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I hereby give consent to the attending physician(s) or hospital(s) or any medical center(s) that has or had provided me/an
injured person/a sick person with medicaltreatment to disclose the medical treatment history or other details pertaining to the
treatment and health check result to The Navakij Insurance Public Company Limited, and I authorize The Navakij Insurance
Public Company Limited or agent of the Company to act as a legal authorized person to proceed and contact to receive the
aforementioned medical history from attending physician(s) or hospital(s) or any medical center(s) that has or had provided me/an
injured person/a sick person with medical treatment or health checkup as if they were my own actions in all respects. 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.
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