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�្ច ៅស់បណ្ណសន�ៅ�� ៅប់រង៖ 
Policyholder 

េលខបណ្ណសន�ៅ�� ៅប់រង៖ 
Policy Number 

េតីបុព្វ�ៅភ�ៅ�ៅ�� ៅប់រង�ៅនបង់រួចេហីយឬេ�ៅ?  Yes បង់រួច 
Has the premium been paid?   No មិន�ៅន់បង់ 

ៃថ្ងផុតកំណត់៖ 
Expiry Date 

េ�្ម ៅះស�ៅជិក�ៅ�ៅ�� ៅប់រង៖ 
Insured Member Name 

េភទ៖   ្របុស   ្រសី 
Gender  Male  Female 

�ៅយុ៖ 
Age 

  នេិ�ៅជិត   អ្នករស់េ�ៅក្នុងបន្ទុករបស់នេិ�ៅជិត 
       Employee  Dependent of Employee 

េលខទូរសព្ទ៖ 
Contact No. 

�ៅរេអឡិច�តូនិក៖ 
Email 

េតីអ្នក�ៅម�ៅរសំណង�ៅនសិទ្ធិ�ៅម�ៅរសំណងពីេប�ៅ�ៅតិរបបសន្តិសុខសង្គម (ប.ស.ស)  ឬ្រកុមហ៊ុន�ៅ�ៅ�� ៅប់រង�ៅេផ្សងេទៀត ឬ�ៅគី�ៅេផ្សងេទៀតឬេទ? Is the claimant 
entitled to make a claim from the National Social Security Fund (NSSF), or other insurance companies, or other parties?
   �ៅន Yes  េទ No 

 
ែផ្នកៃន�ៅង�ៅយែដលរងរបួស៖ 
Injured Body Parts 
�ៅលបរេិច្ឆទេ្រ�ៅះ�្ន ៅក់៖ 
Date of Accident 

ទកីែន្លងេ្រ�ៅះ�្ន ៅក់ Place of Accident៖ 

េ�៉ៅងេកីតេហតុ៖ 
Time of Accident 

សូមេរៀប�ៅប់អំពីមូលេហតុែដល�ៅំឱ្យេកីតេ្រ�ៅះ�្ន ៅក់/Please describe how the accident happened: 
 
 
 

 
េ�្ម ៅះមន្ទរីេពទ្យ/គ្លីនិក Name of Hospital / Clinic៖ 

�ៅសយ�្ឋ ៅន Address៖ 

េ�្ម ៅះេវជ្ជបណ្ឌ ិតព�ៅ�ៅលឬេវជ្ជបណ្ឌ ិតវះ�ៅត់ Attending Doctor/Surgeon’s Name៖ 

េលខទូរសព្ទ Contact Number៖ �ៅរេអឡិច�តូនិក Email៖ 
 

សំណង�ៅមូលប្ប�ៅនប្រតគួរេចញជូន/Payment by cheque should be issued to:  

 ស�ៅជិក�ៅ�ៅ�� ៅប់រង/ Insured Member Name  អ្នកទទួលផលរបស់នេិ�ៅជិត(មរណ�ៅព)/Employee’s Beneficiary (Death)  

 �្ច ៅស់បណ្ណសន�ៅ�� ៅប់រង/Policyholder   អ្នកទទួលសិទ្ធិជំនួស/Authorized Person 

 �ៅរេផ្ទរ្រ�ៅក់�ៅមធ�ៅ�ៅរក្នុង្រសុក/Local Bank Transfer  

● េ�្ម ៅះគណន/ីAccount Name: 
● េលខគណន/ីAccount No.:  ● េ�្ម ៅះធ�ៅ�ៅរ/Bank Name:  
(សូម�្ជ ៅប់អត្តស�� ៅណប័ណ្ណ ឬលិខិតឆ្លងែដនថតចម្លង ្របសិនេបីអ្នកទទួលសំណង�ៅនេិ�ៅជិត ឬអ្នកទទួលផល្រសបច�ៅប់របស់នេិ�ៅជិត) 
(សូម�្ជ ៅប់លិខិតេផ្ទរសិទិ្ធ�ៅរទូ�ៅត់សំណង ្របសិនេបីអ្នកទទួលសំណង�ៅអ្នកទទួលសិទ្ធិជំនួស) 
(Please attach a copy of the national ID card or passport if the payee is the Employee or Employee’s Beneficiary.) 
(Please attach a Letter of Authorization of Claim Payment if the payee is the Authorized Person) 

ទកឹ្រ�ៅក់�ៅម�ៅរសំណងសរុប Total Claimed Amount៖ 

 
ខ្ញុ /ំេយីង�ៅអ្នក�តូវ�ៅន�ៅ�ៅ�� ៅប់រង សូមអះ�ៅង�៉ៅងមឺុង�៉ៅត់�ៅ ខ្ញុ /ំេយីងេ�ៅរព�ៅមលក្ខខណ្ឌ ៃនបណ្ណសន�ៅ�� ៅប់រងេនះ េហីយ�្ម ៅនេ�ៅលបំណងបង្កេហតុ�ៅមួយេដីម្ីប�ៅញយកផល
្របេ�ៅជន៍អ្វ�ីៅមរយៈ�ៅរែក្លងបន្លំ ឬ�ៅរពិពណ៌�ៅមិនពិតេ�ៅយេចត�ៅេឡីយ េហីយក៏សូមប�្ជ ៅក់�ៅព័ត៌�ៅនែដលបំេពញេលីែបបបទេនះគឺ�ៅ�ៅរពិត េហីយខ្ញុ/ំេយីងពុំ�ៅន�ៅក់�ៅំង
ព័ត៌�ៅន�ៅមួយែដល�ៅក់ព័ន្ធនឹង�ៅរ�ៅម�ៅរសំណងេនះេឡីយ។  
I/We the insured do solemnly and sincerely declare that I/we have complied with the conditions of the policy and have not deliberately 
caused the said loss or damage to get benefits thereby by fraud or willful misrepresentation, and that the information shown on this form 
is true and that I/we have not hidden any information relating to this claim. 

                          
 
 
 
 
   
 
 

  
  

                 ហត្ថេល�ៅ នងិ្រ�ៅ�្ច ៅស់បណ្ណសន�ៅ�� ៅប់រង 
                 Policyholder’s Signature and Stamp: 

 
 

 
 
 
 
 

Full Name:                                                                 Date: 
េ�្ម ៅះេពញ                                                                 �ៅលបរេិច្ឆទ 

 

                      ហត្ថេល�ៅស�ៅជិក�តូវ�ៅន�ៅ�ៅ�� ៅប់រង 
     Insured Member’s Signature: 

 
 
 

 
 
 
 

Full Name:                                                                 Date: 
េ�្ម ៅះេពញ                                                                 �ៅលបរេិច្ឆទ 

 


