Dai-ichi Life GRS 1 (A UEAGIMSMSINGIY )/ Part1 (for the Life Insured)
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Claim Form for Injury / Critical lliness
upnasph e/ MAJNENITANRIUES/
Pooy Number: | Claim Numbor, | e
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2ME-QNg/ 1, : ngapimsmshvkisvagusphvmiuntaind guigaasaanafpsisEnwgol

sjﬁﬁmsﬁuﬁmhtmsmmﬁﬁmmm 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. upein miUf\'JﬁﬁL:E/ Full name of patient.......oeeerreereereceneinersinens . MW (UGU]S )/ Current Age ............ @./ years old
HIWENSUTU]S/ CUrrent address. ... coeeeeeeecesseneeeesesseessneesesseens . IﬂJ’Zéiﬁ}E}/ Tel. s
i—ﬂﬁjUJgf]Sﬁ“l}mi/ WOTK @OUTESS......oiveieiieiite et ss et st e sas bt st b e et et imZ%ing/ Telt et s

2. 1N ZUSHH g/ §§'ﬁ.{ﬁ FUNNTEY/ Name of hospital/ clinic that provides treatment.....cc...ccevviieeeerevisnsieisiissenenns g 9"15’1'1)[‘]/ Tl weeeereeeeeere e
E:iEUZ/ HouSe NO....ooveeeeeeeee e Ef/ LY A =1=] T U:T/ flJ'{';‘Tl'r'?/ Commune/ Sangkat .

U1/ 01/ District/ Khan ..., " 128/ ’[ﬁ'ﬂ/ Province/ City...... . TUTG U/ Country.. e

3. (a) fq"hﬁm:hm STLﬁ]:g]ﬁfﬁﬁ §J/ In case of accident

1)m ﬂJU?‘igGILm §f__ﬂﬁ/ Date of accident......cooeveeveereereeeeeeenenne. TR/ TIMeeerree e HsiM ujmmhﬂ;n?mgts ?/ Any police report?

LI 818/ Yes, ﬁJHUFLﬂﬁ/ PlEASE SPECIY...vurvuuresrrrrrisisserssesisseessssessssess s sssstssss s ssssss st ensses O M8/ No
2) §ﬁ%§'ﬂ/ §ﬁﬁ'ﬂ9 %thm:;’nﬁ/ Place/ |0CAtION OF @CCIHENT.....cuvivieeviveee ettt ettt sttt e st st st ses st et s st sas st sesbessessassessessessasastseesesesstossensessensassensasans
3) gluin ﬁiLm:fﬁﬁ/ CAUSE OF BCCIURNT..vuvvrecte ettt ettt et sebe e et ss e bbb e et ees e s e e s e ss e s e e s e ba e e ses s be e sebebs s et et setesssassessesebssasaessessasses st erssenben et ernsannneen
4) ST IR QUTH I COADIE/ INJUFEU OFBAN. .o
5) §?ﬁﬁﬁjﬁfn’/ LOCAEION OF WOUNG ...ttt ittt ettt st et es e et b et eb s et e b e e 04844 2 o282 e84 e 1ok et ses e e et ees b et et et st b eeera s

6) mgnm:fsngm/ INGEUIE OF WOUNG...uteeieieeet ettt sttt sttt et ces e e ettt ees s bbb s e 424042454 b e b e 1o E 14 sk ek o2k s e e b e et et st sttt ens e
7)?&5111];@%8 MINNM mfﬁﬁﬁgﬁﬂLﬁg/ MediCal trEatMENT METNOT. ..c.cc. ittt et bbbt s et e stk eb bbb et
8) {5 GRUNNT U/ Date admitted....memerovrsosoersessss 110 B § 110 §J/ Date discharged
(b) Qﬂﬁﬂfﬂ'e'] SR/ In case of lllness
) navgysinuRAginsifnaissuw guapmuists§ung 8/ ygunaismudmaligw gunpmasie§ingy symptoms before
the illness is diagnosed/ being hospitalized and/ or cause of the diagnosis/ this hospitalization

2) M [UU?igG ﬁi[fﬂ 2ﬁ§iﬂ?ﬁ§ JUI/ Date Of first CONSUMAION.......rvvveceveve ettt s s sas s s et s an st
3) A OGUTIG GTS IO AT DAt OF firSt HrAtMEN .o
4) fgqmnym U/ Date admitted.......cooereerenrenieiereeeeneeee et seeaese s see s eees %gﬂj@ ﬁiﬂ'gﬁﬂ G/ Date discharged.....cooucvovuierervvunnnne.

5) mgﬁm?smﬁﬁﬁwmﬁ}mm GJ/ PhySiCian’s di@agnOSis FESUI..........uuurreiueieersstiss et ss s sss e st s b b s as e bt e
6)?ﬁﬁﬂLﬁﬁS mmymmfgmfﬁmpy Medical treatment method
7) tﬁgﬁmsﬁﬁ/uwtﬁghtﬂﬁ gsin mtﬁﬁﬁﬁgégns <U1G ?/ Are there any other illness/ complaints suffered by you, prior to this critical illness?

O 8/ Yes, ﬁgHUEIT]'r'T/ PIEASE SPECITY. ... verieeeeeeeresseeseseeseeesessessesseesesees e sss sosses e sesses st ses s e ses st ses e e et ses s ses s s st ss et s eaen sttt O M8/ No
8) ( fU'LH]fﬁﬁLﬁ:f) iﬁﬁﬁi—ﬂ S%ﬁim:gi‘& ? (For woman) Are you pregnant? (1 H18 ('ﬁﬁ%ﬂ SHIW o ‘{8)/ Yes, gestational age [ A8/ No
4. iﬁa'ﬁ‘&ﬂ S ﬁ?g ¢ ?Lﬂjﬁ ﬂJLUILIJ’]ﬁ §ﬁLﬁUtﬁl Siﬁ\jﬁgi? ?/ Are you eligible for compensation from other company?
LI 818/ Yes, ﬁJHUFLﬂﬁ/ PlEASE SPECIY...uurvurrerrrrrsisissesssssissseess s ssssssess e ssssss s ssssssssssensses O M8/ No

5. ?ﬁﬁﬂLﬁgq&mi%mﬁﬁ?ﬂﬂﬁ/ Method for claim payment
O gNamuIw:guy 1 SBH/ By Cheque
O IRIMYIW:RSIAMI/ By Bank transfer

e 8BNS/ Account owner: IU2AHNNS/ Account number:

1811/ At Bank: 10UN1s fN3Y/ Branch name:

188 Lﬁﬁ/ Province/ City: ffua ‘:;m?g/ Phone Number:
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BAG 1 (A UERGIMSMSINGIA )/ Part1 (for the Life Insured)

IGAUM ATURHATHIN SMN il HRABAITANY/ Declaration of Life Insured/ Claimant

9.2&1 G/S’]ﬁ\é,ﬁJULUﬁ“I At ﬁﬁ‘&ﬂ sin EUi;a: ﬂj’gﬂ mﬁ"‘]iijﬁijmﬁmm}ﬂﬂﬁis af LG“InﬁTUS 4/ I declare that the content provided in this form is true.

©.5Me/NRNEFFUANNT ghﬁm?nmmmmmhﬁ:ﬁﬁmﬁtﬁ@mﬁﬁmsfﬁmmsgn’;@ﬁsm@tmm Sy wiosgagseuimifiamhwymiam
g I puismontinsSiahmigaidnsuigy amutunaidivgamn@s Wiwshodmididhimismiasniganiunig
my 2 84 WQZ%ESU% ﬁjSﬁhﬁfﬁ 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) yadaigATGaa [Ingana #guia Y sanmiganiygAhgpuamiiunsionapm y fansiliemnuaga
pinsmentmal gogspsristhw §nd ¢pwi] ASaisad (128yM ) U.A Y gAGAMUIURRHYTS SnUdansiduaghmmwiRse]s thuw
ﬁﬂﬁ gn UJUj ﬁS N“TSﬁj (188YAN ) 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.

NRHUIURHAHIN SN TR HRNENIRIANLY Life Insured/ Claimant’s Signature

MRV YaNYIBIR/ Signature/ Thumbprint | IUNSINMIVAHARINSM N UI/HEANEQIRIANY/
Full Name of Life Insured/ Claimant:

MUUTIgesadal/

Requested Date:

miU[‘mﬁiUf{Iﬁﬂﬁj/ Witness’s Confirmation

wpntyglaniRGaium ol prinmahdihiuiguany ygoauiSinhHASES/ sales staff/ Individual Insurance Agent/ Customer
Service Staff

RIS Signature NNV YAANARUAR UM DU DAMImS
nUhmuiguany UaUAUIEIhHASRS/ Full Name of

Sales Staff/ Individual Insurance Agent/ Customer
'i[UZ’r]ﬁ/ Code

MUUTIZS ¢ ¢ U AJIed e/

Date of Receiving Request:

Aok skokoskok

o b

ﬁasﬁ:e&sis:smsmséms&smesmsmwas ﬁ $$ B/ Claim Evidence for Injury or Critical lliness

1. QLHEJ‘{UUUQ mam:ﬁ}mhmﬁ}matﬁ ST8 ﬁﬁﬁ”/ The Company’s claim form consists of two parts:
1.1 fU'LEﬂUﬁnLnfmSﬁ]S“aniﬂ mmtrgmmummmh ﬁILB']UiUfJ/ ﬁEﬁSﬁi (HAEImSm NG Lﬂfﬁm AAms gﬁq:mgimmt;ﬁmﬁj
ifgfq'g“lﬁ‘é'ﬁﬁiﬂﬂﬂ )/ Life Insured’s part - Claim Form for Injury / Critical lliness (Life Insured fills in the information and sign on the form)
1.2 fU'LH]T:Imm gj -1 wmmhmm 8] ((AIn QjLﬁfﬁm m AAmns I5GNHIUA Shim 3LmH§im gy)/

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

3. Uﬂ{ﬁai—ﬁjm Sigin @1/ Original medical receipt or bill

4. ﬁﬁﬁﬂﬁﬁ@ fi FIHNAIN GJ/ Hospital discharge summary

5. hﬁmrmﬁﬁgqﬁhﬁﬁ}ghﬁﬁhm ﬂJf\JLU]ﬁiﬂUSImQJ/ Clinical records during hospitalization

6. 1M mmmhi'gn?m LUﬁGJSIGH”IS (2. th:@ﬁGnGmﬁ gUGI[ﬁf\J )/ Policy report, where applicable (e.g. Road traffic accident, crime)

7. wgrnismifuantwradfe (agmamuwimaiepinwiF8neas) andRsunia/ siopsy result (Vicroscopic Anatomy Evidence)
for cancer

8. NARNIMARS hmmymmﬁﬁg 'Qi‘aﬁﬂﬁﬁlﬂ All documents related with critical illness treatment
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