63/2 QUUNTEIIN 9 WYNHIVIN L
ns5.(02) 248 0059 Aa 2410, 2413

UsEN Nwelszoune ana (YY)
The Dhipaya Insurance Public Company Limited

YAYNBIIN NFNWT 10310
Tnsans : (02) 643 2951

uuuSoniesmaulnumaunugliiingdruyana
PERSONAL ACCIDENT CLAIM FORM
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Date of Accident Time of Accident Place of Accident
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Describs Accident in Detail
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Exact Conveyance (State Name of Train,Bus,Airline,Flight Number, Etc.)
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Describe Injury
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If hospitalized,give name and address of hospital
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Attending Doctor
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Confined to Hospital

Nnnudf
From

S e d'
NIUN
To

iadetuvex
Y Y a » ¢ o wa Ay o
Idwetugeuly Tsawemnamesunndvisedoula Faldnszymnsie uay
ar k3 v ~ o Y v a o -4 -~ o 9| Yo -3
fmndidh  Sennsudedersimysedunudemsiiulhy mslasunaidy
diziamaunnd  mafion  Tudeen  videmsawn  wazdhuniiufinves
P P Y Yy A4 o 3 o - X
Tsawemna  visemsunnduesdmdn]ld efis dungddwveanmisdetusenit
o o o Y
Tidehiinaldiafuhudstuduntiy

GRIAREY

Authorization

I here by authorize any hospital, physician, or other person who has attended or
examined me to turnish to the company, or its authorized representative, any
and all information with respect to any illness or injury, medical history,
consultation, prescriptions or treatment, and copies of all hospital or medical
records, a photo static copy of this authorization shall be considered as effective

and valid as. the original
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Documents Repuired
Medical report (Original)
Medical expenses invoice (Original)
LD. Card (copy)
Police report (copy, if any)
COMPLETE THIS FORM AND SUBMIT TO INSURER WITHIN 30 DAYS




