L
P Daiichi Life
mapgAaERoanhaiihimimathwigs Shmuana ithwanim:haios)

Claim Request Form Accidental Partial Dismemberment Disability / Burns

UBUQNISNNURS DD DDDDDDD BRI B

Policy Number Policy Owner Name

ququanniain:  Ominash gimmoihwigs iRoyamufiim:haloRs] / Partial Accidental Dismemberment/Disability
Claim on OMINA Wanim HAIGRS] / Accidental Burn
[ORTSITOIQI GINMIENSTSIPUINS AIEIEMUINMUISEITphaa SHRJEmUMGLISIANIG AN A SRV 1
If the space provided is not enough, please write down the details on an extra blank sheet. Please submit all the medical documents.
e/ QS ITANINIIANRMINUH ShysRugssiddnsionkimys
Ilwould Iike‘to make a claim, and thereby provide the following information as below:

I AR SEAHINSMSINUIY / INFORMATION OF INSURED

1. I HARIN SN Uk iglegifndhas_ /. /  i@ss_ wpmgnantag yiidaghins:
Full name of Insured Date of birth Gender |ID Card/ Passport Number

2. WIS 3 e giaty) 2 I
Address Phone number Email

3. gAnwQIAnk Sugaimsmenom hesaiagne  Oneow  OFsius (15 Gsius aevmmisnsgs nyaanniabimy)
The claimant and insured is the same person Yes No (If “No” please fill the information of claimant section)

II. GAM saﬁmemm’imﬂ / INFORMATION OF CLAIMANT

1. I Inms igiegAning: g3 HRAnTa) ySaghins
Full name Date of birth Gender ID Card/ Passport Number
2 IIWINS ¢ e gIaigy ¢ Ao 2
Address Phone Number Email
3. §nAgshmywHARimsMhUis g9 DHASGURN O HAMANQOUEIUEHY yHAGAMAUUGHY
Relationship with Insured Role Beneficiary Legal Guardian or Legal Representative
4. RHATUMN IR INIRHIETA U 1e0isToinignieia Y mS§i Green Cardiusis ? O8sius  Oius  (waisit o8- agivnmivousvisy)
Are you a U.S citizen or U.S resident or a Green Card Holder? No Yes  (ifanswer “Yes”additional form is required)
5. GIQARANRMBIURIAN 3 N EIMI In:ANS: iueanns ¢
Settlement via bank transfer  Bank Name Account Name Account Number

II1. ﬁﬁ'tﬂ st MINEAIRTON $3/ INFORMATION OF CLAIM

1.yugUAAnSNAShIY minavh yimmnsiwtihwiga = (Sopupdmeuaionndaith mmn ynaviihwige)
Please provide the information of partial dismemberment/disability = (Provide information for Partial Dismemberment Disability claim case)

a) yuaiduuamuemavh yimmn: i :paioRs)s O&a: MUUTGes / /
Reason to dismemberment or disability Accident Iliness Date
b)ﬁvﬂijLH]ﬁISﬂﬁgﬁﬂQ‘jmi_{]Z% HWNSs
Admitted to Hospital Address

o) igatsnamuigumauh yimimns
Loss or disability part of the body

siwl:fndm ymavh R ian A i ik

Part of dismemberment/disability All Fingers All Toes Eye Ear Arm Leg
IRA2INIGY / Left Side O O O O O O
fgngad / Right Side O O 0 0 O O
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d) ywismijunuafansmaisiiaminn:

Please describe about the claim event

U A ° al o 1 o al al

2. ﬁJUﬁmﬁﬁU’l SHOAMIINAS (UINMAN UM AY NI ANRIUATANIANF )

Please provide the information of burns (Provide information for Burns Claim Case)
a) thuAuRIIANkggusimmAnBadigs? O muananBady O munasdadm  muuliggisminnas I

Which burn degree do you claim? Second Degree burns Third Degree burns Date of Burn

b)QWﬁILmﬁIS‘]HéImGJIﬂ@Z% HIWINSs

Admitted to Hospital Address
c) ABRISMIARINSUIN A WRTUMNAN: S IUeeINGSHIFING)s

Name of Physician that confirmed Degree of burn Physician Contact Number

d) ginaismanna Sauntifigmiahs
Cause of burn and describe about the event

IUGAUMIURHA NYNITANY

DECLARATION OF CLAIMANT
o o o A F) ' a o da 2
1. gme/sng aswmadibnsitugaighmagaass: Alagmnaiss

| declare that the content provided in this form is true.

2. dme/md sguanaphaidupEUsmSINGHAR LD Aamsidumsgniegsingim Sy sufimiiamhwpmiomyty
I

tm:mytﬁsmmhﬁihmsméqhmnﬁjﬁfyﬁﬁmsufﬁy fq‘hifﬂ utnniily Uq,ﬂﬁml’fl[,ﬁﬁmf i ujsﬁﬁmmmﬁsmmymwmhtmhtmmguggv
anasnhuhY
| 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. $me/ QgHsnae) UaREATEaN [Aneganau #EUNa 4 sansganjyeingnwamiunsaonagm y AAmshfaemaiue
gapinsmhvm g gugspvstw §nb epwu] safss (12uyR) U.A Y gAdnmiiveslls sinudansiduaghimwpyis

Pw fnd epwu] fsayise (12vy9) U.AY
| 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. 5Ms/ QREWTNUEJAYNS tw And gpwi] fsayised (1evysn) u.n

1 u

uip@dfnshugsivaimemig §s [vsmahvmugiue
evls thw fnd gpwy] Fsafsed (1svym) v.A yrpmagiont ugrES@RmeigATgam g pUE RN SIfmnwaly ygnasnnk

a T a

JomsiohghAgausntm uiimagkigatgan(a

| 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.

HANYNIRIANH / Claimant

NIV yanuivin: TN SINEIVRIHA DY RIIANAS
Signature / Thumbprint Full Name of Claimant:
MUUTIgeIaga):

Requested date:
ﬁﬂﬁj/Witness (‘L‘T’gﬂaj UARMLE EUmSWﬂUIﬁ/fﬂni’mmSWﬂUTﬁmIUfSUnEU/ ‘L‘Tﬁ U‘I‘[ﬁim’ﬁﬁﬁgﬁS) (ISS/IIA/ CS)

NR{IfUA / Signature TN / Full Name:

12§ 1AGSH / Contact Number:
MUUTIES S UMAJIAT2

Form receive date
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