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uuuasuisansasduluuarsnneanuna /| Medical Claim Form

dauuzii delinsanedulndiuludaspausands (Instruction for outstanding claim reimbursement)

1.nsnganuwuunaia (Filing Claim Form)

- aandndiandsziude dasnsandaanulianysaasuiaulugaudl 1 uasunndgdnsiadnmnsandauil 2 via 3 nFaudssiunsaniuneing
(Part [ Fiiling the competed information by Insured Member and Part Il or Part Il completed by the Physician and stamp the hospital logo.)
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(In case of incomplete this claim form in Part Il or Part Ill by physician, must enclose the Medical Certificate for which introduce the treatment /admission date, discharge date, diagnosis
type of treatment and/or operation then attached to this claim form.)

2. L’ﬂﬂﬂ'l‘iﬁ AR WLz EN (Document for Reimbursement)
- wuuneduFaniasdulunAninEweua (Medical Claim Form)
- 'lu‘?usmuwwé nitﬁttwwélﬁ1ﬁnianu.uuvvlaé"u"luﬁfauﬁ 2 vﬁaa‘quﬁ' 3 (Medical Certificate, incase of incomplete Medical Claim Form in Part Il or Part IIl.)
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(Original receipt, excepted using credit facility within the hospital network or reimburse of the indeminty claim under Hospital Income Benefit.)
- luudeseazidanASNHIWENUNAR (Detail of medical expense.)
- dwnwihayaigdsuians luns@iidesmslidenadsslarddnindswas dafudusasdiungniadandiuaninisuas iduyanadaaiutudiandssiude
(Photo of Book Bank Account for Claim Payment and certify the correct copy by account owner as insured member, if require)
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- nedluaulsanenuna Bwangnsnely 30 Sunasaananlsawenuna  (npatient : submit to BHI Company within 30 days after discharged.)
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- nsaiaulduan gutanaisaielu 90 MTUUATUNYINMSENIINEN NS (Out patient : submit to BHI Company within 90 days after treatment.)
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(Do you have other insurance? If yes, please identify insurance type and insurer company) (Policy Number)

lunavuaunsligauannlsanenunavisagsa unanuna (Authorization to Consult Physician Hospital or Clinic)
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(I here by authorize any physician, medical practitioner hospital or clinic by whom or where | have been observed or treated, to give full particulars about my health
including my whole medical history, to the Bangkok Health Insurance PCL. A photo static copy of this authorization shall have the full effect to the original authorization.)
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(Signature.) (Insured Member) (Signature) (Claimant - Spouse or Child)
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Was the accident related to alcohol, drug abuse or addiction?

aeFuunnel / Signature... Juil / Date.
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