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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.

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

A7 A - S1EAIBEARNAILAENTLAUNI (NFaNNTANTaYANNTH)
SECTION A — CUSTOMER AND TRAVEL DETAILS (To be completed in all cases)

1. ﬂi“uﬁﬁﬁmﬂﬁl 8. mmuﬁﬂmmﬂﬁumq
Policy Number TraveIIDetaiIs
8(a). SUNANBINITAUNT
Date travel arrangements were booked

2. wnanagiendseiude
Surname of Insured Person

8(b). SunaanmunIaINlsymelne
Date of departure from Thailand

3. Tafiatlsziue
Given Name (s) of Insured Person

8(c). SunnauNnfalszinalne
Date of return to Thailand

4. andnglentsriude
Occupation of Insured Person

Sunneldfadsuna
Overseas Destination (s)

©

5. u iheu Tifinfiendseiugde
Date of Birth of Insured Person

| DD / MM /1YY 10(a). AnutAnFanFesduluatlsyiudoniamunisnneuriall
6. Nag (d1vsufnse) Have you made any previous claims in respect of travel
Address (to be used for correspondence) insurance?
we Yes [ Taivmg No [

10(b). fuae ngTzyMEazBsAnFanfesduluuiinain
(113 FUN IURY UszinnaesnisFaniesdulug uag
sEmseiudagdeyn)

If yes, please provide exact details of claims (e.g. date,
amount, type of claim and insurance company involved)

7. 1uafinadwit
Telephone Numbers
e () ()
Work ( ) Home ( )
et () wind ()
Mobile ( ) Fax ( )

dau A Hiadunda / Section A continues overleaf




lendsdnAdmiudlsznaunis@Faniadulug — dou A
IMPORTANT DOCUMENTS REQUIRED TO PROCESS THE CLAIM — SECTION A

ﬂgmql,l,u‘uL@ﬂmWiuﬁﬂﬂmmw%uﬁuLLUUN@?’MG?M%’@QZMWLﬁ@iﬁmiﬁmamqaﬂwLﬂuiﬂ@ﬂwmmﬁq uaziiFasanInuvmlindei mangau
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) AUIANTNNINETTHBATANAUANITLAUNAS I:l
Copy of policy schedule including itinerary page

o o A a a v % o ° k%
b) ANUIMLNABLAUNIG LAZIT (DH) WIANAIUINTUIANAUIYNADY
Certified copy of passport with Visa stamp (if applicable)
Sod Ay oA e . o oy
c) FAILATRILIUAURLIL UTRALUN ﬁ]\ii‘Ui“ﬂQ@’]Lu’]Qﬂﬁ]ﬂ\i
Original air ticket or certified copy
o X A a o o a ,ua
d) 11M321LATANLURIATT (DN)
Original Boarding pass (if available)

HinEn

49U B - 9nzazidaanisisansasdulug
SECTION B — CLAIM DETAILS

welnisBaniesdulunrewihuiuliletnenids ngunsendeyalunndsulinsufouuazdsriunianenanswdnguiszyflunewrine
In order for your Trip Cancellation 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 the claims evidence required at end of this Section.

1. nganszayiudl iusndulasielifusuuzinluenidnnadu 4, mnszyMeazaeiidaruiatugwn i liiuuend
N9 NFLAUNI
Please advise the date on which you either decided or were Please describe the exact circumstances which have caused
advised to cancel your trip. you to cancel your trip.
DD / MM 'YY

2. N3Nz iU MviuudsueniannisnunawitiEnieaen
Please advise the date on which you gave your cancellation
instruction to your travel company.

DD / MM /YY

3. hiunfiszylude 1 uaz 2 unsineiu ngonesune
If the dates provided in 1. and 2. differ, please provide an
explanation below.

endsdnAnyiedsznaunisfiansania Fanfesduivusuilaswnannnisuanidannnaaung — dau B
IMPORTANT DOCUMENTS REQUIRED TO PROCESS YOUR TRIP CANCELLATION CLAIM — SECTION B

o % o o % a dl £ % a a 1 =3 o tﬂl v v dl
ﬂ@m’?LL‘HLIL’ﬂﬂﬂ’]i‘ﬂ'&ﬂﬁ’]uNWWi"ﬂNﬂuLLUUW’ETNL?EIHT'N&IHWNLW@IVﬂ’]TW@’]m’mubLMNLﬂuiﬂ'ﬂﬂ’]\ﬁ"lmm LAZNILATRIUNIENINUINUUILANIUNIZAN
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) ﬁu@ﬁmmumamnﬁﬁwmLﬁﬂf;lﬁmﬁuﬂ'ﬂ%@'wﬂumm@nLﬁnmilﬁumq ?ﬁlqazuﬁﬂl%ﬂ-iﬁﬂ‘lunﬂilﬁumw@whu FTUIBRUAU LAY D
i ldaunsaGunAulfanniismviaaieraaving
Original Travel Company’s letter detailing cancellation charges. This should show amounts paid for your travel, amounts refunded
and amounts which cannot be refunded by your travel company.

b) fuatiusa / luwasa / luknu dnwndnldannsnee Antuls
Original tickets / vouchers / passes if they are completely non-refundable.

c) siuatiusaludusauwnnel (ngasnsandeyaisinludon H)
Original Medical certificate from the treating doctor (Please arrange for Section H to be completed)

d) 3eazPsAUTELNENNTUANIANNNTALNNUALF N VIaeNEI LN ALRY WAZANEITHIHINNNTUANANNITALNA
Details of the travel company’s cancellation policy detailing refund and cancellation penalty information.

O OO

e) siuatiuluaiaiuRuidenang unisdnsrtu
Original Trip proof of payment.




du C - nmsanadulun (ngunsantayalinsunou)
SECTION C — CLAIM PAYMENT METHOD AND DECLARATION (To be completed in all cases)
aa 1 a d‘ ' v o AI L7 d‘ v
1. m;m’]izmﬁmi@wmubl,uwmmmmm'i Tagnniprasunaniindanfaenig
Please tick your preferred method of payment.

NAUBUNANTTRIVING Fasunens: ’ ‘
Direct Credit to your Bank Account Name of Bank
Terinyd: WL/ W/ WA ‘ ‘
Account Name Mr. / Mrs. / Miss
INATUIANT: D D D D
Bank Code

aaN: D D D

Branch Code

iaifogd: oo tubbttn

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

ngangnuAniusesieaeiiatwszinssfuasasdaniandun
Please read the declaration carefully and sign and date below

ANFUTRY ﬂm‘wmmmmmmmawaﬂmmmimmwlmuLafﬂmmzﬁuiumu Lﬂuﬂ']’m%\iLL’&"ﬂﬂ[ﬂ‘ﬂ\i‘V]ﬂ‘ﬂ?”ﬂ’ﬁ

DECLARATION ‘11’1‘WL’Q’WI?’TLIWJ’WNU?W]N’MW‘@[ﬂ']LL'Vlu‘r]W@@”N’ﬂui‘lﬂﬂﬁ“ﬂu’ﬁ]‘ﬂu@m’]'ﬂﬂﬂNﬂ?”ﬂuﬂﬂi"]ﬂ’au WA / mwmﬂmu@u "]N
@mmmﬂmmummmmLummnmmﬂm@mﬂmu
| / 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 al v a
mﬂmugwﬂm@mu’mm :
Signature of Person Claiming fui Date / /

d9u D - lususasunnd
SECTION D — MEDICAL CERTIFICATE

P T o A a a , - o - . o - s
LWﬂslMﬂﬂi‘Li‘?_lﬂi“ﬂd@uiﬂmﬂum@\m’]’ﬂWﬂﬂ’\i“u‘ﬂﬂLﬂﬂﬂ’ﬁLﬁuVl’NLﬂuvl,ﬂﬂf;l’\xiﬁ"smﬁ"l m;mﬂuLLW‘wwmmuﬂ?@ﬂmmﬂ@‘lumuuwmumu
In order for your Trip Cancellation claim to be dealt with promptly, please ensure this section is fully completed by your Doctor.

4 ey A, o oy o it = T c Ao gua
1. mgﬂqsmmummaaﬂm (bt @V]’]‘L]ﬁ‘:ﬁﬂu) 3. m;zmmmeﬁmzmﬂmmqmmmuﬂfm YWFaLNALAL NN lALAA

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

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. inwdluunmeilszansoaesdiaevialal dldngnnseysrazinan
ruldagluaauguazesinn
Are you the patient's usual medical attendant? If yes, for how
long?

@91 D Hresunda
Section D continues overleaf




o v Y o o
4. ngunszyungUaedniunisinm
What was the date of onset of the iliness or the date the injuries
were received?

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

6(a). mﬂqmﬂﬂimmmmmaﬂ mmﬂmmmwumﬂ m@mm:‘mm
muiu@ﬂwmvl,mmﬂu mwlﬂ@Lﬂmﬂuumumwﬂum 341
nau way Lﬂum’mwuﬂqemmmuﬂﬂﬂ@uw%mm@wu Mﬁ‘@iu
Has the patient previously been investigated, diagnosed or
treated in respect of the same, similar or related illness or
that injury as described in question 3 and is there any
indication that the condition was pre-existing?

we Yes [ Taiime No [
6(p). finee gilaeldFunsinuaisgevinedials uazngninszyianig
fnen uay / vive ludsen
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?

v ¥ o ' v dl s e‘d;' a v
WINERNTRTUITDINNTUD ﬂ’]’?lmiz‘]_qlslufl‘]_lﬁ_li’ﬂ\iLLWV]?_IuLﬂuﬂ']’]ZJ’QN HAZHNABN

| certify that the statements contained in this Medical Certificate are true and correct.

7. anaidulaeil AudleaNIaINEaTaIN AN NANAR

uaanages vian AR anAn el
Is there any indication that the condition suffered was due to
substance, alcohol or drug abuse?
4 ves O
Lild Nno O

Tsiwdla Uncertain [

8. puldlaFuAuustnliEne was / videsullseniuenasnasaiiag

TuseminaninAunie viralad
Was the patient advised to continue this treatment and / or
medication whilst on their overseas trip?

9. maweuaude 3 vinuawnsadududniumaualunisuanian

maauneldviala

Please can you confirm that solely due to the condition
described in question 3, the claimants was / were compelled
to cancel the travel arrangement?

10. vhuiﬁ’uu:ﬁﬂﬁﬂuﬁuaﬂLﬁnmi},ﬁumq‘lwmm:mﬂ g

awnaesadidutlae / uadudclisvy lude 3 vialsl
Did you recommend that the patient cancel all overseas travel
because of their iliness / injury described in Questions?

aeidunwne:
Doctor's signature
Taunnd:

Doctor's Name
ALIRS:
Qualification

Juin:

Date

Nagunme:

Doctor's Address
svia ) swellel:
Postcode

NaAwy:

Doctor's Telephone
unnd:

Fax

AmiudeyaiaiAnitedaiauauuzsine

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)2 3058523

FAXNO:

RELEASE OF MEDICAL INFORMATION

L 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 8524
Tel: +66 (0) 2305-8555 Fax: +66 (0) 2305-8556

www.mondial-assistance-thailand.com




