
  

Group Claim Form 
 

     Tokio Marine Life Insurance (Thailand) PCL   1 Empire Tower, Floor 26th, South Sathorn Road, Yannawa, Sathorn, Bangkok 10120 Tel. 0-2650-1400 

      www.tokiomarine.com FM-HC-004 Revised 10 Oct-2022  
 

 

For the insured/claimant who has interest in the insured only, please completely fill out the form and sign.  

Warning: Any fraudulent claim or false evidence or any activity supported to the fraud would be imprisoned for maximum 3 years or fine for 300,000 Baht  

              or both according to Section 114/4 of the Life Insurance Act 2019. 

Company name: Policy no. 

  G…………………………………….. 
Insured's name: Age…… years 

Sex 

  Male  

  Female 

Type of member 

  Employee              Spouse               

  Child                      Father                 

  Mother                  Other….................... 

 Member no. Department/Cost center: Employee no. Telephone no. 

Benefit for reimbursement 

       IPD (GHS, GNHS)                             CHB                                Maternity (GMT) 

            Hospital name ....................................................................Admission date: ...................................................Discharge date.............................................................    
       OPD (GHO)          OPD Lab Test (GOL)                 Dental (GDT)             Date of visit : …….................................................................................................... 
       Other………………………………………………………………………………..       Date of visit: ………..................................................................................................                           
For accident 

▪ Date of accident ...................................................Time……………….............................Place....................................................................................................................... 

▪ Cause of accident............................................................................................................................................................................................................................................ 
▪ Nature of wound and injured organ.................................................................................................................................................................................................................. 
............................................................................................................................................................................................................................................................................. 
Co-insurer or other welfare  

  Yes ................................................................ 
  No 

For this claim 

  First claim  

  Ongoing or additional / Claim no. ........................................... 

            

Personal Data Protection Statement and Consent Request: 
          I and/or my legal representative acknowledge that the Company will process my and/or the minor’s personal data in order to provide claim and life insurance services in accordance 

with the details set out in the Privacy Policy announced by the Company on https://www.tokiomarine.com/th/en-life/global/privacy-policy.html or the QR code below. I hereby certify and 

guarantee that the personal data of any other person that I disclose to the Company for the purposes stated in this form is correct and complete. In addition, I have obtained the consent 

from the data subject for the Company to process the data and informed the Company Privacy Policy to such person.    

I and/or legal representative 

 1.  Give consent to physicians, medical facilities, other insurance companies or related persons who possess my and/or the minor’s past or future personal data e.g. health, disability, 

sexual behavior, biological, genetic and ethnic information; medical history; or any other information necessary for the consideration of claim payment to disclose such data to the Company 

or Company insurance agents or Company representatives or insurance brokerage companies or policyholders or other insurance companies for insurance application or payment under 

the insurance policy or any action related to the insurance policy or for fraud risk management.   

 2 .  Give consent to the Company to collect, use, and disclose my and/or the minor’s personal data e.g. health, disability, sexual behavior, biological, genetic and ethnic information; 

medical history; or any other necessary information to legal authorities or reinsurance brokerage companies or reinsurance companies; related persons; Company insurance agents, 

personnel or representative; or policyholders and/or insurance brokerage companies for insurance application or payment under the insurance policy or for medical use or any action related 

to the insurance policy.     

          I understand that if I do not consent or withdraw my consent under item 1 and/or 2, it will affect the underwriting, policy payment, or any services related to the insurance policy, which 

will result in the Company being unable to comply with the conditions in the insurance policy and I will not be provided the coverage according to the insurance policy. In addition, I 

acknowledge that my consent will remain effective until I withdraw it or to the extent permitted by law, which if contrary to or inconsistent with the law I agree to proceed in accordance with 

the law or with the new procedure which will be notified by the Company 

 

Insured/Consenter : …….................……………………........……………………………   
                                       (...............................................................................)  

                                        Date..................................................           

Giving consent as 

  Father/Mother 

  Legal representative/Insured’s legal guardian  

       (In the event that the insured is not of legal age) 



  

    
    ࡯ࡌࡢࡳ࡫ࡌࡨࡑ࡯อࡘࡩࡍࡑอࡡࡑࡑࡴ࡯ࡌࡢࡳ࡫ࡌࡨࡑ࡯อࡘࡩࡍࡑอࡡࡑࡑࡴ࡯ࡌࡢࡳ࡫ࡌࡨࡑ࡯อࡘࡩࡍࡑอࡡࡑࡑࡴ࡯ࡌࡢࡳ࡫ࡌࡨࡑ࡯อࡘࡩࡍࡑอࡡࡑࡑࡴ

((((Questionnaire of Questionnaire of Questionnaire of Questionnaire of accidentaccidentaccidentaccident)))) 

 

 

࡙࡬࠸ࡳࡌࡵ ࡎࡨࡠ࡫࡚ࡑ ࡙࡬࠸ࡳࡌࡵ ࡎࡨࡠ࡫࡚ࡑ  (ࡐࡁࡩࡢࡘ) ࡋࡨ࠸ࡩࢀ࠿ (࡙ࡎࡷ࡟ࡎࡳࡧ࡚ࡒ) ࡌ࡫࡞࡬ࡁࡐࡨ࠸ࡧ࡚ࡒࡐ࡬࡚ࡩࡘ࡞ ࡙࡬࠸ࡳࡌࡵ ࡎࡨࡠ࡫࡚ࡑ  (ࡐࡁࡩࡢࡘ) ࡋࡨ࠸ࡩࢀ࠿ (࡙ࡎࡷ࡟ࡎࡳࡧ࡚ࡒ) ࡌ࡫࡞࡬ࡁࡐࡨ࠸ࡧ࡚ࡒࡐ࡬࡚ࡩࡘ࡞ ࡙࡬࠸ࡳࡌࡵ ࡎࡨࡠ࡫࡚ࡑ  (ࡐࡁࡩࡢࡘ) ࡋࡨ࠸ࡩࢀ࠿ (࡙ࡎࡷ࡟ࡎࡳࡧ࡚ࡒ) ࡌ࡫࡞࡬ࡁࡐࡨ࠸ࡧ࡚ࡒࡐ࡬࡚ࡩࡘ࡞       0----2626262655550000----1400 1400 1400 1400ࡎพࡨ࡟࡚ࡎࡵ 10120 ࡦ 0พࡎพࡨ࡟࡚ࡎࡵ 10120 ࡦ 0พࡎพࡨ࡟࡚ࡎࡵ 10120 ࡦ 0พࡎพࡨ࡟࡚ࡎࡵ 10120 ࡦพࡎࡳࡎࡳࡎࡳࡎࡳ࠾࡯࡚࠸ ࡚ࡎࡩࡡࡌ࠹ࡳ ࡩ࡞ࡩࡐࡐࡩ࡙࠾࡞࠹ࡴ ᕎࡌࡶ࡚ࡎࡩࡡࡐࡐࡍ࠾࡯࡚࠸ ࡚ࡎࡩࡡࡌ࠹ࡳ ࡩ࡞ࡩࡐࡐࡩ࡙࠾࡞࠹ࡴ ᕎࡌࡶ࡚ࡎࡩࡡࡐࡐࡍ࠾࡯࡚࠸ ࡚ࡎࡩࡡࡌ࠹ࡳ ࡩ࡞ࡩࡐࡐࡩ࡙࠾࡞࠹ࡴ ᕎࡌࡶ࡚ࡎࡩࡡࡐࡐࡍ࠾࡯࡚࠸ ࡚ࡎࡩࡡࡌ࠹ࡳ ࡩ࡞ࡩࡐࡐࡩ࡙࠾࡞࠹ࡴ ᕎࡌࡶ࡚ࡎࡩࡡࡐࡐࡍ    26 ࡐࡼࡨࡁ อ࡚࡞ࡳ࡞ࡩࡎพ࡚ࡷࡘࡺอࡳ࡚ࡩคࡩ26อ ࡐࡼࡨࡁ อ࡚࡞ࡳ࡞ࡩࡎพ࡚ࡷࡘࡺอࡳ࡚ࡩคࡩ26อ ࡐࡼࡨࡁ อ࡚࡞ࡳ࡞ࡩࡎพ࡚ࡷࡘࡺอࡳ࡚ࡩคࡩ26อ ࡐࡼࡨࡁ อ࡚࡞ࡳ࡞ࡩࡎพ࡚ࡷࡘࡺอࡳ࡚ࡩคࡩอ    1111      (ࡐࡁࡩࡢࡘ) ࡋࡨ࠸ࡩࢀ࠿ (࡙ࡎࡷ࡟ࡎࡳࡧ࡚ࡒ) ࡌ࡫࡞࡬ࡁࡐࡨ࠸ࡧ࡚ࡒࡐ࡬࡚ࡩࡘ࡞
www.tokiomarinewww.tokiomarinewww.tokiomarinewww.tokiomarine.com.com.com.com    FMFMFMFM----HHHHCCCC----000000006666    ࡻ࡮ࡘࡳ࠾࡯࡚ࡒࡑࡨ࡚ࡒอ 22 ࡩࡐ࡬ࡘค2559 ࡘ 

 

ࡩSex………….....อ / ࡟พࡳ…..…………………………..….……………………………Claimant’s Name in full / ࡙࡞ࡒᕎࡰࡓอࡻ࡮ࡁ    / Yearsࡒ..........……Age / ࡙࡯

1. 

 

 

 

  .Please provide details about the accident / ࡯ࡌࡢࡳ࡫ࡌࡨࡑ࡯อࡋ࡫࠸ࡳ࡚ࡩ࠸ࡋ࡙࡬อࡳࡧล࡙ࡩ࡚࡯ࡑࡧ࡚ࡩࡊ࡯࡚࠸

 ….………..........……… Time / ࡩล࡞ࡳ  ...............................................................................................………Date of accident / ࡯ࡌࡢࡳ࡫ࡌࡨࡑ࡯อࡋ࡫࠸ࡳࡻ࡬ࡎࡐࡨ࡞

 ..…….………………………………………………………………….…………………………………..……Place of accident / ࡯ࡌࡢࡳ࡫ࡌࡨࡑ࡯อࡋ࡫࠸ࡳࡻ࡬ࡎࡐࡩࡍࡡ
 Cause of accident (Please  explain detail of accident) / (ࡋࡘࡢ࠾ࡼࡨࡎ࡯ࡌࡢࡳ࡫ࡌࡨࡑ࡯อࡋ࡫࠸ࡳ࡚ࡩ࠸ࡊ࡚ࡩ࠸࡯ࡌࡢࡳ࠾อ࠹ࡋ࡙࡬อࡳࡧล࡙ࡩ࡚࡙ࡩࡑ࡫ࡏอࡋ࡚ࡒࡵ) ࡯ࡌࡢࡳ࡫ࡌࡨࡑ࡯อࡋ࡫࠸ࡳ࡚ࡩ࠸࡯ࡌࡢࡳࡩࡡ
…………………………………………………………………………………………………………………………………………………………..….  
………………………………………………………………………………………………………………………….…………………………..……… 

อࡋࡷࡻ࡬ࡎࡧ࡞࡙ࡨ࡞ᕎ࡚ࡐࡢࡴࡩࢀࡌ࡯ࡑࡧ࡚ࡑࡺ࠿ࡳࡋࡩࡑࡑࡨᕍࡴ࠾ล࠹ࡋࡩࡐ࠹ࡧอࡓࡴࡋࡩࡑ࠾ล / Organ injury location and size of wound appearance............................................... 
………………………………………………………………………………………………………………………………………………………..……. 

2. 

 

 

 

 .ล / Please describe detail of treatmentࡩࡑࡩพ࡙ࡩࡠ࠸ࡨ࡚࡚ࡩ࠸ࡑࡨ࠸࡞࡙ࡻ࡬࠸ࡳࡋ࡙࡬อࡳࡧล࡙ࡩ࡚࡯ࡑࡧ࡚ࡩࡊ࡯࡚࠸

 ..…….……........................…...……………Name of service care provider for the first treatment / ࠸࡚ࡴ࠾ࡼࡨค࡚ࡩࡠ࠸ࡨ࡚࡚ࡩ࠸ࡑࡨ࡚ࡩᕎ࠹ࡳࡻ࡬ࡎลࡩࡑࡩพ࡙ࡐࡩࡍࡡอࡻ࡮ࡁ

 .…………..........…… Time / ࡩล࡞ࡳ  .......................................................................................………ล / Date of visitࡩࡑࡩพ࡙ࡩࡠ࠸ࡨ࡚࡚ࡩ࠸ࡑࡨ࡚ࡩᕎ࠹ࡳࡻ࡬ࡎࡐࡨ࡞

 ..….......…………………………....……….......................................................……………ล / Method of medical treatmentࡩࡑࡩพ࡙ࡩࡠ࠸ࡨ࡚࡚ࡩ࠸࡬ࡏ࡫࡞

 .…....…………………………..…………………………………………………….Last date of medical treatment / ࡙ࡩᕎࡎࡋ࡯ࡡ࠾ࡼࡨค࡚ࡩࡠ࠸ࡨ࡚࡚ࡩ࠸ࡑࡨ࡚ࡒࡷࡻ࡬ࡎࡐࡨ࡞

     ?ᕍ / Have you applied this treatment to another welfareࡘࡷอ࡮࡚ࡢ࡙࡞ᕎࡋࡐࡻ࡮อ࡚ࡩ࠸࡫ࡋࡡࡨ࡞ࡡࡿ࡫ࡏࡎ࡫ࡡᕎࡁࡶᕎࡋࡷࡼ࡬ࡐ࠾ࡼࡨค࡚ࡐࡶࡩࡠ࠸ࡨ࡚࡚ࡩ࠸

 (If yes, please specify detail of the welfare) ࡘ࡫ࡌࡳࡘࡻ࡫พࡳࡐࡻ࡮อ࡚ࡩ࠸࡫ࡋࡡࡨ࡞ࡡ࡯ࡑࡧ࡚ࡩࡊ࡯࡚࠸ ᕎࡁࡶ �         (Not apply / None) ࡬ࡘᕍࡘࡷ / ᕎࡁࡶᕍࡘࡷ � 

  ࡎࡨࡠ࡫࡚ࡑอࡻ࡮ࡁ 
Company’s Name  

  ࡘ࡚࡚ࡏࡘ࡚࠸ࡻ࡬ࡎ࠹ลࡳ
Policy No. 

  ࡯ࡌࡢࡳ࡫ࡌࡨࡑ࡯อࡐࡨ࠸ࡧ࡚ࡒࡐ࡯ࡎ
Accidental sum assured 

ࡘ࡚࡚ࡏࡘ࡚࠸ อࡑࡨค࠾ࡨࡑลࡓ࡬ࡘ࠾ࡨ࡙   ᕍࡘࡷอ࡮࡚ࡢᕍࡰ࡙
Is policy still effective? 

 

     
      

3. 

 

 

 

4. 

 

 5. 

 .ᕎอ 3 3 3 3 ––––    5555 / If a criminal assault, please provide details on 3-5࠹ ࡘࡻ࡫พࡳࡘࡩࡍࡩࢀคࡑอࡌ ᕎอ࠹ ࡘࡻ࡫พࡳࡘࡩࡍࡩࢀคࡑอࡌ ᕎอ࠹ ࡘࡻ࡫พࡳࡘࡩࡍࡩࢀคࡑอࡌ ᕎอ࠹ ࡘࡻ࡫พࡳࡘࡩࡍࡩࢀคࡑอࡌࡩࡊ࡯࡚࠸ ࡙ࡩ࠸࠾ࡩᕍ࡚࡙ࡩᕎ࡚ࡩࢀࡎ࠸ࡰࡍ࡬ࡊ࡚࠸ࡧࡩพࡀࡳࡩࡊ࡯࡚࠸ ࡙ࡩ࠸࠾ࡩᕍ࡚࡙ࡩᕎ࡚ࡩࢀࡎ࠸ࡰࡍ࡬ࡊ࡚࠸ࡧࡩพࡀࡳࡩࡊ࡯࡚࠸ ࡙ࡩ࠸࠾ࡩᕍ࡚࡙ࡩᕎ࡚ࡩࢀࡎ࠸ࡰࡍ࡬ࡊ࡚࠸ࡧࡩพࡀࡳࡩࡊ࡯࡚࠸ ࡙ࡩ࠸࠾ࡩᕍ࡚࡙ࡩᕎ࡚ࡩࢀࡎ࠸ࡰࡍ࡬ࡊ࡚࠸ࡧࡩพࡀࡳ

  .........................................?How many people who attacked you / (ลರ࡯࠸ࡡࡘࡩࡐ - อࡻ࡮ࡁಯ ࡯ࡑࡧ࡚ࡩࡊ࡯࡚࠸ ลࡰࡘᕎอ࠹࡬ࡘࡩᕎࡍ) ค࡚ࡶࡐࡒࡳ ࡐคࡻ࡬࠸࡬ࡘ࡙ࡩ࠸࠾ࡩᕍ࡚࡙ࡩᕎ࡚ࡩࢀࡎࡩࡘࡻ࡬ࡎᕎࡰࡓ

(If any, please specify their Name-Surname)…..…………………………………..………………….…………………………………………...... 

…………………………………………………………………………………………………………………………….……………………...………... 

อࡐࡨ࠸ࡧ࡚ࡒࡩอࡳᕎࡰࡓࡑࡨ࠸ࡏࡐࡨพࡘࡨࡡࡘࡩ࡞ค࡬ࡘࡦ࡙ࡩᕎ࡚ࡩࢀࡎᕎࡰࡓ ᕍ࡙ࡳ ࡚ࡷ࠾ࡩค࡙࡚ࡰᕎ࠸ࡩࡘࡐࡨ࠸࠸ࡨ࠿ᕍอ࡮࡚ࡢࡐอࡘࡷᕍ / Have the assailant had any relationship with the insured, and have  

the insured ever known the assailant before?…………....................................................................................................................... 

 ?ᕍ / Did you inform the policeࡘࡷอ࡮࡚ࡢࡘࡩ࡞ค࠾ᕎ࠿ࡴ࡚ࡩ࠸࡬ࡘࡐࡩᕍࡎ
 ࡘࡩ࡞ค࠾ᕎ࠿ࡴᕎࡋࡷᕍࡘࡷ   �              
                      Did not inform the police.          

  ࡩࡊ࡚ࡩ࠿࡫พ࡚ࡩ࠸ࡑอ࠸ࡧ࡚ࡒอࡻ࡮พࡳ࠿࡞࡚ࡩࢀࡌ࠾อ࠹࡚ࡩࡡ࠸อࡳࡩࡐࡳࡩࢀࡡࡑࡐࡴࡩࡊ࡯࡚࠸ ࡘࡩ࡞ค࠾ᕎ࠿ࡴ  �           
                If any, please attach a copy of the police report for consideration.  

  ࡘ࡚࡚ࡏࡐࡒࡳࡧลࡴ࠾ᕎอࡌ࠸ࡰࡍ࠾ࡩอ࡙ᕍࡒࡷࡐࡒࡳᕎࡋࡷࡧ࠿ࡩࡊ࡚ࡩ࠿࡫พ࡚ࡩ࠸อࡻ࡮พࡳࡼ࡬ࡐ࠾ࡼࡨࡎ ᕎอ࠹ࡐࡒࡳࡐ࠿ࡳࡋࡨࡁࡐ࡞ᕎࡍࡑค࡚࡙ࡋࡵࡐᕎࡌ࠾ࡩᕎ࠹࡞ࡩลᕍ࠸࠾ࡨࡋࡋ࡙࡬อࡳࡧล࡙ࡩ࡚ࡘ࡚࡚ࡏࡐࡒࡳࡧลࡴ࠾ᕎอࡌ࠸ࡰࡍ࠾ࡩอ࡙ᕍࡒࡷࡐࡒࡳᕎࡋࡷࡧ࠿ࡩࡊ࡚ࡩ࠿࡫พ࡚ࡩ࠸อࡻ࡮พࡳࡼ࡬ࡐ࠾ࡼࡨࡎ ᕎอ࠹ࡐࡒࡳࡐ࠿ࡳࡋࡨࡁࡐ࡞ᕎࡍࡑค࡚࡙ࡋࡵࡐᕎࡌ࠾ࡩᕎ࠹࡞ࡩลᕍ࠸࠾ࡨࡋࡋ࡙࡬อࡳࡧล࡙ࡩ࡚ࡘ࡚࡚ࡏࡐࡒࡳࡧลࡴ࠾ᕎอࡌ࠸ࡰࡍ࠾ࡩอ࡙ᕍࡒࡷࡐࡒࡳᕎࡋࡷࡧ࠿ࡩࡊ࡚ࡩ࠿࡫พ࡚ࡩ࠸อࡻ࡮พࡳࡼ࡬ࡐ࠾ࡼࡨࡎ ᕎอ࠹ࡐࡒࡳࡐ࠿ࡳࡋࡨࡁࡐ࡞ᕎࡍࡑค࡚࡙ࡋࡵࡐᕎࡌ࠾ࡩᕎ࠹࡞ࡩลᕍ࠸࠾ࡨࡋࡋ࡙࡬อࡳࡧล࡙ࡩ࡚ࡘ࡚࡚ࡏࡐࡒࡳࡧลࡴ࠾ᕎอࡌ࠸ࡰࡍ࠾ࡩอ࡙ᕍࡒࡷࡐࡒࡳᕎࡋࡷࡧ࠿ࡩࡊ࡚ࡩ࠿࡫พ࡚ࡩ࠸อࡻ࡮พࡳࡼ࡬ࡐ࠾ࡼࡨࡎ ᕎอ࠹ࡐࡒࡳࡐ࠿ࡳࡋࡨࡁࡐ࡞ᕎࡍࡑค࡚࡙ࡋࡵࡐᕎࡌ࠾ࡩᕎ࠹࡞ࡩลᕍ࠸࠾ࡨࡋࡋ࡙࡬อࡳࡧล࡙ࡩᕎ࡚ࡢࡶࡐࡩᕍࡎᕎࡢࡶอ࠹ᕎࡢࡶࡐࡩᕍࡎᕎࡢࡶอ࠹ᕎࡢࡶࡐࡩᕍࡎᕎࡢࡶอ࠹ᕎࡢࡶࡐࡩᕍࡎᕎࡢࡶอ࠹ 
Please provide details of the above Please provide details of the above Please provide details of the above Please provide details of the above statement statement statement statement completelycompletelycompletelycompletely    andandandand    clearclearclearclearly ly ly ly in order to be considered correctin order to be considered correctin order to be considered correctin order to be considered correctlylylyly    and fairand fairand fairand fairlylylyly....    

ࡩᕎ࠿ࡳพࡩᕎ࠹ ࠾ลࡍࡴࡻ࡬ࡎࡘࡩࡌࡒࡷࡐࡒࡳᕎࡋࡷ࡫ࡘ࠾ࡻ࡭ࡂ࠾࡫࡚࠿࠿ࡺࡎࡳᕎอ࠹ࡩᕍ࡞ࡑพࡦࡎࡨࡠ࡫࡚ࡑ࠸ࡩࡢ ࡚ࡩ࠸ࡧ࡚ࡒ࠸࡯ࡎ࠾࡫࡚࠿ࡘࡩ࡞คࡐࡒࡳࡐᕎࡌ࠾ࡩᕎ࠹ࡘࡩ࡞ᕎอค࠹ࡩᕍ࡞࠾อ࡚ࡑࡨอ࡚࠹ࡩᕎ࠿ࡳพࡩᕎ࠹  ࡘࡩ࡞คࡑอࡁࡋ࡫ࡓࡑࡨ࡚ࡧ࠿࡬ࡋࡐ࡙࡫
 I hereby certify that the foregoing statement is true and correct. If the company finds that the facts are not in / ࡋࡘࡢ࠾ࡼࡨࡎࡐࡼ࡭࠹ࡋ࡫࠸ࡳࡻ࡬ࡎ࡙ࡩࡢ࡙࡬ࡡࡳ
accordance with the statement, I am willing to be responsible for all damages and medical expenses. 

 ……………………………………………Sign at / ࡻ࡬ࡎࡐࡩࡍࡡ

ลࡻ࡮ࡁ࠾อ.......................................................................... 

(..............................................................................) 

พ࡙ࡐࡩ / Witness’s Signature 

 ……………..…………………… / DDMMYYࡒ ࡐอ࡮ࡋࡳ ࡐࡨ࡞

ลࡻ࡮ࡁ࠾อ.......................................................................... 

(..............................................................................) 

 Insured’s Signature / ࠾ᕎอ࡚࠸࡙࡬࡚ࡳᕎࡰࡓ ࡙ࡨࡗࡐࡨ࠸ࡧ࡚ࡒࡩอࡳᕎࡰࡓ

 


