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OCEAN LIFE
INSURANCE

WLLFENSRIAMALNUNNNANTWAULTID1S/G0yLReaT89E (Total and Permanent Disability/Dismemberment Claim Request Form)

Auuzi « Jlendsriude/dinasesnteusenguine/giuneudiuna Tlsansendeyauazasunlinsudouanysnl iesainarainasieanisiatsnn
RuiuwmLmumuﬁrytyﬁﬂi:ﬁuﬁﬂiéf (The Insured / legal guardian or guardian is required to complete and sign the form because it may affect the claim
consideration according to the insurance contract.)

&9udi 1 (Part 1)

Q’ﬁﬂm‘uﬁiiﬁ—%ﬁﬁw (Policy Holder-Company Name) :
neupsnflsziunguiai (Policy No.): GH/IGA/GL/GS/GU wikadeFusaaad (Certificate No.)
FunEudn (Effective Date)

AgTa (Sign)
( )
é’ﬁ'ﬂﬂmﬁi‘i‘ﬂ (Policy Holder)/ éfuﬂi:Tﬂﬂﬂ(Beneficiaw)
39 (Date) / /

R9NUsEiuLFEm
(i)
Company’s Stamp,
(If Any)

o A

AU 2 (Part 2)

%@—m@émﬂ@zﬁuﬁﬂ (Insured's Name)
a1g (Age) T (Year) iantimslszanmumiiadeiniunig (1D No./Passport No.)
FUNFUYWNANIN (What date did you begin this Disability/Dismemberment)
ameN1aiaLLae (Cause of the disability)
A1Ng (Symptqms)
adnuazutiiaNFURATa LAY WNANIN (Career and responsibility before this disability)
sreazidgnLigaiun1sSnEn (Detail of treatment)

Faunng (Physician’s Name) FAROIUNLEIUIN (Hospital/clinic) AUNgnE (Treatment's Date)

Fmidreesusesin sasvdandiesuiunaiuazanisznig (I hereby certify that the above statement is truthful in all aspects.)

m%'a (Sign)

( )
gientseiudit (Insured)/ Hunulnenssu (Legal Guardian or guardian)

§ui (Date) / /
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mﬂmmummm‘w m@mn@nimﬁu Lm”/maummmwmﬂi"nunﬂ LW’ﬂﬂ’]i‘ﬂﬂLﬂ’Wﬂi‘“’ﬂuﬂfJ M‘Iﬂﬂ']‘i’ﬂ’]ilNuﬁ]’mﬂﬁiﬁi‘iﬂﬂi‘“’ﬂuﬂﬁ Miﬂi‘ﬁﬂiwiﬂﬁ]u‘ﬂW\iﬂ’]i‘LL‘W‘VIEIMT’ﬂ LW@%J
Iumimmumﬂmj WLﬂﬂQﬂUﬂiNﬁTiNﬂi”ﬂuﬂﬂ

il mm’ﬂuumm’l‘wmwauﬂﬂmulﬂﬂmwN@mmﬂm LLRe AU ARy

drwidnlg 'ﬂmuLL@,,Lﬂmslm“]mM'mry‘mﬂWﬂumﬂuimLL@JAﬁﬂQum"ummwwmmﬂﬂmmuuu Wuaeadlnaazidanasudaundn mmmﬂmmmmmmmmmmwmwﬂmmnm
Busenyniulfifnuteuly uasdsdfiRveien ynlsznis

LETTER OF CONSENT

I, hereby, consent and allow doctors, medical centres, other insurance companies or any relevant persons who have acquired my personal data, health information,
disability, sexual behaviour, biometric data, genetic data, my previous medical history including any future information which were available to disclose and release such
information to the Agent Company, the life insurance company, or the Company’s representatives in order to apply for an insurance policy, or claim the benefit thereof,
or dealing with the insurance policy in any manner.

I, hereby, grant my consent to the Company to collect, use, disclose and release my personal data, health information, disability, sexual behaviour, biometric data,
genetic data, and my previous medical history including any future information to the competent authorities or the reinsurers, relevant persons, the Company’s life insurance
agents, its personnel, and its representatives for the purpose of applying for an insurance policy, indemnifying the insured person thereunder, or for medical interest or
dealing with the insurance policy in any manner.

Additionally, the copy of this Letter of Consent shall be binding as same as the original.

I, hereby, fully acknowledge and fully understand the condition and procedure of the Company under this Letter. | also agree that they are in accordance with my
intention. Therefore, | am thereby entirely bound without reservation.

A9Ta (Sign) AT (Sign) a9da (Sign)

( ) ( ) ( )

frantlaziusit (Insured)/ WEINL NI
NLLV!uIm%JﬁiTN (Legal Guardian or guardian) (Witness) (Witness)

Fuf (Date) / / Ui (Date) / / Fuh (Date) / /
A9@a (Sign) A nEiuean (Consent Grantor) ANANRUE (Relation with the minor)

( )
Ui (Date) / / I5F
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Remark : * In case the beneficiary is a minor, a guardian must sign together with the minor and specify the relationship. ** In case of signing by ulounsdoya
fingerprint, signatures of 2 witnesses must be completely provided. douunna 1%



, o
dauf 2 luugnaAnuiuLNns (Part 2 Attending Physician’s Statement)

v )

a-anailag (Name-Surnamg of patient)

o
a

Vel
o o

Aunenmanwan wilangaiuan (Date of first showing disability)
Fuusnng A9 LEBAINYWNANN (Date of first stop working due to disability)
naduthefinainnisitawizelal (is the disability caused by work)

Suin iBuFnpfausn (Date of first treatment)

21¢) (Age)

dl v
wanauld

(H/N)

D G (Yes)

DU (Untill)

ﬂ'J’mﬂ‘lJ@\‘imi?ﬂ‘m (Frequency of treatment)

D aﬂmm“m\‘i (Onec a week) D Lm'ﬂu@”ﬂid (Onec a month) D A7) Tﬂimi”‘u (Other,please specify)
aﬁﬂﬂiiﬂwﬂiqundﬂﬁimm,m LL@Jﬂu’] (How to treatment include surgery, medication and others)

] adld (No)

D l3in370 (unknow)

AMsAHadesNNNRTsndauANY (Diagnosis and any complication)

2N13183KL9e (Patient of systoms)

filhepadennisunnewizelsl (Has the patient had symptoms before) D 13 (No)

|| V4 Tamszay (Yes please specify)

rn‘a‘ﬂi‘zLﬁuﬂN‘J‘inn'IWVI'Ixin'IEI(Physical Test)

1.A9NA NN ININNA TR AU
(Activity Daily Life)

D AU

(Taking a bath)

D aNZ0)
(Dressing)

D Futsznuanung

(Feeding)

D dudne vinldies

(Continence)

D AM9ARRUENE
(Mobility)

D finléieg
(able to wash by oneself)

D finléieg
(able to wash by oneself)

D finléieg
(able to wash by oneself)

D finléieg
(able to wash by oneself)

D finléieg
(able to wash by oneself)

oy d 4
D fnlAifiadaudan
(Need assistance)
oy d 4
D fnlAifietiauda
(Need assistance)
oy d 4
D fnlAifiadaudan
(Need assistance)
oy d 4
D fnlAifiadaudan
(Need assistance)
oy d 4
D fnlAifiadaudan

(Need assistance)

D fnlallAian
(Can't do it)
D fnlallAian
(Can't do it)
D fnlallAian
(Can'tdo it)
D fnlallAian
(Can't do it)

D fnlallAian
(Can't do it)

2.92A1U mwfg’ﬁnﬁa (Level of Conciousness)

Auau

¥ansim AzAudzAn lxi¥dnsin
D (Alert) D (Drowsy) D Unconcmus
D [151A%)
(Arm)
D a1
(Leg)
D Hadnlalslng D Hauanlunisfadinla
(Understanding) (Difficult in understanding)

(Confuse)

3.n81188 (Muscle Power) 491 (Right) svfii(Level) 0 1 2 3 4 5
dne (Left) s=fu(level) 0 1 2 3 4 5
171 (Right) szfti(Level) 0 1 2 3 4 5
dne (Left) szAu(level) 0 1 2 3 4 5

4.n13%4 (Listening) D el laae

(Can’t understand)

D o lafléf
(Can't speak)

5.113%A (Speaking) 1nA D waldustlaidn

(Normal) (Dysarthria)

D B 92y
(Other, please specity)

D wileuaulng D finun Tusnsey

(Normal) (Abnormal, please specify)
161 Tadls
D (Yes) D (No)

D NNANNTIUNATIATIY
(Temporary Total Disabilty)

6.amileyry/neAnss(Mentality/Behavior)

7.ﬂ'J’mﬂ’]ll’]i‘ﬂ'luﬂ’\iﬂi‘:ﬂﬂu@ﬂ%w
(Ability to perform occupation)

8.°nﬁm°nmmmwwamw (Type of Disabled)

>
NWNANTNAIUNANIT

9.7aN1ANLAINNIINWNANIN
D (Permanent Total Disabilty)

D NNNANINATUNEU
(Chance to be cured of the disbaility)

(Permanent Patial Disabilty)

D T lesann (Yes, because)
D ﬁm@ﬂiﬂﬁ 1189910 (Not conclusive, because)

D TsifiTannawnzainnisywnanim (No chance of being cured)

10.ANNLAUIANLAN (Additional Comment)

damidnaeiusesindeaunasinanadesuiunanuasennilsznig (1 hereby certify that the above statement is true in all aspects)

AU (Sign)

wnnelEmaainm (Attending physician)

lueyaymilsznaulsadailiaai (Medical license No) AU (Qualification)

ANTUNELNA (Medical center) Juinsa (Date) / /
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