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Insured Name: Age: Telephone No.: ID Card No./Passport No.:
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Date of Symptoms Onset: Date & Time of Incident/Accident: Place of Incident/Accident:
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meﬁavﬁﬂﬁﬂauiﬂm (Pre-auth) Have you request the claims of this incident against other insurers? If yes, please specify:
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Bank Name: Branch: Bank account no.": Account Name:
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CONSENT TO DISCLOSURE INFORMATION

I hereby certify that above information is true and accurate, and consent any hospital physician, other insurers or other person who had attended or examined me or my family, to

disclose/furnish to LMG Insurance Public Company Limited or authorized representative, any and all information with respect to any sickness or injury, medical history,

consultation prescription or treatment, and copies of all hospital or medical record. | give the company consent to disclose that information to the regulator or any related. A
photocopy of this document shall be considered as effective and valid as the original.
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Signature of attorney and guardian
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nanduenmsisondosmaulnumaunui Please send claims document to:
weundy lnugumiazgiiame (daviea’lilsuald Mail Room) A&H Claims Department (Mail Room)
11 neaiiid sz $1da iy it 15 MITAIUTA vt 2 LMG Insurance Public Company Limited 15t Floor, Jasmine City bld.
FoagYNIN 23 DUUGYNIN WINARDIABIHIIE VA TAN ngumna 10110 2 Sukhumvit 23, Sukhumvit Rd, Klongtoey Nua, Wattana, Bangkok 10110
nanhms: Suni-and 8:30 - 17:00 . huTumgaindagm Office Hours: Monday - Friday at 8:30-17:00 (Except Public Holidays)

Tnseny +66 (0)2 648 6272 Ext.1 Tel: +66 (0)2 648 6272 Ext.1

$1a: AH.Claims@Imginsurance.co.th E-mail: AH.Claims@Imginsurance.co.th
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Additional Guidance of Accident & Health Claims
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All documents must be submitted in Thai or English only. Otherwise, claimant is responsible for translation.
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nsdiidan3esdulnuminmwentnauazqiidme Health & Accident Reimbursement Claims
mlesundaidenieamrdu iy LMG Claim form
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Medical Certificate/Past Medical History. Insured/Beneficiary are responsible for document fees - if any.
WaRsIINTeAG1TANTS AT 1IN T INe1 Laboratory/Pathology/Investigation Result

duminluadeyuiiu wieunsazideauanuasildng

Original Receipt with breakdown/itemized invoice
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Copy of ID/Passport/Birth Certificate (for dependent only). All documents must be signed of true copy.
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Copy of passbook
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Signed consent form for release of medical history (upon request)

nsdiGanTesdu lnumvyasaseld Hospital Incentive/Hospitalization Cash Benefit Claims
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Document as listed in (A) with copy of receipt and medical certificate. The original document of receipt & medical certificate is not required.
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Document as listed in (A) with copy of receipt and medical certificate. The original document of receipt & medical certificate is not required. Signed
consent form for release of medical history (upon request).
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Laboratory/Biopsy/Pathology/Investigation Result
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Medical Certificate/Past Medical History and Rehabilitation Report. Insured/Beneficiary are responsible for document fees - if any.
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Physician statement of Disability’s evaluation with hospital stamp
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Photos of disabled person/Evidence of incident or damage
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Police report with police's case summary (if any) on date of accident.
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Laboratory result of blood alcohol level at the date of incident incurred
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Copy of ID/Passport/Birth Certificate (for dependent only). All documents must be signed of true copy.
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Death Certificate and Physician Statement of the Death with hospital stamp

FNUFUFATNANAN TIBNUNAATIMNITAINGINAAS Autopsy Report/Postmortem Examination/Forensic Report
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