VISION CLAIM FORM PACIEIC N

(All sections must be completed)
CROSS

Dear: Ophthalmologist (1Sau YNuIWNET),

In order for the insured received vision benefits under policy, please complete the result of claim report.
Follow instructions as below:

v

(ielifiondsznuinlaiunadseleniaennieldninsssd nwinIonnan1InTIaEmen AuziinaIuai o)

Instruction (FnnuzLn):

1. Please specify name-surname of insured, examination date (Mﬁm:u %a-aqmaa@,mm:ﬁ’u fuﬁmm)

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. (Iﬂimzuﬁh Visual Acuity, Tonometry and Optic Disc Liuaia%, Refraction Assessment
sz duiavimeman, 817, Bes mnlddaraeallinszyduas +0.00 visnyldoudfinisgufindndu Normal , NA , None ,

- W38 1IWIN)
3. For the other examination results, please specify the clear results.

*** The wording normal, NA , None or any sign such as -, / ,are not acceptable. ***
(dmIuwanInTIvdu g njanszyranTalidaau <=+ uiEng ldeud@nisuiineidu Normal, NA , None , - n3a 1iuing) ***
4. Please stamp hospital or clinic logo, name-surname of ophthalmologist and ophthalmologist license number on report

(Wsadszniuanlamervianiandin afe-winanazosinsunng waziaaludsznouindnirnissn s1213nuineluenw)

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 oS = OoD. =
Refraction Assessment (Autorefractor) oS = obh. =
Tonometry oS = OoD. =
Cornea 0os. = oD. =
Conjunctiva / Pterygium oS = obh. =
Lens / Cataract oS = OoD. =
Retina 0s. = oD. =
Optic Disc oS = obh. =

The company is very grateful to you for following the instructions as above.
(UFENY veunszguvwdued g NUJURa N U 196U)

Name - Surname of Ophthalmologist :

Medical License No. :

Telephone No. :

Ui uifin ased Usziugummn 1rin (o) Pacific Cross Health Insurance PCL

3 orassowins guil 16 Touild 3 Rajanakarn Building 16th Floor Zone BC

nunanald urseuwn wasms nyemny 10120 South Sathorn Road, Yannawa, Sathorn, Bangkok 10120

Tn3: 024019189 | Tnsans: 02401 9187 Tel.: +66 (0) 2 401 9189 | Fax: +66 (0) 2 401 9187 Tax Number: 0107556000086
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