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HEALTHCARE AND PERSONAL ACCIDENT CLAIM FORM 
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T he claimant must answer all the questions fully and accurately and together will ORIGI NAL CONFIRM ITEMSED HOSPITAL BIL LS AND 
RECEIPTS with are to be claimed under the policy, submit them PP! 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_,a5Gfi�mmntsm/Type of insurance: □nr2n1C1/Healthcare

tnffi :1:n NUM NSJ1flU!tl/Policy Holder: ............ ... ... . 
1ru2Uru:J NSJ1f1U!b/Policy No: .. ..... .. . . .. . 

1'1U1 :tintl�/Panent Name: . 
\ nw : ru N s I W1 an/Employee Name: .. 

rnun : l!1 A I.!� ru/Personal Accident 

. ... . ... ... ........ \RS/Sex: DLl.!N/ Male □LN/Female 
. .......... �!N�/Phone No: 

{, siA {, Sb!UNtinlITT\LfilHU§n/Relanonship of Dependant: □Father/Mother/��n/� W □Husband!Wife/Q/ LU'1§ DSon/f!SLI./N □Daughter/f!SLN 

HUJ1 :wSlRJ!/Bank Name: HUJ1:l:1MS/Account Name: 1ru21:1MS/Bank Account: 

□ ;;rrth nr 2 ff1 '1/Healthcare aaims

m 1:1 N[f) gi-n fill :/Symptom: 

IB q rum SJ!Date Admitted: ....... L ... .. ../. .. .. ttflbmme: .. ...... . . ... IBtomnrnSJ/ Date Discharged: ...... ./ . ....... ../. . . .  \tfl tlmme: . . . . ........ . 
tnl:llSQW/Diagnosis: . 

□ i'iHUllLJ:fl :Q)ri/Accident Claims

IBILRI :1!1A! Accident Date:. . . . .I. .. ... . ......... .J. .. . .. . .. . . .  . .  ttflbmme: .. L�n am /'1J)O pm 
1BqrurnSJ/Date Admitted: . .. ... ./. ....... ../ . .. .  . \tflbmme: .... ..... ..... IBIO(IJ'11'1SJ! Date Discharged: . ..... ./. ....... ../... . .. \tflbmme: .. ..... . .. .  . 

�/ttub�"'-JHffiS1H:H1bcl1 gHN1127bHU�cinLG1n�SbLfiHUlf'1nt!jbU.§'1 IM/e WARRANT that the above content is true and accurate. 
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Date and Signature of Medical Practitioner 
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Date and Signature of Claimant 


