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Em
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vaNASNNTIUISSIAI2MNYAEGA | EMCARE INSURANCE
{UUUSSIESIETANY | CLAIM FORM

Insured Information fia¥SgA{gsmsSmS1IGsH

Claimant name (*): Date of Birth: Sex: [ Male [0 Female
UNSHASIBSIRIANN igtegindia iAs LY W
EmCare Card No. (*): ID Card / Passport No: Tel:
tuemarmRnEmCare tesgamonton yiodagutss truegiaiy
Family Member of: Policyholder: Email (*):
NORAAMNIUR (UNIBUTS YHEmN OHET IS
Description of Accident/lliness (&ssR§astigm:ma gk
Bl Accident tjm:gia lliness
Date, time and location of accident: Symptom:
meuuitgs tin Saatgugmemn AR
How it happened and state the extend of the injury: Diagnostic:
goungisgmama Susulsge BEHSH

Degree of disablement:
AEaimmn

Date and time of operation/hospitalization:
MuUTEs Sardinsgumitma ymIanNm

Treatment date/time:
mouuiigs Surdimsgumsnpmo

Hospital name and location:
o SuMEswSy§ins;

Have you previously suffered from similar
injury/iliness?

O Nots

O Yes ms/mes

If yes, please specify (when, causes, degree):
wasifns ysndafimuson yuing Sanda

dyaminsiy ynswlpuus:iysvas?

List of necessary documents (Please provide all below required documents, otherwise the reimbursement will be delayed.) (*)

nanRI1SY (AR AIRAANBImMSSiasRIgE([muis: (58sgges migsiarianuSujginsnsnon)

Out-Patient minpmassifitpl (Ssasgnnatnsj)
[ Doctor’s diagnosis ia3SgwitEuafia

In-Patient missgmannmastsisgsnsg

[ Hospital discharge B32atsmiiv§sns;

[J Medication prescription (5gutm

[ Discharge prescription BFUMMMIGMHAL§INS]

[0 The result of all biology tests & imaging (UHLANY YIUMNEIHAN{AS

[ The result of all biology tests & imaging (UEHEIAING YIUMNIHRN{AY

[ Invoices/Receipts with breakdown of detail costs intIJULn[wrunw §SYwe

[ Medical Record AQNG{MEHAN{FJ

[

O Invoices/Receipts with breakdown of detail costs igwuatzunwalySyws

Document Submitted Ra&anNsMG

1. 1. Invoice No. iueifwuga usb
2. 2. usb
3. 3. uUsSD
4. 4. UsSD
5. 5. usb

Total &53U usbD

Payment by cash ga1amansimn (AMK)

Name of receiver (UN:ASSU{MA

Payment by bank transfer §s1ﬁmmw:ﬁs1mi

Name of Beneficiary (ufignsgo

ID Card / Passport No.: tesigruimantan ydigaguiss

Bank Account No. tu2AnnStyjrsIms

Receiver’s Phone Number: ((52gisi)nsguimn

Bank Name taui:Es1mi

Bank Branch anassims

Bank Address st susim

o hereby certify that the information on this form is complete and correct to the best of my knowledge. | authorize to Forte Insurance
Cambodia Plc., South Asia Services Limited Liability or its representatives to obtain necessary information from all physicians, hospitals, medical service providers,

pharmacists, employers, and all other agencies or organizations (including other i

This authorization does not mean the insurance company and/or its representative will collect missing documents on behalf of the insured.
Juse S-ﬂbifﬂFInS“IS!uNBU]SﬁEUﬁN[UUUSS]US]iNMN[S“ mmm:mm sumsmﬁsmwmmmme% eﬁSanZJLnHiﬂsmmﬂUiti ua

gms/s1g
ta $% South Asia Services L|m|ted L|ab|||ty ygAamy mﬁssmmsnnmsmmun,nn
mumsmsmmnumm\;ms}m 84 Hjnmimtmﬂsmsmswmhsume snsmnmma:mﬁ
DU SuEAGIMSMSINUIME b4

insurers) to consider the claim for reimbursement under my insurance contract.

w§ins) Sﬁﬁnﬁm!ﬁmnmﬁ‘jmﬂn gomaasans Sunsn Samamadgugiis)a I
BULNRISPRUIIUASEY NOUMIUYUARANITRUGNAMUSAIVRINE UANRISN

Slgnature of the Insured or Guardian
U]nmje’]iUﬁan]_nimSmS’]ﬂUm ygmaman

Full Name:
LN

Date:
mouiigs

Page 10f1




