PACIFIC
CROSS

VISION EXAMINATION REPORT
(Al sections must be completed)
Dear Ophthalmologist Seu %’ngnmwé)
In order for the insured received vision benefits under policy, please fill in the result of vision examination
Follow instruction as below: (gﬁfzﬂﬁé’m1ﬂizﬁ’uﬁ’a"lé’%’uwaﬂiziamimamma“!én’niuﬁﬁﬁ NINNTONNANIIATIVAEM ﬁumzﬁﬁmdnﬁ)

Instruction (ﬁmumh):

1. Please specify name-surname of insured, examination date (T1sasz1) Fo-uwanavesdionlsziu Suiaiiv)

2. Visual Acuity, Refraction Assessment, Tonometry and Optic Disc must be in form of number. The wording normal, NA, None or any
sign such as -. /, are not acceptable. (Iﬂiﬂizum Visual Acuity, Tonometry and Optic Disc L‘ﬂuﬁ’;mm, Refraction Assessment i&’mﬂuﬁﬁmﬂlm

¥ a e o A o ' an v o= g Ay
TWYATY, 817,1089 W']ﬂ.lililﬂ']fﬂﬂ@niﬂiﬂiguﬂﬁlm‘ﬂ +-0.00 Uiy‘ﬂﬂ"lumgimmiuuwnmzﬂu Normal, NA , None, - 159 1IUIN)

3. For the other examination results, please specify the clear results.
*** The wording normal, NA , None or any sign such as -, /, are not acceptable. ***

@ W3uNamInsI9auq nFaNsTYNansIRTaY -+ u3dndlieyinstuiinaudu Normal, NA , None, - 130 13udng) #+*

4. Please stamp hospital or clinic logo, name-surname of ophthalmologist and ophthalmologist license number
(Usadsziuaslssnenpiansendiin asve-umanavesdnyuvng saziavlulszneudnFwnsnssy aundnyinen)

SECTION A - PARTICULARS OF THE EXAMINEE
Name-Surname Date of Birth (DD/MM/YY) Sex

Examination Date (DD/MM/YY) Policy No.

If group insurance, name of the Policy Holder

SECTION B - EXAMINING OPTOMETRIST’S REPORT
1. Please describe general condition of eyes

2. Other abnormalities or observations: please specify

3. Report on Vision Examination (as per symbols shown)

Visual Acuity 0sS. = O0.D. =
Refraction Assessment (Autorefractor) 0S. = oDb. =
Tonometry 0S. = OoD. =
Cornea 0S. = 0.D. =
Conjunctiva / PterygiumVisual Acuity 0S. = oDb. =
Lens / Cataract 0S. = O0.D. =
Retina 0s. = 0.D. =
Optic Disc 0S. = oDb. =
The company is very grateful to you for following the instructions as above. I
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(W3HN 1 vounszauniniuedisgs AUJuRmudmuzNgId)

Name-Surname of ophthalmologist:
Medical License No:
Telephone No.:
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usun wlsWa asad UszAuduniw 31Aa (ukisu) Pacific Cross Health Insurance PCL Tax Number: 0107556000086
152 91mstsiaasaunds du 21 152 Chartered Square Building 21st Floor, Tel: +662 401 9189
auuainsikiia uvdvaau North Sathorn Road, Silom, Fax: +662 401 9187
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