
   A) ຜູ ້ເຊັນ ເອົາ ການ ປະກນັ ໄພ/ Subscriber: …......................................................................................................................................ໜາ້ ທ່ີ ຮບັຜິ ດຊອບ/Occupation:….................................................................

   ທ່ີຢູ/່Address (P.O.Box:)……………………………………………..................................................................................................................ໂທ/Tel……………..…………........................... ແຟັກ/Fax: …………..………….….

   ອ ີເມລ/E-mail : ................................................................................................................................................................................................................................................

   B) ລາຍ ລະອຽດ ກຽ່ວ ກບັ ຜູ ້ສະ ເໜີ ເອົາ ການ ປະກນັ ໄພ / Details of applican t:         ເພດ [Gender]:        ☐     ຊາຍ / Male      ☐    ຍງິ / Female

  ຊື່  ແລະ ນາມສະກນຸ/ Name and Surname.............................................................................................................ວນັ ເດອືນ ປີ ເກດີ/Date of birth..............................................................                                 

  ອາຊບີ/ Occupation ..............................................................................………. ສງູ/ Height.......................................... .ຊມ/cm. ນ ໍາ້ໜກັ/ Weight....................…….............ກລ/ kgs

  ສະຖານະ/ Status:         ☐   ແຕງ່ງານ/ Married,           ☐  ໂສດ/ Single,           ☐ ໝາ້ຍ/ Widow,               ☐  ຮາ້ງ/ Divorced

  ທ່ີຢູ/່ Address.................................................................................................................................................................................  ໂທ/ Tel:....................................………………....…

  ສະຖານ ທ່ີ ຕ ິດຕ່ໍ / Alternative contact address ......................................................................................................... ໂທ/ Tel: ........................................................………………....…

  ບດັປະຈํາຕວົ ເລກທີ / ID. Card No.........…………………..........................……...... ອອກ ເມ ື່ອ ວນັ ທີ / Date of issue..................................…….ທ່ີ/ at..........................................

   C) ລາຍລະອຽດຜູໄ້ດຮ້ບັຜນົປະໂຫຍດ / Detials of beneficiary

   ຊື່   ແລະ ນາມສະກນຸ ຜູ ້ໄດ ້ຮບັ ຜນົ ປະ ໂຫຍ ດ / Name and Surname Beneficiary:  ………………………………………………………...………………

   ວນັ ເດອືນ ປີ ເກດີ/Date of birth:  ………………………., ສາຍ ພວົພນັ ຄອບຄວົ/Relationship……………..…...,ອາຊບີ / Occupation,…………….……

   ທ່ີຢູ ່/ Address:…………………………………………......................................................................................................................

  ໄລຍະທ່ີຕອ້ງການເອົາການຄຸມ້ກນັ/Period of coverage…........................................................................ວນັ / day(s) ☐, ເດອືນ / month(s) ☐, ປີ / year ☐

   ເລ່ີມ ວນັ ທີ / Commencing date……………………………………………….………………………………………………………………………..
   ສີ ້ນສດຸ ວນັ ທີ / Expiry date. …………………………………………………………………………………………………………………………...                                    

   1. ກ. ປະຈ ຸບນັ ຜູ ້ສະ ເໜີ ເອົາ ການ ປະກນັ ໄພ ຫືຼ ຜູ ້ໄດ ້ຮບັ ການ ຄຸມ້ ກນັ ມ ີປະກນັ ອປຸະຕ ິເຫດ ຫືຼ ສຂຸະພາບ ກບັ ບໍລິສດັ ອື່ ນ ບ່ໍ? ຖາ້ ມ ີຈ ົງ່ ໃຫ ້ລະອຽດ

Does the applicaticant or person to be covered have health or accident insurance with any other insurance companies? If so, please give details

…...................................................................................................................................................................................................................................................................
    ຂ. ປດັຈ ຸບນັ ຜູ ້ສະ ເໜີ ເອົາ ການ ປະກນັ ໄພ ຫືຼ ຜູ ້ໄດ ້ຮບັ ການ ຄຸມ້ ກນັ  ເຄ ີຍ ໄດ ້ຮບັ ການ ປະຕ ິເສດ ການ ປະກນັ ຊວີດິ, ການ ປະກນັ ໄພ ອປຸະຕ ິເຫດ ຫືຼ ສຂຸະພາບ ຈາກ ບໍລິສດັ ປະກນັ ໄພ ໃດ ຫືຼ

  ບ່ໍ? Has the applicant or person to be covered ever had a request for life, accident or health insurance rejected by another insurance company?  

ເຄຍີ / Yes ☐  ບ່ໍເຄຍີ / No ☐  ຖາ້ ເຄຍີ  ໄດ ້ຮບັ ການ ປະຕ ິເສດ ຈ ົງ່ ຂຽນ ລາຍ ລະອຽດ / If yes, please give details:

  ຜູເ້ອົາການປະກນັໄພແຕລ່ະຄນົຄວນຕື່ ມຂໍມ້ນູຕາມແບບຟອມສຂຸະພາບນີ ້Each applicant must fill in the attached form regarding his/her health status.

  ສາໍລບັຜູມ້ບີນັຫາສຂຸະພາບຕອ້ງກວດຂໍມ້ນູເພີ່ ມເຕມີ For each anomaly, please provide result of last exploration (laboratory, X-ray…) and copy of medical prescription

    ຂາ້ພະເຈົ້າເຫັນດຕີກົລງົອະນຍຸາດໃຫທ້າ່ນໝໍ/ໂຮງໝໍ/ຄຼນີກິ ເປີດເຜີຍປະຫວດັສຂຸະພາບຂອງຂາ້ພະເຈົ້າ ແລະ ການປ່ິນປວົ ທ່ີຂາ້ພະເຈົ້າໄດຮ້ບັການຕອບສະໜອງຕາມທ່ີບໍລິສດັ AGL ປະກນັໄພລາວ 

  ມຄີວາມຮຽກຮອ້ງຕອ້ງການ, ທງັນີແ້ມນ່ແນໃສກ່ານຄ ົນ້ຄວາ້ພຈິາລະນາໃບສະເໜີ ເຮັດປະກນັໄພກຄໍຊືາໍລະສນິທດົແທນປະກນັໄພຕາມລະບຽບການ.

  I hereby agree to follow the physician/hospital/clinic to disclose records of my medical treatment to the extent that Assurances General Laos requires for the 

  purpose of considering  the insurance application or payment benefits.       

ທ່ີ/At………………………ວນັທ່ີ/Date…………....

ລາຍເຊັນຜູສ້ະໜີ ເອົາປະກນັໄພ / Applicant’s Signature

Page 1 of 5

ໃບ ສະ ເໜີ ເອົາ ການ ປະກນັ ໄພ- APPLICATION FORM

ສຂຸະພາບ HEALTH  ☐  ຊວີດິ TERM LIFE  ☐ ຊວີດິ ສມົບນູ LIFE “Perfect Plan” ☐

D) ການແຈງ້ຂໍມ້ນູ ກຽ່ວ ກບັ ສຂຸະພາບ ແລະ ອື່ ນໆ / Health and other declarations



 

 

 

 

 

  ຜູ ້ສະ ເໜີ ເອົາ ການ ປະກນັ ໄພ ຫືຼ ຜູ ້ໄດ ້ຮບັ ການ ຄຸມ້ ກນັ ຈ ົງ່ ແຈງ້ ສຂຸະພາບ ຮາ່ງກາຍ ຈດິ ໃຈ  ແລະ  ປະຫວດັ ການ ປ່ີ ນປວົພະຍາດໃນໄລຍະ 3 ປີຜາ່ນມາ ເຖງິ  ປະ ຈບຸນັ ດ ັງ່ ຕາຕະລາງ ຂາ້ງລຸມ່ນີ ້(ຈ ົງ່ໃຊເ້ຄື່ ອງໝາຍຖກື ✓

  ໃນຫອ້ງ   “ເຄຍີ” ຫຼື  “ບ່ໍເຄຍີ” ຖາ້ຕອບ  “ເຄຍີ” ຈ ົງ່ຂຽນລາຍລະອຽດ 

   The applicant or person to be covered must now complete the following table concerning physical and mental health at time of application and previous History during last 3 years of  any health disorder

    and treatment received (Please use  in the space “Yes” or “No”, if Yes, please give details in next column)

  ນํາ້ໜກັ / Weight: ….............kgs;        ລວງສງູ / Height: ..............................cm.    ດດັຊະນມີວນກາຍ / BMI: ….....................................[Formula: BMI= Weight / Height*Height]

  ສບູຢາ / [Smoking]:   ຄວາມຖີ່  / Frequency: …..........................................ກອກ/ມ ື ້(ຈາໍນວນສະເລຍ່) [Cigarettes / day in average]

  ເລີ່ ມຕ ັງ້ແຕ ່/  Since when: ….....................................................................................ຈນົຮອດ / Until: …................................................................................................

  ຢາ ຫຼື ສານເສບຕິດທ່ີໃຊເ້ປັນປະຈํາ / Medicine or drug or specific substance taken regulary: …..................................................................................................................

  ເລີ່ ມຕ ັງ້ແຕ ່/  Since when: …................................................................................ຈນົຮອດ / Until: …...................................................................................................

  ທາ່ນເຄຍີຄດິສ ັນ້(ຂາ້ໂຕຕາຍ) ຫຼື ບ່ໍ? [Have you ever taken action to end life?]          ເຄຍີ [Yes]  ☐        ບ່ໍເຄຍີ[No]  ☐

#

 ເ
ຄຍີ

 [
Ye

s]
  
☐

ບໍ່ເ
ຄຍີ

[N
o]
  
☐

1

2

3

4

5

Page 2 of 5

ອາການຊກັ [Seizure disorder]

ອະທິບາຍ [Describe]:…............................................................... ວນັທ່ີເລີ່ ມ່ມອີາການ [Date of 

last occurence]: dd/mm/yyyy ວນັທ່ີເລີ່ ມປ່ິນປວົ [Treatment date]:  ຕ ັງ້ແຕວ່ນັທ່ີ 

[From]…...............................ຈນົຮອດ

[To]…...........................................................................................ສະຖານທ່ີປ່ິນປວົ ແລະ ໝາຍເຫດ 

[Place of treament]..................................................................................................................

ອາການເຈັບໜາ້ເອກິຫຼງັຈາກກດິຈະກາໍໃດໜຶ່ ງ ຫືຼ ເຈັບເວລາພກັຜອ່ນ 

[Chest pain after activities or spontaneous] ?

ອະທິບາຍ [Describe]:…............................................................... ວນັທ່ີເລີ່ ມ່ມອີາການ [Date of 

last occurence]: dd/mm/yyyy ວນັທ່ີເລີ່ ມປ່ິນປວົ [Treatment date]:  ຕ ັງ້ແຕວ່ນັທ່ີ 

[From]…...............................ຈນົຮອດ

[To]…...........................................................................................ສະຖານທ່ີປ່ິນປວົ ແລະ ໝາຍເຫດ 

[Place of treament]..................................................................................................................

ພະຍາດຫວົໃຈສ ັນ່ [Palpitation] ?

ອະທິບາຍ [Describe]:…............................................................... ວນັທ່ີເລີ່ ມ່ມອີາການ [Date of 

last occurence]: dd/mm/yyyy ວນັທ່ີເລີ່ ມປ່ິນປວົ [Treatment date]:  ຕ ັງ້ແຕວ່ນັທ່ີ 

[From]…...............................ຈນົຮອດ

[To]…...........................................................................................ສະຖານທ່ີປ່ິນປວົ ແລະ ໝາຍເຫດ 

[Place of treament]..................................................................................................................

ກະລນຸາບອກລາຍລະອຽດການໃຊຊ້ວີດິຂອງທາ່ນ ຕາມສະຖານະພາບລຸມ່ນີ ້Please describe your life habit on situations below

ຄວາມບກົພອ່ງ / ພະຍາດ [Disorder / Disease]

DETAIL: (ອະທິບາຍ [Describe]:…................................................................)

ວນັທ່ີເລີ່ ມ່ມອີາການ [Date of last occurence]: dd/mm/yyyy

ວນັທ່ີເລີ່ ມປ່ິນປວົ [Treatment date]:  ຕ ັງ້ແຕວ່ນັທ່ີ [From]….................ຈນົຮອດ[To]…...................

ສະຖານທ່ີປ່ິນປວົ ແລະ ໝາຍເຫດ [Place of treament and 

remark]...........................................................................................

ເຄຍີໄດຮ້ບັການຜາ່ຕດັຫຼືບ່ໍ [Ever undergone an operation] ?

ອະທິບາຍ [Describe]:…............................................................... ວນັທ່ີເລີ່ ມ່ມອີາການ [Date of 

last occurence]: dd/mm/yyyy ວນັທ່ີເລີ່ ມປ່ິນປວົ [Treatment date]:  ຕ ັງ້ແຕວ່ນັທ່ີ 

[From]…...............................ຈນົຮອດ

[To]…...........................................................................................ສະຖານທ່ີປ່ິນປວົ ແລະ ໝາຍເຫດ 

[Place of treament]..................................................................................................................

ຊມຶເສ້ົາ, ຜິດປກົກະຕິທາງຈດິ ແລະ ພຶດຕິກາໍ 

[Depression, mental and comportment disorder] ?

ອະທິບາຍ [Describe]:…............................................................... ວນັທ່ີເລີ່ ມ່ມອີາການ [Date of 

last occurence]: dd/mm/yyyy ວນັທ່ີເລີ່ ມປ່ິນປວົ [Treatment date]:  ຕ ັງ້ແຕວ່ນັທ່ີ 

[From]…...............................ຈນົຮອດ

[To]…...........................................................................................ສະຖານທ່ີປ່ິນປວົ ແລະ ໝາຍເຫດ 

[Place of treament]..................................................................................................................



 

 

 

 

 

 

 

 
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ພະຍາດຄວາມດນັເລືອດສງູ-ຕ ໍາ່  [High or Low blood pressure], 

ການວດັແທກຄ ັງ້ລາ່ສດຸ Last measure :…………mmHg

ອະທິບາຍ [Describe]:…............................................................... ວນັທ່ີເລີ່ ມ່ມອີາການ [Date of 

last occurence]: dd/mm/yyyy ວນັທ່ີເລີ່ ມປ່ິນປວົ [Treatment date]:  ຕ ັງ້ແຕວ່ນັທ່ີ 

[From]…...............................ຈນົຮອດ

[To]…...........................................................................................ສະຖານທ່ີປ່ິນປວົ ແລະ ໝາຍເຫດ 

[Place of treament]..................................................................................................................

ຄວາມຜິດປກົກະຕິຂອງຂໍ ້ຫືຼ ກາ້ມຊີນ້ ຫຼື ກະດກູ [disorder of Joints,

 Muscles, bones, Gout] (ອາການບວມ, ກະດກູຫຼźດໂບກ,ອາການເຄັດ

, ກະດກູຫກັ swelling, dislocation, strain, fracture)

ອະທິບາຍ [Describe]:…............................................................... ວນັທ່ີເລີ່ ມ່ມອີາການ [Date of 

last occurence]: dd/mm/yyyy ວນັທ່ີເລີ່ ມປ່ິນປວົ [Treatment date]:  ຕ ັງ້ແຕວ່ນັທ່ີ 

[From]…...............................ຈນົຮອດ

[To]…...........................................................................................ສະຖານທ່ີປ່ິນປວົ ແລະ ໝາຍເຫດ 

[Place of treament]..................................................................................................................

ພະຍາດຫືດ ຫືຼ ພະຍາດອື່ ນໆທ່ີເຮັດໃຫຮ້າ່ງກາຍຫາຍໃຈຫຍຸງ້ຍາກ 

Asthma or any other breath difficulty

ອະທິບາຍ [Describe]:…............................................................... ວນັທ່ີເລີ່ ມ່ມອີາການ [Date of 

last occurence]: dd/mm/yyyy ວນັທ່ີເລີ່ ມປ່ິນປວົ [Treatment date]:  ຕ ັງ້ແຕວ່ນັທ່ີ 

[From]…...............................ຈນົຮອດ

[To]…...........................................................................................ສະຖານທ່ີປ່ິນປວົ ແລະ ໝາຍເຫດ 

[Place of treament]..................................................................................................................

ພະຍາດຕບັ (ຕບັອກັເສບ, ມະເຮັງຕບັ, ໜິ້ວຖງົບີ,,,) [Liver Disease 

(hepatitis, cirrhosis, bile ductstone…) ?

ອະທິບາຍ [Describe]:…............................................................... ວນັທ່ີເລີ່ ມ່ມອີາການ [Date of 

last occurence]: dd/mm/yyyy ວນັທ່ີເລີ່ ມປ່ິນປວົ [Treatment date]:  ຕ ັງ້ແຕວ່ນັທ່ີ 

[From]…...............................ຈນົຮອດ

[To]…...........................................................................................ສະຖານທ່ີປ່ິນປວົ ແລະ ໝາຍເຫດ 

[Place of treament]..................................................................................................................

ພະຍາດຫວົໃຈ (Heart disease)

ອະທິບາຍ [Describe]:…............................................................... ວນັທ່ີເລີ່ ມ່ມອີາການ [Date of 

last occurence]: dd/mm/yyyy ວນັທ່ີເລີ່ ມປ່ິນປວົ [Treatment date]:  ຕ ັງ້ແຕວ່ນັທ່ີ 

[From]…...............................ຈນົຮອດ

[To]…...........................................................................................ສະຖານທ່ີປ່ິນປວົ ແລະ ໝາຍເຫດ 

[Place of treament]..................................................................................................................

ອາການວນິວຽນທ່ີເກດີຂຶນ້ເອງ ຫຼື ຫຼງັຈາກເຮັດກດິຈະກາໍໃດໜຶ່ ງ [Vertigo

 / dizziness / spontaneous or after activities] ?

ອະທິບາຍ [Describe]:…............................................................... ວນັທ່ີເລີ່ ມ່ມອີາການ [Date of 

last occurence]: dd/mm/yyyy ວນັທ່ີເລີ່ ມປ່ິນປວົ [Treatment date]:  ຕ ັງ້ແຕວ່ນັທ່ີ 

[From]…...............................ຈນົຮອດ

[To]…...........................................................................................ສະຖານທ່ີປ່ິນປວົ ແລະ ໝາຍເຫດ 

[Place of treament]..................................................................................................................

ອາການເຈັບ ແລະ ຄວາມຜິດປກົກະຕິທາງປະສາດ? (ໄມເກຣນ, 

ເຈັບປະສາດ, ເຈັບຫວົຊ ໍາ້ເຮືອ້, ເຈັບສນັຫຼງັ ຫຼື ປວດກາ້ນຄໍ) 

Neurological pain and disorder ? XMigraine, Neuralgia, 

sciatica, paralysis, chronic headache, vertebral or neck 

pain ?)

ອະທິບາຍ [Describe]:…............................................................... ວນັທ່ີເລີ່ ມ່ມອີາການ [Date of 

last occurence]: dd/mm/yyyy ວນັທ່ີເລີ່ ມປ່ິນປວົ [Treatment date]:  ຕ ັງ້ແຕວ່ນັທ່ີ 

[From]…...............................ຈນົຮອດ

[To]…...........................................................................................ສະຖານທ່ີປ່ິນປວົ ແລະ ໝາຍເຫດ 

[Place of treament]..................................................................................................................

ພະຍາດຕອ່ມໄທຣອຍ / [Thyroid disease]

ອະທິບາຍ [Describe]:…............................................................... ວນັທ່ີເລີ່ ມ່ມອີາການ [Date of 

last occurence]: dd/mm/yyyy ວນັທ່ີເລີ່ ມປ່ິນປວົ [Treatment date]:  ຕ ັງ້ແຕວ່ນັທ່ີ 

[From]…...............................ຈນົຮອດ

[To]…...........................................................................................ສະຖານທ່ີປ່ິນປວົ ແລະ ໝາຍເຫດ 

[Place of treament]..................................................................................................................
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   ຜູໄ້ດຮ້ບັການປະກນັໄພທກຸຄນົຕອ້ງປະກອບໃບສະເໜີເອົາປະກນັໄພນີ ້ສາໍລບັເປັນກຸມ່ແລະບກຸຄນົ ຜູທ່ີ້ມອີາຍຕຸ ໍາ່ກວາ່40ປີ ຖາ້ຫາກວາ່ ຜູໃ້ດມບີນັຫາສຂຸະພາບ ຕອ້ງໄດກ້ວດເພີ່ ມຕື່ ມ. ບກຸຄນົຜູທ່ີ້ມອີາຍ4ຸ0ປີຂຶນ້ໄປ 

   ຕອ້ງມໃີບຢ ັງ້ຢືນສຂຸະພາບ ແລະ ຜນົກວດຕາ່ງໆລຸມ່ນີ:້ 

    Selection is based on health questionnaire for “Group application regardless of the age” and “for individual less than 40 years old”. However, in case of abnormal answer, medical certificate 

  and paraclinical test must be provide.  Individual applicant 40 years old and over must provide medical certificate and paraclinical test as below:

ແທກກະແສໄຟຟ້າຫວົໃຈ (E C G Interpreted by physician) Anti gen for Hepatitis B detection

ສອ່ງລງັສຜີ ົງ້ເອກິ(Chest X ray interpreted by physician)
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ຖາ້ມພີະຍາດອື່ ນນອກຈາກຕາມຕະລາງຂາ້ງເທິງນີຈ້ ົງ່ແຈງ້ລະອຽດ (Is 

there any other disease you have suffered from that is not 

mentioned in the above schedule ?)

ອະທິບາຍ [Describe]:…............................................................... ວນັທ່ີເລີ່ ມ່ມອີາການ [Date of 

last occurence]: dd/mm/yyyy ວນັທ່ີເລີ່ ມປ່ິນປວົ [Treatment date]:  ຕ ັງ້ແຕວ່ນັທ່ີ 

[From]…...............................ຈນົຮອດ

[To]…...........................................................................................ສະຖານທ່ີປ່ິນປວົ ແລະ ໝາຍເຫດ 

[Place of treament]..................................................................................................................

    ໝາຍເຫດ [Remark]:

   ຜູສ້ະເໜີເອົາການປະກນັໄພໄດມ້ໜີາ້ ແລະ ຕື່ ມແບບຟອມນີດ້ວ້ຍຕວົທາ່ນເອງ  [Applicant present physically / completed by himself this application for]

   ແມນ່ແລວ້ / Yes   ☐       ບ່ໍແມນ່ / No   ☐

   ສາໍລບັຂໍມ້ນູເພີ່ ມເຕີມອື່ ນໆ, ກະລນຸາບອກຈາໍນວນ ແລະ ລາຍລະອຽດໂດຍຫຍໍລຸ້ມ່ນີ ້[For any additional information, indicate the item number and describe briefly here].

Medical certificate of physical examination from physician ນ ໍາ້ຕານໃນເລືອດ (Glycaemia)

Measure of Blood pressure ໄຂມນັໃນເລືອດ (Cholestérol total, LDL cholestérol, HDL cholestérol, Triglyceridemie)

ພະຍາດເບົາຫວານ [Diabetes] ?

ອະທິບາຍ [Describe]:…............................................................... ວນັທ່ີເລີ່ ມ່ມອີາການ [Date of 

last occurence]: dd/mm/yyyy ວນັທ່ີເລີ່ ມປ່ິນປວົ [Treatment date]:  ຕ ັງ້ແຕວ່ນັທ່ີ 

[From]…...............................ຈນົຮອດ

[To]…...........................................................................................ສະຖານທ່ີປ່ິນປວົ ແລະ ໝາຍເຫດ 

[Place of treament]..................................................................................................................

ພະຍາດເນືອ້ງອກບ່ໍຮາ້ຍແຮງ/ມະເຮັງ [Non-Malignant Growth / 

Cancer]

ອະທິບາຍ [Describe]:…............................................................... ວນັທ່ີເລີ່ ມ່ມອີາການ [Date of 

last occurence]: dd/mm/yyyy ວນັທ່ີເລີ່ ມປ່ິນປວົ [Treatment date]:  ຕ ັງ້ແຕວ່ນັທ່ີ 

[From]…...............................ຈນົຮອດ

[To]…...........................................................................................ສະຖານທ່ີປ່ິນປວົ ແລະ ໝາຍເຫດ 

[Place of treament]..................................................................................................................

ສະເພາະຜູຍ້ງິ: ປະຈາໍເດອືນຜິດປກົກະຕິ ຫືຼ ມພີະຍາດເຕ້ົານມົ, ທ່ໍສ ົ່ງໄຂ,່

 ມດົລກູ, ຮວຍໄຂ,່ ປາກມດົລກູບ່ໍ?[Any menstrual disorders or 

symptoms of disease of breast, tube, utérus, ovaries, 

cevix ?]

ອະທິບາຍ [Describe]:…............................................................... ວນັທ່ີເລີ່ ມ່ມອີາການ [Date of 

last occurence]: dd/mm/yyyy ວນັທ່ີເລີ່ ມປ່ິນປວົ [Treatment date]:  ຕ ັງ້ແຕວ່ນັທ່ີ 

[From]…...............................ຈນົຮອດ

[To]…...........................................................................................ສະຖານທ່ີປ່ິນປວົ ແລະ ໝາຍເຫດ 

[Place of treament]..................................................................................................................

ໝາກໄຂຫຼ່ງັ, ທາງເດນີປດັສະວະ, ໜິ້ວ (Disorder of Kidneys & 

Urine Passage, stone…)

ອະທິບາຍ [Describe]:…............................................................... ວນັທ່ີເລີ່ ມ່ມອີາການ [Date of 

last occurence]: dd/mm/yyyy ວນັທ່ີເລີ່ ມປ່ິນປວົ [Treatment date]:  ຕ ັງ້ແຕວ່ນັທ່ີ 

[From]…...............................ຈນົຮອດ

[To]…...........................................................................................ສະຖານທ່ີປ່ິນປວົ ແລະ ໝາຍເຫດ 

[Place of treament]..................................................................................................................



  E) ລາຍລະອຽດຜນົປະໂຫຍດ / Details of Benefits:      ☐ ກບີ / Kip,       ☐ ໂດລາ / USD;           Type :       ☐ ກຸມ່ / Group,     ☐ ບກຸຄນົ / Individual

·          F) ສະເພາະປະກນັ ຊີວດິ / Term Life Insurance:  ມນູຄາ່ຄ ໍາ້ປະກນັ / Sum Insured:

-       ກລໍະນເີສຍຊວີດິ / in case of Death:...........................................................................................................................

-       ພິການຖາວອນທງັໝດົ / Total Permanent disability:....................................................................................................

-       ຄາ່ປວ່ຍການປະຈາໍວນັ Daily Allowance:......................................................................................................................

-       ຄາ່ປ່ິນປວົ Medical Expenses:....................................................................................................................................

HSB_NLNL100 HSB_NLNL200 HSB_NL300 HSB_NL400 HSB_NL500 OPD_NL100 OPD_NL200 OPD_NL300 OPD_NL400 OPD_NL500

☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐

HSB_NLW100 HSB_NLW200 HSB_NLW300 HSB_NLW400 HSB_NLW500 OPD_NLW100 OPD_NLW200 OPD_NLW300 OPD_NLW400 OPD_NLW500

☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐

HSB_NU100 HSB_NU200 HSB_NU300 HSB_NU400 HSB_NU500 OPD_NU100 OPD_NU200 OPD_NU300 OPD_NU400 OPD_NU500

☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐

ໃບກວດສຂຸະພາບ / Medical Check-up
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  ທ ົ່ວໂລກ / Worldwide 

  ທ ົ່ວໂລກ / Worldwide 

   ພາຍໃນ ສປປ ລາວ ເທ່ົານ ັນ້ / Treatment in Laos only

HDL cholesterol …………………………..

Triglyceride ………………………………..

Micro-urinalysis…………………………..

Antigen HbS for hepatitis B detection….

Remarks

With detail of Physical examination 

Please provide the result Interpreted by physician

Please provide the result Interpreted by physician

Please provide the result with range value of the laboratory

Please provide the result with range value of the laboratory

Please attach the results and provide us mail address of the physician and laboratory for communication in case of additional information required

To check

Please provide the result with range value of the laboratory

Please provide the result with range value of the laboratory

Please provide the result with range value of the laboratory

Chest X ray ………………………………

Glycaemia …………………………

Cholesterol total …………………………..

LDL cholesterol …………………………

Medical Certificate ………………………

ECG + blood pressure measure…………

Please provide the result with range value of the laboratory

Please provide the result with range value of the laboratory

ແຜນການຄຸມ້ກນັຜນົປະໂຫຍດ  / Coverage option

      F) ປະກນັສຂຸະພາບ / Health Insurance

ການ ປ່ີ ນປວົ ນອນ ໂຮງໝໍ (ຜູ ້ປວຍ່ ໃນ)

Hospitalization (In-patient)

ການ ປ່ີ ນປວົ ບ່ໍ ນອນ ໂຮງໝໍ (ຄຼນີກິ ຫືຼ  ໂຮງໝໍ 1ຄ ັງ້ / ມ ື,້ 30 ຄ ັງ້/ປີ)

Out-patient (Clinic or hospital: 1visit/day, 30 visit/year)

ການ ປ່ີ ນປວົ ນອນ ໂຮງໝໍ (ຜູ ້ປວຍ່ ໃນ)

Hospitalization (In-patient)

ການ ປ່ີ ນປວົ ບ່ໍ ນອນ ໂຮງໝໍ (ຄຼນີກິ ຫືຼ  ໂຮງໝໍ 1ຄ ັງ້ / ມ ື,້ 30 ຄ ັງ້/ປີ)

Out-patient (Clinic or hospital: 1visit/day, 30 visit/year)

ການ ປ່ີ ນປວົ ນອນ ໂຮງໝໍ (ຜູ ້ປວຍ່ ໃນ)

Hospitalization (In-patient)

ການ ປ່ີ ນປວົ ບ່ໍ ນອນ ໂຮງໝໍ (ຄຼນີກິ ຫືຼ  ໂຮງໝໍ 1ຄ ັງ້ / ມ ື,້ 30 ຄ ັງ້/ປີ)

Out-patient (Clinic or hospital: 1visit/day, 30 visit/year)


