Dai-ichi Life 7RG 1 (W UEAGIMSMSINGIY )/ Part1 (for the Life Insured)
islinjinnmh 8y

N RIS RN RS INBIBES / CEGRGS
Claim Form for Injury / Critical lliness

upnaIsph e/ MAJNENIANRINE/

Policy Number: Claim Number:

BRI
Product Name

SMG-SMIB/ 1, v mgapinsmahviisvpgusphviuntail yEIgRNYRIGANRARESIWEN

gfﬁﬁms@amhthUmLmﬁﬁminm 3/ the Life Insured of the above mentioned Policy hereby express intention to claim compensation from the Company with
the following information for consideration:

1. pein mﬁjfu' ﬁﬁ/ Full name of patient... e 1104 ( UG UJS )/ Current Age ... Eﬁ/ years old
i—ﬂﬁjlﬁgﬂ SUGUS/ CUrrent @ddress.......cuuvecvveneiiseesins st st s s g %Iﬁ?g/ Tl et
i—ﬂfUUjEﬂ SN/ WO address.......vveeceeeeeeeieeeeveeemeeeseesvesssssseessessessessesseseee . ffue %Ifﬁ)g/ =] PR

2. U ZUSim §j/ ﬁ§'ﬁfﬁ FUNNTIEY/ Name of hospital/ clinic that provides treatment..........cceecueerivveenivniessiens s ffue %Ifffg/ Telt e
ﬁ:iﬂja/ House Noﬁf/ Street‘Lf{/ Ng”lﬁli/ COMMUNE/ SANEKAL. ... ittt enees
[0/ QW) District/ Khan .. ) SRR 1 1 [ﬁﬁ/ Province/ City....oovveeeersesreeeriensnsrvesssnennnnen (U1 § 80/ Country

3. (a) qhﬁmnm Sijme mﬁfﬁﬁ SJ/ In case of accident

1) MUUTGSHA S RA/ Date of accident.. v TR/ TiMe i N ST WMIANTETEIYLS 2/ Any police report?
LI 818/ Yes, ﬁgUUElﬂﬁ/ PIEASE SPECITY....ovvrueuieesicsisicssisssssissssssssssssssssssssssssssssssssssssssssesssneenss. ] 018/ NO

2) §ﬁf§,ﬂ/ §fﬁﬂ9 gthm:@ﬁ/ Place/ location of accident..........cocceveuevvennnnee.

3) Egmﬂﬂﬁi{)m:@ﬁ/ CAUSE OF BCCIHRNT...vuvviet ettt ettt et es b et et be e st s s seesas et s st ses e s s asesbesee st esssbebe set et s saeaeseeteessesansesssaabes et esssateseebesssabseeberssassrsen

4) ﬁJ’?ﬂQfﬁ mmiqm@w INJUPEA OFBAN.c..cttiriuniinieiee ettt ettt et es s b e et es st et st s seb b8 o e 2080800 b e e et e eb et hs bbbttt s

5) §fﬁﬁiqm/ LOCAEION OF WOUNG ...ttt ettt ettt st et es et st b e et es b e st s e st e8 e 4s 2 et ses b 2 et e84 e 1ot 2 et ses e et e es et st e bs e et skttt st et s et ebnee

6) FUTT LN TSTU U/ NGEUTE OF WOUNG.weeee e 55

7) TN [T MU 0 UTEAIE AN A/ MeTical trEBUMENE MEHNOU...rs st

8) GG AN U/ DALE AAMILEEU.c. oo igiom iy

(b) Qﬂﬁiﬂ:h'&ﬂ 8135/ In case of lliness

1) NARENYSIA ﬂjﬁﬁﬁﬁuf[ﬂ s@ma?é‘g“w/ qmnymmtsﬂaé:tngj Sty g&gmmﬁ?smﬁm Gl § w/ geunpm ﬂJISﬂHgIm ¢J/ Symptoms before

the illness is diagnosed/ being hospitalized and/ or cause of the diagnosis/ this hospitalization
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2) M [UU?TGG ﬁi[ﬁ °ﬁ§i [12°) / Date Of FIrSt CONSUITATION ... vueueteieiee et eeecee et st ettt ees e et st eas s e st s et e as s et s s be e s ess st ee et ens st see s sebesssansessns et senns
3)mM NUTIG GIS’Wm‘ﬂm fu Uv'ﬁ/ DAte OF fIrST LrEATMENT .. cueveveceeieiet sttt st tssae et as st e ssssas e esesssbs e et ees e e set e e s et eesses e et essses et sesesssa et sebebssa et sntebasasen
4) TG GRUNN T/ Date GAMILEET..ovveeeosoeesss igiomiy
5) mgﬁ m%smﬁ?§§wmfﬁmm GJ/ PhysSiCian’s diagnOSIS FESUIL.........rvvuurreiesee s ses sttt as s s s st
6)?ﬁﬁﬂLﬁﬁS minnaq mfﬁﬁﬁﬁﬁﬂ]ﬂ{/ Medical treatment method
7) Iﬁfjﬁmsag/ﬁq‘ﬂiﬁjﬁiﬂﬁ gsin miﬁﬁﬁﬁgégﬁs <U1¢ ?/ Are there any other illness/ complaints suffered by you, prior to this critical illness?
I #18/ Yes, ﬁgHUFEﬂﬁ/ PlIEASE SPECITY. cvvuruuerveerssseississessssesssessess s es st ess e ses st ess s ssssss s ses s s ses a8 R84 1 R8s R8s Rttt O M8/ No
8) ( fU’LHT(IJfﬁLﬁ:J') iﬁfjﬁi—.ﬂ Sfﬁim:gi@ ? (For woman) Are you pregnant? [] H18 (ﬁrA'ﬁH‘l SH [.IJ:fZ)/ Yes, gestational age [] f18/ No
4. iﬁaﬁ%ﬂ S ﬁj’g ¢ gmﬁ ﬂJLUiliﬂﬁ §ﬁ’[ﬁHtﬁ| Siﬁ‘_jﬁgi‘i ?/ Are you eligible for compensation from other company?
O N8/ Yes, ﬁJHUflﬂf"l/ PIEASE SPECITY....vvvrververaeeesssssessessessssssssssssssssssessssssesssssssssssssseeeeeeeeee. ] 0118/ NO
5. ?ﬁﬁﬂLﬁerﬁmi%mﬁﬁ}m{ﬁ/ Method for claim payment
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O gmﬁmmm:tgmmmsﬁm/ By Cheque

O 1§IMBIW:H 1M1/ By Bank transfer

e BURANS/ Account owner: IUSANNS/ Account number:
18111/ At Bank: 10U 281 2)/ Branch name:
ieq Lﬁlﬁ/ Province/ City: IﬂJBGny&Q/ Phone Number:

O Tfian{agisijiai8)/ other Method
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5AG 1 (A UEAGIMSMSINGIA )/ Part1 (for the Life Insured)

IUGAUMATURHAIN SMN Uil HRNENITANY/ Declaration of Life Insured/ Claimant

a

9.5me/ShgnsIMuiansitug RRMARGR NENIRINNRIS: ARA{MARTES 9/ 1 declare that the content provided in this form is true.

.5Me/NREFFUANNT ghﬁnﬁlmytﬁsmmhﬁmﬁmﬁuﬁ@mﬁﬁmsfﬁmmsgm@ﬁsm@tmm Sty miosgagseuimifiahwymiam
g I punismontinsSiahmigaidnsuigy amutunaigivaamn@s Wiwshodmididhimismiasniganisunisg
my 2 8§ W@B%%SU% fUSJ]'ﬁilﬁﬁ 9/ | further acknowledge that in case Dai-ichi Life Insurance (Cambodia) Plc. determines the information provided

to be incomplete and/ or willfully misrepresented, the Company reserves the right to request additional information for verification purposes and will process
the claim according to policy terms and conditions.

m.me/ g aurgmAe) yadatgATGaa [Inganm #guina Y sanmiganig b gpuamiiunsianapm y fansilimemnuaga
pinsmein vkl gagspsvisthw fnd epwi] ASafsad (12uyM ) U.A Y gAGAMUIURHYUTS sinudfnsiduaghmnwise]s huw
ﬁﬂfﬁ N LUUj ;{S ﬁﬁSﬁE (188U N ) B.A Y/ | hereby allow medical staff, physicians, doctors, medical centers, insurance firms, organizations, individual who

have records or information on the Life Insured to disclose to Dai-ichi Life Insurance (Cambodia) Plc., or its representative the information required by Dai-ichi
Life Insurance (Cambodia) Plc.

NRIUQIVRHAHIN SN TR/ HANENIIANLY Life Insured/ Claimant’s Signature

MRS YANYIBIR/ Signature/ Thumbprint | SUNSIOENIVEHATRIN S MNUR/HANYE RIsANR/
Full Name of Life Insured/ Claimant:

mMUUTggedal/

Requested Date:

mqu’ﬂﬁiUﬁliﬁﬂﬁj/ Witness’s Confirmation

Uiy yAubis smitligig/ ug BRUIH1shHABHRS/ For Financial Advisor/ Financial Planner/ Customer Service Staff

WNRTU2Y/ Signature unein @iUf{I FA/ FP/ CS/ Full Name of FA/ FP/ CS
1U8AR/ Code

MUUTIge § g uenAJTeg e/

Date of Receiving Request:

*kkhkkk

HES MO ENSMIMSMESRNSIRIEBIBEs 1§ SSHLHEH Claim Evidence for Injury or Critical lliness

a2

1. QLHE’]%UUUQ mﬁmfﬁ"]ﬂﬂﬁmﬁljmﬁtﬁ‘ St8S ﬂﬁﬁﬁ/ The Company’s claim form consists of two parts:
11 MUEAEINSMINGH - AR RNty SRgsgr (grinsmantl Hitinmaans jgingiuabma
Itﬁﬁ?miﬂ'mm}ﬂﬂﬁ )/ Life Insured’s part - Claim Form for Injury / Critical Iliness (Life Insured fills in the information and sign on the form)
1.2 NNURING - INWMIAN{AING (AN gEitinmaans jognaiue Summusnng)

Attending physician’s part - Physician Report (Physician fills in the information and affixes with a signature and hospital’s stamp)
2. HRNE ﬂﬂﬁgﬁﬂ gﬂajéﬁgﬁ%ﬁ S/ 1D Card or Passport

3. GﬂﬁfﬁﬁUﬂ]é%ﬂm @1/ Original medical receipt or bill

4. ﬁﬁﬁﬂiiﬁmﬁNLH]ﬁiﬂ ]/ Hospital discharge summary
5. RARIMANSFRHAIARAGRINURTNATSIESING]/ Clinical records during hospitalization

2 =
i

6. 1M wmmﬁt"grﬁfu LUﬁ?SifIHWS (2. iLm:fﬁﬁGﬂ ginn gU‘EiﬂjﬁJ )/ Policy report, where applicable (e.g. Road traffic accident, crime)

7. wgRnismifuancwnieliSa) (Agmamwimaigpihwiibneags) uotAsinia/ siopsy result (Microscopic Anatomy Evidence)
for cancer

8. hﬁMimﬁﬁgéhmimymmﬁﬁgégigﬁhﬁﬁ}/ All documents related with critical illness treatment
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