Od¥a arodSausfiutw 91fia
andl 011 miou 01 Enumroes (Deyionsum woeupoioyiu sutamn

Tel 021 22 86 BB Fax. 021 22 66 77 www.lagvival.com

oz fwl
31103.50 LAOVIVAT INSURANGE Co.,Ltd.
RN 011 unit 01 Ban Tadkhao, Sisattanak District, Vientiane. Lao PDR

cuvdsufiuriuuen Naslitiuy way gULficmn (OPD CLAIM FORM)

3N T LI IR L U HNF .o,

TO | SUsUEHUANG oo FROM | (@Wnasdu.....ooo, Gl
SUREDUTO e (O T3 G989,

gouth 1 éﬂﬁU@'\f UﬂﬂUUuﬂU\foCC’]JJaJJﬂJ/ Section 1 (To be completed by the Insured Person)

g-U1UENU Sy (heu Tchin 978 i

INBIMIE bbbt Date Of Birth ....ccveieeeecc e AGE .o

218U findzan8o/Bus) azy @niido

Qccupation ....................................................................... ID Card/Other, please SPECIfY ...........coverueiireiiiiieiiie e NO. ettt

HeJuzatiu (Olnazdu

CUITENE AGAIESS ...ttt ettt ettt e te e st e e ke e et e e teeebeeste e e beeeseeete e see s s e e e nsessseeenteeteeenteeneeeneeeans Telephone NO. .....veoieiiiicec e

O3%ndeiintwdug (H1D sovavy) 80380 taniidveidzfiutw Jziwngsnwdsiiuty

Other insurers (if any, please SPECify) .........cccueririiiiiiiiecee e Policy NO. ..ot Type of INSUTANCE .....c.vevvviieiiiiieeee e

gmwciudy § gusmn Ingzuzenw § mufioonlnudyxey

Symptoms of illness or accident & brief details of how the accident occurred: ...........ccooveiviiiiiiiiciicccee,

Sutichinmn (21RNN grnuiiciocmn

Date of accident ..........cccoccveeviiiiiiiiieneee THME et Place Of @CCIABNE ........ccvvieiie e e
a a & & . b a ' A ' a . & o A o a

mucudumufamoadstnw [ ddodudoveuduomey [ @ududoumeuiilsioh tDadu

As a result of this lliness or accident, | have not been treated have beentreated at ...............cooevvvvviiiiciiiiiiiinns Date of treatment:..............cc.......

08t E300 Wedoduauouiudigelo fiv  HyfiedifuniudoRdnSuatudodn Ay

The cost of treatment that has already been glven LAK The balance remaining under the limit for medical expenses .. LAK
21UJVE'%12U8U§0?U1T.SJUU ol m UJ"IE]USIJU]‘EOU]’ID’IUJ’]OO (e ﬁuﬂae’lwutm m UﬂﬂU?UﬂSUﬂO28j2‘1qu’m .US‘HJWOEE'QJS’INWTOUUJ Umjo28jﬂu
2MIVUINCTY UumOOU]'Ijﬂ‘ﬂlJEEUJO

- a o o o e o b e . h b v o a ud cw L &
nudnzatan a muﬁm‘]o (e &’IEIHE9T15§‘1UUzmaOU]’IjﬂﬂUC(lUO?QjTSleJU]jmJOCI Uasn Uvnu‘tmmugznawmjtznj g g \f uleudnan J3&n Quy
gl tuusudou Wit DEUIEHEu taiEungofivduaziiu
| hereby authorize any hospital, doctor or other person who has attended to me or any member of my family to furnish the Insurance Company or its representatives with all information including medical history,
consultations, prescriptions, treatment, and copies of all hospital & medical records related to this claim. | agree that a photocopy of this Authorization shall be considered as effective and valid as the original.

39 StaSunudsfivt Suii
SIGNEA ..o (the Insured person) DAte .

=

SoUti 2 ﬁﬂﬁUmﬂUUﬁ@lﬁﬂﬂﬂU{]UUOEﬁUéJJU/ Section 2 Medical Information (To be completed by the attending doctor)

The Patient’s Name Is the illness/injury related to an accident? Yes, D No, I:l

(0TS A 07074 0V - PP PPN

1. Symptom / Accident date.........ccoeevevereirireninieiirinee e 2. Date you first saw the patient for this illness / Injury...............ccoeeiviiiiiiniiinnnnne

3. (@) Present 111NeSS / DIEtails Of TIJUIY . ... e .u ittt ettt e e ettt e et et et et e et e ettt e e e e e e e e e et

(b) Pertinent clinical findings (SYMPLOM & SIZMS) .. ... uttuittii ittt e et e e et et et e e e et e et e e et e e et e et e e et e et e e e et et e e s e et e e e et e e aben e et e e et eaneeanas

L T 1 101 £ PP ICDI10. .o
DT T2 10T P ICDI10. .o

5. Treatment |:| Suture........ stitch D Wound dressing D Physical therapy D ORNCTS. ..ottt e s
D Medication / Investigation / Other (PlEaSE SPECITY) ... .uiuuiteii et e ettt e et et e et e e et e e et et e et et e e et e e e e et e et e e e e e e s

6. Was the patient pregnant at the time of treatment? L] No [T Yeseoooooooioiooeoe, weeks

7. OtRET COTMIICIIES: ... e. ettt ettt et e e et e et et et ettt et e ettt et et e et e et et et e et e e et e et et e e et e e e e eeaeseaeeuesbese e s e se e e e eean e e e et e e e et et e e aae

I hereby certify that I have personally examined and treated the insured in connection to the above disability and that the facts are in my opinion as given above.
Hospital Name........ouieii e Telephone NO.......vnii e
Name of physician............c.cooviiiiiiiiiiiiiiiieens License NO....oovvviiiiiiiiiiiiienns SPECIAlItY .. vt

SIGNATUTE. ..ottt et DAt ettt




