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(Illness, Injury, Death/ Symptom, Brief details of how accident occurred)
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I hereby authorize any hospital, doctor or other person who has attended to me or any member of my family to furnish The Navakij Insurance Public Company
Limited. or its representatives with all information including medical history, consultations, prescriptions, treatment, and/or copies of all hospital and medical
records that are related to this claim. I agree that a photocopy of this Authorization shall be considered as effective and valid as the original. I hereby certify that every

receipt submitted is truly an original and I confirm that I have never reimbursement the claim amount with other insurance policy or other right that I entitled to.

4 ) ) ¢ 4
BNTD o Ejlfﬂﬂi&’ﬂuﬂﬂ / QiUWﬁﬂigiﬂ"}ﬂ! BNYD Lo WU
SIGNEA. ..t The Insured person / The Beneficiary SigNned. .. ...ovieii e Witness
AUN (DALE) ..t AUN (DALE). ..t

UaEn uafrus:iufe 4o (Umou)

100/ 47-55, 90/3-6 a1ASASSUAS $U 26 AUUAINSIMGD IWYIAAL ROULEN nsinwy 10500

The Navakij Insurance Plc.

100/47-55, 90/3-6 Sathorn Nakorn Bldg., 26™ Flr., North Sathorn Rd., Silom, Bangrak, Bangkok 10500, Thailand
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