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Claim Request Form for Death or Total Permanent Disability

IUeURNSNUINE DDDDDDDDD IMBARREGE B

Policy Number Policy Owner Name
auquasaniaiin: Ceinma Oimimogingagh Sunbijg
CLAIM ON: Death Total and Permanent Disabiliity

ihwani: LM AToRS] / Accident

CAUSE: O §suamusaiim:hAioRs] / Non-Accident

sme/ g Adgnesniianhisupnausphtmaind iR asnisankmanm ShyuRugssidansgonkimy:
I am the claimant of the Policy mentioned above, would like to make an Insurance claim, and thereby provide the following information

AR SHABINSMSINUIH / INFORMATION OF LIFE INSURED

1insinms iglegifihas__ /7 iAe: HAMANGAN yigaghins:
Full name Date of birth Gender ID Card/ Passport Number
2.421UIUGU|S+ mmu‘:‘tgsmﬁm:ﬂqhtmwe Y A
Current (IDccupation Last employment date

. AANSHANYNIAIANK / INFORMATION OF CLAIMANT

o ‘

1. 1D iglegifnina:_/ / ags_ wpwgnandon yliSaghins
Full name Date of birth Gender ID Card/ Passport Number
2. WSS IS GIATY ¢ it s
Address Phone Email
3. HAMUO IR NIgHETA Y 0isiniginisin Uy mSsi Green Cardusie? O 8slus  Oius  (uaisid “fos” aitimivovsvisy)
Are you a U.S citizen or U.S resident or a Green Card Holder? No Yes  (ifanswer “Yes”additional form is required)
4. a9 fHANURINANG 3 OHASGURU O MAMANDUEUUEND U HAGAMARUUGNY" 5 ¢nsshiywHAinsmnum:
Role of claimant Beneficiary Legal Guardian or Legal Representative Relationship with Life Insured

6. §NAVANAMYIW:TA/ Claim payment via bank transfers

o o
eI ¢ INAANSS ffuennnNsS:
Bank Name Account Name Account Number

(%) GIM:AINNIRHRS GURNRMESATS UHAHAN YHIFHNS / In case of beneficiary is Minor or Disability or Absent.

1. AADSisMINBNIIANY / INFORMATION OF CLAIM

1L MUUTIgeNERNINN:_ /. FnighiAning: Yuinguls Oim:s O
Claim Request Date Place of event Caused by Accident illness
muuhigeisimamn yimaigws _ /. ke . muTigesnnmn s/ e
Date of Accident or Diagnose Time Date of Death Time

2. sByumgisminvnidnniuidftwanmis wegishnmmgapygiivns e
If the claim event caused by disease (Please provide all medical documents)
= Iﬂi_{’l:ﬁﬁ/ Iliness name: iﬂm:ﬁgﬁﬂ §J gﬁgﬁ/ Hospital or Clinic’s Name:

= ﬁmu?tgsmmﬁmmm?ﬁﬁqh/ First Treatment Date: / /. HURBNNS MINNTEY/ Period of Treatment:

3. wAslynnaismiauaidanavhigihhwan i hAtolsy: (yuuntwaiusingmiaditunsdagy)
If the claim event caused by Accident (Please summary about the claim event happened)

IV. (541 SRS GRIRIY / INFORMATION OF BENEFICIARY

peng igieginsdha ne “pgnanugyy wenghins/dypiidha WS In¢shhywyAFiasMINtR
Full Name Date of Birth Gender ID Card / Passport/ Birth Certificate Address Relationship to Insured
2 wee O
tgi% Male
——— 1@ O
Latin Name: ¢
Female
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Ingm iglagiftdha e sarsgnanuny eaghits/dypaidha HIWHS dnRdshthywyApiasmhtm
Full Name Date of Birth Gender ID Card / Passport/ Birth Certificate Address Relationship to Insured
2 we O
1812 Male
——— % O
Latin Name: ¢
Female
2 we O
g2 Male
——— % O
Latin Name: U
Female
2 we O
f@j% Male
/A 8 0O
Latin Name: U
Female

UG RUMIURERNE NG AN
DECLARATION OF CLAIMANT

1. me/mng yematidansiiugughmaigas: Afamaniss

| declare that the content provided in this formis true.

a

2. dme/mng sguaputighridhiBnpslismahimasundnsiddnsiivansgiedsinmug Sy safimifiamw

1
o >

wmamygw i:peRsmanihnsSiaimngadansuigy gimutaniddumamneg wSahidhimdsmiayer

mmﬁtuﬂﬁtﬁﬁUUQgUﬂnﬂﬁjSﬁﬂUiﬁﬂ
| 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.
3. éms/ Sﬁﬁéﬁs‘gﬂﬁ@j qa‘ﬁ?ﬁfﬁﬁﬁgﬁﬂ]ﬁj AINgJANMm IfﬁUﬂ;ﬂﬁ U By EUifuﬁﬂLﬁi?]ﬁQ‘]]wmmufUmSnﬂﬂn[ﬂ 1) ﬂﬁEﬂSf:iﬁ
feMOURHAFINSMSNM ki g sivU]stw fad enwl] fSaTSAT (126y M) 6.4 Y gAAMRNIURTIBTS §inaidamns
Ruaghhwipsn]s hw §08 ¢pwu] fSaisd (128yd) v.A4

| 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.

4. 39/ NhBWNNYERvYS hw Fad §pwi] fsayiss (1evys) . m ﬁms@m%smmg me/nheg Fe[uUismhvk
URITRRBUTS B fd gpwu] ASATSAT (188YN) B.A UHRMNZIGNU YHATSINRATS MIRATEAN [ esTsEminw

alg ygnarinnigonsiohphigusphom iimaghis

| 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.

EANGAN Y

o

HANYNIIANR/ Claimant

naNua yanuisin: I MITAHANY NITANK S

. . lai :
Signature/ Thumbprint Full Name of Claimant

MuUTgeiagags
Requested date:

£}/ Witness (URGANARGAR UM SN O/ pAmimhvmhiuigy JRAUGInHABRS) (1SS/I1A/CS)

QIR Signature TUNSINE / Full Name:

mﬂiU?thQ%mmﬁJifﬁfﬁ%
Received Date:
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