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SSO. 2-01

. For official use only
Benefits Claim Form RECEVANGENG! wmvsmmvamsimmiii

Social Security Fund Receiving Date......ocoiiiciniiinns
Received by

ininnudiziudau

L L VIS VIS ) s ca i a i o a3 o ommrassassnas sommmenAssas LD ERT S PSR RSN B RS RS RS A SRR R RS IR Sp 0 SR 181 o908 vbpaone DID) Numberl:H | l ‘ H ‘ | | | H | H:I

Contact Adelress No: s MBBumuw StEs v usmmnnmimmennamng SUB-DEWICLssunmnsnnasmsnsy DS s Raia it

RIrOVINES amunsnmssnssssss. POSTEOHC wwmnmminis PRERE NUM BB sumwammnmmmminiicaminmmitims Effiailsnsmnainmumasisimssayinms

2. Apply as O Insured person

O Beneficiary of (insured person's NAME)......ccveevererenreseeerissessnsseersermnennenn D NUmMber [H | I | H | I I | H | H:l

sewsisiins BEATIEM s svasiisssviims s

3. Name of the enterprise the insured person currently works/last worked With........eeiieserinn
4. Request Payment [ at social Security Office ] POSEAL OFAET At..uvvvveeoveeeesssssseersesseneessssssssssssessssesessssesesssesssmeseesssssassseee
L BaNKeuueemsseesssceeessssssssssssssssssssssssssssssssssssssesss ACCOUNE NUMDEE rveveveeeeseseenssssssesssssesssssssesseesssessessseen

L] PrompitPay NUMBET i i H H H H l

(In case of payment via bank transfer, please attach a copy of your savings account book's first page showing name and account number of the claimant.)

5. | would like to claim for (Please choose the one that applies)
] Injury/Sickness O Medical Expenses:according to.the attached reCaiptls)i it BT
Reason for not receiving treatment at the designated NOSPITAL... s st ss s st st s ss b e ns st st et snrenbens
O Prosthesis/Assistive Device Type/FUNCHioN.......occrenrssesssiesenenenen EXPENSES according to the attached receipt(s)....enininine Baht
O Compensation for Loss of Income from the date of ... 1O s Return to Work on the date of...ccvecnccsncrennne

...(according to the attached medical certificate on the back)

(O Dental Services on the date Of ...
D Maternity O Antenatal Care Expenses on the date of ... @t the Gestational Age of ... Weeks
O DEUVEry EXPENSES CILA D NUMBET oottt s

(] CHILA AUOWANCE  CHILd ID NUMIBET .o

O Invalidity O Compensation for Loss of Income
O Medical Expenses according to the attached rec@ipt(s) ... Baht O Vehicle Expense

O Prosthesis/Assistive Device Type/Function........ennesnEXpenses according to the attached receipt(s)......ocovveevesrenreesinrenne . Baht
O] peath O Funeral Grant (O Death Grant

] otd-Age

6. If I am eligible to compensation for loss of income for both injury/sickness and invalidity at the same time,

I choose to receive the compensation for only: O Injury/Sickness [ Invalidity

|, as the owner of the personal information mentioned above, hereby certify that the information above is true and correct. If it is
found later that | am not the owner of said information, claim the benefits without entitlement, or receive overpayment, | consent to
the repayments and reparations for the benefits ineligibly received and any damage to the SSO. Furthermore, | consent to the deduction
made by the SSO from the current or future benefits that | am eligible for, in order to make repayments and reparations to the Social

Security Fund. By signing below, | hereby give my full consent and confirmation,

SIGNALUIE o ClATMANT

B Ly

Warnings: Giving false information may be considered a fraud according to section 341 of the Criminal Code
punishable by imprisonment not exceeding 3 years, or fine not exceeding 60,000 Baht, or both. Otherwise, it may be
considered an intentional misinformation against officials according to section 137 of the Criminal Code punishable

by imprisonment not exceeding 6 months or fine not exceeding 10,000 Baht, or both.




Dental Services Medical Certificate
Point(s) of Operation B

L o Dental. Care License Class s
Number....

....operating at the dental hospital....

which receives D Class 1 |:| Class 2 Dental Care Service License from Division of Medical Registration,

Ministry of Public Health, provide dental care for (ME/MIS/MISS)...ovvovvovveeeeeooooooeoooeoeeeoeeseooeoo

Type ] I a0 ammmms e emasasesspresesssenssnsssanssnt OF TOOMHE ovussssescvrsssssumntsossonssoassmins s St
L] Extraction/Removal.........o... of Tooth #

] Maxillary/Mandibular Removable Partial Prosthodontics/Dentures

[ rRemovable Complete Prosthodontics/Denture

M = Tooth Extraction/Removal . .
) (SIgNALUNE) s v DERTISE
F = Tooth Filling
A = Removable Prosthodontics/Dentures Gt ne)
’ For Official Use Only
Benefit Order and Payment Order are hereby approved for the Dental Services Expenses of ..., 2521 1 R )
Signature S P i smssneenasnsas Signature ...
e hnames ) .
Benefit Official Payment Official
Attached Documents
Injury or Sickness Medical Expenses and Prosthesis/Assistive Device ® Medical Certificate @ Receipt

Compensation for Loss of Income  ® Medical Certificate ® Employer's Confirmation Letter @ Record of Absence (if available)
Remarks Medical Certificate for Compensation for Loss of Income must bear the clarification on date(s) of absence,
and Medical Certificate for Prosthesis/Assistive Device must bear the clarification on the necessity and type of the
Prosthesis/Assistive Device,
Maternity If claimed by female insured person ® Original Birth Certificate and a copy (In case of twins, attach a copy of the other twin)
If claimed by male insured person *® Original Birth Certificate and a copy (In case of twins, attach a copy of the other twin)
® A copy of Marriage Certificate, If there is none, attach the Certificate of Non-Married Status.
Antenatal Care ® Receipt ® Medical Certificate or a copy of Mother and Child Health Handbook (with examination date and gestational age)
Invalidity ® Receipt @ Medical Certificate  ® A copy of medical records (if available)
Remarks Medical Certificate for Prosthesis/Assistive Device must bear the clarification on the necessity and type of the
Prosthesis/Assistive Device
Death Funeral Grant ® A copy of Death Certificate  ® Funeral Manager Certification
Death Grant ~ ® A copy of House Registration of the Dead and of the Beneficiary (one each)
® A copy of Marriage Certificate of the insured person and their parents (if available}
® A copy of Birth Certificate or a copy of House Registration of the Child (if there is no certificate)
® Death Grant Beneficiary's Designation Form (if available)
Child Allowance If claimed by female insured person  ® Original Birth Certificate and a copy
If claimed by male insured person  ® A copy of Marriage Certificate, a copy of Divorce Certificate with its attached record, a copy
of Registration of Legitimation of Child, or a copy of the Court Judgment/Order on legitimate child
® Original Birth Certificate and a copy
Old-Age ® A copy of a savings account passbook’s first page with the claimant’s name and account number
If the insured person has died ® A copy of Death Certificate
® A copy of House Registration of the Dead and of the Beneficiary (one each)
® A copy of Marriage Certificate of the insured person and their parents (if available)
® A copy of Birth Certificate or a copy of House Registration of the Child (if there is no certificate)
® Old-Age Lump Sum Beneficiary's Designation Form (if available)
If the insured person is non-Thai and wishes to leave Thailand @ Application form for non-Thai who wishes to leave Thailand

Remarks * If the claimant is a foreign insured person, please identify yourself with a copy of Social Security ID card and a copy of passport, or a copy of
temporary passport, or any official ID docurnent.

¢ If the document is in foreign language and a determinant of benefit, please have the document translated into Thai and notarised.

* If you had changed your name or surname, please attach a copy of the name change certificate.

* If there is not enough document presented as determinant of benefit, the official may request additional docurment.
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550. 2-09

For official use only
. . . . BereNVINENG! wuomsmmssmamss
Benefits Claim Form, Social Security Fund >
Receiving Datei... v
% : } g For Prosthesis / Assistive Device RECEIVED BY.oovrovveeoereee s
i > For Insured Person / Healthcare Provider
TinsuUIEAu&IRL
P e read the instruction and warnin hind this page
1. Name of Insured Person Mr/Mrs/M!ss
ID Number D‘| l | | H | H [ H]Contact Addrass N ... s s ansaiionsae VGO ot ks e e S A RS it
Building/Village .....ccccceevvericeerrerericen e verrneenrseenrenssennern e DISTICT st ense e
PrOVITIEE s POSICOOR smminniinon PIONE NUMDBBT . .c.ooireeessseasseeseasmsssemsess rosesseassonssssssasssasensan, EMAil.iiie e
2
3.
q.

5. Insured person’s previous payment of Prosthesis/Assistive Device

L in case of injury/sickness L] In case of disability

T Lo (oY R P ) O Never
6. Claim for [ Prosthesis ORI s ot s o A TR0 G o [ ASSISEVE DBVICE oo sessesesses s

The amount of ..o Baht( (USRI R o
7. Attached documents D Rece}pt D Medical Certificate Necessny of usage and type of Prosthesis / Assistive Device must be spec:f ied by doctor)
8. Reguest Payment ] at Social Security Office L] POStAl OFAET At oo [ Bl oo

(In case of payment via bank transfer, please attach a copy of your savings account book's first page showing name and account number of the claimant.)

I, as the owner of the personal information mentioned above, hereby certify that the information above is true and
correct. If it is found later that | am not the owner of said information, claim the benefits without entitlement, or receive overpayment,
| consent to the repayments and reparations for the benefits ineligibly received and any damage to the SSO. Furthermore, | consent to
the deduction made by the SSO from the current or future benefits that | am eligible for, in order to make repayments and reparations

to the Social Security Fund. By signing below, | hereby give my full consent and confirmation,

SIGNBEUME  iosssnnummmisnmsimmsammasassens Clalmant
(e )

Insured Person/Director of Healthcare Provider ... ieeiennsiresresssesesenssereseses

T

Medical Certificate

Narne of the Healthcare PrOVIET v s i i i i i iones AATESS .ot e bbb ss s et Bb bbbt s re e ntans
NSNS DIBEROT svinuuruuusuvsunsatrisrsveversboshisvsessiasasss toids oo v ieos e i s St NEfBEr o MBFICALITEERTE winmmnsr i e e
I certify that | had done a physical examination Of (MI/MIS/IMISS .........cc.iiiieiirsensesissessiesseeessessses s sseess s sas st sesass s s ss s bt s s st st bs s antnetins

First treatment on date ................. month ...




For Official Use Only

Instruction

1. Fillin the name/surnarme/ID number of the insured person or the eligible person (in case the insured person dies) and current contact address.

Fill in the date/month/year of the occurrence of accident or injury

. Fillin the symptom or physical condition as a result of the accident or injury

Fill in the name of the Healthcare provider or the shop providing the instalment of the prosthesis or assistive device.

Mark the ¥'in the box in front of the correct message and fill in the information completely.

. All the attached documents which are photocopies must be correctly certified and the original documents must be presented as request by the official.

SR I TN

. Mark the ¥'in the box in front of the correct message
- In case the eligible person applies for the benefit by his/her own self, the original ID card must be presented. If there is a proxy person, the original
ID of the eligible person and the proxy person must be presented.
- In case of receiving benefit by money arder, specify the name of the post office where the eligible person will contact.
- In case of receiving benefit by bank transfer, the name on the saving account passbook must be under the name of the insured person or the eligible
person only. You can chcose from the following bank, Krung Thai Bank, Bank of Ayudhya, Bangkok Bank, Siam Commercial Bank, TMB Bank, Kasikorn
Thai Bank, Islamic Bank of Thailand, and CIMB Bank.
8. Sign the name of the claimant (the insured person or the director of healthcare provider depending on each case) with the applying date/month/year.

Remarks * If the claimant is a foreien insured person, please identify yourself with a copy of Social Security ID card and a copy of passport, or a copy of
temporary passport, or any official ID document.

* If the document is in foreign language and a determinant of benefit, please have the document translated into Thai and notarised.

* If you had changed your name or surname, please attach a copy of the certificate name change,

* If there is not enough document presented as determinant of benefit, the official may request additional document.

Warnings: Giving false information may be considered a fraud according to section 341 of the Criminal Code
punishable by imprisonment not exceeding 3 years, or fine not exceeding 60,000 Baht, or both. Otherwise, it may be
considered an intentional misinformation against officials according to section 137 of the Criminal Code punishable

by imprisonment not exceeding 6 months or fine not exceeding 10,000 Baht, or both.
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; ; . For official use only
Benefits Claim Form, Social Security Fund ReCeiVINg NO. wooooovocrcresesrscesscsscnrinn
For Renal DiaLysis / Organ Replacement Recelving Date:..cs s
Received By ..,

Treatment after Organ Replacement

drnaulssiudans and Provision of Immunosuppressant

For Insured Person

1o 1, (MIZMIS/MISS) ooeuiiesninsississssisssssses s sssssssssssssssssssssssssssssssssssssssssssssssssmnssssssssesssssssesssnssssssrennsens. 10 NUMDEF |:H ] l I H | | | | H—{—H:I

Date of Dirth . s AGE et issrsssssissssssssss s

Contact Address NO. ... MOOuiieiiins BUIDING/VILAEZE vttt SOT ot sssssessnsesssssans

Stréet v SUB-DISICE wmmamnuaninmas DS PrOVINGE s i st misiimiems

Postettle v BHONE NEMBEE comsmmammmmmmmmimsnassmmasaasimmnnms BB ks smmsa s s i
2. Name of the:enterprise the Tnsured DErson CUITEITEIY WOTK ssssoussissssmisssisasssssssssssseeisssiosssiessssisssnies ovmssisesss oo swsiossnssiaiss s

Employer social security NUMDET ... ssssssssesssssssssssssssnes. BIANCH NUMBET o enns

3. Request for compensation of Renal Dialysis therapy by
J Hemodialysis or [ Peritoneal Dialysis
with Erythropoietin injection
4. Request for compensation of O Organ Replacement L] Treatment after Organ Replacement and provision of Immunosuppressant
O Kidney Transplantation [ Bone Marrow Transplantation O corneal Transplantation
[ Heart Transplantation
O Lung Transplantation
O Liver Transplantation
[ pancreas Transplantation
] Transplantation of two organs or more at a time:
| Heart-Lung Transplantation
] Heart-Kidney Transplantation
[ Simultaneous liver kidney transplantation
[ simultaneous pancreas kidney transplantation or SPK
5. Healthcare provider where the insured person will receive organ transplantation as of no.4
N BTN uaisarmsnaswnusinesvnsmesouasesa o ssaadsssisusus o S T G 3 s S G R S T AT RO PO T TR POV

6. Healthcare provider where the insured person will stay for treatment after organ replacement (for claim of only treatment after organ replacement)
I Tt g0 aa s venmso o A A A AR SR BRI SRR RS LAS RIS
The healthcare provider has O already accepted [ not yet accepted

|, as the owner of the personal information mentioned above, hereby certify that the information above is true and
correct. If it is found later that | am not the owner of said information, claim the benefits without entitlement, or receive overpayment,
| consent to the repayments and reparations for the benefits ineligibly received and any damage to the SSO. Furthermore, | consent to
the deduction made by the SSO from the current or future benefits that | am eligible for, in order to make repayments and reparations
to the Social Security Fund. By signing below, | hereby give my full consent and confirmation,

Signature ...

Warnings: Giving false information may be considered a fraud according to section 341 of the Criminal Code
punishable by imprisonment not exceeding 3 years, or fine not exceeding 60,000 Baht, or both. Otherwise, it may be
considered an intentional misinformation against officials according to section 137 of the Criminal Code punishable

by imprisonment not exceeding 6 months or fine not exceeding 10,000 Baht, or both.




For Official Use Only

Attached documents

[ Medical certificate of patient request for renal replacerent therapy / orean replacement
[ a1inch or 2 inches photo of the claimant (taken within 6 months before the submission)
a copy of [dentification card

L] certificate of applying for the organ replacement or treatment after

Remarks * If the claimant is a foreign insured persan, please identify yourself with a copy of Social Security ID card and a copy of passport, or a copy of
temporary passport, or any official ID document.

* If the document is in foreign language, please have the document translated into Thai and notarised,

* If you had changed your name or surname, please attach a copy of the name change certificate.

* If there is not enough document presented as determinant of benefit, the official may request additional document.

Suggestion

1. The claimant can apply simultanecusly for compensation of Hernodialysis, Peritoneal dialysis, Kidney transplantation or Erythropoletin injection.

2. In case of Kidney transplantation, if the claimant had applied for benefit at SSO in advance. When the medical practitioner decide that the insured persen is ready for
diagnosis to have Kidney transplantation. The claimant must contact the S5O Bangkok or Provincial SSO where the claimant had applied for and the SSO official will issue
a notffication letter to the healthcare which the claimant wish to have kidney transplantation,

3. In case of Organ transplantation from the deceased in urgent and fatal case, the case should be sent to the Kidney transplantation therapy sub-committes as an emergency.




° o 2 o
dmsudming
o s d s at Py
wuuAvasulszleviivauny nawuusziudeny VOUTEU o
. o e
lﬂ Asaid1997u W s
dntinemusziudenn Halamsnummmsnanes s
lWsagnuAnuinlunsnTanuUUATUNEY
I ) 0T IRV VR ) TR ——— 0%........ Uinwusedidavszrr] H [ TTH T TTHTH]
PogtagtunamnTnfaeald @ s VT s DTG MU L2 T
MM QLT T —— BB Ui R
SHALUTYIE. oo INSAWATIML e SO0 e G R O
2. 9a5uidu [ fddinaudseiudean O sunal@damne Uss s T TRTCEC R LAV I R
L wioune wvuszddusezanau D—| ] ] H 1] H] |-D
3. BuAwelugiuy [ ] RUsEiuAY
O \dlesneanainau (nsdlillinsente 4 - 7)
(@ I T O T T T (nsfitilaldnansonde 5 - 7)
LR VT T T
vala a a v ) a =
D HUENG (FENTRU UMM T s s i 33 R U)
4. A0 TuUTENOUN TEAMIETIHUSEUIUN T I TUIN YD e ' 1y S P

Lo I RN 712 o e N0 OO OO
6. ANMANITTANAINIIY |:| aneen

R g T ————
(nssignidninaliesninagiamihiliseyd i iuiiasiantinede)
O agfsgwissermdminnuasiausiuy O sgszuiadailgemausaan

=
T,

d‘) =i L7 =) s r ‘&‘ HI L L
7. AUNLD YU UET NI U AT T TR ATNUT/TIA TP ese e esee e esen e
IO TUN . K010 R I TR

trwdveiusesitdernutisdugndesmiuainuaiyndsznis uazdridudvesdayadiuyana mindsingniendsi
1 ilddudmesdeyaduyena vidmaiidvaneniidilgaingnindaedumemuinns 78(2) wia wa.uUsziudens w2533 viat Juiu
Taeliifiavsvsafituus Tommaunuiulufiuans 4 GusenvaldiGuiilasululnglifavsfinainasnauddovnedieg Maasulsiud
dninaulsziudean uazdne Susawliidinaun sindudre nnusdlvinaunusisiuionfadeluiithn Fansldsuandrdnaus defuud
nasuUssudeny waziatdumstiuy 411 Swensaeiledol fidumangmlunuudveil

wenansusznaumsBudue

- Ay diuihnsumsussioveoumindutiusndiite uaziavi “ty%ma&g’{ﬁuﬁwaﬂ
- dwumiieudinisiuaamududussiun (aUa. 6 -09) (i)

- misdovierdsvesuneinsiilioanana (i)

- wisdosusesnmsvauusleviveunulunsdiinsnuiowniiveanide nsdiduiussiusunsaiinamuiomniivegeide

. =l at 1 v s L3 ¥ o a W oo o Qs <4 a
yargung ¢ nsdigusziunuinsnveiulsEleninawnulildduundasussiudauuasdinmisdeiduna (passport)
isdumiideliuntansnvioena1siuTeIuAnann1IEN1seen v
¢ mstlenanmdnguddamonisimsanidumudusama idahiudadunwivenassuseswrmugniediasudou
¢ RTINS | v o - - | £
nsdiasude Teana Wuuudiuienarslulldeute Teanadiy
ol o 'Y e i o w v o < Y a a yw
¢ nsdidoivadaenanmdnguliiissmesanisinnsan Wmiifionvelenats vienanguiadula

o _ =

o wal o o ¢ Y & . W & o = a v v
Angioy : Tunsdlfbudeiuusdlvinaunuszydanasswuluma envdianuiiagiudalng muussnanguneaa i 341 dess il
° ' a = v Yo a = a & o & o o a a ar "o ar
dnnbifuamil visuiullfwmiivum dan s miaiu ss elinmdisguudsdearnududuifiaud i iineunnasznangmneatananas 137
° P a o ey oa oo o a ¥ o &
fassrdmsinanlifunifiou visuiulifwisdivum Wiandmediu




] as -4 v
HA1UIULATUUIN

Auuzilunsnsanuuu
1. mente Teana tavdsedwhuszenuy vesfuseiupunsilienudediiang (nadifussiunuiaudnnunie)

LLaxﬁagﬁ]a@ﬂ’uﬁmmmﬁmﬁiaﬁ

2. TdwSowmne v ludes [ whiemnufidesmaiieansgiie
nsanfieaniusznaunsaeneiifussiumuhny. madiufsmsiineesuisdlinsentarduesions
viemnduilfyaaalinsandedfyaeadu wu v3dn.. wiounsenmeiityTuediuayduiian

4. naenaivgnseendneunstigninddlissymenalitae Wy anndhauidnfans/nssdianuie wiensdl
iewmagendlisnnsavinldlisywgralidao wu Hieskfss 1ate grnds viessalRoRe Wus

5. aameiledediuive (useiummioliaviudaudnsd) wiousu eu Difusue
ails drnamussfudinuarineduiusinans de swAsngilve 918 ) swiarsngeedeysen S (W)
suImIngavw i ) sumslyemndlvg $aie e swensmnslne S @) sumsndnsing $a8n Gy
sumBarminsumalng sunanlasud e d1in (v weeswmssurm $in Gvm) sl TaEdunndeaduioves
FuseAun/ianssiny




NUIADUTDY
n13vasuUselevinawnulunsdiinseuiesainiivnanise

19
14

suinNN1sszuInvaslsnfindedunsenunuangdidelsanase

®. YDANTUUTENOUNT oo WDUATEYTADIUUSENOUNIT oo
UTBANTIND e APSADMUUTINOUNT oo

s 1 W 1 o v af -l a e = as 1 :‘zll
Y85U589477 z;]ﬂfmlummiﬂmamlmuaamnumq}ajmaa Tunsalsaelui
(] gndsdesindanioihsefinsszuinvadlsn
) masmnsiiadditaanuiidunstarsridetesiumsssunvedsaiianeSunste

= d‘ s i :?l)
Inefisredasmalusl

@ WIE/UN/UNEN v WIANE oo, WUUTZTWIUTEVIUY e
VEAURMGTUT AR TR guamﬂﬂsLUuaﬂmna ...................................
©. WIL/UIN/UNAT s L R —— AUUIEIPIUTEVNIY v
VYATURIUFTUT o BT ‘Tuﬁguqmmnﬁugﬂﬁw ...................................
. WIB/UIN/UNENT VAN @UUSEIATENIVY v
WEALTUNAUTTUT .o AR 5uﬁ§uamm3muaﬂmq ...................................
& WIE/UIN/UNEN Y0112 11— @UUTZIRIUTEUNVY o
WEALUTIUTTUR BT Fuftduann AU
& WIE/UN/UNAT e LV 1 [, S W@VUTETIFTENIVY v
VEALNTAUFIUT BT e i’uﬁguzjﬂmsl,ﬂuqﬂ%’w ...................................

b. ve3useed gusziumy () (Hugniwesdwidrasauaslildzuandng
Twdmeiuseririomuddugniewuausimnussms wazdminudvesdoyadiuyana

vnusingmeviavi fmililiidudivedfeyadiuyana T dusenlyidinausuiunisnunguane

A9YD e mEJ%"N/Q’%’Uuauﬁmmmﬂu'la%’wa

VBN “nngnide” vangamsnds seduiiaainnisse sunvaslinfindedunsienungmneindelsafinse
Baflwansenusoansisamy LLavm*Ummwinvﬂumu"lummmw1@'1141@1458141%'N"Lum;maﬂaf”ﬂam'«amﬂmmwﬂm
Anday : lunsdliiszytaiensalufi maummwmmuaa‘lmmuﬂi FUIDNHMUEDIY NN e AB958119INY
ignliiiuand wieusuliiAunnuiiuum wievas ey maummw%mmeammauLUuwmmewuﬂmu
PIUSEINAN NG IAT eme FosseralnuianliAuvniey wieusuliiRumimiiuum wietesi
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For official use only
; Unemployment Benefits Claim Form Receiving NO. i
. . Receiving Date......oveveeevcnceniricenieeens
# g Social Security Fund Reslieisg
dwinamuseiudann

Please read the instruction on the back.

11y (MIF/MIES/IVIISS) oviiuiiasieresesesesss s s s sveseasssssasbesesesesseassassesssssessssesssensssssssssssessssnsssensssenmsnssnnesees. 10 NUMbEr D-I l I I H | | | | H | H:I

Cortact Addrass No: i MBBwe STeeEnanasnmumnasminsnswminn SUBSDISETC Cnmnmmmnismaamn PSS st

ProVIRE8 wusimmerssmsimninis POSTEOT & nviwiiisimni PhGH&NUMBET wmmanmmmsn s BN s mssasm st e

2. Request Payment [ at Social Security Office B o T ——

[0 BANKe.oevereeeeeessseessssseeneesessssssssssesssssssssssseeeeness ACCOUNT NUMBET s eveeerseseeees e seeeesseos

L] promptPay Number EH | | | H | | | | H | H:I

3. Apply as [ insured person

Termination of employment (go to item 4 - 7)

O Force MajEUTE EAUEEE BV s R s IBKIE Ttéim B~T)

Suspension from work started from the date of ...,
] Béneficiary of (IRsuUred PEFSON'S NaMGi.asiiisssiismiseiissiiissimivs st IOBvvssisissiiiniiiiinine
4. Name of the enterprise the insured person last Worked With .......ccvevinrensseseenssmsmsssesessssess. BIANCH vrviireirsssseesrersresesn
5. Date/Month/7Year Of termMINAHION uessiiisriisiinisiosisusrosisase 2o isiesssnsii istasi o138 isicedis s i sisss inesisae
6. Cause of termination [] Resignation
] LaY-Off QUE 1O .ot esss s s esesss s sasss s ssnss s essnssssnsnssssasssssnanses
(In case of lay-off due to abandonment of duty, please indicate the number of days of abandonment.)
(O Waiting for labour inspector’s order O Filing with Labour Court
[ other (PLEASE SPECITY) wvuiieeriietisiniiinressisessessesst st e sbssass s e b et sas s as s b esssssssasssbessesas
7. Register for employment with the Employment Office of Area/ProvinCe ........ciienisseenssesesinss
on the date of .. MONA s YEB ot eness s ssessnssenns
l, as the owner of the personal information mentioned above, hereby certify that the information above is true and correct. If it is
found later that | am not the owner of said information, given a final judgment for termination of employment due to the causes under
section 78(2) of the Social Security Office B.E. 2533, claim the benefits without entitlement, or receive overpayment, | consent to the
repayments and reparations for the benefits ineligibly received and any damage to the SSO. Furthermore, | consent to the deduction

made by the SSO from the current or future benefits that | am eligible for, in order to make repayments and reparations to the Social

Security Fund. By signing below, | hereby give my full consent and confirmation,

SIGRALUFS inusmmismnimsssssismmssnmniases CaMant

Date.iiiniad i .

Attached Documents

- A copy of a savings account passbook’s first page with the claimant’s name and account number

- A copy of employer’s Notification Form for the Termination of the Insured Person’s Status (S50 6-09) (if available)

- Employer’s termination letter (if any)

- Certificate for Unemployment Benefit Claim in case of Force Majeure, only if you apply as such.

Remarks * If the applicant is a foreign insured person, please identify yourself with a copy of Social Security ID card and a copy of passport,

or a copy of temporary passport, or any official ID document.

¢ If the document is in foreign language and a determinant of benefit, please have the document translated into Thai and notarised.
¢ If you had changed your name or surname, please attach a copy of the name change certificate.
* If there is not enough document presented as determinant of benefit, the official may request additional document,

Warnings: Giving false information may be considered a fraud according to section 341 of the Criminal Code
punishable by imprisonment not exceeding 3 years, or fine not exceeding 60,000 Baht, or both. Otherwise, it may be
considered an intentional misinformation against officials according to section 137 of the Criminal Code punishable

by imprisonment not exceeding 6 months or fine not exceeding 10,000 Baht, or both.




For Official Use Only

Instruction
L Fillin the name, surname, and ID number of the unemployed insured person or beneficiary (in case the insured person passed away),
and contact address.

2. Mark ‘7 in box [ for the desired choice/statement only.
3. Fillin the name of the last enterprise where the insured person last worked with before unemployment. For sole proprietor, fill in the name

of the owner. For juristic person, fill in the name of the juristic person such as Company together with the employer identification number and

branch number.
4. For the cause of termination, please be clear and specific e.g. workforce reduction, cessation of business, or misconduct. For suspension due to

force majeure, please specify the incident such as fire, storms, flood, geo-hazard, etc,

5. 5ign the name of the claimant (Insured person or beneficiary, as the case may be), including date, month, and year of the claim submission.
Remark The Social Security Office shall pay the unemployment benefits through the following banks only; Krung Thai Bank, Bank of Ayudhya,
Bangkok Bank, Siam Commercial Bank, TMB Bank, Kasikorn Thai Bank, Islamic Bank of Thailand, and CIMB Bank. The saving account requested

for payment must be the account under the name of the insured person or beneficiary only.




CERTIFICATE
for Unemployment Benefit Claim
in Case of Force Majeure from Pandemic of Dangerous Communicable Diseases

under the Communicable Diseases Act

1. The Enterprise Name..........ccocoomeomomeceseoos! Employer Identification Number..........ccoooeeeeee
BUSINESS TYPE ..o, AAAIESS e ee s
I certify that the employees have been suspended from work due to
() The employees must stay in quarantine or under infection surveillance.
(J The enterprise was temporarily closed by government’s order to prevent from the pandemic of
dangerous communicable diseases.

The name list of the employees are as follows:

L ME/MIES/MS.coeeeeee OAVRITTIE, ivrvsstaiinis it smamemmuenessmnse ID Number....cccoovvviieecccnn,
Date of Suspension from..........ccccccvuv...... s cnensemssemormmsmnnes Date of insured status termination............coo........
2. MI/MIS/MS..cooiveeeeee e, SUMAME. ... ID Number....cocooooviviiinne.
Date of Suspension from......................... L R Date of insured status termination...........

L ———— SUMNAME....ooiiierinri s [BRF15 ] ————E—
Date of Suspension from........cccccocov...... 1o SR Date of insured status termination...........

Q. MI/MIS/MS..cconieisceeeeeeee e, B YR TVE cossvsosiiaiasiinssnnne onnas promns ID NUMDbEr ..o,
Date of Suspension from............cco......... I smiisimmmremresmrmans Date of insured status termination.......................
IR L SUM@ME..eiircieeees e, ID Number.....ccooiveeeceicvn
Date of Suspension from............ccc.......... - FOR——— Date of insured status termination.......................

2. | certify that the above insured persons (] are employees of this enterprise and have not received wages.

| hereby certify that the above information is true and correct and | own these personal data.
If it has been proven otherwise, | accept that any legal action can be taken against myself.

SEBIUIE oscsmnsesin o eemer e Employer/Authorised Person
o )
POSIEION. ..o,
Date.....oc.......  covcosscessersimsionisisg ) S

Remarks : “force Majeure” refers to any hazard related to pandemic of dangerous communicable diseases under
the Communicable Diseases Act that affects the public and to the point that the insured persons cannot work
or the employers cannot operate its business as usual.

Warnings: Giving false information may be considered a fraud according to section 341 of the Criminal Code
punishable by imprisonment not exceeding 3 years, or fine not exceeding 60,000 Baht, or both. Otherwise, it may
be considered an intentional misinformation against officials according to section 137 of the Criminal Code
punishable by imprisonment not exceeding 6 months or fine not exceeding 10,000 Baht, or both.



