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Note: Any person who knowingly and with intent to defraud any insurance company or other person files an application for insurance or claim
containing any Materially false information or conceals for the purpose of misleading, information concerning any fact material thereto, commits
a fraudulent act which is a crime.
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Section 1 — Details of Life Assured
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Section 2 - Details of Claim
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How long has Life Assured been experiencing these symptoms before the first consultation? Please provide the following
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Describe the condition(s) of the Life Assured after discharge from the Hospital/Clinic*.
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Please provide the name(s) of the Hospital(s) / Doctor(s), you have first consulted for this Diagnosis*.
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Declaration of Beneficiary or Claimant
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By signing below, we acknowledge and confirm that:

1. All information we have given is true and complete to the best of our knowledge and belief;

2. Background of the beneficiary has been checked and confirm the legitimate of the beneficiary of the Life Assured and
Policyholder;

3. Authorization to the Company to use the information given herein as required by competent authority and/or regulation in-
force;

4. We acknowledged that in case Forte Life Assurance (Cambodia) Plc. determines the information provided to be incomplete
and/or willfully mispresented, the Company reserves the right to request additional supporting information/document for
verification purposes and make the claim decision in according to policy terms and conditions.

Any person who knowingly and with intent to defraud any insurance company or other person files an application for insurance or
claim containing any Materially false information or conceals for the purpose of misleading, information concerning any fact
material thereto, commits a fraudulent act which is a crime.
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Name and signature of Beneficiary or Claimant*
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