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���   : 
Tel  : 
Fax : 

�ก������� ��������������������������.����� 
��������������� :�������� �� �������..�...!����������  �. 
Tel: �����.�������������..�������������.�..�� 
Fax: �������.������������������..���..����..�� 

Part 1  สาํหรบัผูเ้อาประกนั

ชื�อ-สกุล................................................................................................ 
Insured’s Name  

วนัเดือนปีเกดิ...........................................................  อายุ ...................ปี 
Date of birth    DD/MM/YYYY    Age Year

เลขที�กรมธรรม์....................................................................................... 
 Policy Number  

ที�อยู่ปจัจุบนั........................................................................................ 
Address.............................................................................................. 
โทรศพัท์........................................................................................... 
Telephone No 

บรษิทัประกนัอื�นๆ............................................................................... 

กรณีอุบตัเิหตุสว่นบุคคล เลขที�กรมธรรม์......................................................................................  ลาํดบัที�(ถา้มี)......................................................... 

จากการเกดิเหตุคร ัNงนีN � ไมเ่คยรกัษาที�ใด �  เคยรกัษาที�................................................................เมื�อ ................................................................... 

 โดย � ชําระเงนิเอง  � ใช้สทิธริกัษาไปแลว้จาํนวน ....................................................... บาท 
วนัที�เกดิอุบตัเิหตุ .............................................................  เวลา......................น.  สถานที�เกดิเหตุ ........................................................................... 
สาเหตุของอุบตัเิหตุ.............................................................................................................................................................................................. 
สว่นของรา่งกายที�ไดร้บับาดเจ็บ,ลกัษณะบาดแผล....................................................................................................................................................... 
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Part 2  สาํหรบัแพทย์ผูท้าํการรกัษา 

H.N………………………………………………………………………………………  A.N ……………………………………………………… 

Admission date………………………………………………………………………Time………………………………………………. 

Underlying condition………………………………………………………………………………………………………………………. 

Provisional Diagnosis ………………………………………………………………………………………………………………….. 

Vital sign T ………………c� P……………………..bpm RR………………./min BP………………………mmHg 

Chief complaint/duration …………………………………………………………………………………………………………….. 

Indication for admission ……………………………………………………………………………………………………………… 

Present illness or cause of injury ……………………………………………………………………………………………. 

…………………………………………………………………………………………………………………………………………………………………. 

Plan of Treatment …………………………………………………………………………………………………………. 

Previous treatment for this illness or injury (Date & Place) ………………………. 

……………………………………………………………………………………………………………………………………………….. 

Expected Length of stay …………………………day (s) Other ……………………………………. 

(  ) Private case     (  ) Hospital  case   

The illness directly related to an accident (  ) No  (  ) Yes 

If yes, date ………………………………………………………. Time …………………………………………………. 

The illness or injury influenced by alcohol or drug addict 

 (  ) No…………………………….  (  ) Yes………………………….  (  ) Unknown………………………. 

Signature……………………………………………………..................……  Medical specialty ………………………………………..……………… Medical License No ……………………………………………………….. 

 (………………………………………………………………....………….)  Date ………………………………/………………………../…………………… 

Part 3  สาํหรบัเจา้หน้าที�บรษิทั 

บรษิทัฯไดพ้จิารณาจากขอ้มูลที�ไดร้บั ขอเรียนวา่   � สามารถใช้สทิธโิครงการนีNได ้(* ทางบรษิทัขอสงวนสทิธิ jการจา่ย ถา้สภาวะไมไ่ดร้บัความคุม้ครองตามสญัญา) 

 � ไมส่ามารถใช้สทิธิ jไดเ้นื�องจาก ........................................... � อื�นๆ  .......................................................... 

ลงชื�อ.................................................ผูพ้จิารณา  วนัที� ............/................./..................  เวลา ................................ น. 

��ก������	 1 PRE ADMISSION FORM 



CLM_IPD 03/08/2563 

���  : 
Tel  : 
FAX : 

�ก������� ��������������������������.����� 
��������������� :�������� �� �������..�...!����������  �. 
Tel: �����.����������Fax: ������..����.�������� 

Please give detail relating to this treatment *Please use medical terminology

ชื�อ-สกุล................................................................................................วนัเดือนปีเกดิ...........................................................  อายุ ...................ปี 
Insured’s Name    Date of birth    DD/MM/YYYY    Age Year

เลขที�ท ั�วไปโรงพยาบาล............................................................................  เลขที�ผูป่้วยใน....................................................................................... 
Hospital Number    Admission Number 

วนัที�รบัไวใ้นโรงพยาบาล.............................................เวลา......................น.วนัที�จาํหน่ายออกจากโรงพยาบาล........................................เวลา.............น 
Admission Date    Time    Discharge Date    Time  

For Illness 

1. Date you first saw this patient for this illness …………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………..… 

2. Chief complaint and duration of symptoms: ………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………..…………….. 

3. In your opinion, how long should this symptoms persist for this illness ………………………………………………………………………………………………………………………………………………………………………………………………………………... 

…………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………….... 

For Injury 

1. Date & Time of injury ……………………………………………………………………………………………………………………Date & Time you first saw this patient ……………………………………………………………………………………………………………… 

2. Cause of injury …………………………………………………………………………………….………………….. Nature of wound and injured organs ………………………………………………………………………………………………………………………………………. 

มีเอกสารแนบ .............................................................................................................................................................................................................................................................

3. Did you smell alcohol from the patient?      � No  � Yes � Not known

  Level of consciousness  � Normal � Confusion    � Drowsiness  � Semi-coma  � Coma 

 (Did the patient take any medication drug?) � Not known   � No � Yes  (Name/type of medicine …………………………………………………………………………………………………….……………………….. 

Pertinent Clinical findings (Symptoms & Signs) ……………….......................................................................................................................................................... 

………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………….. 

Underlying disease …………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………. 

Investigations/Pathological studies …………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………. 

……………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………..….. 

Diagnosis 1  ……………….…………………………………….…….ICD 10 �����  Diagnosis 2  ……………………………………………………….….ICD 10 ����� 

 Diagnosis 3 ……………………………………………………….…...ICD 10 ����� Diagnosis 4  ……………………………………………………….….ICD 10 ����� 
( Please fill the diagnosis that has been treated on this admission, not including the underlying diseases or conditions not treated: Please rank from the most important Dx to the least one) 

Treatment ……………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………. 

…………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………... 

Surgery/ Operation: …………………………………………………………………………………….……ICD 9 ����� Pathology report: …………………………………………….…….…………..………………………

Result / Complications …………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………… 

Surgeon’s Name………………………………………………………………………………..……………….……………… Specialty …………………………………………..…….. Date performed: …………………………………………………..… 

Is the illness related to alcohol, drug abuse or addiction? � Not known   � No  � Yes (Name/type of medicine ………………………………………………………………………………………….. 

For Female is the patient pregnant?  � No � Yes  Gestational age ……………………………………………………….Weeks

 HIV   � Not Done    � Done  Result …………………………………………………..……………….(ในกรณีที�ผูป่้วยยนิยอมใหเ้ปิดเผย) 

Has patient ever been treated by other doctor before? (  ) No  (  ) Yes, please give name and address…………………………………………………………………………………………………………. 

Past History 

Date Signs & Symptoms Diagnosis Treatment Physicians 

For accident: estimated time for recovery …………………………………………………………………………………………………………………………………………………………………………………………………………………………………….. 

 Signature……………………………………………………..................……  Medical specialty ………………………………………..……………… 

        (………………………………………………………………....………….)     Medical License No ……………………………………………………….. 

 Telephone No……………………………………………………………………  Date…………………………../…………………………./………………………… 

Hospital stamp 
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