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PREGNANCY AND CHILDBIRHT CLAIM FORM (Outpatient / Inpatient)

All section must be completed by the Insured Person / Claimant

1. Insured person’s information

1.1 INSUTEA PEISON S TAITIC ... .eettnt et ettt et et et e e ettt e et e e et e e ettt e et et e et et et et et e et e aeneeenanen AZe i
1.2 Policy Holder (COMPANY NAIMIE) .....vuenitinitiniteit ettt et et e e e e e e e e et e et e e e et e et e e e e e et e e et e e et e e e s e e et e e et e e eaeeaereanenaas
1.3 Policy number ................cooeinine. Plan ..., Member NUMDET .......ouieitiii e
L4 PresSent @daI@SS. . .. cuueu ittt et et ettt Teloiiiiie

1.5 In case that you require the company to reimburse you thru your bank account, please state your bank details as below;
1.5.1 Bank Name ..........cocooiiiiiiiiiiiii
1.5.2 Account Name ........ooiviiiiiiiiii

1.5.3 ACCOUNE NUIMID L. ... ittt e e et e et ettt et et e e e e e e e et et et e e e

2. Pregnancies Details

2.1 Last Menstruation Period (LMP): Date ................. Month................ L) S
2.2 When you were told of the pregnancy: Date................ Month.................... Year.................
2.3 Have you ever had a pregnancy: [_]Yes ............... SN0 e

2.4 Ifyes, please specify the previous pregnancy delivery type: ] Vaginal Delivery, []C-section (Surgical delivery)

2.5 Name of your Antenatal Care Facilities (Hospital name / CInic NAME) ........ovuiniuninitiititeiit et ie e e e ee e e e e ae e
2.6 How far along the pregnancy is? .................... months ............ weeks

2.7 Estimated date of delivery (EDC / EDD): Date ............ Month............. Year......cooovuenn.

2.8 Expected type of delivery: L] Vaginal Delivery .........c............ , [ Surgical delivery .........................

I authorize any physician or hospital or any organization that has any records or knowledge of me or my health to disclose to Pacific Cross Health
Insurance PCL or its representative any and all information about me with information concerning any medical history and physical condition. A

photocopy of this authorization shall be as effective and valid as the original.

Guardians ............ociiiiiiii Insured Person ...........ooooiiiiiiiiiiiii
(o ) (o )
Relationship .........cccooviiiiiiin. Date ..ooovniiii

**% Any inquiry for fill out the form, please contact Claims Department at 0-2401-9189 ***

Pacific Cross Health Insurance PCL, 152 Chartered Square Building, 21 * Floor, Room 21-01, North Sathorn Road, Silom, Bangrak, Bangkok 10500
Tel: 0-2401-9189 Fax: 0-2401-9187
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