
CAMBODIA-VIETNAM INSURANCE PLC.

elxb½NÑsnüar:ab;rg

Policy Number

elxTamTarsMNg

Claim Number

eQµaHm©as;b½NÑsnüar:ab;rg

Name of Policyholder

elxTUrs½BÞTMnak;TMng

Contact no.

eQµaHGñkTamTarsMNg

Name of Insured Person

ePT

Sex

éf¶ExqñaMkMeNIt

Date of birth

muxrbr

Occupation

manRKYsar b¤enAlIv

Marital Status

RbePTénKMerag  

Type of Plan

GñkC¿gWRtUvCa

Patient category

eraKvinicä½y

Diagnosis

kalbriecäTQWdMbUg

Date first began

kalbriecäTBüa)aldMbUg

Date first treated

kalbriecäTéneRKaHfñak;

Date of accident
em:ag Time

TIkEnøgeRKaHfñak;

Place of accident

etIkareRKaHfñak;enaHTak; 

TgnwgkargarEdr b¤eT?

Is this a job-related injury?

* eT       * )aT¼cas

* No * Yes

etIC¿gWenHFøab;)anBüa)alBImunmkeT?

Has the illness been treated before?

RBwk am  / l¶ac pm

     * eT     * )aT¼cas  

                     * No * Yes

esckþIlMGitGMBIkarrbYs

INJURY DETAILS

TMrg;TamTarsMNgelIsuxPaB

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

* eT         * )aT sUmpþl;eQµaH nigTIkEnøgFøab;Büa)al>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>

* No  * Yes, Please provide name and address.…………………………………….……………………

etIkarBüa)alenHmanTak;TgeTAnwgkarmanK’k/ karRbsUtbuRt/ 

karrMlUtkUn/ karrlUtEdr b¤eT?

Is this treatment related to pregnancy, childbirth, 

abortion or miscariage?

esckþIlMGitGMBIC¿gW

ILLNESS DETIALS

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 nigGñkC¿gW

INSURED AND PATIENT DETAILS

HEALTHCARE CLAIM FORM

  *Rbus    Male

          *RsI           Female

  

* xøÜnÉg  Self                          * bþI¼RbBn§  Spouse                  * kUn Child

RbePTénkarvHkat; ¬RbsinebIman¦

Type of operation performed (if applicable)



eQµaHmnÞIreBTü¼KøInIk

Name of Hospital/Clinic

kalbriecäTcUlsMrakeBTü

Date admitted

kalbriecäTecjBIeBTü

Date discharged

kalbriecäTénkarvHkat;

Date surgery performed

kalbriecäT Date         /         /

kalbriecäT Date       /           /

eQµaHmnÞIreBTü¼KøInIk

Name of hospital/clinic

elxTUrs½BÞTMnak;TMng

Contact no.

eQµaHGñkC¿gW

Name of patient

ePT

Sex

kalbriecäT-em:agcUleBTü kalbriecäT-em:agecj

eraKvinicä½y

Diagnosis

htßelxanigRtarbs;eBTü 

Büa)alpÞal;

Signature and stamp of the 

attending physician

kalbriecäT

Date

        /          /

 *Rbus   Male        *RsI   Female

MEDICAL CERTIFICATE (TO BE COMPLETED BY THE ATTENDING PHYSICIAN)

eyIg¼´ sUmFanaGHGagfa B½t’manxagelIBitCaRtwmRtUv nigeBjeljRKb;cMnucTaMgGs; .

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

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

 * m©as;b½NÑsnüa                                                 

* GñkRtUv)ansnüa                                                             

*  mnÞIreBTü¼KøInIk                                       

* Policy holder

* Insured Person

* Hospital/Clinic

mUlb,TanbR½tsMNgKYrEtTUTat;CUn³

sUmKUs P kñúgRbGb;NamYyEdlRtwmRtUv

Benefit cheque should be payable to: 

(please P on the boxes provided)

karFanaGHGag nigkarpþl;siT§irbs;GñkTamTarsMNg

DECLARATION AND AUTHORIZATION

B½t’manepSg²eTot

OTHER INFORMATION

htßelxa nigRtam©as;b½NÑsnüar:ab;rg

Signature and stamp of the Policyholder

htßelxaGñkRtUv)anFana

Signature of the Insured Person

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.

sUmBiBN’naGMBIeRKaHfñak; nigmUlehtuEdlnaM[ekIteLIg

Describe the injury and how it occurred




