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uuuwas’ut%un's"aon"l5u“luunsusssu’ﬂssﬁuﬁushuumnaﬁumae‘isnﬁmw‘.’fa“lﬁa‘in‘ism 2019 (COVID-19) VSafe
(COVID-19 Claim Form) VSafe

Anuziin: nsussaizadvinua liduasasnnralsylaminalduuuasunsidansasindulvmaunutl Tusaamasay wailselawm Wau'ly anuduasas uazdasniunadnsussninau
nsandayalunuuvasuiiuaznsannsandayaiidmdasvignadasuazasudiu

Important Notes: Please note that your policy may not provide cover under all sections of this Claim Form. Please consider the benefits, terms, conditions, and exclusions of
your policy prior to completing this Claim Form and provide true and complete relevant information.

Details of the Insured

saavidaaianlscAusa ‘

da-umana Asussnlseiusaaui
Name of Insured Policy Number
Judauiliia wuiasdseanuu

Date of Birth (dd/mm/yyyy) ID CARD Number
Hat Wwafiniodaiiung
Address Passport Number
wasinsdwvidiadia dd

Mobile Number Email

suazidaaiiydsuiais (FusunaisTauduriudasmeiidnnsaindivingu)

Bank Account Details (For Electronic Fund Transfer Only)

Tlsaudenaasfaaydsuiasuavinu anisualdamdulvanaunuliuavinuingase
Please provide your bank details to us for claim payment by direct transfer to your bank account

daiayd SUIANT
Name of Bank Account Bank
Waitieyd zj:%ﬂm O aaunswe O aszussaiu
Account Number Y Saving Current
Account
fuil 2 : suanidaanisifuila
SECTION 2: ILLNESS DETAILS
uwwneifiadeifuihaselsa COVID-19  afeusn latud 1Al Uu. Tsonenuna
Doctors diagnose iliness with COVID-19 first time (Date) Time Hours Hospital
uwneifiadainaglunnglmingiaisa COVID-19 afousn layudd nan u. FINELA
Doctors diagnosed with coma due to COVID-19 first time (Date) Time Hours Hospital
vinuee'lasunsifiasdainiiadlaise COVID-19 wialsa/ansunsnaiauslalsa COVID-19 wia'lai?
Have you ever been diagnosed with COVID-19 or /Complications from COVID-19 disease or not?
O e Fe¥nmLivne fusesdnsinwitlsewenuna O wae wesnsvnaua Suseia O bisaaihasaisad
HAVE BEEN, HAVE NOT BEEN CURED, HAVE A HISTORY OF 15NEINg ) never got sick with this disease
HOSPITALIZATION I used to_, but healed, had a history at
the hospital.
nsdluwiadiu COVID-19
allergic to COVID-19 vaccine
L. 2690uasTATUALATU. ..o FURSATAT U cvvveereeeeee e FOTUT/TTIWE LR v
Type Of Vaccine reCeIVEd .......ccveevvriiiiiirerriees s ssssrrerrrer e e Date of vaccination......ccceeeeveveennnnns Hospital LOCation ........ccccvvvveereeereerensenenns
2. AT ARIRIATILEUTATU v vevererereeete ettt ses s s s st ses sessssssesesesestsesseses st s rese st et et erersrnanans
Symptoms after VACCINAtION ......ceeieeiieriiieiiessseessrie e sieeesseeesieeees steesssesssseesssseesssesenssessssessnsssssnsessnnns SUTALRAIDNNVTOZINS Ao
3. vihuaglasunissneainisiduihaannnisdaiadundeannifinig (V2T TULAE e Date of Symptoms first noticed....................

uwgavansusala

Were you treated in the hospital for symptoms from the vaccine If so, please specify the hospital........cccoviiiiiiiiiiiiiiii e

after you noticed them? .....coooeiiiiiiiii s

o

UMASTAM TUTTINEILIA e Date of hospitalization

2 o . .
1187 o A T W T E Y 1 TN Date of discharge from hospital.......

winfuilizhsunissneiAu 14 Suiiuanniulldsuiadu azdasiinisszy lugunasuanisidasuaasunned saudvaraduunneiiEnu tialivinans
fiufuiniinsdnuniidendaviunansznuiidnduainnisiaiadu

Please note: If date of hospitalization is more than 14 Days after date of vaccination (outside of trust period), we need additional
section in the claim form with doctor diagnosis and doctor signature to confirm that hospitalization is related to vaccine side-effect.
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wailsylamimadefia nsgaidnatong viasaa vianwwanwasdwds (a.u.1) Nnatdmavill ( SdaanuuAaenanssy 50% uavannuiduianisyduse)
Loss of Life, Dismemberment, Loss of Sight or Total Permanent Disability Arising from General Accident (Limit of murder liability 50% of the sum assured)

AR RTUT oo T R sonuiiAawe

Date of accident .......ccuvvvvvvviiiiiiiiiiiiennnn, TIME weeiciieiiee e Place of accident

TUURELBHANATVTUARLIAG.v.vcveverereeeeeeeeecae ettt eee et ettt e s s esssas s eteaes saesssesesesesssesssessssssetesesesssesen e s anaesesans

ool (6 [=) a s (== LT

sziannsizansavardulvunannu
Types of Claims

Tilsaidananuduasasiivinusasnisizansasardulnuaunuaalansussnid (Tusaviniasasnunalutaslviinunzan)
Please indicate which benefits you are claiming for under your policy (Tick the appropriate box/boxes)

O  asduihamaanglainffiamainannisalsalalsun 2019 (COVID-19)
Coma illness from coronavirus infection disease (COVID 19)

O  ms$nmwenuiaannlsadadalifaiaisun 2019 (COVID-19)
Medical Expenses from coronavirus infection disease (COVID 19)

O asdadie nmsgaidaaion: soa vianwwanwansduids nnadmeil
Loss of Life, Dismemberment, Loss of Sight or Total Permanent Disability Arising from General Accident

O swviuridassanuidadfalsalalsun 2019 (COVID-19)
Pay immediately found to be infected with the Coronavirus 2019 disease (COVID 19)

O dasnasAuasasnailselamidunaena iy asdsamdniugiboluswdannannnansgnuanansdaiaduidaiasiulsafadaliaialsun 2019 (COVID-19)
Daily hospital benefit in case of insured members get the treatment in the hospital as inpatient, due to of the Corona Virus Vaccine 2019 (COVID-19)

O aasnasduasasnisiiuihasman1igiati (Coma) duiasinannanssnuannisiaiaduiiailasiulsadaidalsalaisun 2019 (COVID-19)
Coma illness from the Corona Virus Vaccine 2019 (COVID-19)

O dasnasAuasasnisinsweninatlugiuegihely swdasnaianansemuannmisiafaduiiaiasiulsadaiialalatsun 2019 (COVID-19)
Agreement for Inpatient Treatment Coverage Due to the Impact of Vaccination for the Coronavirus Disease 2019 (COVID-19)
A1susas
dwirasusasitaauisuiignaasuaziluatennilsznsg AmiEdabuarinnsuaastaanuduiiuianianaauilateviailniaraanuazaiiwvagelalvnsusmmilssrusaianduindosuazinwiuasazang
tumsBansasadulvumaununaldnsussit
DECLARATION
I/We declare that the information given is true and correct. I/We understand that any false or fraudulent statements or any attempt to suppress or conceal any material facts shall render the policy void and
I/We shall forfeit my/our right to claim under the policy.

wilvdaduuan

JuaalszAudaanacfiusanuazaygalianiunenuiannuiia w2y Tsowanua adfln IWvinduasusinilssAuse viaasdnsiidmdaotawmadayalvdy us¥m yulssdude 3da (umnau) Wafimssasuataya
ndukualalsydusi

MEDICAL AUTHORIZATION

The insured person agrees and allow medical facilities including hospital, clinic, personnel of other insurance companies or any organization to disclose an information of the insured person.

aasiadafianlszAusy Suil
Signature of Insured Date

e “lifuasainnzunsndeuBeanistenadnufssnnsiaiafuiiedesiulsafinelafalalsun 2019 (COVID-19) Mbuiaduiilildsunisiusasan ae. (FDA)

waunannsidviemadiuseuainiguialne  uvensdl UiEna enafiasanvelenasiuBRa ARy Wy snuidsziimsdhemeiuna e

Note * It does not cover complications or side effects from the coronavirus vaccine 2019 (COVID-19) that is not certified or obtained through import or approval from

the Thai Government, in some cases, the Company may consider requesting additional documents as necessary, such as a copy of medical records, etc.

fiaaaLs Contact Us

ununduluai il Claim Department

3N Yuisedude de (uunu) Tune Insurance Public Company Limited

3199 anasun&uur mMinag du 14 auuwsgsu 4 3199 Maleenont Tower14t"Floor, Rama IV Road, Klongton,
LUIARDIAU LUAARDILAE ATILNWUUIUAT 10110 Klongtoei, Bangkok, 10110 Thailand

Tnsdwyi 02 078 5625, 5621 Telephone Number 02 078 5625, 5621

Tnssrs 02 078 5601-3 Fax Number 02 078 5601-3

dwd  tune-covid19.enquiry@tuneprotect.com Email tune-covid19.enquiry@tuneprotect.com
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anasdsenaunisansanaduluunaunudiusunsusssilsciusa COVID 19

(Claim Documents Required for COVID 19 Insurance)

sansviszysallfiflwfsenansanaslsznaunisfiasannisBansasar dulvanaunuirll u¥v a1asasuatayaniandngruubu
This is a general check-list documents. The Company may reasonably further request you to provide supplementary information or evidence.

anasifassuiiniludmsunisdansasAiduinu
naununnnsel
Basic Documents Required for All Claims

sziannisisansasaduluunauny
Types of Claims

andsdsznaunsiiansaaduluunauny

Claims Documents Required
1. wuuWasunisBansasrduluunauny
Claim Form

Tlsavintasasuinng
Tick here

2. d&uunnivdaiunindssAuasinaan TaskIudun3adnas/wianangiunisiiunisuaceial
seiudie
Copy of Passport with Exit and Entry Stamp, Boarding Pass and/or Travel Evidence of Insured
Person

3. duntasdseandldssandunasiiaidseiusie
Copy of Identification Card of Insured Person

4. SUNAITNANNANATRINTUETTH
Copy of Policy schedule and certificate of policy

5. &ty daaunsweauasefiaidsyiusie
Copy of the saving account of Insured Person

nsiduihadmannzlainnianuauiannisalisa
TaTsun 2019 (COVID-19)

Coma illness from coronavirus infection disease
(COVID 19)

1. Tusenuwwndauatiuiszyainsdrdey wan1sifiasds uagn1sine
Original Physician’s Report indicating significant symptom, diagnosis and treatment

2. evnunwng Usziinssnenonue waznansauaadiilu COVID 19
Doctor Report, All Treatment History And test results show as COVID 19

AssnnenuaaInTsadatita‘lisalalsun 2019
(COVID-19)

Medical Expenses from coronavirus

infection disease (COVID 19)

1. Tuasasududuaiiu Miuaavnanisatldang wialuagldaninoudulusasudu
Original Receipt listing the expenses or a summary of the bill and receipt.

mnlasuadulvunauny nsdlensnsiwaninanisanaauaionnuisnilssiusadu viaaiadinisg
Aulanau uazdaaafidiuAu dedunluasasineuazsianisaldanaiinisasuuiusasaantdum
TaangldudruvdiuTaawibeouiiu uiEn agfuRsTanRIuLAuGIna

O 0O o g g o

Fudasnannuansznuannnsdaiaduiailasiu
Tsadiauifalr¥a1alsun2019 (COVID-19)

Coma illness from the Corona Virus Vaccine
2019 (COVID-19)

Original Physician’s Report indicating significant symptom, diagnosis, and treatment due to
allergy vaccine COVID19 benefits

2. TushauuwndsduaiiuissuainisdiAy nanisidads uasnsinen O
Original Physician’s Report indicating significant symptom, diagnosis, and treatment
3. sauuwng dseidnissarionuea uaznansraudgavtiu COVID 19 ]
Doctor Report, All Treatment History And test results show as COVID 19
dannavAuAsaInIssnEwenunalugusyihety 1. lumauuwwndauaiufiszyainisady nan1sidade wazasinen aannsuniadulaie O
Fudlasnannwansznuannnisdaiaduiiiailasiu Original Physician’s Report indicating significant symptom, diagnosis, and treatment due to
TsadiauiaHialatlsun 2019 (COVID-19) allergy vaccine COVID19 benefits
2. na9nuwung Useiinsinenonue waznaannaansuiiaduiaia ]
Agreement for Inpatient Treatment Coverage Doctor Report, All Treatment History And test results show as allergy vaccine
Due to the Impact of Vaccination for the COVID19
Coronavirus Disease 2019 (COVID-19)
dannadAuasavnIstiuthamanelain (Coma) | Lluseouuwndauaiunssuaiaisdidy nan1sifdade uaznsine annsuwiaduiaia ]

2. Peounnng Useiin1ssneionue Lasnannuagansuniadulaia
Doctor Report, All Treatment History And test results show as allergy vaccine COVID19

O

Coronavirus 2019 disease (COVID 19)

Doctor Report, All Treatment History And test results show as COVID 19

dannavAuATaINaLlsTIamidutaL a8 TY nTel 1. lusenuwwndduaiuissuainsdidy wansifdads uaznissne nnsuwiadulaie ]
snunddukiheluduiasnannansznuannnis Original Physician’s Report indicating significant symptom, diagnosis, and treatment due to
favaduidailasiulsadadalrsalalsun 2019 allergy vaccine COVID19 benefits
(COVID-19)
2. a9nuwung Useiinsineionue waznaanngasnsuiiaduiaia ]
Daily hospital benefit in case of insured Doctor Report, All Treatment History And test results show as allergy vaccine COVID19
members get the treatment in the hospital as
inpatient, due to of the Corona Virus Vaccine
2019 (COVID-19)
msfadiansgaideaioy suen wianwwanw | 1. lunauuwndndudunisnuwaniwansdudeniagyiluaions auen ]
ansfude lasnanaiive Physician’s Report indicating Total Permanent Disability, Dismemberment or Loss of Sight
Loss of Life, Disme_mbe_r_ment_, I__oss of Sight or 2. luwsauins (naddudnn) W
Xg?é::’trma”e“t Disability Arising from General Death Certificate (In case of Death Claim)
3. dunavunstugasnandwniusadlagsaaisiinzadafinianiiauiaansadnuuasdiuniuia ]
Uszarfunassiina (nsaiiadin)
Copy of Autopsy Report and Copy of Police Report (In case of Death Claim)
4. &runtiasdszaididssanaunasdriiuivsidauinulseiu “ana” sasiiandssdusie (nsdlladia) ]
Copy of Identification Card and House Registration Stamped “Death” of the Insured Person (In
case of Death Claim)
5. &untiesdszandmdseanay wasduvedevuiinunassFulsyami (asdlladin) ]
Copy of Identification Card and House Registration of Beneficiaries (In case of Death Claim)
6. Tususasunnedaiiuaze wiaatiudun (GusasdriunTaaTsoweuIa) ]
Original medical certificate or copy (Signed certified true copy by hospital)
7. s1eonuuwng dszifnnsineionue waznaasaudgaatilu COVID 19 ]
Doctor Report, All Treatment History And test results show as COVID 19
Aeiudifansrawuindeidalsaialsun 2019 1. Tusrenuwwnegsualiuissyainisdidey nan1sifiade warnssne ]
(COVID-19) Original Physician’s Report indicating significant symptom, diagnosis and treatment
Pay immediately found to be infected with the 2. aouuwnd dszidinsineionnn uaznansauaasiilu COVID 19 ]

P P P s
uﬁng'\uauq NusEnsavaanuaIuIniu

Further Documents may be requested where necessary




