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(Personal Accident and Health Insurance Claim Forms) 

 
 

����-�ก	
��������ก�����                                         ���	  �����������ก��       ����� 
Name ________________________________    Age   _________         Date of Birth ____/____/____     Occupation   ____________ 
�
23��4�5��������/����6 (8�����4	)     :;���
24�5�4��<=�5>�;��>3 ?�44�3 @������ 
ID card/other (please specify)    ____________________   Card/ Policy No.  
 
3�����I3����;��J5��5I�K�                                                                                                                   :;���
283�@��3>3��5��5I�K� 
Current Address _____________________________________________________________   Telephone No. _________________ 
4��M�3���ก���������6 (J�;�8�����4	����) ;����ก�����ก�44��M�3���ก���������  K;I;����ก�����ก�44��M�3���ก���������    
Other insurers (if any, please specify) _____________________________________________________________________________ 
 

                

 


�กMO�2�P��ก��3���QR4�S��:���ก���ก���	4�5��:5	  8����P�2� 
Details of accident occurred ______________________________________________________________________________________ 
_____________________________________________________________________________________________________________ 
�J��3���ก���:5	                                                                         ���3���ก���:5	                                                                   ��
�3���ก���:5	 
Place of accident    _________________________________Date of accident     __________________________    Time   ____________ 
ก���QR4�S��:����ก���	4�5��:5	T��UP��U   K;I�T���กM�3��V�;�กI��  �T���กM�;�กI��3��    
As a result of accident                               Never treated              Previously treated at__________________________ 
�;������3��    3I��K�V���3X�YK�?
�QZ�����P�� (4�3) 
Date of treatment _________________         Cost of treatment given   _________________  Baht             
 

 

ก�	O�QI�����K:;8��   ��RT���PQI��          8���2�4�[��X��T��  
                            (8���?�4�Z����:���;	�4�[����;3����>/ก��?�������2�P��������ก���3I���U�)   
Please pay compensation by                 Cheque                      Transfer to Bank Account  
                                                                                                 (Please attached copy of saving book bank of insured only) 
 
����X��T��   ��2� 
Bank name _______________________________ Branch _______________________________ 
����4�[��   �
23��4�[��X��T��  
Name ___________________________________     Bank Account No.  _____________________ 
 

                                                                       
��ก������ก�4ก������ก��P���K:;3�?3� �����T��;�����R�V�ก���Z�����ก�� ก�	O��IP��ก���V:T�4J��5�;���ก�����
I�P��U 

The required documents for claim compensation in order to speedy in handling claims, please send all required documents completely as listed only.  

 

 

 

 

 



 

ก�7	��������8�9���:��;�/�=>��	
�9�
9������
�� 

Dismemberments/ Loss of sight/ Permanent Disability 

V4��4��P?�3�> ��4	���:5	ก��4���QR4?
�������3����[����8������Q� 
        Original of Doctor_s certificate or Doctor_s medical report 

�
�I��<=
>;��Rก`���> (Copy of X-Ray results)  

���JI���5R;5��?
�������3����[����2�P��J��4�5� (���;��4��P�Z����J�ก5�P) 
       Photograph of claimant  (Certified true copy ) 

�Z���������5�ก����กM� 
       Copy of medical record 

V4��4��PT��;��ก�� 
        Copy of Surgeon's Certificate of Disability 

?44����;��ก����[�����;��J��� 
       Disability evaluation Record 

�Z����4�5����QZ�5���������2�P��J��4�5� (���;��4��P�Z����J�ก5�P) 
       Copy of ID card of cardholder (Certified true copy) 

�Z����4�5�4��<=�5>�;��>3 ?�44�3 @������ 2�P��J��4�5�  
       (���;��4��P�Z����J�ก5�P)  
        Copy of Be1st Smart Rabbit Siriraj (Certified true copy) 

ก�7	��	
;	9��  

Loss of life 

 �Z����V4�����5��
�ก@� ��4��P�Z����8��:�I��P��3����กV: 
Copy of Autopsy report (Certified by related organization) 

�Z����V4���P��ก���I�@� ��4��P�Z����8��:�I��P��3����กV:    
        ก�O�3���I�@�����Q�> 

Copy of Bodies Dissection results (Certified by related organization) 

�Z����4��3hก���QZ����2�P5Z���Q ��4��P�Z����8�������� 
       �Q�2�PT�� 

Copy of Police report (Certified by officer on duty) 

�Z����V4��4��Pก��5��  ��4��P�Z����8��:�I��P��3����กV: 
Copy of Cause of Death Certificate (Certified by infirmary) 

�Z����V4;�O4�5�  ��4��P�Z����8��:�I��P��3����กV: 
Copy of Death Certificate (Certified by government agencies) 

�Z����3��4���4��2�P����������5?
�����4�
���8���>:��� 
        ��Q��ก��;��ก:���3���38��X��; (���;��4��P�Z����J�ก5�P) 

Copy of residential registration of the dead and the                  
beneficiary or executor or statutory heir (Certified true copy) 

�Z����4�5����QZ�5���������2�P����������5?
�����4 
        �
���8���>:�����Q��ก��;��ก:���3���38��X��; (���; 
        ��4��P�Z����J�ก5�P) 

Copy of ID Card of the dead and the beneficiary or executor or 
statutory heir (Certified true copy) 

�Z����4�5�4��<=�5>�;��>3 ?�44�3 @������ 2�P��J��4�5� 
        (���;��4��P�Z����J�ก5�P)  
        Copy of Be1st Smart Rabbit Siriraj (Certified true copy) 

�Z����:��?�ก2�P�;	�4�[���P��j�ก��;3����>/ก��?�������3�� 
        ��k�4�[���P��j�ก:
�ก2�P4�5� (���;��4��P�Z����J�ก5�P) 
        Copy of first page of saving/current account book with Be1st 
        Smart Rabbit Siriraj Card (Certified true copy) 

�Z����:���;	�4�[��2�P����4�
���8���>:�����Q��ก��;��ก 
        :���3���38��X��; (���;��4��P�Z����J�ก5�P) 
       Bank Account (Please attached copy of book bank of  the      
       beneficiary or executor or statutory heir certified true copy) 

ก�7	���ก�����กE��
����  

Medical Expense 

V4��4��P?�3�>m4�4Q��P (Original of Doctor_s medical report) 

V4���RQ��4�P��m4�4Q��P (Original of medical receipt) 

�Z����4�5����QZ�5���������2�P��J��4�5� (���;��4��P�Z����J�ก5�P ) 
        Copy of ID card of cardholder (Certified true copy) 

�Z����4�5�4��<=�5>�;��>3 ?�44�3 @������ 2�P��J��4�5� 
        (���;��4��P�Z����J�ก5�P)  

 Copy of Be1st Smart Rabbit Siriraj (Certified true copy) 

���
����: 4��M�3o��Q2���ก�������;�5�;Q�ก3����4	K�V�4�Pก�O�3����ก�����U�  
QZ���k�5I�ก����Q��O�TI����K:;3�?3� 8��4��M�3Q�5��5I�ก�43I��5�;2�;�
 
3��V:K�2�P5� 
(Remark: Additional documents may be requested if it is necessary to consider  
 the claim payments. The company will contact you provided above.) 

2���Q�2���4��P�I�2�T��;2�P5�3�UP:;���k�T��;Q��P ?
�2���Q������;V:?�3�> �J�����4�
 4��M�3���ก����� �PT>ก� �J�4�� :���4	TT
V� 3��;�

ก��4��3hก�����P��� ก���QR4�S�� :��������5�3�Pก��?�3�>2�P2���Q� ��=����2��3RQQ��P3�UP:;�?กI 4��M�3 ก�	P�3����ก����� QZ�ก�� (;:���) :�����K���4

;�4:;�� ��h�P �Z�������JI��2�P:��P���V:T��;�����;m4�4��UV:J���I�;��
4�PT�4K�5�;กp:;��?
��;4��O>�3I�5�m4�4 

I hereby authorize any hospital, physician, or other person who has attended or examined me, to furnish to the company, or its authorized 

representative, any and all information with respect to any illness or injury, medical history, consultation, prescriptions or treatment, and 

copies of all hospital or medical records, a photo static copy of this authorization shall be considered as effective and valid as the original. 


P������������ก�����/������ก��P             ���3��         

(Signature of Insured/ claimant) ________________________________   Date ______/______/______ 

 

                  (                                                               ) 

c


