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For a claim to be valid, the following 2 parts (Part1 and Part 2) must be completed and submitted to Forte Insurance (Cambodia) Plc., within 30 days after the discharge date. Claim Form Part 2 shall
be replaced by Medical Certificate/Medical Reports/Medical Records.

Please ensure your claim form is fully completed and returned as soon as possible. Please note that Figtree Blue is not responsible for any fee incurred in the completion of this form or any further
information/documents required by us to assess a claim. The issuing of this claim form is in no way an admission of liability.
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When did you first seek doctor’s regarding these the condition(s)/symptom(s)?

[RgAgImsSm N wiisUism NG atriys? O as O ws, gsmnaansvma
Are you covered by any other insurance? No Yes, please provide detail on separate sheet.
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| declare that all information, to the best of my knowledge, provided on this claim form is truthful and correct. | also understand that this declaration gives
permission to FORTE and their appointed representatives to approach any third party for information required to complete their assessment of this claim including,
but not limited to, my current and previous Medical Practitioners.

| declare and agree that the personal information collected or held by FORTE, whether contained in this form or obtained otherwise, may be used by FORTE or
disclosed or transferred to any organization within or outside Cambodia for the purpose to (1) assess this claim and to provide on-going insurance and customer
services, (2) process and give effect to Credit Card Payment, (3) provide marketing materials in respect of insurance related services of FORTE or its associated
companies and (4) process claims or analyze the insurance.

Signature and stamp on behalf of the policyholder Signature of the Insured or Guardian
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For a claim to be valid, the following 2 parts (Part1 and Part 2) must be completed and submitted to Forte Insurance (Cambodia) Plc., within 30 days after
the discharge date. Claim Form Part 2 shall be replaced by Medical Certificate/Medical Reports/Medical Records.
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Condition requiring treatment:
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Has the condition been suffered previously? No Yes
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How long has the condition exist?
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When were symptom first apparent to patient?
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Date of first consultation with any Medical Practitioner of this condition:
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Physical Examination:
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Lab Tests results:
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Exam Results:
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Please state the name of drug(s) and dosage(s):
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Will the patient require treatment outside the country of residence? No Yes, please advise:
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