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Would like to submit the following original document(s) for claim reimbursement:
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The Company will proceed the claim payment according to the method of receiving claim payment that you have specified in the insurance application form or

or you have recently submitted a change request (if any). If you would like to change the method of receiving claim payment, bank or bank account number,

please fill the request form for changing details of policy (F-MA-20) and send it together with this Claim Reimbursement Form. Then, the Company will

proceed to change such detail.
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Data Protection Declaration — This declaration must be signed by the patient or the main member if the patient is a dependent under the age of 20.

| declare that all the details given on this Claim Reimbursement Form are true and correct.

| also authorize and consent any physician, medical practitioner, hospital, clinic, by whom or where | and/or the Member(s) have been observed or treated or any other insurance company or organization that has any
records or health information concerning me and/or the Member(s) for any reason, to give full particulars thereof including prior medical history in connection with any treatment or other services provided to me or my
dependent/s for the purpose of the consideration of this claim to Aetna or its duly appointed administrators or authorized agents. A copy of this authorization shall be considered as effective and valid as the original.

| understand that if | and/or the Member(s) fail to provide any information requested in this Claim Reimbursement Form, it may result in the inability of Aetna to accept or process this claim.

| understand and give explicit consent that all of my and/or the Member(s) personal information including medical information collected or held by Aetna is provided and may be held, used, and disclosed by Aetna or any
individuals/organizations associated with Aetna, authorized agent/broker (if applicable), or authorized third party (within or outside of Thailand, including reinsurance companies, claim investigation companies, and insurance
associations/federations) for the purpose of processing this Claim Reimbursement Form, providing subsequent services and claim analysis or providing any other insurance products and services, direct marketing, and data
matching, and communicating with me for such purpose.

| understand that if this Claim Reimbursement Form is found to be fraudulent, in whole or part, Aetna is entitled to reject the claim payment.
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Please fill in your National ID/Passport Number in this Form and attach copy of Aetna member card.

Signed ( ) Insured




Aetna Claim Reimbursement Procedure
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nIMIATIRFaLIENETINTIEMIAUAN IRATLR M aud g Please check if you have done the following before claim submission:

1. szymoanBoaluuuuwaiumaiondasifulnunaunuliaudm 1. Sign and complete this Claim Reimbursement Form and attach a copy
wazdudasunnudeanas wieauuusmnsassandn of Aetna member card.

2. "Luwmmuwmj‘?ﬁ:qmmsé’mvn_g HAMTITASE UATMINETIRNG 2. Medical certificate signed by the treating doctor stating all the symtoms,

3. lusFesuluduatusasmomsnleany Ssdneszduadsil diagnosis and the treatment given.

- ’jvu"ﬁ'ﬁﬂmivﬂm 3. Original receipts must clearly indicate the following information and
- %‘apjﬂwﬁtﬂuamﬂ?nnwmﬁwuw be signed/stamped by the attending physician:
- @snNWIWENUIA (Breakdown of charges) - Treatment date;

uannau1gng vl@i”ﬁ.ln’mm'lﬁmnfv'j”aﬁms'uaofgw?am"aﬁmiﬁu‘lﬂmuﬁu - Name of patient;

aylanlwmndny sodunluissensusassaniiufisnsanaiadnein tieden - Breakdown of charges.

fadﬁluﬁ“ﬂ’mmmﬁﬂﬂw e If the Member has been indemnified by the government welfare or other welfares,

4. nialmLLuLIlLIguﬁuﬁw%&%aluiliadNaﬂiﬂﬂ'ﬂﬁ?iuﬂsad (Pre-authorisation the Member shall submit a copy of the receipt certifying the paid amount by
confirmation) ﬁaanlﬁ’[ﬂmﬁﬂﬂw (ﬁﬂﬁ) such welfare to further claim the remaining amount from Aetna.

5. nynszylwuuWafuuuuesumaSonsasiaulnamaunu nsdifimndnydasms 4. Attach pre-authorisation confirmation issued by Aetna (if any)
Suenssaulagtdniing iy asfuduativluiaSeniurassaaduiigly el 5. Please indicate in the Claim Reimbursement Form if the Member requires Aetna
am%nﬁh‘lﬂL%'Uﬂ%aa’quﬁmﬂmnpﬁuﬂi:ﬁmmﬁu to return the document(s). Aetna will return original receipt(s) that certifes the paid

\ / \ amount to the Member to further claim the remaining amount from another insurer. /
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Please note that the supportive documents for claim reimbursement must be submitted
within 90 days after treatment. Submission over such period may cause loss of

right to claim if there is no a reasonable cause.
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Please send this completed form with the attachment(s) by yourself or registerd post to Claims Dept., Aetna Health Insurance (Thailand) Public Company Limited.
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Aetna Health Insurance (Thailand) Public Company Limited 98, Sathorn Square Office Tower, 14th-15th Floor, North Sathorn Road, Silom, Bangrak, Bangkok 10500 Tel :02-677-0000
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