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The cost of treatment that has already been given ..............c.cccceeicieviesvvveeeeeeneneo..... Baht. The balance remaining
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| hereby authorize any hospital, doctor or other person who has attended to me or any member of my family to
furnish the Insurance Company or its representatives with all information including medical history, Consultations,
prescriptions, treatment, and copies of all hospital & medical records related to this claim.

| agree that a photocopy of this Authorization shall be considered as effective and valid as the original.
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Signed (the Insured Person) .......ccoeuieiiiiiii e Date ..o
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Is the illness/injury related to an accident? Yes, No,

Chief Complaint

1. Symptom / Accident date .........cccccoeiiiiiiiiiiennn. 2. Date you first saw the patient for this illness / injury....................
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I hereby certify that | have personally examined and treated the insured in connection to the above disability and that

the facts are in my opinion as given above. Hospital Name......... ... e
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