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| submit all relevant documents that related with described facts below for claim.
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Please describe the details of illness or injury.
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(2) Does the claim relate to an accident? Yes No
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(2.1) If yes, please provide details of incident names, addresses and telephone numbers of any third parties and witnesses involved:
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(2.2) If the accident was reported to the police, please provide the report date and the police station in details:
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(3) Is the claim for treatment outside Myanmar? Yes No
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Medical Examination Certificate Copy of Medical Record Booklet/ Certificate Bill/ Receipt issued by the hospital
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Please provide your bank details below.
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| hereby declare that the statements made by me in this claim form are true to the best of my knowledge and belief and | hereby agree that this declaration shall

from the basic of the contract between me and AYA SOMPO Insurance Company in the event of the request form being accepted.
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