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Policyholder Policy Number

[EUINAMSINUINMSURT I wysi? [ Yes usys GREA0NE:

Has the premium been paid? [ No ss1sus Expiry Date

(NS RAM N GINe (ass O ww O ©
Insured Member Name Gender Male Female
s O Swnfia [ gasastsiguugniuaiSianiia
Age Employee Dependent of Employee
[ruegsRifs anstsgo{gsas

Contact No. Email

[EEANENIRANRNSEHENUIRNUHUSNMFIVU ARG (U..69) UiRsUismINGinammgkis)a ymAameges)ayes? Is the claimant
entitled to make a claim from the National Social Security Fund (NSSF), or other insurance companies, or other parties?

[J »1s Yes [ s No
tgnisnumwizusisgas
Injured body parts
mouiigsimegng §atgui{m:mn Place of Accidents
Date of Accident
ncAaings
Time of Accident
sy unUSiiyuingikusigjiRacmema/Please describe how the accident happened:
tuneu§ins)/gSa Name of Hospital / Clinics
MESWES Addresss
cunssguadanpmeysguaiasma Attending Doctor/Surgeon’s Names
teuegiaiy Contact Numbers fs5S] 5 8A Emails
sanumyuys1st{aaismEs/Payment by cheque should be issued to:
[ soiamvss/ Insured Member Name [ sasgunnusuaiStunialssanmn)/Employee’s Beneficiary (Death)

[ snesuanasspitsi/Policyholder [ sasgeuai§iigeau/Authorized Person

PR

O mstgsimamsnsimsgiisyn/Local Bank Transfer

o cun:Aan§/Account Name:

e teueAan§/Account No.: o (uNeESIMI/Bank Name:
(gumusgaumanton yiidaguissvasyy [pmsmnnssmmmamsmnﬁn UHASGURU{AUENUIUESSInRa)
(NBmUmBnLﬁﬁﬁJSjéSﬁnﬁjnﬂh‘l LUE\jSLUHnSSEUEUCIﬂﬂmHnSSCUNSﬁSEU)

(Please attach a copy of the national ID card or passport if the payee is the Employee or Employee’s Beneficiary.)
(Please attach a Letter of Authorization of Claim Payment if the payee is the Authorized Person)

SAIMASIESIR AN AU Total Claimed Amount:
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I/We the insured do solemnly and sincerely declare that |/we have complied with the conditions of the policy and have not deliberately
caused the said loss or damage to get benefits thereby by fraud or willful misrepresentation, and that the information shown on this form

is true and that I/we have not hidden any information relating to this claim.

w

Vattanac Capital, Level 18, No. 66 Monivong Blvd., Sangkat Wat Phnom, Khan Daun Penh, Phnom Penh, Cambodia, Tel: (855) 23 885 077 or (855) 23 885 066
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Policyholder’s Signature and Stamp: Insured Member’s Signature:

Full Name: Date: Full Name: Date:
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