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CLAIM REQUEST FORM FOR CRITICAL ILLNESS, INFECTIOUS AND HOSPITALIZATION
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Policy Number Policy Onwer Name
quQIRNNiAIN:  ORAGSGEamAmuRyh OGAGSgRamAMUGHIMW  OMIMNAING] Orfgh
CLAIM ON: Critical Illness early stage Critical lliness late stage Hospitalization Infectious Disease
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If the space provided is not enough, please write down the details on an extra blank sheet. Please submit all the medical documents.
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I would ||ke to make a claim, and thereby provide the following information as below:

L) SfSﬁﬁmfm SMSNUIR /INFORMATION OF LIFE INSURED

1. IHAHIN SN U iglegAnine:__/_ / wngs_ Hpgnandpy yiinghins:
Full name of Insured Date of birth Gender  ID Card/ Passport Number
2. HiUWwins ¢ yaiuiz tmagmﬁg/% :‘fﬁém%
Address Occupation Phone Number Email
3. gAauaiank Shgnapiasmnth husagiagie  Oasow  OSSies  (10-G8ivs autinmisenssang i)
The claimant and insured the same person. Yes No (If “No” please fill the information of claimant section)
o A °
II. NENSHANYNIAINN / INFORMATION OF CLAIMANT
IROINHATIE iglegAning: g3 HEUENANTRN UGSaghins
Full name Date of birth Gender ID Card/ Passport Number
2. WIS ¢ g gIag ¢ fivo
Address Phone number Email
3. §ngshmywyARimSmh Ui , KR O HAGGURY O MAMANDUIUGHU Y HARRMAUUGNY
Relationship with Insured Role Beneficiary Legal Guardian or Legal Representative
4. BEATUMA VIR UIRHIVTA U 1uisionigmnisin y m8Si Green Cardfusis? O 8sius  Oius (waisid fos- ajgitmmivuusuisy)
Are you a U.S citizen or U.S resident or a Green Card Holder? No Yes (if answer “Yes” additional form is required)
5. GINAUANAMBIWGIMI 2 I EIAIL IpeAANg: iganng 3
Settlement via bank transfer Bank Name Account Name Account Number

III. AR SISMINY ANIAINN/ INFORMATION OF CLAIM
1 finnaymismigunnnisighegnnggs

Hospital admission record due to

O waniBAGS gl / Critical lness  CHNWANIM:DATGRS] /Accident  CHENWANIEARH /Infectious Disease
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inn:using uasa MUUTIgs I RFUN g
Hospital or Clinic Name Date Physician Name
1UN: /Name ?ggm / / i TN INM/Full Name
dmission date Time
DMLm’ﬁmGj/IPD DﬂﬁmmHSﬁJLH]ﬁIHSJ/OPD 128 DAESH/Contact
OmiieMa /Surgery DmLmﬁgh ICU/ICU Care . i
HIA W S/Address sgmm / / ;mh
Discharged date Time
o oA o al 9 1 9 o
2. [guUinmanem SHﬂﬁEgSgi gﬁﬁgﬂ 5 (OmgghaihguapamswanE atan:)
Please provide information about Critical lliness or Infectious Disease (Provide information for hospitalized due to iliness only)
a) U:RE/ Name of the ilinesss , mMuTHgeisinAiS§tw/Date confirm diagnosist I
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b) wgEnanSIghAIiRAansmuAtyhysinuiRaiglfiim:Rh / Please describe about the symptom from date of onset &

v

c) tﬁgﬁtﬁﬁmsmﬁmr@ Se ligIUS amitiw ? (gwugmadinusanhanawasiime) /How long have you had these symptoms? (Please provide the exact date if possible)

d) shgamsmar ytlighie)a ysinniRadiisdtige 2 Ows  Ofsws ([UATISIT 618~ AEnaNSIHNANPY)
Have you had other ilinesses or symptoms before this illness? Yes No (if “Yes” please provide summary information)
£y fin Sl/please describes
e) IREASFUMINNDNINWIRAM ? Onf2ws  Otma  Owbny OmipouihwA8angy  Omiapoaimhwidated yiejuny
Which treatment method you received? Medicines Surgery Hemodialysis Chemotherapy Radiotherapy
3. fQUﬁmEﬂﬁﬁmSﬁﬁiLﬁ]:mﬁiﬁﬁS‘] 3 (Sngganthguagangsmuanm:hiloassiatnm:)
Please provide the information of Accident (Provide information of hospitalized due to accident only)
a) Gauifnings muUTgsisim A / / S8R uiAsisimidAs
Place of Accident Date of Accident Time Type of Accident

b) &jEuNURARMINNISIM:DATGES)/Please describe about the event of the accidents
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DECLARATION OF CLAIMANT
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| declare that the content provided in this form is true.
2. dme/ang sguanritiakniniiuESMShtmAtY nidmsiddnsitunsiuegdsinmivgm Sty gufimifiamwumiamys
m:mytﬁsmswht'jmmsmnmnmmnnmsmsg nﬁmmumhmq} vgnamaivggl Wwshtidhimisminynidankimiigimsumiuan
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| 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.
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| 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.
oA ~

4. $me/ rEwWUEEIREUIS tw §ad gpwy] Fsaise (1esy:) v.A UNMATNSHUZSIUNEMI/NNG §S (EUISMNURMUSIURRY

s fw fad gpwi] Asayisel (1evy:) u.A yrpmngiopy gaﬁﬁmmh 19 iEAE AU EREUISIEMIMWATE U§NARNNAEGHNS
iohphAgsphim gndimaghignigania

| hereby given my consent to Dai-ichi Life Insurance (Cambodia) Plc. to disclose my personal information to its requirement or its reinsurance
company or legal authority or medical professional personnel for the Company’s claim assessment or contractual claim payment or medical use.

Hn NENIRANY / Claimant

|

NHIA g@mafﬁ% N SNMIVAHANE NI S
Signature/ Thumbprint Full Name of Claimant:
muuTigeidas
Requested date:

ﬁnﬁj/Witness(qgtﬁ 1)) nmsmmﬁ/mnmrmmnmﬁmmisuﬂm/UmantLHtthf‘ﬁS“’ S) (ISS/IIA/CS)

RIS/ Signature NN / Full Name:

102§ 1A% S¥/Contact Number:
MUUTIgS § ¢ A2
Received date:
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