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INAjIEIAISIHSIIR 0N CLAIM FORM

Insured Information fia¥SgA[gsMSMSGsH

Claimant name (*): Date of Birth: Sex: [ Male [0 Female
(UNSHASIBIRIANN igtegiataia (As U 1Y
EmCare Card No. (*): ID Card / Passport No: Tel:

iuemassmiAEmCare iesgamanton ylsaguixs (euegIRig

Family Member of: Policyholder: Email (*):

NORAANINUR [UNEIBUTS YHRmn fNSEHS[O(GSA

Description of Accident/lliness (&6

Accident (jm:g1a lliness %
Date, Time and Location of Accident: Symptom:
mouuigs tin Sudntgugm:ma AR
How it happened and state the extend of the injury: Diagnostic:
1. | gutngisimemn SusUisge NAISEW
Degree of Disablement: Date and Time of Operation/Hospitalization:
AEaimmn MUUTESs SUINsgUMIEMa YUmIuANNmY
Treatment Date/Time: Hospital Name and Location:
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Have you previously suffered from similar .
2 | iniur /);IlneZS’? Y O Nots If yes, please specify (when, causes, degree):
o | MQuryATness: . o O Yesms/mws | weasstfns aysnudatimuson yuing Sanda
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List of necessary documents (Please provide all required documents below, otherwise the reimbursement will be delayed.) (*)
ARRIR21SY (AIUERARBIMSSIHsRIgEamus: (G8sgigs migniarinnuSuginsnimm)

In-Patient missmannmestsisgsnsg

[ Doctor’s Diagnosis nAl§wiitguaia [ Hospital Discharge 38t Hu§sins;
[J Medication Prescription (556 [ Discharge Prescription tsgutmenesesmisgsins;
[ The result of all biology tests & imaging (USHASUNG YIUMNLIF RN {FI [ The result of all biology tests & imaging (USHASUNG YIUMNLIF RN {FI

[ Medical Record Aana{mEHAN R

[ Invoices/Receipts with breakdown of detail costs fwuaixunwaigSywy

[ Invoices/Receipts with breakdown of detail costs qwuaixunwaigSywy

Payment Information fiaw1ss&sgmumst§ainny

Please list the documents submitted with this form. &§sUIMAIRARNSEHUMUEAMYWITUTSIS:E

Document Submitted aa&aNsMEG Accounting Documents RaaniannS/Aawoia
1. 1. Invoice No. (ueiawu(a usD
2. 2. UsbD
3. 3. UsbD
4. 4. usD
5. 5. usbD
Total &55U uUsb
[] Payment by Cash ga1amansimn (AMK) [] Payment by Bank Transfer gs1amuits:aS1ms
Name of Receiver ((UN:5ASgU{MA Name of Beneficiary (nup:asg s
ID Card / Passport No.: Lmeﬁgmrzr’nmﬁgtnn yBeaguiss Bank Account No. [(U2ANNIStYESIAI
Receiver’s Phone Number: (uegsfig5nasgou{mn Bank Name tufisisimi
Bank Branch anaywsim;
Bank Address mastigISESIMI

l hereby certify that the information on this form is complete and correct to the best of my knowledge. | authorize to Forte Insurance Cambodia Plc.,
South Asia Services Limited Liability or its representatives to obtain necessary information from all physicians, hospitals, medical service providers, pharmacists, employers, and
all other agencies or organizations (including other insurers) to consider the claim for reimbursement under my insurance contract. This authorization does not mean the insurance
company and/or its representative will collect missing documents on behalf of the insured.
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Signature and stamp on behalf of the policyholder Signature of the Insured or Guardian
NFUe SR(M GOMAIEUTS U sEmnizummasuaqasnivn NFIUNURIHAGITMSMINTIN Ymamapme
Full Name: Date: Full Name: Date: Page 10f1
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