
CAMBODIA-VIETNAM INSURANCE PLC.

elxb½NÑsnüar:ab;rg

Policy Number

elxTamTarsMNg

Claim Number

eQµaHGñkRtUvFana

Name of Insured

eQµaHGñkTamTarsMNg

Name of Claimant

muxrbr

Occupation

elxTUrs½BÞTMnak;TMng

Contact no.

Gasydæan

Address

kalbriecäTeRKaHfñak;

Date of accident

em:ag

Time
                        RBwk am l¶ac /  pm

TIkEnøgeRKaHfñak;

Place of accident

TMhMénrbYs

Extent of injury

8th Floor, Building No. 398, Monivong Blvd., 

Sangkat BeungKeng Kang 1, Khan Chamkar Mon, Phnom Penh, Cambodia

Tel: (855) 23 212 000     Email: info@cvi.com.kh      

Fax: (855) 23 215 505     Website: www.cvi.com .kh

karpþl;[nUvTMrg;enH minbegáItCakarTTYlxusRtUvNamYy

rbs; CVI enaHeLIy . sUmbMeBjRKb;EpñkTaMgGs;

The issuance of this form does not constitute an admission of

 liability on the part of CVI. Please complete all sections.

esckþIlMGitGMBIGñkRtUv)anFana

INSURED DETAILS

  

esckþIlMGitGMBIeRKaHfñak;¼rbYs

INJURY/ACCIDENT DETIALS

TMrg;TamTarsMNgelIeRKaHfñak;buKÁl

PERSONAL ACCIDENT CLAIM FORM

 

sUmerobrab;GMBIehtukarN_éneRKaHfñak;

Please describe the circumstances of the accident.



* eT

* No

kalbriecäT  Date         /         /

kalbriecäT  Date       /           /

eQµaHmnÞIreBTü¼KøInIk

Name of hospital/clinic

elxTUrs½BÞTMnak;TMng

Contact no.

eQµaHGñkC¿gW

Name of patient

ePT

Sex

kalbriecäT-em:agcUleBTü

Date & time of admission

kalbriecäT-em:agecj

Date & time of discharge

eraKvinicä½y

Diagnosis

htßelxanigRtarbs;eBTü 

Büa)alpÞal;

Signature and stamp of the 

attending physician

kalbriecäT

Date

etIelakGñkkMBugEtTamTarsMNg b¤mansiT§iTamTarsMNgBIRkumh‘un

Fanar:ab;rg b¤GñkdéTBIkarrgrbYsenH b¤eT?

Are you making or entitled to make any other insurance or 

compensation claims in respect of this injury?

etIRkumh‘un b¤GgÁPaBrbs;elakGñk)ancuHeQµaHenAkñúgebLasnþisux

sgÁm b¤eT?

Is your company/organization subscribed to the NSSF scheme?

* eT             * )aT¼cas 

* No              * Yes

* )aT¼cas sUmbBa¢ak;xageRkam³

* Yes, please specify below:

srubTwkR)ak;TamTarsMNg

TOTAL CLIAMED AMOUNT

* Rkumh‘unFanar:ab;rgepSgeTot…………………………………………..…....

* Other insurer………………………………………………………………….….

* ebLasnþiisuxsgÁm 

* NSSF

* PaKITIbI                   

* Third party

htßelxaGñkTamTarsMNg

Signature of the Claimant

DECLARATION AND AUTHORIZATION

MEDICAL CERTIFICATE (TO BE COMPLETED BY THE ATTENDING PHYSICIAN)

karGHGag nigkarpþl;siT§irbs;GñkTamTarsMNg

Any enquiry on the claim form completion, please contact us at 097 5 911 911

eyIg¼´ sUmFanaGHGagfa B½t’manxagelIBitCaRtwmRtUv nigeBjeljRKb;cMnucTaMgGs; .

I/We WARRANT that the above statement and particular are correct and complete in every detail.

PLEASE CHECK THAT THIS FORM HAS BEEN FULLY COMPLETED AS ANY OMISSIONS MAY DELAY YOUR CLAIM.

eyIg¼´ GnuBaØat[mnÞIreBTü RKUeBTü b¤GñkTaMgLayEdl)anBüa)almkelIeyIg¼´ pþl;nUvB½t’manTaMgGs;EdlTak;TgeTAnwgCMgW rbYs RbvtþiCMgW karBieRKaHCMgW evC¢bBa¢a 

b¤karBüa)al RBmTaMgÉksareBTüTaMgGs;rbs;eyIg¼´ CUndl; CVI b¤GñktMNagrbs; CVI.

I/We authorize any hospital, physician or other person who attanded me/us, to give CVI or its representative any or all inforamtion with respect to any illness or 

injury, medial history, consultation, prescription, or treatment, and copies of all hospital or medical records.

sUmBinitüemIlfa TMrg;enHRtUv)anbMeBjsBVRKb; kñúgkrNImankarxVHcenøaHNamYy nwgGacbNþal[mankaryWty:avelIkareFVIsMNgenH

RbsinebImancg¶l;elIkarbMeBjTMrg;enH sUmTMnak;TMngmkkan;eyIg´tamry³elxTUrs½BÞ³ 097 5 911 911

        /          /

karbBa¢ak;suxPaB ¬bBa¢ak;edayRKUeBTüBüa)alpÞal;¦

htßelxa nigRtam©as;b½NÑsnüar:ab;rg

Signature and stamp of the Insured

 *Rbus   Male        *RsI   Female


