﬂmﬂ%@@mﬁ’ﬁmﬁlﬂ% UAZNIUNIZLIENT
e uay / 1)1?’?] Tudsen
If yes, when was the last time, prior to the occurrence which
gave rise to this claim and what treatment and / or
medication was prescribed?

l
S

v o % N o o - P
°]J’1‘WL’ﬂ’]"ﬂ’r]fﬁ_li“ﬂﬂﬂﬁﬂﬂﬂﬂ’m%?zuluiﬂ?‘uimLLWV]F;IuLﬂuWJ’m’ﬂNLL@ZQﬂﬂ’rN
| certify that the statements contained in this Medical Certificate are true and correct.

8. flaelfFuAuusti i uaz / vieiutlssnumnatnedeiiias
luszninamaipuni viva ld
Was the patient advised to continue this treatment and / or
medication whilst on their overseas trip?

9. inuamnsndududnmaran idszylude 3 Wuanvesuaanis
AANBUNITLAUNI
Please could you confirm that solely due to the condition
described in question 3, the claimants was / were compelled
to curtail their trip.

10. iulfunzth Wiffilaedunndudszmalng faaaunaas
ALty / vmiduadisvy ude 3 wiell
Did you recommend that the patient return to Thailand
because of their illness / injury described in Question 3?7

aediuunwne:
I:?octor’s signature
Taunng:

Doctor's Name
LIRS
Qua}lification

Fui:

Date

Dagunne:

Doctor's Address
s9ia L swreilel:
Postcode

TneAnii:

Doctor’s Telephone
unne:

Fax




Awidudeyaimn vivedeianeuussineg

Space for additional Information or Comments




' MONDIAL

ASSISTANCE
DATE: FROM : MONDIAL ASSISTANCE THAILAND
PATIENT NAME: TEL NO : + 66 (0) 2 305 85 33
CASE: FAXNO: +66 (0) 23058523
FAXNO:
RELEASE OF MEDICAL INFORMATION
I passport number ,

hereby authorize any hospital, physician or other person who has medically examined me to
furnish Mondial Assistance Thailand any all information with respect to any illness or injury,
medical history, consultation, prescription or treatment that were rendered to me. A Photostat
/Faxed copy of this authorization shall be considered as effective and valid as the original.

I understand that this authorization will allow Mondial Assistance Thailand to use the
information obtained to investigate and adjudicate my claims.

(Patient’s Signature)

(Witness Signature)

Date signed by Above & Location

MONDIAL ASSISTANCE (THAILAND) CO., LTD.

29" Floor, Thanapoom Tower MEDICAL ASSISTANCE
1550 New Petchburi Road, Makasan Tel: +66 (0) 2305 8525
Rajthevi, Bangkok 10400 Thailand Fax: +66 (0) 2305 8523
Tel: +66 (0) 2305-8555 Fax: +66 (0) 2305-8556
www.mondial-assistance-thailand.com




