
  

����������	
��
�������
���������	��������� / ��	������
�


HEALTH AND ACCIDENTAL CLAIM  / CUSTOMER INFORMATION FORM
�./
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�
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 / 1�����1�2��3�4
5   (CUSTOMER INFORMATION)

       ���  Mr.              ���  Mrs.           ���
��  Miss.          
.�.  Master          
.�.  Miss
����/���
��� (Name/Surname)""""""""""""""""""""""""""..�#�$
���%& $�'
(Date  of Birth)""""""""""""""""".."
        $�-./�0#12%23����(ID Card No.) /            $�-./�7�#�
��$
'�.��(Passport No.)""""""""""""""""""""""""""""""""""..."

#���1' (Nationality)"""""". ���/<(Occupation) """""""""""".
?��./�.@����/02'A#.(Workplace/Company).."."."."."."."."."."."."."

��8	��.29::���
 (Current Address) 

"""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""
"""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""..
D.2E#<.F(Telephone).""""""".""""D.2E#<.F���?��(Mobile)""."."""""""""... �/$��F(E-mail) """"""""..""""""""""""
                                                                                                                                                 
������	�����B4�C
�D����E8	���D.���
���  ( Bank account details )

����0#��/ (Accout name)"""""""""""""""""...����L��M�2 (Bank name)""""""."""$�-./�0#��/ (Account No.)"".""""""""".". 

�./
 2 ��	�������������	
��
��� (CLAIM  INFORMATION)

$�-./��2�L22�F (Policy No.) """""""""""""..�#�./�$NO0%P�� / �#�./�$�'
$71� (Date of  Illness / Accident)""""""""""""""""""""""
$���./�$�'
$71� (Time)  """""""""""""""... 
?��./�$�'
$71� ( Place)"""""""""""""""""""""""""""""""""""
                                                              
230�D2M, ��2$NO0%P��, ��20�
$NO0, ��2$
/��/�'1 / ����2,�#�AR3��2$�'
$71�72��
�$71�D
�
#�$-%(Illness,Injury, Death/ Symptom,Brief details of how accident occurred) 
""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""".

��2$NO0%P��,0�
$NO0,��2$�'
$71�M2#U��/U .V��$M�$-W�2#0��22#�A�./�����X
���V��72��Y�V ( As a result of this illness or accident, Have you ever received any prior treatment ?)     
         Y�V$M� (No)           $M� (Yes)   D%2
230�-W��^� ( Please, give details)       ����
?��<��0��(Hospital/Clinic Name)"""""""""""""..."""""""
�#�./�2#�A�M2#U�`2� / �#�./�$2'���/����2( Date of the first visit/ Date of symtom onset)""""".../"""""..�#�./�2#�A��V�
�
( Date of the last visit)"""""""""
             
.V��$2/��2W��
'�Y7�N��%23�#�a#�02'A#.����2V��
W��72��Y�V (Would you like to claim togerther with the other insurance?)             Y�V�/ (No)         �/ (Yes, please specify)
����02'A#.(Company name)"""""""""""""...$�-�2�L22�F (Policy No.)""""""""""%23$a.-��%23�#�a#� Type of Insurance"""""""
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�2%23�#1'.����2`<.�F-��D2�<��0��`�3/
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) 1������./�%2��f
W��0� 72��êW./�Y
W2#0��07���N��02'A#.g ��d�� 
@�$��X0��0b#�.3�/UX7W?���V��/e�
X�W0#�M#0Y
W$�V�$
/���#01W�b0#0

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.

������  """""""""""""""""""...êW$��%23�#�a#� / êW2#0e�%23D���F                        ������ """""""""""""""""".<���
Signed"""""""""""""""""""...The Insured person / The Beneficiary                    Signed"""""""""""""""..""..Witness
�#�./� (Date) """"""""""""""""......                                                                               �#�./� (Date)"""""""""""..""""...


