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wuunasuizansaslulnulseduaifivasiuuana (Personal Accident Insurance Claim Form)

1. nuasduansusssi (Policy)

11 wvitnaugyad (Policy no.)

2. nuasduaiiandsedudu (Insured Person Details)

21 dorlionlszAusu (Name of Insured) 210 (Age)
2.2 fioti(Address)

Tnsdwii (Telephone no.) awa (Email Address )

3. nuasauawiamsnl (Accident / Incident / Loss Details)

31 Auiiiawa (Date) i (Time) amuit (Place)

32 mwazisuawamani (Describe how the Incident occurred)

amuadavdaiiumeluasal Idsumsvawouimie i (This loss)
0 il mvsvalduamiosnu (has not been compensated from other companies or other parties)
7 1650 myvaldanaminsnu (has been compensated from other companies or other parties )

miilUsaudsnoazidua (Please specify the name of the company)

Jua waudu (Amount of compensation) um(Baht).

4, msidunsaanduluunauny (Claim)

4.1 dhwinfiarmdszasdvaisondosandu nunaunud uamawiu (Amount Claim) 1 (Baht) wiaszuanaiiuiviuldinase

fanadista [ii(Please tick in the box the type of benefits you are claiming)

1 nsaiasnnwenuna (Medical expenses)

1 narimea @ sy auazmawnammamsAwBa(Loss of Life, Dismemberment,Loss of Sight,or Total

Permanent)

wihlan2
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In case of the insured is minor the company would make the claim payment to parents.

| would like the company make claim payment to

dwndusenlvlsmmima wowwnivdaddula d1ldnsimanmauas st S iseuismdoimuimaiote maldsunaiu Jid
yamauntvasim aild dunsevemilsiedusenilvife ity diwdniuduaty e dusemmenuanuiomeddu Juana
W3mndszm3 manun liassuanad wedmdaid wit wietaenutasenms dadleunded atanuasilan usting Sansufmsiulualan wiaisun
dudulvlan Aunndwii [aud

| hereby authorize any hospital, physician, or other person who has attended or examined me, to furnish to the company or its authorized representative, any and all
information with respect to any illness or injury, medical history, consultation prescriptions or treatment, and copies of all hospital or medical records, a photo static
copy of this authorization shall be considered as effective and valid as the original. Company have right to refuse or refund any claim from insured if Company found
that Statements in this report are not true, fraud, or hide important information.

asfa (Sign) fufl (Date)

Wk (Claimant) / siiontseus (Insured n

Contact information

fianalsensasenduluamauny Insurverse Public Company Limited

USHEN 8uTITA AR (NU2Y)

Audulvn Tua A&H Claim Department

1115 QUUNTYIIN 3 WUYBIUUNF LUALIUUIT ANY 10120 1115 Rama Ill road, Chong Nonsi, Yannawa, BKK,
115.02-842-9899 10120 Tel. +66 2-842-9899

E-mail: claim_pa@insurverse.co.th E-Mail: claim pa@insurverse.co.th

(Mon - Fri from 8.30 - 16.30)
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	โทรศัพท์ (Telephone no.) อีเมล์ (Email Address )

