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(INDIVIDUAL CUSTOMER)
Please read carefully and complete  all the required information below
	I. INFORMATION OF THE INSURED

	Full name:	Date of birth:	............./……….…/	

	ID/Citizen ID/Passport No.: 	 Gender:   □ Male   □ Female
Policyholder:	

	Policy/Certificate No.:	Period of insurance, From:......./……/…...…To	./……./…..

	Contact Address:	

	Tel. No: 	Email Address:	


	II. INFORMATION OF THE INSURED EVENT

	Type of Insured Event:     □ Accident     □ Illness     □ Maternity     □ Dental      □ Other:	
(For accident claims, please attach the Accident Report)
Date of occurrence of the risk/Accident date: 	..../	./	
Treatment Date(s): □ Out-patient, Date:	..../	./	□ In-patient, From:	/	/ ….... To:…../……/….………..
Place of treatment:	................................................................................................................................... 
Consequences/Diagnosis:	............................................................................................
Total Amount Claimed: ............................................... VND


	III. INFORMATION OF THE CLAIMANT (PAYEE) 

	
Complete this section only if the Claimant is not the Insured.
The Claimant must be the Insured, or a person duly authorized representative by the Insured/the Insured’s legal heir/a Beneficiary designated in the Certificate of Insurance or the Insurance Contract. If the Insured is under 18 years of age, the Claimant must be the Insured’s parent or legal guardian.

	Full name:	Date of birth:	/	/	ID/Citizen ID/Passport No:	
Relationship with the Insured: 					

	Contact address:	

	Tel. No.: 	Email Address:	

	IV. PAYMENT METHOD 

	
Please select (x) one of the payment methods below:

	□  Cash payment
□  Bank transfer
Beneficiary:	
Account No.:	
Bank:	Branch:	



Note: Bao Long will only make claim payments to a Payee who is not the Insured upon receipt of all valid and complete supporting documents as follows:
· Where a parent or lawful guardian receives payment on behalf of an Insured under 18 years of age, the Payee must be provide evidence of the relationship with the Insured, such as a birth certificate, lawful guardianship documents, or other documents as required by applicable law.
· Where the Insured is over 18 years of age and payment is received by another person on their behalf, the Payee must provide evidence of lawful inheritance rights/ a notarized power of attorney or a power of attorney certified by a competent authority or organization, or other documents as required by law (except where the Payee is the Beneficiary/a person designated to receive insurance benefits under the Certificate of Insurance/Insurance Contract).

	V. DECLARATION AND CONSENT OF THE CLAIMANT

	By signing below, I declare and confirm that:
1. I confirm that I have read, understood, and fully accepted the Personal Data Protection and Processing Policy of Bao Long Insurance Corporation (https://baolonginsurance.com.vn/) and agree that Bao Long and/or any Third Party designated by Bao Long shall be fully authorized to process personal data, in any form whatsoever, without any further notice to or consent from me/ the Policyholder/ the Insured/ the Beneficiary, including any designated Beneficiary or any heir, or any other third party whose personal data I provide (the “Data Subject”), with respect to all personal data (including sensitive personal data) of the Data Subject, for the purposes of assessing, processing insurance benefit claims and reinsurance under the terms and conditions set out in the above Policy. This consent remains effective until a Data Subject notifies Bao Long of a different decision, or as otherwise required by applicable law.
All information and documents I have provided have been lawfully obtained and are accurate. I confirm that I have obtained the consent of the relevant Data Subject to provide their personal data and to authorize Bao Long to process such data. Bao Long shall be released from all liability arising in connection with my failure to comply with this undertaking.
2. I agree to authorize Bao Long and/or any organization or individual designated by Bao Long to contact medical facilities (hospitals, medical centers, clinics, etc.), doctors, or any other relevant individuals, agencies, or organizations to verify and collect detailed information the Insured’s medical examinations, treatment, health information, and medical records for the purpose of assessing and processing the insurance benefit claim.
3. I commit to using invoices for medical examination and treatment related to the above insured event solely to claim insurance benefits from Bao Long, and not to use such invoices to claim medical expense benefits from any other insurer (douple insurance). Any information sent from the email address and phone number stated above (including any Zalo account registered under this phone number) shall be deemed my official written confirmation.
4. I declare that all information provided in this Claim Form is complete and true, and I accept legal responsibility for the information provided during the insurance benefit claim process.



		ENCLOSED DOCUMENTS

	□ Hospital discharge summary:	page(s)

	□ Surgery certificate:	page(s)

	□ Prescription:	page(s)

	□ Doctor’s recommendation:	page(s)

	□ Test, X-ray result:	page(s)

	□ Invoices, receipts:	page(s)

	□ Detailed Medical Expense Statement:	page(s)

	□ Accident report:	page(s)

	□ Other documents:	page(s)



	
	Date:	.Month:	Year:.........

	
	
	CLAIMANT
(signature and full name)

	
	




	........................................................
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