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  GROUP PERSONAL ACCIDENT CLAIM FORM 

                                        ែបបបទទមទរសណំងេលើេ្រគះថន ក់បុគគល 
    

 

Policyholder - មច ស់ប័ណ្ណធន:  Policy Number - េលខប័ណ្ណធន: 
 

Has the premium been paid? េតើបុព្វǎភ្រតូវបនបង់េហើយឬេន? 

         Yes - បង់រួចេហើយ            No - មិនទន់បង់ 

Expiry Date - ៃថងផុតកណំត់: 

  

Insured Member’s Name 

េឈម ះសមជិក្រតូវធន  
Sex - េភទ:              Male - ្របុស 

                                 Female - ្រសី    
Age - Ǖយុ :         Employee - និេយជិត                   Dependant of the employee - មនុសƞកនុងបនទុករបស់និេយជិត   

Contact Phone Number - េលខទូរស័ពទ:                                                  Email: - អីុែម៉ល: 

Is the claimant entitled to make a claim from the National Social Security Fund (NSSF) or from other insurance companies other 
than Forte Insurance (Cambodia) Plc? - េតើអនកទមទរសណំងមនសិទធិទមទរសណំងពីេបǔជតិរបបសន្តិសុខសងគម (ប.ស.ស)  
ឬ្រកុមហុ៊នធនǍ៉ប់រងǁេផƞងេទៀតេ្រកពី្រកុមហុ៊នធនǍ៉ប់រងហ្វតេតឬេទ?              Yes - មន             No - េទ 

 

Diagnosis - េǍគវនិិចឆ័យ / Injury - របួស:  

Date of Accident - កលបរេិចឆទេ្រគះថន ក់:  Place of Accident - ទីកែន្លងេ្រគះថន ក់:  

Time of Accident - េម៉ងេកើតេ្រគះថន ក់:  

Please describe how the accident happened - សូមេរៀបǍប់អពីំមូលេហតុែដលនេំǕយេកើតេ្រគះថន ក:់ 
 

 

 
 
 

 

Name of Hospital / Clinic - េឈម ះមនទីរេពទយ/គ្លីនិក: ............................................................................................................................. 

Address - Ǖសយƽ្ឋ ន: ........................................................................................................................................................................   

Attending Doctor/Surgeon’s Name - េឈម ះ្រគូេពទយពយបល / ្រគូេពទយវះកត់: ……............................................................................ 

Contact Number - េលខទូរស័ពទទនំក់ទនំង: ........................................... Email - អីុែម៉ល: …………………………………..................... 

Payment by cheque shall be issued to - សណំងជមូលបបទនប័្រតគួរែតទូទត់ជូន:          

          Policyholder - មច ស់ប័ណ្ណធន                                               Employee - និេយជិត                                                                 
         Authorized Person - អនកទទួលសិទធិជនួំស                           FORTE’s panel Hospital - មនទីរេពទយៃដគូហ្វតេត                        
   

(Please attach an authorization letter and a copy of the ID card or passport if the payment shall be directly issued to the employee or an 
authorized person.  - សូមភជ បនូ់វលិខិតេផទរសិទិធ េហើយនិងអត្តសញញ ណបណ័្ណ ឬលិខិតឆ្លងែដនថតចម្លងមកជមួយផង ្របសិនេបើសណំងេនះ្រតូវទូទត់
េƽយផទ ល់ជូននិេយជិត ឬអនកទទួលសិទធិជនួំស)  Total Claimed Amount – ទឹក្របកទ់មទរសរុប:  

 
 

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 - ខញុ /ំេយើងជអនក្រតូវបនធន សូមអះǕងយ៉ងមុឹងម៉ត់ថ ខញុ /ំេយើងេគរពǂមលកខខណ្ឌ ៃនប័ណ្ណធនេនះ េហើយគម នេគលបណំងបងកេហតុǁមួយ
េដើមបទីញយកផល្របេយជនអ៍្វីǂមរយៈករែក្លងបន្ល ំឬករពិពណ៌នមិនពិតេƽយេចតនេឡើយ េហើយក៏សូមបញជ កថ់ព័តម៌នបេំពញេលើែបបបទេនះគជឺករពិត ខញុ /ំេយើងពុំមនករ 
ǎក់បងំព័ត៌មនǁមួយែដលពក់ពន័ធនឹងករទមទរសណំងេនះេឡើយ។  
 

Employer’s Signature and stamp if there is any personal expense to be claimed Employee’s Signature  
ហតថេលខនិេយជកនិង្រǂ េបើមនករចǁំយផទ ល់ខ្លួន្រតូវទមទរសណំងវញិ  ហតថេលខនិេយជិត 
 

 
 
  Name - េឈម ះ :  ......................................................................   

Name - េឈម ះ :  .............................................................................   Date - កលបរេិចឆទ:  ................................................................  
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