
ºÃÔÉÑ·»ÃÐ¡Ñ¹ÀÑÂ ËÃ×Í»ÃÐ¡Ñ¹ªÕÇÔµÍ×è¹æ (¶ŒÒÁÕ â»Ã´ÃÐºØª×èÍãËŒ¤Ãº¶ŒÇ¹ áÅÐ·Ø¹»ÃÐ¡Ñ¹ÀÑÂ) .......................................................................................................................................................................................
Other Insurers (if any, please specify all with Sum Insured)
ÍÒ¡ÒÃà¨çº»†ÇÂ/âÃ¤ ËÃ×ÍÃÒÂÅÐàÍÕÂ´¡ÒÃà¡Ô´ÍØºÑµÔàËµØâ´ÂÊÑ§à¢» (àËµØ¡ÒÃ³�¡‹Í¹à¡Ô´¤ÇÒÁºÒ´à¨çº ÃÐËÇ‹Ò§ áÅÐËÅÑ§ä´ŒÃÑººÒ´à¨çº)
Symptom of Sickness/Disease or Brief details of how the accident occurred (Event before, during and after occurring the injury)
...................................................................................................................................................................................................................................................................................................................................................................................................
...................................................................................................................................................................................................................................................................................................................................................................................................
...................................................................................................................................................................................................................................................................................................................................................................................................
Ê¶Ò¹·Õèà¡Ô´¡ÒÃà¨çº»†ÇÂ/ÍØºÑµÔàËµØ............................................................................................................................................................................................ ÇÑ¹·Õè..................................... àÇÅÒ.......................................
Place of Sickness/Accident Date Time
¼Å»ÃÐâÂª¹�·ÕèµŒÍ§¡ÒÃàÃÕÂ¡ÃŒÍ§.............................................................................................................................................................................................. ¨Ó¹Ç¹à§Ô¹.....................................................................ºÒ·
Compensation Item      Amount                            THB
¡ÒÃà¨çº»†ÇÂËÃ×ÍÍØºÑµÔàËµØ¤ÃÑé§¹Õé ¼ÙŒàÍÒ»ÃÐ¡Ñ¹ÀÑÂà¤ÂÃÑ¡ÉÒ·Õèã´ÁÒ¡‹Í¹ËÃ×ÍäÁ‹? • This Sickness/Bodily injury has ever been treated or not?
 äÁ‹à¤Â à¤Â ÃÑ¡ÉÒ·Õè 1. ...................................................................................... ÇÑ¹·Õè....................................... 2. ..................................................................................... ÇÑ¹·ÕèÕèÕè.......................................
 No Yes, be treated at 1. Date  2.     Date
¼ÙŒàÍÒ»ÃÐ¡Ñ¹ÀÑÂ ËÃ×Í¼ÙŒàÃÕÂ¡ÃŒÍ§»ÃÐÊ§¤�ÃÑº¤‹Ò·´á·¹â´Â • The Insured or the Claimant requests the Compensation payment by
 âÍ¹à¢ŒÒºÑ−ªÕ¸¹Ò¤ÒÃ¢Í§¼ÙŒàÍÒ»ÃÐ¡Ñ¹ÀÑÂ ËÃ×Í¼ÙŒÃÑº»ÃÐâÂª¹� (¡Ã³ÕàÊÕÂªÕÇÔµ) • Transfer into Bank Account of Insured or Beneficiary if death claim
 àªç¤ÃÐºØª×èÍ Ê¶Ò¹·Õè¨Ñ´Ê‹§  • A/C Payee Cheque (Delivery Address) ............................................................................................................................................................................................................................

ª×èÍ-Ê¡ØÅ¼ÙŒàÍÒ»ÃÐ¡Ñ¹ÀÑÂ ....................................................................................................................................... ÍÒÂØ...................................»‚ ÍÒªÕ¾..........................................................................................................
Name-Surname   Age                    Years Occupation
àÅ¢·ÕèºÑµÃ»ÃÐªÒª¹/¾ÒÊ»ÍÃ�µ........................................................................................................................... ËÁÒÂàÅ¢ºÑµÃ/ËÁÒÂàÅ¢¡ÃÁ¸ÃÃÁ�......................................................................................................
ID Card No./Passport No.   Card No./Policy No.
·ÕèÍÂÙ‹·ÕèÊÒÁÒÃ¶µÔ´µ‹Íä´Œ....................................................................................................................................................................................................................................................................................................................
Current Address
â·ÃÈÑ¾·�·ÕèµÔ´µ‹Íä´Œ........................................................................ ÃÑº SMS ä´Œ ÃÑº LINE ä´Œ ÍÕàÁÅ............................................................................................................................................................
Tel. No. Apply SMS Apply LINE e-Mail

à¾×èÍ»ÃÐâÂª¹�¢Í§·‹Ò¹ â»Ã´ÃÐºØ¢ŒÍÁÙÅ¡ÒÃµÔ´µ‹ÍãËŒ¶Ù¡µŒÍ§ ªÑ´à¨¹ ¤Ãº¶ŒÇ¹ • For your Benefit, please fill the Correct, Clear & Complete Contact Information

P.A. Claim Form

Size: 21.00  x 29.70 cm.

(Rev.02/2023)

¢ŒÒ¾à¨ŒÒ¢ÍÃÑºÃÍ§Ç‹Ò¢ŒÍ¤ÇÒÁ¢ŒÒ§µŒ¹à»š¹¤ÇÒÁÊÑµÂ�¨ÃÔ§·Ø¡»ÃÐ¡ÒÃ ËÒ¡¢ŒÒ¾à¨ŒÒáÊÃŒ§·Ó¢Öé¹ ËÃ×Í»ÅÍÁá»Å§àÍ¡ÊÒÃ ºÔ´àº×Í¹ËÃ×Í»�´ºÑ§¤ÇÒÁ¨ÃÔ§ã´æ áÅŒÇ ¢ŒÒ¾à¨ŒÒÂÔ¹ÂÍÁáÅÐÂÍÁÃÑºÇ‹ÒÊÔ·¸Ô 
·Õè¨Ðä´ŒÃÑº¤‹Ò·´á·¹ ËÃ×Í¼Å»ÃÐâÂª¹�¤ÃÑé§¹Õéà»š¹ÍÑ¹ËÁ´ä»â´Â·Ñ¹·Õ
I would certify that the foregoing statements are true in all respects.  I accept and agree that if I have made any false or fraudulent statement or any suppression, distortion, concealment or untrue averment 
whatever, my right on this compensation is accepted and agreed to be absolutely and immediately lapsed.

¢ŒÒ¾à¨ŒÒÂÔ¹ÂÍÁãËŒá¾·Â�¼ÙŒµÃÇ¨ÃÑ¡ÉÒËÃ×Í¼ÙŒä´ŒÃÑºÁÍºÍÓ¹Ò¨¢Í§Ê¶Ò¹¾ÂÒºÒÅà»�´à¼Â»ÃÐÇÑµÔ¡ÒÃÃÑ¡ÉÒ¾ÂÒºÒÅãËŒá¡‹ºÃÔÉÑ·ÃÑº»ÃÐ¡Ñ¹ÀÑÂ¹Õé ËÃ×Í¼ÙŒá·¹·ÃÒºä´Œ·Ø¡»ÃÐ¡ÒÃà¾×èÍ»ÃÐ¡Íº¡ÒÃ 
¾Ô¨ÒÃ³ÒàÃ×èÍ§àÃÕÂ¡ÃŒÍ§ ¢ŒÒ§µŒ¹ Í¹Öè§ ÊÓà¹ÒàÍ¡ÊÒÃà¾×èÍ¡ÒÃÁÍº©Ñ¹·Ð¹ÕéãËŒ¶×ÍÇ‹ÒÁÕ¼ÅãªŒºÑ§¤Ñºä´Œàª‹¹à´ÕÂÇ¡ÑºµŒ¹©ºÑº ¢ŒÒ¾à¨ŒÒ¨Ö§ä´ŒÅ§ÅÒÂÁ×Íª×èÍ´ŒÒ¹Å‹Ò§¹ÕéäÇŒà»š¹ËÅÑ¡°Ò¹ÊÓ¤Ñ−
In addition, I, hereby authorize any concerned physician who has medically examined me to disclose this insurer all information of medical history and related evidence.  A Photostat /Faxed copy of this 
authorization shall be considered as effective and valid as the original one for the purpose of investigation and adjudication my claim.  My signature below is to certify all of this statement.

.........................../................................/...........................
ÇÑ¹·ÕèºÑ¹·Ö¡ • Record Date

....................................................................................................................................

(..................................................................................................................................)
Å§ª×èÍ¼ÙŒàÍÒ»ÃÐ¡Ñ¹ÀÑÂ ËÃ×Í¼ÙŒá·¹ ËÃ×Í¼ÙŒÃÑº»ÃÐâÂª¹� •

Insured, Representative, Beneficiary

·Ø¾¾ÅÀÒ¾¶ÒÇÃÊÔé¹àªÔ§/ÊÙ−àÊÕÂÍÇÑÂÇÐ • Permanent Disability/Dismemberment
 ãºÃÑºÃÍ§á¾·Â� • Doctor’s Certificate
 »ÃÐÇÑµÔ¡ÒÃÃÑ¡ÉÒ ¼ÅÍ‹Ò¹¿�Å�ÁàÍç¡«àÃÂ� • Medical History & X-Ray Result
  ÃÙ»¶‹ÒÂàµçÁµÑÇáÅÐÍÇÑÂÇÐ·ÕèÊÙ−àÊÕÂ • Photo of Claimant and injured organ
 ÊÓà¹Ò»ÃÐ¨ÓÇÑ¹µÓÃÇ¨ ÃÒÂ§Ò¹ÊÍºÊÇ¹ áÅÐ¤Ó¾Ô¾Ò¡ÉÒ ¡Ã³Õà»š¹¤´Õ¤ÇÒÁ •
 Daily Police Report, Investigation Report, Judgment in case of Lawsuit
 ÊÓà¹ÒºÑµÃ»ÃÐªÒª¹/¾ÒÊ»ÍÃ�µ • Certified true copy of ID Card/Passport
 ÊÓà¹ÒàÍ¡ÊÒÃáÊ´§¤ÇÒÁ¾Ô¡ÒÃ • Document of Disabled Status 
 ÊÓà¹ÒºÑµÃÃÑº»ÃÐ¡Ñ¹ÀÑÂ • Copy Insurance Card
 ÊÓà¹ÒË¹ŒÒºÑ−ªÕ¸¹Ò¤ÒÃ¢Í§¼ÙŒàÍÒ»ÃÐ¡Ñ¹ÀÑÂ • Certified true copy of Bank Book

¡Ã³ÕàÊÕÂªÕÇÔµ • Loss of Life
 ÃÑºÃÍ§ÊÓà¹Òâ´ÂË¹‹ÇÂ§Ò¹·ÕèÍÍ¡àÍ¡ÊÒÃ • Certified true copy by related organization
 ÊÓà¹ÒãºªÑ¹ÊÙµÃ¾ÅÔ¡È¾ áÅÐ¼‹ÒÈ¾ • Copy Autopsy Report & Dissection, if any 
 ÊÓà¹ÒÃÑºÃÍ§¡ÒÃàÊÕÂªÕÇÔµ¢Í§âÃ§¾ÂÒºÒÅ/Ê¶Ò¹¾ÂÒºÒÅ • Copy of Death Certificate
 »ÃÐÇÑµÔ¡ÒÃÃÑ¡ÉÒ ¼ÅÍ‹Ò¹¿�Å�ÁàÍç¡«àÃÂ� • Medical History & X-Ray result
 ÊÓà¹Ò»ÃÐ¨ÓÇÑ¹µÓÃÇ¨ ÃÒÂ§Ò¹ÊÍºÊÇ¹ áÅÐ¤Ó¾Ô¾Ò¡ÉÒ ¡Ã³Õà»š¹¤´Õ¤ÇÒÁ •
 Daily Police Report, Investigation Report, Judgment in case of Lawsuit
 ÊÓà¹ÒãºÁÃ³ÐºÑµÃ • Copy of Death Certificate 
 ÊÓà¹Ò·ÐàºÕÂ¹ºŒÒ¹¢Í§¼ÙŒàÊÕÂªÕÇÔµ »ÃÐ·Ñº “µÒÂ” áÅÐ¢Í§¼ÙŒÃÑº»ÃÐâÂª¹� •
 Copy of Census Registration of the deceased with “Death” Record & the Beneficiary’s 
 ÊÓà¹ÒºÑµÃ»ÃÐªÒª¹/¾ÒÊ»ÍÃ�µ¢Í§¼ÙŒàÊÕÂªÕÇÔµ áÅÐ¢Í§¼ÙŒÃÑº»ÃÐâÂª¹� •
 Copy of ID Card/Passport of the Deceased & the Beneficiary’s
 ÊÓà¹Òãºà»ÅÕèÂ¹ª×èÍ-Ê¡ØÅ¢Í§¼ÙŒàÊÕÂªÕÇÔµ áÅÐ¢Í§¼ÙŒÃÑº»ÃÐâÂª¹� •
 Copy of Name-Surname Change Certificate of Insured and Beneficiary
 ÊÓà¹ÒºÑµÃÃÑº»ÃÐ¡Ñ¹ÀÑÂ • Copy Insurance Card
 ÊÓà¹ÒË¹ŒÒºÑ−ªÕ¸¹Ò¤ÒÃ¢Í§¼ÙŒÃÑº»ÃÐâÂª¹� • Certified true Copy of Bank Book

¤‹ÒÃÑ¡ÉÒ¾ÂÒºÒÅ • Medical Exps. (¡Ã³ÕàºÔ¡à§Ô¹ª´àªÂÃÒÂä´Œ: ãªŒàÍ¡ÊÒÃÊÓà¹Ò)
 ãºÃÑºÃÍ§á¾·Â�©ºÑº¨ÃÔ§ • Original Doctor’s Certificate
 ãºàÊÃç¨ÃÑºà§Ô¹©ºÑº¨ÃÔ§ áÅÐÃÒÂ¡ÒÃ¤‹ÒãªŒ¨‹ÒÂ • Original receipt with details
 ÊÓà¹Ò»ÃÐÇÑµÔ¡ÒÃÃÑ¡ÉÒ¡Ã³Õ¼ÙŒ»†ÇÂã¹ • Copy Medical History Record for IPD
 ÊÓà¹Ò»ÃÐ¨ÓÇÑ¹µÓÃÇ¨ ÃÒÂ§Ò¹ÊÍºÊÇ¹ áÅÐ¤Ó¾Ô¾Ò¡ÉÒ ¡Ã³Õà»š¹¤´Õ¤ÇÒÁ •
 Daily Police Report, Investigation Report, Judgment in case of Lawsuit
 ÊÓà¹ÒºÑµÃ»ÃÐªÒª¹/¾ÒÊ»ÍÃ�µ • Certified true copy of ID Card/Passport
 ÊÓà¹ÒºÑµÃÃÑº»ÃÐ¡Ñ¹ÀÑÂ • Copy Insurance Card
 ÊÓà¹ÒË¹ŒÒºÑ−ªÕ¸¹Ò¤ÒÃ¢Í§¼ÙŒàÍÒ»ÃÐ¡Ñ¹ÀÑÂ • Certified true copy of Bank Book

ËÁÒÂàËµØ ºÃÔÉÑ·Ï ÍÒ¨¢ÍàÍ¡ÊÒÃà¾ÔèÁàµÔÁ¨Ò¡·ÕèÃÐºØäÇŒã¹áµ‹ÅÐÊ‹Ç¹µÒÁ¤ÇÒÁ¨Óà»š¹
Remark: Additional Documents may be requested if it is necessary)

àÍ¡ÊÒÃ»ÃÐ¡Íº¡ÒÃàÃÕÂ¡ÃŒÍ§¤‹Ò·´á·¹ à¾×èÍ¤ÇÒÁÃÇ´àÃçÇã¹¡ÒÃ¾Ô¨ÒÃ³Ò â»Ã´Ê‹§àÍ¡ÊÒÃãËŒ¤Ãº¶ŒÇ¹ (àÍ¡ÊÒÃÊÓà¹Ò â»Ã´ÃÑºÃÍ§àÍ¡ÊÒÃ·Ø¡©ºÑº)

à§×èÍ¹ä¢¢ÍÃÑºà§Ô¹Ê´·Õèà¤Ò¹�àµÍÃ�à«ÍÃ�ÇÔÊ à©¾ÒÐ»ÃÐ¡Ñ¹ÀÑÂÍØºÑµÔàËµØÊ‹Ç¹ºØ¤¤Åà·‹Ò¹Ñé¹ • Conditions of Cash receipt at counter service for only PA Policy
1. à©¾ÒÐ¡ÒÃ¨‹ÒÂà§Ô¹äÁ‹à¡Ô¹ 10,000 ºÒ· µ‹ÍË¹Öè§ª×èÍ¼ÙŒÃÑºà§Ô¹ â´Â¼ÙŒàÍÒ»ÃÐ¡Ñ¹ÀÑÂ/¼ÙŒàÃÕÂ¡ÃŒÍ§µŒÍ§ãªŒâ·ÃÈÑ¾·�Á×Í¶×Í·Õèà»�´ÃÑº SMS ·Ø¡¡Ã³Õ à¾×èÍÃÑºÃËÑÊÃÑºà§Ô¹ •
 Only payment not exceed THB 10,000 per payee and contact tel. with SMS no blocking and apply all time for receipt of OTP Code
2. ÃËÑÊÃÑºà§Ô¹ÁÕÍÒÂØãªŒ§Ò¹ 5 ÇÑ¹à·‹Ò¹Ñé¹ ËÒ¡äÁ‹ÃÑºà§Ô¹Ê´µÒÁ¡ÓË¹´àÇÅÒ ºÃÔÉÑ·Ï ¨Ð¨‹ÒÂ¤‹Ò·´á·¹à»š¹àªç¤à·‹Ò¹Ñé¹ÀÒÂã¹ 10 ÇÑ¹·Ó¡ÒÃ ¹Ñº¶Ñ´¨Ò¡ÇÑ¹·ÕèÃËÑÊÃÑºà§Ô¹ËÁ´ÍÒÂØãªŒ§Ò¹
 áÅÐ¨Ð¨Ñ´Ê‹§àªç¤ä»ÂÑ§·ÕèÍÂÙ‹·ÕèÃÐºØäÇŒ¢ŒÒ§µŒ¹ •
 OTP Code thru SMS is valid for 5 days only, if no Cash Receipt in time, it is to be auto-arranged to A/C Payee Cheque instead within 10 working days after the invalid OTP Code. 
 Cheque will be sent to the mentioned address above.
3. ¡´ÃËÑÊÃÑºà§Ô¹¼Ô´ 3 ¤ÃÑé§ ¨ÐÃÑºà»š¹à§Ô¹Ê´äÁ‹ä´Œ ¡ÒÃ¨‹ÒÂ¨Ðà»š¹ä»µÒÁ¢ŒÍ 2. • Miss Key OTP Code 3 times, cannot get Cash & Follow No. 2. above
1. âÍ¹à¢ŒÒºÑ−ªÕ¸¹Ò¤ÒÃ¢Í§¼ÙŒàÍÒ»ÃÐ¡Ñ¹ÀÑÂ ËÃ×Í¼ÙŒÃÑº»ÃÐâÂª¹� (¡Ã³ÕàÊÕÂªÕÇÔµ) • Transfer into Bank Account of Insured or Beneficiary if death claim
2. àªç¤ÃÐºØª×èÍ • A/C Payee Cheque  Ê¶Ò¹·Õè¨Ñ´Ê‹§ • Delivery Address ................................................................................................................................................................  
3. ÃÑºà§Ô¹Ê´·Õèà¤Ò¹�àµÍÃ�à«ÍÃ�ÇÔÊâ´Â¼ÙŒÁÕª×èÍÃÑºà§Ô¹à·‹Ò¹Ñé¹ áÅÐáÊ´§ºÑµÃ»ÃÐªÒª¹·ÕèÁÕ Chip Card áÅÐÃËÑÊÃÑºà§Ô¹ • Cash receipt at counter service by the payee only

à§×èÍ¹ä¢¢ÍÃÑºà§Ô¹Ê´·Õèà¤Ò¹�àµÍÃ�à«ÍÃ�ÇÔÊ à©¾ÒÐ»ÃÐ¡Ñ¹ÀÑÂÍØºÑµÔàËµØÊ‹Ç¹ºØ¤¤Åà·‹Ò¹Ñé¹ • Conditions of Cash receipt at counter service for only PA Policy
1. âÍ¹à¢ŒÒºÑ−ªÕ¸¹Ò¤ÒÃ¢Í§¼ÙŒàÍÒ»ÃÐ¡Ñ¹ÀÑÂ ËÃ×Í¼ÙŒÃÑº»ÃÐâÂª¹� (¡Ã³ÕàÊÕÂªÕÇÔµ) • Transfer into Bank Account of Insured or Beneficiary if death claim
2. àªç¤ÃÐºØª×èÍ • A/C Payee Cheque  Ê¶Ò¹·Õè¨Ñ´Ê‹§ • Delivery Address ................................................................................................................................................................  
3. ÃÑºà§Ô¹Ê´·Õèà¤Ò¹�àµÍÃ�à«ÍÃ�ÇÔÊâ´Â¼ÙŒÁÕª×èÍÃÑºà§Ô¹à·‹Ò¹Ñé¹ áÅÐáÊ´§ºÑµÃ»ÃÐªÒª¹·ÕèÁÕ Chip Card áÅÐÃËÑÊÃÑºà§Ô¹ • Cash receipt at counter service by the payee only

áºº¿ÍÃ�ÁàÃÕÂ¡ÃŒÍ§¤‹Ò·´á·¹»ÃÐ¡Ñ¹ÀÑÂÍØºÑµÔàËµØáÅÐÊØ¢ÀÒ¾ µÔ´µ‹ÍÊÍº¶ÒÁ¢ŒÍÁÙÅ·ÕèÈÙ¹Â�ºÃÔ¡ÒÃÅÙ¡¤ŒÒ Customer Service Center 1484




