
1:  - Section 1: Policy/Claimant Details

/ Policy Number.   -
/ Period of Insurance          /To

- /Policyholder (Mr.) (Mrs). (Miss)...................................................................................................
/Occupation ...........................................................................................    / ID Card /Government Officer Card

/Other, namely /ID Card No. .................................................................................................................

Date of birth
/Contact Details /Office Tel / Home Tel.........................................................

/ Mobile Phone.................................................... / Fax................................ / E-mail............................................................
- /Claimant (Mr.) (Mrs.) (Miss)...............................................................................................................

/Relationship to Policyholder..................................................................... /Date of birth
/ Contact Tel (Office/Home/Mobile).......................................................................................................

2:  - Section 2: Claim Details

     . .................................................................
Date of Incident/Onset of Illness                                                  Time of Incident                                      Place of Incident

Date of admission/first doctor’s visit

/ In case of admission, date of discharge
In case of illness (For accidents, please go to questions further below)

.................................................................................................................... ...................................
Brief details on how the illness started

............................................................................................................................. ................................
Brief details on the illness/treatment history

/ Diagnosis....................................................................................................................................................................................................................
/In case of admission, admitted on orders of

/Doctor /Yourself /for reason....................................................................................................................................................
/ Have you suffered from same disease before?       

   (No)     (Yes) Specify when & treatment received.........................................................................................................
( ) In case of accident, please fill out questions below

..............................................................................................................................................................................
Brief details on how the accident occurred

/Was there another party involved?..................................................................................................................................... ........................................
Was the accident reported to the police?            

  (No) (Yes) /Station/Police officer Name.............................................................................................................................
( ) (Please submit the police report)

Health Insurance Claim Form

(Mrs.)

บริษัท ประกันภัยไทยวิวัฒน จำกัด (มหาชน) สำนักงานใหญ
71 ถนนดินแดง แขวงสามเสนใน เขตพญาไท กรุงเทพฯ 10400
โทร. 1231  แฟกซ. 02-6950808
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........................................................................................................................................
Details of the injury/injuries (Please specify condition, like Sprain, Abrasion, Fracture, etc.)            

/Total medical expenses as per below details
/ Hospital/Clinic / Diagnosis ......... Amount.................
/ Hospital/Clinic / Diagnosis ............................ Amount..................

/If more than bills, please list summary on separate sheet.
............................................................................................................................. ....................................................................................................................................

: - Section To be completed by the attending doctor, if possible.
/Hospital....................................................................................... /H.N ..................................................................................

/ A.N ……………………………................. Treatment/Admission date.............../.............../.................
/ Time .......................... /BP................................... /T.................... /P.......................... /R......................................

Chief Complaint/history............................................................................................................................. .......................................................................
/ /Is the injury/illness directly related to an accident?   (Yes)   (No)

/ , , , /Is the injury/illness influenced by the use of 
alcohol, drugs, chemicals or by previous medicine / treatment?   (Yes)   (No)

/ Diagnosis ........................................................................................................................................................................... .........................................
/Underlying conditions/disease..................................................................................................................................................

/ Reason for admission………………………………………………………………….…..…………...............
/Further treatment planned, if any....................................................................................................... .......................................................................

................................................................................................................................................................................................... .............................................................
/ Expected length of stay.......... / day(s) Estimated cost of treatment (THB)..........................

/Previous treatment for similar illness............ (Yes) (No)
/ Date of previous treatment............./.................../ / Hospital....................................................................................

/Other comments.........................................................................................................................................................................................................
:/Doctor’s Signature ................................................................................................

                                                                                                (...............................................................................................)
/License Number ............................................................... / Specialty:……………….…………………......

4:  - Section 4: Reimbursement Details

Did you, or do you plan to seek coverage for this claim at another insurance company?
  No        Yes        " " / If yes, please specify.........................................................................................................

I would like to receive from Thaivivat Insurance Pcl the total amount of...................................................................................... / Baht, payment by
Direct payment into the following account (

Please attach copy of bank book to ensure correct payment )
/ Account name / Savings /Current (No.)............................................

/Bank name .............................. /Branch / Province ....................................................
/ Making the amount available by check at Thaivivat Insurance Pcl.

     /Head Office               / Branch..........................................................................................................................................................
/ Posting a check by registered mail to .......................................................................................... .......................

/Deliver payment via agent / broker……………………...………………………….……………………………………...

( ) ( ) -
- , 

For proper evaluation of my claim, I herewith give permission to release all information and documents related to my past record of treatment by the 
doctors / hospitals to Thaivivat Insurance Public Co., Ltd. And Thaivivat's assigned representatives. A photocopy of this statement shall be valid as the 
original.

I herewith confirm that, to my best knowledge, the information given above is true, accurate and complete. 

             
..............

                 Signature                                Insured 

/I attach supporting documentation as per details below: 

   Copy of Insurance Certificate
  Original medical receipt with tax Invoice

(

   Original medical report
   / / Copy of ID card 
  /Copy of Police report
   / /Copy of Autopsy Report
   / Copy of Death Certification
   / Copy of Certify death
  /Copy of Police report
   / Other documents, if available such as: Police alcohol report. 

( )
Kindly return the filled out claims form to Thaivivat Insurance Health Claims Department at:

/ Post:   / Health Claims Department
/ THAIVIVAT  INSURANCE  PCL.

/ 71 Din Daeng Road, Samsen Nai
/ Phaya Thai, Bangkok 10400

บริษัท ประกันภัยไทยวิวัฒน จำกัด (มหาชน) สำนักงานใหญ
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( ) ( ) -
- , 

For proper evaluation of my claim, I herewith give permission to release all information and documents related to my past record of treatment by the 
doctors / hospitals to Thaivivat Insurance Public Co., Ltd. And Thaivivat's assigned representatives. A photocopy of this statement shall be valid as the 
original.

I herewith confirm that, to my best knowledge, the information given above is true, accurate and complete. 

             
..............

                 Signature                                Insured 

/I attach supporting documentation as per details below: 

   Copy of Insurance Certificate
  Original medical receipt with tax Invoice

(

   Original medical report
   / / Copy of ID card 
  /Copy of Police report
   / /Copy of Autopsy Report
   / Copy of Death Certification
   / Copy of Certify death
  /Copy of Police report
   / Other documents, if available such as: Police alcohol report. 

( )
Kindly return the filled out claims form to Thaivivat Insurance Health Claims Department at:

/ Post:   / Health Claims Department
/ THAIVIVAT  INSURANCE  PCL.

/ 71 Din Daeng Road, Samsen Nai
/ Phaya Thai, Bangkok 10400

จำกัด (มหาชน)

( ) ( ) -
- , 

For proper evaluation of my claim, I herewith give permission to release all information and documents related to my past record of treatment by the 
doctors / hospitals to Thaivivat Insurance Public Co., Ltd. And Thaivivat's assigned representatives. A photocopy of this statement shall be valid as the 
original.

I herewith confirm that, to my best knowledge, the information given above is true, accurate and complete. 

             
..............

                 Signature                                Insured 

/I attach supporting documentation as per details below: 

   Copy of Insurance Certificate
  Original medical receipt with tax Invoice

(

   Original medical report
   / / Copy of ID card 
  /Copy of Police report
   / /Copy of Autopsy Report
   / Copy of Death Certification
   / Copy of Certify death
  /Copy of Police report
   / Other documents, if available such as: Police alcohol report. 

( )
Kindly return the filled out claims form to Thaivivat Insurance Health Claims Department at:

/ Post:   / Health Claims Department
/ THAIVIVAT  INSURANCE  PCL.

/ 71 Din Daeng Road, Samsen Nai
/ Phaya Thai, Bangkok 10400

สถานพยาบาลหรือบุคคลใดๆ ที่

เกี่ยวของในการตรวจรักษา หรือพยาบาลในเรื่องใดๆ ก็ตาม

บันทึกใดๆ

Thaivivat Insurance PCL.

( ) ( ) -
- , 

For proper evaluation of my claim, I herewith give permission to release all information and documents related to my past record of treatment by the 
doctors / hospitals to Thaivivat Insurance Public Co., Ltd. And Thaivivat's assigned representatives. A photocopy of this statement shall be valid as the 
original.

I herewith confirm that, to my best knowledge, the information given above is true, accurate and complete. 

             
..............

                 Signature                                Insured 

/I attach supporting documentation as per details below: 

   Copy of Insurance Certificate
  Original medical receipt with tax Invoice

(

   Original medical report
   / / Copy of ID card 
  /Copy of Police report
   / /Copy of Autopsy Report
   / Copy of Death Certification
   / Copy of Certify death
  /Copy of Police report
   / Other documents, if available such as: Police alcohol report. 

( )
Kindly return the filled out claims form to Thaivivat Insurance Health Claims Department at:

/ Post:   / Health Claims Department
/ THAIVIVAT  INSURANCE  PCL.

/ 71 Din Daeng Road, Samsen Nai
/ Phaya Thai, Bangkok 10400

original.original.

จำกัด (มหาชน)
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