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HEALTHCARE AND PERSONAL ACCIDENT CLAIM FORM
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The claimant must answer all the questions fully and accurately and together will ORIGINAL CONFIRM ITEMSED HOSPITAL BILLS AND
RECEIPTS with are to be claimed under the policy, submit them PPI Insurance ( Cambodia ) within Seven (7) days from the date of discharge.
Any delay in settlement of claim caused by non-compliance of aforesaid may the company will not cover this claim.

9. §5¢ HRHITNBIS/Type of insurance: Oajemi/Healthcare Oim:th 'r'iq 7 fU/Personal Accident

. Heas S RMISRWRSRNS/Claimant Details

NN At ﬁISJ’m Us4/Policy Holder: .

HUZUﬂ.ﬂﬁjSﬁﬂUm/POHCYNO _....>.“,,A..“.,ini_[]:ﬁiLB’]ﬁ/Plan:......__._... s e M B
t[u_p:ijﬁl‘ig/PaﬁentName:.__.____..__.._._______._......____._.___....A.......A.............‘....A.iﬁQ/Age:A.................A...,..,..,....‘iﬁ@/Sex: Oy fivale DLﬁe.'I/Female
TN STURS IR A/EMPIOYEE NAME: ... GIEOE/PRONE NOS

§ 91§ shuasgAtShimuUgA/Relationship of Dependant: CFatherMotner/30 A/ W ClHusbandWite/ung OSorvS{Has ODaughteriS{fd

$UN STENI/Bank Name: 1N sARN&/Account Name: $0U2A0N3/Bank Account:

0. ASecE S61En$IR/SICKNESS AND ACCIDENT DETAIL

O AN 6y VHealthcare Claims

AR UM /Symptom: .

18G NG Date Admitted: ... /......../.. . 1E0AMime:. ...t IGIGMAING] Date Discharged: .../ .../..... SW/Time:. ...z ...
INAIS G Whiagnosis

O A sthA/Accident Claims

>

{GIm s A/Accident Date: ... ooveo e i o PEITRUTIFTIEE . s B Lnnam/ﬂmi pm

{8 GUINg)/Date Admitted: ... /... ./...... i 0Mme:....:...... i§iGEN1Ngy Date Discharged: ... ./... k. B TiTE:
t:ufmttﬂﬁth:gﬂﬁ/CauseofAccident:.A.............._.___.._,__

SADhEEMHINAD SHania i “ﬁ“ A[mA LnH[pf &l ghU31 1/We WARRANT that the above content is true and accurate.
mutigs 8 navuuEGUs MUUTiGs 81 MAIVIUUHANENIIANY

Date and Signature of Medical Practitioner Date and Signature of Claimant




