usEn InaAslssiune 9908 @WITY) | THAISRI INSURANCE PUBLIC COMPANY LIMITED ﬂ_LA\BRI I ERGO

126/2 DUUNTITULT BAINrREIIAET IIRAREIATL TN 10800 | 126/2 KAUNGTHONBURI AOAD, BANGLAMPOOLANG, KLONGSAN, BANGKOK 10600
Call Center 1219 | Tel. +#66(0) 2-878-7111 Fax +66(0) 2-439-4840 www.thaisri.com roiilnussil / AEGISTERED NO. 0107554000224

s
15334 Policy Data

# o = 4 e
nsusssilsznuns@un Policy Number ']'Ll‘i‘lii.luﬁl\l

|| | | [ =

4 = ERE TR i & 7 = =
Lﬁam'mi’mLi’JT'LJiﬁLm’ui'im’ml,mmjl,mzlmﬁﬁlﬂ’hiﬂH'iwEJ'i’LJ'mmilim'm%ﬂulmmﬂ%’mu

To ensure efficient service, please attach the Physician's Report and the origimal Medical treatment Receipt with this form.
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Decribe Injury in detail (Part(s) of mjury and Nature of Injury)
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I hereby authorize any physician, chime, hospital of other person who has attened or examined me to furmsh to the company or 1ts authorized
representatives and all information with respect to any illness, mjury, medical history, consultation, prescription or treatment, and copies of all
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