
1 DETAIL OF MEDICAL TREATMENT

Subscriber: …………...…….……………………………….…………… Policy No.:    …………………………………….………….………………………………..

Name of Patient: …………...…….……………………………….…………… Date of Birth:  …………………………………….………….………………………………..

Contact person: …………...…….……………………………….…………… Telephone:    …………………………………….………….………………………………..

Place of Treatment: ……..….………………………..…...………..………..………………………….……………………………………………………………………………………….

2 ATTENDING DOCTOR'S CERTIFICATION

o Out Patient Department (OPD = no hospitlaized) o   In-patient Department (IPD = hospitalized)

Doctor's diagnosis:  ……………………………...………………………………………………………………………………………………………………………………………………

3 STATEMENT OF EXPENDITURE

3.1    OPD Claim Amount Currency

a Medical fee Date:…………..……/…….…/……..…... ………………………….…………………..…… …………………………..

………………………….…………………..…… …………………………..

………………………….…………………..…… …………………………..

Total

3.2    IPD Claim 

(Hospitalzed from: ……...…/…...…/…….... To …...…./…...…./……...….) Amount Currency

a Room & Board ………………………….…………………..…… …………………………..

b Hospital Service ( Medical fee ) ………………………….…………………..…… …………………………..

c Other ( Specify ) ………………………….…………………..…… …………………………..

Total

Grand Total (OPD +  IPD)

4 PAYMENT

(AGL will pay in LAK unless customer notify AGL for paying in different currency or unless it's mentioned in the policy)

Name and Surname:……………………………………………………………………………………, Relationship:…………………..Mobile:………………………………………….

Account Name: ………...…...…….……………………………….……………Account No.:  ……….....……………………………..………….………………………………..

Bank name: ……...……...…….……………………………….……………Currency:

Note: - Please copy us the bank account book & we prefer the same currency as actual payment

- Incase other representative receive claim reimbursment is requires assigned from the insured

5 SUPPORTING DOCUMENTS (please make sure you attached below documents for claim processing)

Date:   ………/………/…………… Full Name:……………………………………………. Signature:………………………………………..……………………………

o  Original Receipt/Invoice.    o Medical Prescription.    o Medical Certificate/Doctor Diagnosis Report.    o Other medical treatments if any

o Health  o Life Perfect Plan
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oKIP  / oTHB  / oUSD

CLAIM FORM FOR MEDICAL/HOSPITALIZATION EXPENSES

o Cash

o Bank Transfer
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1 ລາງລະຬຽຈຂຬຄກາຌຎ ໆ ຌຎວົ

ຆ ໆ ຏ ໇ສະເໜີເຬົາຎະກຌັໄພ:…………………….………………….......ໃຍຎະກຌັໄພເລກ຋ີ:.………………….…………..……….………………

ຆ ໆ  ແລະ ຌາຠສະກຌຸ຃ຌົເ຅ຍັ:…………………….………………….ວຌັເຈ ຬຌຎີເກຈີ:...………...…………...…………….……………………

ຏ ໇຋ໆີສາຠາຈຉ ຈຉ ໆ ຫາ:……...……...………..………..………………………….…………………………………………......ໂ຋ລະສຍັ: ...……………………………….………………….........

ສະຊາຌ຋ໆີຎ ໆ ຌຎວົ:.………....…….………...……...………..………..……………………….…………………………………………...........

2 ກາຌມັ໇ຄມ ຌ຅າກແພຈຎ ໆ ຌຎວົ

o ກາຌຎ ໆ ຌຎວົ ຍ ໆ ຌຬຌໂອຄໝ  (OPD) o ກາຌຎ ໆ ຌຎວົ ຌຬຌໂອຄໝ  (IPD)

ພະງາຈ຋ໆີ຋ໆາຌໄຎຎ ໆ ຌຎວົ: ………………….………………………………………………………………………………………

3 ລາງລະຬຽຈຂຬຄກາຌຎ ໆ ຌຎວົ

3.1    ກາຌຎ ໆ ຌຎວົ ຍ ໆ ຌຬຌໂອຄໝ  (OPD). ຅  າຌວຌເຄ ຌ ສະກຌຸເຄ  ຌ

ກ. ຃າໆຎໆີຌຎວົ (຃າໆມາ) ວຌັ຋ີ:.……..…/…..…/…..….. ………………………….……… ……………….…

………………………….……… ……………….…

………………………….……… ……………….…

ລວຠເຄ ຌ຋ຄັໝຈົ

3.2    ກາຌຎ ໆ ຌຎວົ ຌຬຌໂອຄໝ  (IPD) 

(ເຂົ໇າໂອຄໝ  ວຌັ຋ີ: ………/……/…….. ເຊ ຄ ……./……./……….) ຅  າຌວຌເຄ ຌ ສະກຌຸເຄ  ຌ

ກ. ຃າໆຫ໇ຬຄ ແລະ ຬາຫາຌ ………………………….……… ……………….…

ຂ. ຃າໆຎໆີຌຎວົ (຃າໆມາ) ………………………….……… ……………….…

຃. ຃າໆໃຆ໇຅າໆງຬ ໆ ຌ໅ (຋ໆີກຽໆວຂ໇ຬຄກຍັກາຌຎ ໆ ຌຎວົ) ………………………….……… ……………….…

ລວຠເຄ ຌ຋ຄັໝຈົ

ລວຠເຄ ຌ຋ຄັໝຈົ (OPD +  IPD)

4 ລາງລະຬຽຈກາຌ຅າໆງເຄ  ຌ຃ ຌ 

(ຍຎລ ຅ະ຅າໆງເຎັຌເຄ  ຌກຍີ ງກົເວັ໇ຌກ ລະຌ຋ໆີີລ ກ຃໇າໄຈ໇ແ຅ ໇ຄ ຍຎລ ສ  າລຍັກາຌ຅າໆງສະກຌຸເຄ  ຌຬ ໆ ຌ ຫ   ໄຈ໇ລະຍໄຸວ໇ໃຌສຌັງາຎະກຌັໄພ)

o ເຄ  ຌສຈົ

ຆ ໆ ແລະຌາຠສະກຌຸ ຏ ໇ອຍັເຄ  ຌ:......................................................................, ສາງພວົພຌັ:..................ເຍໂີ຋ລະສຍັ:…….…………….…

o ໂຬຌເຂົ໇າຍຌັຆີ

ຆ ໆ ຍຌັຆ:ີ…………...…….……………………………….…………….................. ເລກຍຌັຆ:ີ…..….…..........……..…………………............

ຆ ໆ ຋ະຌາ຃າຌ:…………...…….……………………………….……ສະກຌຸເຄຌີ: o ກຍີ  o ຍາຈ  o ໂຈລາ

ໝາງເຫຈ: - ກະລຌຸາ຃ຈັຉ ຈສ  າເຌົາຎ ໇ຠຍຌັຆ຋ີະຌາ຃າຌ ສະກຌຸເຄ  ຌຈຽວກຍັກຍັກາຌ຋ຈົແ຋ຌເຄ ຌ຃ ຌໃຌ຃ ັ໇ຄຌີ໇ ຠາພ໇ຬຠຈ໇ວງ

  - ໃຌກ ລະຌຠີຬຍໃຫ໇ຍກຸ຃ຌົຬ ໆ ຌຠາອຍັເຄ  ຌແ຋ຌ ຉ໇ຬຄຠໃີຍຠຬຍສ ຈ ຅າກຏ ໇ໄຈ໇ອຍັກາຌຎະກຌັໄພ ຃ຈັຉ ຈຠາພ໇ຬຠ

5 ເຬກະສາຌສ  າ຃ຌັ຋ໆີຉ໇ຬຄຎະກຬຍໃຌກາຌອຽກອ໇ຬຄສ ຌ຋ຈົແ຋ຌ

ວຌັ຋ີ:   ………/………/……………ຆ ໆ ແ຅ ໇ຄ:…………………………………………….ລາງເຆັຌ:……………………………...………………
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o ສຂຸະພາຍ o ຆີວ ຈແຍຍສຠົຍ ຌ

oໃຍຍ ຌອຍັເຄ  ຌ  oໃຍສ ັໆຄແພຈ oໃຍລາງຄາຌແພຈ/ໃຍຍ ົໆຄຠະຉ ພະງາຈ oເຬກະສາຌຬ ໆ ຌ໅຋ໆີກຽໆວຂ໇ຬຄກຍັກາຌຎ ໆ ຌຎວົ

ແຍຍຟຬຠອຽກອ໇ຬຄສ ຌ຋ຈົແ຋ຌຎະກຌັ
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