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WORKMEN'S COMPENSATION CLAIM FORM
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This form should be completed as fully and accurately as possible and return to the Company immediately after accident

dia1ilszniune / The Insured

Faflentlsziuie /

Name Insured

neuesINaT7 /

Policy No.
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nag / AnuNaUsziung

Address
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TRLUAY / RAsa

Insured’s contact name

ANANRuSTL et seiui /

Relationship with Insured

Aua vanenaansdwmnnsie s /

E-mail Phone No.
ANHMULNITIAALUALATAANLARYWNE / Circumstances of Loss

fh"w?ﬂﬁmm&l / a1/

Date of loss Time

anuniawme /

Loss location
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When and by whom was the

incident report to you

asunawansllagazi@en

Detailed of loss

wnnsiinnaInANlszumaeslag /

Whose negligence caused the incident?

Was incident due to lack of care upon part of Claimant?

wieNIlifiaTy Ann1snANsElnszdeedFaniaeiaelsl

[1l/ves [1'adld/No

814 aeinala / 1f yes, how?

Other Insurance

[1'laifl / No
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Tunnilszandumnga / [18/Yes #0"1RAN994 / Police Station
Police Report (1151 / No
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dseiudeaivau/ &/ Yes Tismszy / Please give details




s1eazlAanAnsal / Detail of Claimant / Third Party
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FAANTOU / BLAENE [y / Any6 /
Claimant Name Age Nationality
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MegnRnsials /
Address
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ALNA yuneaaing w*n‘wmmmaim/
E-mail Phone No.
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sriufaaiivau/ [18/ves 11l3m3v1) / Please give details
Other Insurance (148 / No

saaziBaANSndaunIanstinlAsuAN@Eune / Details of Third Party Property Damage

97819 AU lisuaudanng Wunuanaideng yaAAMEEINY
Item Property Damage Quantity Claim Amount
gnninel / [18/vYes 11l3m321) / Please give details
Salvage []'laifl / No

128 BEARINTUNALALLRIANSE / Details of Third Party Bodily Injury

ANBOUZUAZANITLIALRL /

Nature and extent of injuries
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|/We hereby declare that to the best of my/our knowledge and belief, the above statements are fully and truly made

asie ez / Insured Signature 547 / Date

lanansitiesdudusunnsGanieardulimmnauny / Claim Documents
—  wuBunfesdn@uluail / This Claim Form
—  luFusesunnd, luadasuRuansnenanuna (aifuase) / Original medical Report and Original medical Receipts (if bodily injury claimed)
- luguemaAdenyneRuTI R Repair Quotation
- z‘i’%u’]ﬂmiﬂ?x‘n’mu,’ﬁﬁLu’WﬂV]:LﬁEIuU??ﬂ'W%ﬁ“H@QéLﬂﬂﬂitﬁULLﬂtéLaﬂVﬂﬂ / Copy of ID Card, Copy of Company Affidavit both insured & claimant
— gﬂmwmmﬁwm / Photo of Damage
- louaradnslunindRundame gryvinel / Proof of Belonging of lost / damaged properties
—  fufindszandusingma (neddifluafancyn) / Police Report (if it is criminal case)
—  ualenansiuiitsmenadeseelunnemac / And other documents as required by us later.
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Anmaaaun1n g, + 66 2 649 1999 / Please Contact +66 2 649 1999 email: thclclaims@aig.com
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nugdatugaNtlnalszInn1ssnEN
CONSENT LETTER OF MEDICAL HISTORY DISCLOSURE
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TaFunaumung g1uenanst Winednlua s lamunaniufuedi

I/We hereby authorize any hospital, clinic, physician, or other person who has attended or examined or prescript me/us to fully
furnish information and documents with respect to my / our illness or injury, medical history, consultation, prescriptions or treatment,
and copies of all hospital or medical records to AlG Insurance (Thailand) Public Company Limited and / or its representative. |

agree that a photocopy of this authorization shall be considered as effective and valid as the original.

AvTe / Signature

517 / Date ( )

wnnewe: Wsauuudnuninslszanmszangu viadwmideduniamianduiusesdungnses

Remark: Please attach copy of ID card or passport with certified true copy.

lananaidiesfudusunnsGendecrndulummnauny / Claim Documents

- uunFanfasAn@ulua / Claim Form

- lususaaunnel, TuiaSasuRuAinEnanuia (217ue3s) / Medical Report, Medical Receipts (original)
- drundrsdszan, dmezidanunnsdn / Copy of ID Card, Copy of Company Affidavit

- ULAANATENI49ULAZERINANE / Proof of Employment and wages

- 1Tufintlszandusngaa / Police Report

- g lunsnuing (nsdllde®am) / Death Certificate (if death claim)

- @ ludugmananan (nsdhdedin) / Autopsy Report (If death claim)

- LazianansunLmenadasaa lunnands / And other documents as required by us later.
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Anmaaaunn . +66 2 649 1999 / Please Contact + 66 2 649 1999 email: thelclaims@aig.com



