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Claim Form for Pet Insurance
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For proper evaluation of my claim, I herewith give permission to release all information and documents related to my past record of treatment by the doctors /

hospitals to Thaivivat Insurance Public Co., Ltd. And Thaivivat's assigned representatives. A photocopy of this statement shall be valid as the original.
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I herewith confirm that, to my best knowledge, the information given above is true, accurate and complete.
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Kindly return the filled out claims form to Thaivivat Insurance Health Claims Department at:

N3/ Telephone: 02-695-0800 138 1231
DINE/E-Mail: clImnon@thaivivat.co.th, yanee_tha@thaivivat.co.th
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