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Death Claim Request Form

Policy No.
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Date of Birth of the Insured

Former Name-Surname
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Date of Birth of the Insured
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Birth Place
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Date of Death
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Place of Death
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Occupation Before Death
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Workplace

Cause of Death

6.fewdsddAGioUsziudsinsSnwananuneIUIaUisiuTedu" feil

Before death, the insured used to receive medical treatment form this medical center or other as detailed below.
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Disease or Condition
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Date of Treatment
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Name of Physician
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Name of Medical Center
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[] & Wsasey (Yes, please specify)

Has the insured ever moved to other resident location or workplace before death?
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L] it (No)

Has the insured held other policies with other companies?

[] §i Wsmszy (Yes, please specify)
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Company

o o @
undyyuseiune

Insurance Contract No.
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Contract Formation/Effective Date
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Sum Insured
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(in case of non-Thai nationality)

Beneficiary’s Name-Surname Present Address Residential address in the country of nationality | The relationship | phone Number/E-mail address

10.35n155uFUuNTUNTTU (Death Claim Collection)

] T (cheque)
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Declaration and Authorization of Medical History Disclosure
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With this latter, | hereby give consent to the attending physician(s) or hospital (s) or any medical center (s) that has or had provided the
deceased with medical treatment to disclose the medical treatment history or other details pertaining to the treatment and health check result to Tune
Insurance Public Company Limited , and | authorize Tune Insurance Public Company Limited or a representative of the Company to act as a legal
representative to proceed and contact to receive the afore-mentioned medical history from the attending physician(s) or hospital(s)or any medical

center(s) that has or had provided the deceased with medical treatment as if they were my own actions in all respects. A photocopy or copy of this

authorization is regarded as equally effective and complete as the original.
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Sign Beneficiary/Legal heir/Legal respresentative
( )
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Sign Beneficiary/Legal heir/Legal respresentative Sign Witness
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asdle gFuuszlovil/memanung/gunulngtousssy asdo weu

Sign Beneficiary/Legal heir/Legal respresentative Sign Witness
( ) ( )
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Remark In case of signing by fingerprint, signatures of 2 witness must be completely provided.



