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MABFNNYNITANY

CLAIM REQUEST FORM

upnEIghUTRIe/ MAJNEAIANRIE/

o T Claim Number | oo
TN REURRE U/ Product

Name | e

sme/ kg Amganunisaniisuanasphvmakid g nsaiaanimahon Saaugiigssiffnsgoatimys
I, the claimant of the Policy mentioned above, would like to make an Insurance Claim and thereby provide the following information:

9. ﬁﬁ'&ﬂ St ﬁIIUm NSﬁhfﬁﬂ / Policy Owner’s Information

>

AN ST/ FUll NAME: .o igieg1A1aN G/ Date of Birth:...........ccooooooeere. 176/ Gender: .......
HEINANGaN yNEaghins yyRAIINAINS/ ID Card/ Passport/ Birth Certificate NUMDET: ....................co.ooviinenn
HIUWRNS G 81 G SH/ CONACE ADUIESS: .......eeeeeeeeecece et

YBIUI OCCUPALION: ... ¢NAGSHMYWHARIMSMIN U Relationship with Life Insured: ................

19, wia gisMmInyNIAANL/ Type of Claim

YUINAISMINYNIRTANY/ Claim Reason YUINAISMIANY/ Cause of Death

O 1NN/ Death O s{M D ATTRS/ Accident

O fimimn gyl §1ubi[§u/ Total and Permanent Disability 0O SSuaMUBANIM:HAIGHS)/ Non-Accident
(TPD)

m. ﬁﬁ'&ﬂ SHﬁL’ﬁ;fU“I SMNUIY/ Life Insured’s Information

3

>

RN SEEEN/ FUll NAME: .. igie g AN/ Date of Birth:...........ccooooorerre. I/ Gender: ...........

-

HEINANGAN yBEaghins YAyRAINNAINIS/ ID Card/ Passport/ Birth Certificate NUMDET: .................ccoccooouereiirennn
FULTENS G Q1A G SR/ CONLACH AQIEBSS: ...,
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YIUYSHIAMINN AYNIR AN/ Occupation before the ClaiM EVENE: ..............oovoiioieieieeeeeeeeie s oo

o AINNGGUBIANMDN/ In case of Death

mmu?tggsgmwmm {1/ Date of Death: .............ccoooooiii INRUITAN/ TIMe: i
GG RBIANAIN PIACE OF DEAIN: ...
Yuing/ Cause:
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o AIRhAMIMNFR{Fh §ﬁﬁﬁ‘7‘[§ tf/ In case of Total and Permanent Disability

mutTigsuinmiansmafimimniGAtiyl/ Date showing first disability Condition. ..o
HOUTUTE/ CAUSE.. ... et
RGPS WIth CONGItION:. ...ttt ettt
H§ﬁ£’l ] gg§ ARG CU”WHJ’] U/ Hospital/ Clinic giving treatment:...................ooooii

ba}
o
D}
=
Q
QL
3
(¢)
<
D
=]
=X
7

wasiBidminhayaisantiRagiahwannm:halonsy yeiuntiansmaonga Sadaigaid

caused by accident, please describe the details and place of accident:..............cooiiii i

. wInpauRRysinuEMInN NENISANE (EMURARTEATEWIBE SITNS )/ Medical history before claim event (Please

attach medical documents, if any)

n 'ﬁ?§ﬁ°tﬁ/ Diagnosis: ..........cooeviiiiiiiiiiii m:mm%smmym fU/ Period of Treatment: ...
MEUUTIGEMIAN D UTGALYY/ First TreatMENt DALE...........v.oveoveeeeceeceeeeeeeeese e
Iﬂiﬂ:HSﬁL’l gy U'ﬁS'ﬁ/ Hospital/ Clinic’s NamM@: ...
HIwin sas:m A) Uﬁ i/ Hospital/ Clinic’s AdAreSS: ..........ouiiiiii e
e 915150&58110 §j U ﬁ fi/ Hospital/ Clinic’s Contact Phone NUmMber: ..o
&, Bgamuiihiet gapimsmahvmmsansmaddis:miifinamEA 2 Have you ever known when Life Insured had this
disease?
O B4/ Yes (qysijuntugagonimy Samivathgwsihaamiiumads) O §smsii No
n 'ﬁ?§ﬁ°tﬁ/ Diagnosis: ..........coooeviiiiiiiiiii Itﬁ:mﬂijFﬂmﬁfﬂm/ Period of Treatment: .................ccccoooiii
MOUUTIGSMINN D UTUARYH/ First Treatment DAE:..............o.ov.evereereeeeeeeeseeeeeeeeeeseeeeeese s
mm:es:m AR § / Hospital/ ClNIC's NAME: ... ... e e
f—ﬂﬁjtﬁﬁﬂSHSIm §j U ﬁ i/ Hospital/ CliniC’s AdAresS: .........cooiiiiiiiii e
Hue 91mnas:mgj 5 fi/ Hospital/ Clinic’s Contact Phone Number:................coooiii

9. wasiignpinsmantifnsug) NSJ]ﬂUIﬁMUUJLnHmSIwJﬁIQJn AETINMARNSQNIMYS/ If Life Insured also has

insurance policies with other company, please provide information as below:

9. 1uN: LnHU]SEﬂSWﬂUIﬁ/ Insurance CompPany NAME:. .. .. . e ettt
UN tmzummsynmﬁ/ o] o3V N 0051 =Y PR
m. USSQannansmSWﬂUiﬁ/ SUM INSUMEA:. ... e

v 4

. n 'ﬁ SHA mﬁmwmh/ Claimant’s Information

ﬁm§ﬁﬁmﬁmiﬁ3mﬁ/ Claimant Role: O §A$§fUTk(U/ Beneficiary O PﬂﬂmnﬁmﬂjLﬁjUG_pfj/ Legal Guardian
0 TR G) B/ ONOIS ... et e e ettt
NN/ FullName: ... iﬁfzg‘iﬁmﬁﬁ/ Date of Birth:...........ccccociiene 10¢/ Gender: ..............

o
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HRIANTN UBEaghiRe YyruEAINE /1D Card/ Passport/ Birth Certificate NUMDET:.................coovrvriereriiieesise e,
HIUWRNS G 81 G SH/ CONACE ADUIESS: ......o.eeeeeeeeeeeeeeeeee ettt
QIﬁJm[’UZ/ Phone Number: ... ?ﬁHEU/ E-maili....oooo
HBIUI OCCUPALION: ... ot e e e e e
GRGSUMYWHARINSMNUIM/ Relationship With Life INSUIET: .........c.o.riiiieicceeeeeeeeese e
9mnssﬁmawﬁn99mu UHIARS LUNSEﬂS )/ Relationship with minor beneficiary (if any): ..........cooooiii
HnLU[iﬂusmSWﬂUm/ Claim Insurance Benefits:.............................. RONIHIETA($) mjsﬁ/ Equali........oeeeviieeeeee MAIW (%)

. wasifupgrusphonm gaeguiumuiass yudinmidnsgonimy (uesiBuns)s/ If insurance policy has a minor
beneficiary, please fill out the information below (if any):
ARt SHASGUBUHIARSS/ Information of minor beneficiary:

>

NN/ FullName: ..o 19’ 8@nmﬂn/ Date of Birth:..............ccccoeis 10¢/ Gender: ...............
HAfIM ﬂ,ﬂUﬂ,ﬂ UEUSngﬁ us gfij‘Lfﬁ 16N&#INS 8/ ID Card/ Passport/ Birth Certificate/ Passport NUMber: ......................c.........
HIUWRNS G Q1A G SH/ CONACE ADAIESS: ..ottt
GIEE)IAIS/ Phone NUMDER: ...........oiiioeeeeeeeeeeeeeee FRE0U/ E-mailz. .o
HBIUL OCCUPALION: ... ot et

¢NAGSHMYWHATRTINSMNUINY/ Relationship with Life INSUNE: ............ouiuiiiiiiiiiiieiieieieieieeeeecese e
GNAGSHMYWHANYF AN/ Relationship With CIAIMANL:. ..............c.ovoveiieeeeeeeieeeee e
HnLULiﬂuSﬁ]S“IﬂUIﬁ/ Claim Insurance Benefits:..............ccovvveiieiiieeie, uﬂﬂﬁ-ﬂiﬁ?n($) iﬁ:j Y/ Equali.......oeeen, MAW (%)

g A aiRmoad gasguivoyhAmiupanm g B:apstigiaitunsgaagiatian: Hgpdsdustionmsiod o
Hgmmﬁsmsmum Sh[ﬂf%mm?‘]@ NUM ﬁJ’SﬁﬂUihﬁnG%ﬂJ’u EUU@UUSJ“] /Note: Primary Beneficiary of DL LoanSecure is only a bank or a

financial institution that provides loan(s). If there is a remaining benefit after the benefit is paid to the Primary Beneficiary, the remaining Insurance
Benefit will be paid to the Policy Owner/ Secondary Beneficiary(ies).

&. mi]u&;mﬁ/ Payment Method:
O S§Imuiw: I mI(MYWEMIRFUIAM: )/ Bank transfer (within our bank partners only)

N &IAONS/ Account owner: IS HEANS/ Account number:
1IN ST 1M1/ Bank name: 10N 8N 2/ Branch name:
188/{i/ Province/ City:

O gy stpisianaginmivaipet]s tw §0f ¢pwi] Syisa (128YA) 6.7/ Cheque at Phnom Penh Branch of Dai-ichi

Life Insurance (Cambodia) Plc.

S

(I ﬁﬁﬂLﬁﬁwjh ‘Jigj B1/ ONEE MENOGS: ...ttt ettt ettt ettt e ettt

90. IWBHUM MIUITHANYNIATANY/ Declaration of Claimant

9.8ME/SMENBUMAT ﬁﬁmsfﬁmﬁmﬁhmﬁjtf{?ﬁhw Ala|mARIYS Y/ | declare that the content provided in this form is true.
v.{memngsgUANNT andhssmstAMadgtiansiuasiueBsinminn Sy Hinsgugsguim
mmﬁnwwmmaw In:pvlsmanvmnsSgghmiag pfansuigy anmutuniddumamn@et wihodm:
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t’]mﬁmﬁsmmam:f&nﬂhtuﬂhmmw@ﬁummsyhﬁ:ﬁﬂ/ | 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 provision.

m. §Me/ AL INAES UADATEARG (A [AINSIAN DN HEUCNG U SANUIEAN [ ARENUAMIR U SANNGEM U AAMS
Afgemmugaginsmhvmail gugsvishw And gpwu] Asaisa (12vyM) u.a Y HARAMRNIUANFYNS §i
nuddnsituaghitwps?s hw §nd ¢nwi] ASATSAT (128U ) 6.7/ | 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.

NHINQITAIHANE AN/ Claimant’s Signature

MRS YaNBIUiR/ Signature/ Thumbprint NN IUETHANE NIRTANR/

Full Name of Claimant:

MU siaIa/

Requested Date:

99, ﬁHU[IﬂﬁfUﬁ'Iﬁﬂﬁj/ Witness’s Confirmation

MNOURUANARGARUMSIN TR inimenoimhiuiguany yalauiuhaiots

For Sales Staff / Individual Insurance Agent/ Customer Service Staff

{2V Signature INNINENIU RS YAMDAUARDAR N
Uy mAnimSIntichiulg
YA/ YALAUIEIhHATES

Full Name of Sales Staff/ Individual
Insurance Agent/ Customer Service

IJ2RR/ Code

MUUTIGS § § UMAjiag e/

Date of Receiving Request:

DA MBI NIUMINYNIIANY/ Required Claim Documents

O AR NERIGANY/ Claim Request Form

D 1GRoghRypsnnmn g ivsfugnasfiimmogingyl Shudijguiominwenng g mihamnsavaiy/ Copy of

Death Certificate or Confirmation Letter about Total and Permanent Disability (TPD) issued by hospital, clinic or competent authority

O Tmusuip@m bl GnUiies Original Insurance Certificate

o o

O hAnnisacghsg nantay GEagkias satmlgant rypAtiha sypmmuiimul g DARNTRIHIG)AIUATEAS RN
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IRuuAAN§ DA SRy WHARINSMSNUI Copy of ID Card, Passport, Family book, Birth certificate, Marriage certificate, or

other documents that proof relationship between Life Insured and Beneficiary

O iqwmian ey Police report

O IQWMIANTF ANaY/ Medical report

O GERWNNBIUAEASGUR YNUNSARMIVENMAANSHINIZS/ Consent Letter of Beneficiary or Heir to Disclose

Personal Data
O G3awnnsuinmidnsitunashiauidtlivignpinsmhom (pasiins )/ Consent Letter for the Disclosure of

Information Related to Medical History (if any)
O (G2auna y hﬁﬁﬂﬁﬁgmjﬁfﬁmmsm:ﬁ’méghmmmfﬁfgm?mf%mﬁﬁ?nnﬁ Sanasmngdaiiaanigignw Shmidamuw

Iﬁ\}htgjﬁfﬂtjgﬁmf{faﬁ NYRIRIANK/ Confirmation letter or other documents shall be required if they are important for claim

evaluation processing, and all required documents and other expenses are the burden of the claimant.

OPCL_CR_00024_V02_202308 Page 5 of 5



