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A MEMBER OF TSIyNMIS

uuunasuizansasduluuasneniuanssuy / Dental Claim Form

dauuzii Welinsaneduludivludasanusands (Instruction for outstanding claim reimbursement)

1.nmsnganuuunaia (Filing Claim Form)

- sandndianlsziude Aesnsandannulianysaiasudiuludiui 1 uazunndgnsainmnsannaud 2 wFandsziunsamuneina
(Part | Fiiling the competed information by Insured Member and Part Il completed by the Physician and stamp the hospital logo.)
- nsdifldlihuuuvefuranddvliunnddasainmnsannauil 2 asfauuulufusasunndiissyuididumsinm, nsidadelsn aungraimsinsneing
@ - (g > @ < - v &
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(In case of incomplete this claim form in Part Il by physician, must enclose the Medical Certificate for which introduce the treatment /isit date, discharge date, diagnosis
type of treatment and/or operation then attached to this claim form.)

2. Lﬁﬂﬂ’liﬁ ﬁﬁs}‘ﬁsﬂﬁ‘lﬁ‘ﬁﬂ (Document for Reimbursement)
- wuuWedniFansasdulunAinmiuanssy (Dental Claim Form)
- "lu%'ueamwwé n‘iﬁiuwwé‘lﬂ'lﬁni'anu,uuﬂa%u"l,ua‘wﬁ 2 (Medical Certificate, incase of incomplete Medical Claim Form in Part Il.)
- luadafuldusualiu nsdiBanfewaslamisdneiunanssa asandniunsing o anunenauaniAadne viadisasdns
(Original receipt, incase of treated at hospitals outside the network or reimburse.)
- luudesaaziB8AASNHYWENLNR (Detail of medical expense.)
- dwmihayaiysunas lunsdlfidasmslianaradsslanidnigsuas faduivsasdiungniedaadneniyisuims Tlluyaeaideaiuiugianlssiude
(Photo of Book Bank Account for Claim Payment and certify the correct copy by account owner as insured member , if require)

3.9282198N9ANF9LANANS (Time Sending)

- nedimsnEmuRuaAngsy Butanasnialy 90 FUTUUATUNYINNNSSNENENLNS  (Dental Treatment : submit to BHI Company within 90 days after treatment.)

dun 1 dusueirtanuseAusia | Part I - For Insured Member

FAUNEAN ; LTHN, 9,579, UUIEVU, BIANT (EMpIOyer's Name : COMPANY OF OFGANIZALION) © «.vvv..evvveereereseeeeseereesseesseseesseesssesessseesssesseseseesseessseeessssesseseesseeeeses

ﬂiuﬁi‘iﬁ I.’c'l'll'l.?‘.l (POliCy NUMDBEI) ..ottt 1U§I‘U'i’a~i m'nﬁ (Certificate Number) : ................

ﬁaé VRVUSEAUNE (INSUrEd MEMBEI) & v.ovoeo oo AN uﬁuﬁﬁué’ﬂqﬂ (REIAION With PAlIENY) © -....v..vvoeeeoeeoeeeeeeeeeeoeeseeeee
Fa-anagilon (Patient's Name) : ........coooreeeere ULRaULAR(Date of Birth)  .......occcccc v BIENAGE) ¢ e U(Years)  LWA (Sex): covrvcrrrceen
finsilssamwau 9 Tulsmszy (1D Card/Other please SPECfy) : ..........ccccovennene. VAUNLTAG (Card NUmBen) © oo
ﬁaéﬁﬁ‘iﬁu (CUITENTE AGAIBSS) ...ttt 222ttt sttt ettt sttt et e e et e sn et eanes TVI’iﬁWVI‘ (Tel.NO.) © oo
fhlssiufouauiisrasiliinndelal 8 TUTATEL WL/ FEUBENLIZIL: .ot WRIANTHEIT © oo
(Do you have other insurance? If yes, please identify insurance type and insurer company) (Policy Number)

lunausunsligauanulsanenunavsaga1unanuna (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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AT HL@’]‘}J@‘ZHL&HH ANTB i HLTENIAN - nim@@m&/qm
(Signature.) (Insured Member) (Signature) (Claimant - Spouse or Child)
U (DALE) © ooeeeeeeeeeeeeeeeeeeeeeeeeeee oo FuR (Date) : .

Frun 2 FSAusUNUALNNLNTAN nssishuuuuawlaiuan - Wuanssu | Part Il —For Dentist In case of OPD Dental

FAWUAUNNE (DENHISENGME) © oo wailusygnysznenAe@nwiunnssa (Dentist License No) :

%'ﬂéﬂﬂﬂ (Patient's Name) : mq(Age) : il (Years)

FuFewdl I weuna (Date of Treatment) :

mmiﬁwﬁm LL@:‘ﬁ’:ﬂi:ﬂmmﬁﬂ?ﬁﬂ{]mmi (Chief complaint and duration Of SYMPLOMS)  ..........ccuiiiiiiee e

PVTTHABETIA (DIAGNOSIS) v
nssnEmeiunnssuitansdasiuldvisalal (Is treatment for orthodontics?) Dhﬂﬂi (No) DH (Yes) TWIRTZYIURIBUN (Please give ESCTIDHON) ............wv.ivrrerieeiererireress e

s msiuanssuiflunaangiifmelditelal s treatment a result of accident?) [l (No) [[]14 (ves) Tanszymuazidun (Please give description) .

Wsaszysnwmbsiivinnisine (Please mark teeth treated or area of oral treatment on following chart.) TWsnszymeasiBannisinun (Please fill in the particulars for oral treatment)

O

PermanentTeeth 18 n93a / @niselii (Dental Examination / X-ray )

12 11 Llabial 21 22 2
yniiuyu (Scaling) [ wasanitu (Root Planing) [ Faiiu (Polishing)
2

7 16 15 14 13 3 24 25 26 27 28
w IOIOIAER AIIRI@AO®
Deciduous Teeth 55 54 5 52 51 61 62 63 64 65

Right Lingual Lt [ aniu (Filing)...
Deciduous Teeth 85 8 83 8 81 M 12 13 74 715 O
. @R@AIREEE® @RFRII@A®® O

47 46 45 44 43 42 41 labial 31 32 33 34 35 3 37 38

PermanentTeeth 48

Fn131nW (Root Canal Treatment) D wieuvigaelsd (Fluoride)

.8 (Teeth) 7 (A # ..

nauWu (Extraction)........... T (Teeth) PUOAD H oo

;j'\ﬁuﬂm (Impacted tooth surgery) 7 (AD B oo

4 guﬂ (Other, please give deSCrDLON) ...............cccuiiiiiiiieiei e

O

Fwidnzefusesiinsdinisfissylinesiu I linnsSnuunfteadsiunfissyls (1 here by certify that the services listed above have been performed on the above-named patient on the date indicated.)

aenduriumunnel / Dentist's Signature U/ Date......oovrreeeeree Tisatlseviumsraniuneung / Hospital Stamp
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