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Insured's Information Deves Individual International Travel Insurance

s’nﬂaztﬁﬂmQ’Lmﬂszﬁuﬁ'ﬂuazmﬂaumo INSURED AND TRAVEL DETAILS
A Y v o
BOHIDNUTEAUNY (INSUIEA"S NAME) w.vvvvvvvveevsssssssssasasassssssassssssssssssssssssssssssssss s 0000000000000
v A a d‘ v d'
NUITDAUNINUAUN (Passport NO.) c.c.eeeeeeeeeeiirieeeeeieceenens TATUTEWBUAUN (ID NO.) oo
o A .
NTUTTTULAUN (POLICY NO.) 1ovieiteeiietiieteee ettt ettt sttt et bese s b ete b ete s ebeseebesessesessebaseebesessesesseseseebesessesessesessesasessesesesennas

DITW (OCCUPALION) <o eeeeeeeeeseseeeseeseeeeseeeseseeseseesseees ADTUNIIIIU (OFFICE) v eeeeereeeeeeeeseeeseseeeesseeeeeseeeesseeen

NOGADTUNTINIU (AAAIESS OFFICE) .ovvvvvvvvvvevoeevessssssees oo ssssssssssssssesss s eessssssssssssssssse s

[

uUnoonaUN1991nYTNA 1N (Date of departure from TRATIANA) «.........rervveeeeeeeeeeeeeeeeeesesseeeeseeseeseseeseesesseeeseeseseeesseeeenees

UNNAVINTIUTLNAING (Date of 1eturn t0 TRALANA) «..ovv.oeeeeeeeeoeeeeoeeeeoeeeeoeeeeeeeeeeeeeeeeoe oo

IAUN Ilﬂ ga1lszne (Overseas Destination (s)

muneisoniesau Ivulseiusomsdumanneunse la [] wo(vesy [] liwme No)

(Have You made any previous claims in respect of travel insurance?)

widalianadnsan

Twidvanaudunzlilsmemuns uwnd wiayaaadulaflaviinsanauazinmdwd nisyanaluaseuaiivestiind I8 wndstaninw
la g AnertumIsnaldy dezidnmemaunng msdsnsnlse lugsen wSamsinw wazduwnianansdszianmanmsunnduaslsinsnunaninuads
a o v o A 4 @ A oA va a o P B o Aq e A v o L - T -
vSndsenuwnsanganysngauun maaﬂmuuau%mm’mm]ﬂﬂﬂ aikd dunlunevaunzilinaindnaldiiauldisudoinuduasy
| hereby authorize any hospital, doctor or other person who has attended to me or any member of my family to furnish the Insurance Company
or its representatives with all information including medical history, consultations, prescriptions, treatment, and copies of all hospital and medical

records that are related to this claim. | agree that a photocopy of this Authorization shall be considered as effective and valid as the original.

AWM Hlentlszriune/g Sugau/insured/Authorized person — BIWIN....o.veveveeeeeeeeeeeeeeeeeeeeee e WeNW/Witness
( ) ( )
Tw/date........\00Wmonth.................... W.f.lyear.......... Tu/date........ L@aw/month.............. W.f.lyear..........
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nyanszylIznnves fwlruNyinuazisonsasn ﬁlﬁﬂmmjfmsaw AINITNTITN

Please indicate which benefits you are claiming for under your policy

uA | mil,ﬁﬂ"'ﬁ'imnnqﬁamq ] qruuLﬁsJai’m: AN L] nwwanwnna{uwiss
(SECTION A) Loss of life due to accident ﬁ]’]ﬂ%]_jw@] m@l ﬁ]’]ﬂﬁgﬁa L‘Vi@!
Dismemberment due to accident Permanent disability due to accident
L] drshwanenuna ] u‘%ms**ﬁ’sﬂmﬁaq‘,maumammwvﬁ / USMTsIAnNauY szine
Medical Expenses Emergency Medical Assistant / Repatriation of Mortal Remains Service
[ mMswaianeiuwdnsumsdiwninsad lulsanenuna ludrsdssmne
Hospital Benefit Compensation for being hospitalized as an Inpatient
U B UJ u‘%msﬁmmﬁa@ﬁumo L] @nusuiataude [] ﬂ’]iLﬁuﬂwu%q@ﬁ:E'ﬂ / 32
(SECTION B) Traveler Assistant Service UAARAILWEN Lﬂ%a\‘iﬁu
]
Third Party Liability Traveling Interruption / Hijacking
L mst@wnieandn L mswanensaatnandn L anuathvasnszidiiawnig
Flight Delay Missing the Connecting Flight Delay of Luggage
L asgymsasemisvainssiduduns L asgamioveadniua L mygyiEsnIeLiumeval
PIONITNIFURIUGD / VEALAUNIN / LanENINNT nIwdaunuluin
Loss of or damage to Luggage or LAWY Home Contents Protection

personal belonging or effects

Ll mM3i3unsasanTalssany

Other claims

Loss of Money / Check or

Traveling Document
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Claim Details of Section A

1 g e [
ﬂ"liL%Elﬂ%%]\‘iﬂ']ﬂﬂLWl%ﬁ Lfluwammnqummg #I39N13UUY Have you suffer from Accident or illness?

A [ [
L] au6na Accident [ 13u1l28 liiness

{%Lﬁ@]m@‘! Loss occurred date Uszine LLazﬁﬂ”luﬁLﬁ(ﬂm@l Country and Place of Incident

dszinea Country

FD1UN Place

izu‘mm@;u,a:i'lUauﬁﬂmauﬂ'ﬁmmﬁu / [uthenIasnan IWNNFMIINB  Date of admission to hospital

Please provide the cause and details of the injury or iliness

FWIUIUNLTYINNNTINGEN  Length of stay (days)

ﬂ;Mﬁ:qiwazLﬁmm%’ﬂmw HNUNARIDAN LTI NIRNANYINABINITTENT B

Please provide the details of all medical expenses or other expenses which you wish to be reimbursed

WIAANUANATEINYINUGBINIITINTDS NeNINEEN3ad FalsIweuia / wwng WIULTU
Coverage which you are claiming Nature of Expenses Name of Hospital / Doctor Amount
374 Total
= A & g a & ' A VL D ,f]’ kA lcaqg M g D X ﬂ o = VL '
2INTUNALRURIBLRVLI S ALNAT NN URTE b)) FUUBYITHINIINWIRIDIVUIZNRETNID L
Has the injury or illness occurred before? Are you currently on medical treatment / medication?
[ a8 Yes [ sitae No ] 108 Yes ] laiee No

ﬂgmﬂszqiwa:lﬁmmﬁ'ﬂmw PIUNRNILALITBINUBINITUIAR LRI B UThuaInanyinwlasuluszuziig 3 TNEIwIN

Please provide the details of your previous treatment for similar illness you wish received form a doctor in the last 3 years

Falsaweuia / wnwng IATUMIINERI B U ANBUSVINITLIALEY / e | anmaemIINe / Ml

Name of Hospital / Doctor Date of treatment or Advice Nature of injury or iliness Nature of treatment / Medication
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. deves oo th

PINTNWEN I NFN T HINLILIE TAINARUI LI / LN DU ﬂ?ﬂ&’]iz‘]_qli’]ilauaﬂﬂ

THE DEVES INEURANCE FUBLIC COMFPANY

28, 97 Deves Insarance Building, Racchadamroen Elang
Borwemives, Fhranakom, Banglkok 10200

Tel: 02080 1559 Hodine: 1291 Fax : 0 12800339

vevnw, dewee. oo, th

F-NC-036

Has If you are able to obtain medical expenses reimbursement from any other source, please provide details.

AL / USHN : Source

FAIUIWLI : Amount

nasdsznaumsisaniasduluamelaanaduasasassnsausysa
IMPORTANT DOCUMENTS REQUIRED TO PROCESS THE CLAIM (Section A)

fioseiunn / giudszlond axdasdananguasde lURlwurinisn nmolu 0 3% lapdldisvesdiondsenuns / giudslond

The Insured / Beneficiary must provide the following evidences to the company by their own expense

a A v g d' a Aa
NITWLTENTAIATINAUNULUDIIINLFETIA

In the event of death claim

[ wuuwasunisSensasandulrnanaunn

Notification of Death Claim Form

) dunwibiReidumiveyanariantsziuniy
WIDWANZIUNIIAUN
Passport of the covered person(s) or evidence

of traveling

O gwdasdeesiardszmow wazdiw
nzifowhudlseny ‘ang” vesyanagiantziuiy
Identification Card and Census Registration
(“Died” stamped) of the covered person(s) (copy)
[ dundasdszfaadszman wasduwinadou
thwvasiudselomt
Identification Card and Census Registration of

the beneficiary (copy)

[ dwnduiindszdniuwesinma

Police Report (copy)

O lussmdas
Death Certificate

] e‘htuﬁmmwﬁ‘ugmwanﬂw

Post Mortem Examination (copy)

A A g 6 1 o
ﬂ5mt5Uﬂ780Nﬂﬂ7§ZﬂW”ﬂ7?ﬂH’)Wﬂ?lﬂﬂ

a A 12 [
ﬂFMLﬁﬂﬂiadNﬂilﬁfZUTu?’lWWﬂﬂ’]Wﬂ’)’J?

FuLTy Bn3an1IgaLELILIE FI1UA

Permanent disability or dismemberment or

blindness due to Accident Claim

[ wouwasumaSaniasdarfulnanawny

Claim Form

U dunwibiReiaunnivedyananion)seiuiy
WIDRANFIUMTAUNI
Passport of the covered person(s) or

evidence of traveling

L guwdasdszdnardseoss uazdiw
nziowhuvasyaeagiantssiuas
Identification Card and Census Registration
of the covered person(s) (copy)
U 1USWmml,l,wwﬁﬁﬁuﬁ'um'inwwamwma‘i
éuv?jm%agtyﬁuafm:
Physician Report stated the permanent

disability or dismemberment

O #uwtiuindsediuvasding
Police Report (copy)

) dwaiiazngnyie

Picture of dismemberment or blindness

Medical Treatment claim

[ wouwasumaSonsasandulunanaunn

Claim Form

U dunwibsReidumivedyaaariatlsziudiy
NIDRANTIUMTAUNI
Passport of the covered person(s) or

evidence of traveling

[ guwdasdszdnardseanon uazdimwm
nziowhuvasyaaariantszinas
Identification Card and Census Registration
of the covered person(s) (copy)
UJ "lmﬂﬂmuLwaﬁﬁs:qmmsﬁﬂﬂﬁy NaNTIhane
LRZMTINEN
Physician report stating the symptoms,

diagnosis and treatment report

[ lueSasuisuduatiuNugassnunsan biane
wialuagdandhsuivluesaiudu
Original receipt stating the lists of expenses

or cover page with the receipt
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399820 8ANIIIANITDIATAW IKNLTHDINIVINE WA §2% B

Claim Details of Section B

{%Lﬁ@]m@‘! Loss occurred date Uszine LLﬂzﬁﬂ’]uﬁLﬁ(ﬂm@l Country and Place of Incident

Uszinea Country

IR time

FDUN Place

ed a & . a
5$‘L4L‘1ﬂ@lﬂ’ﬁm7] MNAVUDUIIRSLD YA

Please state in full exactly what has happened

I}
Ade A

1 Yo a v 1 o v v { ﬂ/ 4 a J ]
7]’]%‘1,6] FLAUMILTIANUABFAITIIRIBI RN ANTURATELLNEINY m@;n’mﬁﬁmm WW%E]VLSJ

Was this incident reported to the police or other responsible authority? [] 1°]j Yes [] vLSJl"ﬁ No
) A o A ' ) 9 A M o o
i3 nyanszysmiidine wiawibsnu dlails nyanszymananriwldldudina
If yes, please indicate the police or other authority If no, please provide the reason why this was not reported

%mm:ﬁagjmammmm :

Name and Address of authority:

5 Rev.1 : 7/10/2022



viEn ruAsEAusn 1R Goer) THE DEVES INSURANCE FUSLIC COMFPANY

97 umz 89 MrArsmnAl TS auns TR A 98, 97 Deves Insarance Building, Rarchadameosn Klarg
lml‘]ﬂ UTILTTHITH AN TEURT AFUTTHUHTUAT 10200 Borwomives, Fhranakom, Bargkok 10200
Tz - 02020 1589 wedTu 1291 Inzans - 0 2280 0395 Tel: 02080 1559 Hodine: 1291 Fax : 0 128003958
INSURAMCE e deves oo th v, deme oo, th F-N C-O36

] ] . m me ]
nzriaumam el iR eI

nItlsansasaranluaiitasunainnisanzizadtinaiin (Flight Delay) / nMswaian1saalianiis (Missing the Connecting

Flight) / nN151@%WN19%ABLIN / N133LAT091% (Traveling Interruption / Hijacking)

fuﬁtﬁ@m@;m% o siuiiant

Date of Delay Delayed airlines

g ui #N18LAY Boarding Pass
Flight No. Boarding Pass No.

NIWIITUR L‘Wi]‘ﬁﬁ"l g IDHAAANNEITN

Please describe the reasons / causes of delay

M ITuAaTn MruamIasseaniiums  uf IR
Original flight schedule date Time
mq&h‘*ﬁwﬁﬂﬁaamﬁumd Sui I8N
New flight schedule date Time

a A Y A ] v + A + A
ﬂimti&lﬂiadﬂ’]a%v[‘lﬁ&lL%a\iu’l%’mﬂ’z”ma’m’madﬂizlﬂﬁlﬂ%ﬂ’ld (Delay of Luggage) / ﬂ’lig(iyﬂ’l&lllaﬂﬁﬁﬂﬂE)\‘mizl,ﬂ’lmwn’ld

~ v €A 1 o . a 1 o <
HIANINYFWEINA (Loss of or damage to Luggage or personal belonging or effects) / N13g#8VBILIREINAULTA

LARNI9ALBNEITNIILAWN G (Loss of Money or Check or Traveling Document)

i’ulnmﬁﬁum\‘lﬁaqwmﬂ

Date/Time you arrived at your destination

WA amamydn uaz neduniiame
Date of baggage delay or loss or damage Airlines and Flights no.

A e @ a A va 4 A Y a H o @ A a
ﬂymzmamu/na‘mLLuuauﬂmu"l,mummJ'mu ﬂ§m1ﬂuﬂmw:nmﬂﬂinmmm %I Lﬁil%’lil/gty%’lf;l
Please confirm the actual date and time your Luggage was recovered Please confirm the actual number of hours and minutes your Luggage

delay or loss or damage

NIONIZAAHANAITY W3 LEIA /gy

What was the reason given for the cause of the Luggage delay or loss or damage
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] ] T ]
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v ea A a
iqﬂﬂ’]i'ﬂiwUﬁu'ﬂl;ﬁﬂ%’]ﬂ/quﬁ’]ﬂ

List of loss of property or property damage

TNuazdue T/ aonuiiiiame T
Description Date / Place of Loss occurred Price
374 Total

Mumildieivesndndunldiode wisunen lunsdinszihad wia Eews/gyws

List of necessary expenses for personal use including their prices in case of baggage delay or loss or damage

a o o AL ° a a @ A
IU/ELBLA 13128 3191 A%/ RDAUNDD FwndwSoniasmaulnu
Description Owner of Item Price Date / Place of Purchase Amount Claimed
374 Total
Y laTUMITATEN AR BIUE U B L] (1 4 Yes 1 aifi No

Have you are received any payment from other source?

WINYINW IATUNITALTHINAUILIY / USENEY NINTEYT UATLALA

Has If you are able to obtain any payment from other source, please provide details.

RUILIIU / USHN : Source FIWIULIL : Amount
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THE DEVES INEURANCE FUBLIC COMFPANY

28, 97 Deves Insarance Building, Racchadamroen Elang
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Tel: 02080 1559 Hodine: 1291 Fax : 0 12800339
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a A v 1A = = = = o A ¥ .
nsmtsﬂnsaama%vlwunsmmsgzyLawsamwLaﬂmwamswyaumﬂ‘l%mu (Home Contents Protection)

M AN ﬁLﬁ(ﬂmQ FONUNLA

Date, Time of Loss occurred Insured Location

ﬂEm’ﬁz‘quT] gaziduansiia L‘VW‘}

Description of incident

1213414
q

NINIYNEAIBLANSINUMIFYMBATEMIIINUATYIIUGBINIRUNIBY

Please provide the details of all lost or damage which you wish to be reimbursed

I~ wea
AUNSLBHUANINUTY

Description of property insured

mm@;ﬁlﬁ@]ﬁ'ﬂ

Caused of Loss

I wSunTadau lny

Amount Claimed

33U Total
Y laTUMITALTENN R BN RAT B L4l (140 Yes ] aifi No
Have you are received any payment from other source?
PN ATUMITALTENNAUIBINY / UTHN DY NIONIYNLAZLALG
Has If you are able to obtain any payment from other source, please provide details.
WU / UTEN : Source FAUIWLIW : Amount
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nIBSuNTa9AARBANIAEY 9 (Other Claims)

MW AN ﬁLﬁ(ﬂmQ amuﬁl,ﬁﬂm@;

Date, Time of Loss occurred Place of Incident

NN gazIagaNIILAA A

Description of incident

NIONIZYNLABIANIINUMIFYMIBATIMBIRIANYIUGDINILTENTBY

Please provide the details of all lost or damage which you wish to be reimbursed

INeRLa L1V a1 M/ FIWNTD FIWIBTHITNTDIF R IR
Description Owner of Item Price Date / Place of Purchase Amount Claimed
73U Total
YR T UNSTAT LN AU RAURAS B bl (1§ Yes 1158 No

Have you are received any payment from other source?

WINYINW IATUNITATHINNAUILIW / USENE NN UATLALG

Has If you are able to obtain any payment from other source, please provide details.

RUILIIU / USHN : Source FIWIULI : Amount
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nasdsznaunmsisaniasanlnameldanuduasassasnsasssai

IMPORTANT DOCUMENTS REQUIRED TO PROCESS THE CLAIM (Section B)

iosziuns / fiudslond axdasdanangiuasde lUBlwunuism malu 30 4 lasdnldisvesdiontseiuds / fiudslomd

The Insured / Beneficiary must provide the following evidences to the company by their own expense

NI IUNTOIAINALN L EBIINNITRURIL AITFULFLNIFURIIVDINTNE AU UASNTRAU
Property Loss or Damage and Other Claim (SECTION B)

T wouwasunsisansasndnlnanaunn
Completed Claim Form
L duwnwisRalaunsvasyanarianissiuiy nIanang mnaauns

Passport of the covered person(s) or evidence of traveling (copy)
O luaSesuluduadvfuaasmamanlddne

Original receipt stating the lists of expenses

[ lueSasuiuansnswenunaduatiu

Original medical expense receipt

O luewanan 7 lusSasusuduady

Perchase Order / Original receipt for Claim of Home Centents Protection
U swduiindszdniuvesdisa

Police Report (copy)
[ ienanstiugunnaiiomedng g ngninedos

Confirming documents from any party concerned
[ sudsvemniwdduiiuniy (MTaiau)

Photograph of damage

[ duunnzidauin

Copy of House Registration

[ anansugasnaneifanisaneg (cnd)

Other quotation, invoice or receipt (if any)

[ lanansisensasaniunisannuananienan (613
]

Claims notification from third party (if any)

[ lanansaug Mfipdasnunimifenioinsgymie guiie niafowe lu
AT (1d)
Any other documents (if any)

[ &wunsusssy

Insurance Policy (if any)

10 Rev.1 : 7/10/2022



