LMG
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A Liberty Mutual Company

do/uuanagionUs:nune 019 U lavinsUs:91saUs=518u flavikiudoiauniy
Insured Name Age Years ID Card No. / Passport No.

Rogdequu wosTnsAwri
Correspondence Address Telephone No.

nstligUnIkm (nsrunsonveyaliasunnio) For Accident, please fill all the details.

[] Adnuweuna (Medical Expense)  [_] 18083m (Death) [ gryideadso: a1em1 (Loss organ/Blind) [ ] nwwanmwauigynnas (TPD)

umliAnirn 1DanINAIKR amunInAIkg
Date of Accident / / Time of Accident _____ Place of Accident

ansruznsinaima/MaIRaTulfogls (nsuns:yaguasiden)
Cause of Accident (Please specify)

Bolsuwgnura/anuweuna [] ddosuen [ ]uloslu dumiindunissnun juileananlsiweuna
Hospital/Clinic Name OPD IPD AdmissionDate ___/  /  Discharge Date Y A S

58nasSuAdulrnunAaInu / Reimbursement Payment Method

Twius=avAvaSuAnsavgvnwAulaglouuUnyssuAS (aaun§weﬁn’1ﬁu gnidusunnsooudu, fali, 91n1sains K, Inumsiazarnsnd) /1 would like to have payment by
direct debit (saving account only except GSB,TISCO, GHBANK, BAAC)

suANS ana 1avAUyS HoUnyd
Bank Name Branch Bank account no. Account Name

**Usathdvdnunauaduiniuna:susavdiungnaouusios / Please submit copy of Bank passbook signed by you

ﬁamnauﬁuuamﬂmmm‘iaga / CONSENT TO DISCLOSURE INFORMATION

Twidvasusovdiionouiwsiugnaauilunouesaia:anaugaulilsowenuna iwng usands:nufie riouanadulanldmmsasaesnursosuls=nueiawid nSounnaluasounsovesiawidnluorinia:Jegu Uawevayalnq 1ReaiumsSulog
v1ARU Us:3namisiwng msusnu mstien mssnun nazidiuus:3anumsiwngiunuasouiivsiea:idenneaiunisioUs:uieia:msisensodAsasein USEN leaiBudus:Auie $1AA (UMBU) h§0@rﬂﬁ§uuounu1ao1nu§ﬁnﬂ la:gugoulr
usdn4 WaweTayaunaInkssnuiiugiandentosuuRifeatos atvduvavienarsadutiifiodndualdueAulsiguIREanuAUtU / | hereby certify that above information is ture and accurate, and consent any hospital physician or other person
who had attened or examined me or my family, to disclose/furnish to LMG | 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.

aneiioBoyUos/guniBu/disensov/gns=inasinu / Signature of attorney and gardian

3Ufi/ Date

nsruInsovdoUIONaIsAIUSIBNIsAIUaNIEASUNounNouIndl / Please check if you have done the following before submission:

nsrundvlonansienesAndulnunanui / Please send this completed claim form to

usEN neaIdud Us:urte 911 (UsU) lwundulnuus:Augifmeia:us:nugvnw 5U19 01ASTa0UBA  LMG Insurance Public Company Limited , A&H GLAIM 19th FI., Jasmine City Building,
1avA 2 oy dvudn 23 nuu gvudn 1vadAasuIRgIrkdio WAJAUT NSIINWY 10110 2 Soi Sukhumvit 23, Sukhumvit Rd., Klongtoey Nua, Wattan, Bangkok 10110
Ins. 02-648-6272 Insans. 02-648-6222 diuad LMGAH@Imginsurance.co.th TEL. 02-648-6272 FAX. 02-648-6222 EMAIL LMGAH@Imginsurance.co.th
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