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What would you like to do? O anfasnsusssifilsziudong [ iwan@nluasounsimoldnsusssilsefusotagiu
Apply for a New Policy Add a dgpendent to my current policy
nsussTlsziusomun Policy No :

UHUADINANATOIVDIND

lect Your Plan

[

uiidoansiBuAUANNANATEY Plan Start Date (117 01/ 0000

Hi5 PRIM=

. v R L a o P ey gy a o
Naﬂizimﬁniié’ﬂm‘lu [T His usu 1 A28 uAT04 5,000,000 1M Al (AHeedielnd 5,000 LM/u) [ PRIME uw¥t 1 n21mAuAs04 10,000,000 119 fol) (Mesdihietnd 12,000 11n/3u)
Hi5 Plan 1 with THB 5,000,000 annual limit (THB 5,000 Room and Board per day) PRIME Plan 1 with THB 10,000,000 annual limit (THB 12,000 Room and Board per day)
INPATIENT PLAN
- [T His up 2 AWAUAT3 5,000,000 UM Aol (A1edilend 8,000 UN/u) [J PRIME iy 2 2185R583 30,000,000 11n Aoil (Arfesdihenlnd 15,000 /)
% Hi5 Plan 2 with THB 5,000,000 annual limit (THB 8,000 Room and Board per day) PRIME Plan 2 with THB 30,000,000 annual limit (THB 15,000 Room and Board per day)

[ PRIME uwu 3 A081A584 50,000,000 110 sied) (Anteagihhennd 20,000 1m/3u)
PRIME Plan 3 with THB 50,000,000 annual limit (THB 20,000 Room and Board per day)

[J'l8if No Deductible

anusuAaamusn (U1n)  [EEGEENY

Annual Deductibles (in |JERGEEIINY
THB) L] THB 100,000

[ THB 300,000

O

¢ Ay No Outpatient Benefits
wadlszlevvinsdiileven

CLIERZNRISNERCO AR [ @onum 1 (40,000 sipseiflngusssd iarld1e3an 50%)
Outpatient Option 1 (40,000 THB per policy year with 50% copayment)

[ @enunu 2 (200,000 U siesouTATUTITH)
Outpatient Option 2 (200,000 THB per policy year)

M3NMAUAUANTIN Dental Option M13A9@ALYAT Maternity Option M3 NEINUEIBM Vision Option
-
i i i
No Dental Benefits No Matemity Benefits No Vision Benefits

[] AapALAs 1HY 2 (200,000 1NNADIBVTIATUTTTI)
Maternity Option 2 (200,000 THB per policy year)

[ awe w1 (10,000 UIMABILNTNHITN)
Vision Option 1 (10,000 THB per policy year)

(19 uan3su uei 1 (20,000 1N Aosov)nIusssal HA1ldeme
39 10%)
Dental Option 1 (20,000 THB per policy year with 10%

' = <
copayment) [ AADAYNT LKW 3 (300,000 1J17I910581J1Jﬂ51|ﬁ351l)

Maternity Option 3 (300,000 THB per policy year)

OPTIONS

[19uan33u ueY 2 (60,000 1N AoV NTNTITI A1 l4e0e
39 10%)
Dental Option 2 (60,000 THB per policy year with 10%
copayment)

[19uan3 30 uHY 3 (100,000 VM AoTLNTNTITY 3
MlFe3w 10%)
Dental Option 3 (100,000 THB per policy year with 10%

copayment)
[] a5 C Zone C 1Y% B Zone B [T A Zone A
M Tan ondu ansgomin uamnan admaeiuaud daswoa | nalan sntu anigoninm uamne adasesuaua i lan sndu ansgoniam
A A v o o ¢ a A a . .
ﬂ1m1!mﬂﬂ?1u€juﬂ§ﬂ@ mijuyﬁﬂQﬂﬂaﬂ181H1ﬁ U TALYY ANIIFDIUIINT ﬁ\iﬂjﬂi BhLERILG] le‘]J‘u g0INI V1WA U Worldwide excluding USA
o OF CO G Iém i uFa ‘Worldwide excluding USA, Canada, Switzerland, Israel,
ZONE OF VERAGE Worldwide excluding USA, Canada, Switzerland, Israel, Japan, Japan, Hong Kong, Bahamas, China

Hong Kong, Bahamas, China, Russia, United Kingdom,

Singapore, Taiwan, Brazil
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= Y v Y
5151'(,13!?)Elﬂ“llﬂ\iﬁfll?)lf‘)ul‘izﬂuﬂﬂ

The Applicant / Planholder Details

Do mr. [ waMrs. [ weand Miss [ ou 9 (T1J5@321)) Other (specify) : ....vovovvvvierinn,

FO FIrst Namme .......ovoveveoeceeeeeeeeeeee s, WINANA Surname ...

Fundeu/lifa Date of Birth [I1/[1C1/ LI

1W#l Gender : [1319 Male D‘Viﬂjﬂ Female A0IUNNAVTA Marital Status : [ 1@ Single [Jawser Married Dé’uq Other ...c.ocoeeenne

12U 3152510215215UMTIFOIAUNI ID No/ Passport NO. ........o.eeveeeereeereeeeeeeeeean Fy1A Nationality .............ccooovnnns

Uszmanvininersdo Country of Residence ......................... Uszmasuiludusuiia Country of Origin / Country of Birth .........................

o3 Tnidminaade 14 Mobile Number: +66 . w3 Tnsdwiive 145 uen11ma1n 3 M2 AUy Mobile Number to receive SMS communication from the Insurer: +66 ..

913 Email Address (ﬁ@gﬂﬂs:ﬁuﬁm;faz"mmiﬂﬁ‘é'maﬁ Insurance policy will be sent to this email) ....

‘T;’EJ élwvﬂiﬂﬂ‘lfﬁ Name of Beneficiary ...........co.uvviiiiiiiiiiiniiiiniiineeinens ANuFUIUT Relationship to the Beneficiary ..............cccooviiiiiiiiiiiiiiiiiniiiiennan.

91N: Occupation

[inwnsns Agriculture / Farmer [hinasnu Investor [hinmsiiea Politician

[Jn3 /819138 Teacher / Professor Cunnd / #dumnd Doctor / Veterinarian Ofusgnougsie /idwesiams T1/3aszay Business Owner /
[viethu / 1nithu Househusband / Housewife Specify

Cldaumu / wenvinlszfusy Agent / Broker B . )
[lgsfamuiedayudl / noa / voun Jewelry / Gold / Antique

Trading

o Y
[J#159% / 1113 Policeman / Soldier L5191 Mercenary

[fatlu / sinuanq Artist / Performer

. 4 .
Chinnguune / MfSnungvane Lawyer / Attorney [gsnaani/@aenduasiniailsems Foreign Currency Exchange

[hinisou /nfAnwn Student / Collegian

Cl4hswn1s / miinau$g3a11ie Government officer / State Enterprises employer [gsiv TowIueanuentszine International Money transfer

Owitnenaids Company employee [Jo1¥wderse Freelance Can@Tu/ m3wiiu Casino and Gambling Business

(8w 2 Tusaszyy Other / Specify Lgsfiaeta1mu3ns Entertainment Place

Dwﬁmmzﬁﬁmgﬁ Weapons Supplier or Broker
[Chnevdan1au Recruitment Agency
[gsAniniios Tour operator
A TaJsa321) Other / Specify

unaafinvesswld Source of income [ sgmalne Thailand [ dharlszinet Foreign [ Talsaszajilsema Specify Country ......o.o.ovo....

a o a [ _— : :
fiogifaqiiu Current Address feglumsinduenans Billing Address: 0 fiegiAefufuiiogilogifu Same as Current Address
T uavii House Number . FINTA City/ProVinee ........ovoveevevvccererener, 1avii House Number . FINTA City/Provinee ...........oovvoveovoeerecoeen.
'Y . £ ..

DAUU/HOY Road / SO1 ..o HYUI Village ..o DUW/BDY Road / SOi ... m;,imu VALIAZE v
............................................................... BUA/SURNB DISIHICE oo, IYA/SUND DISEiCE ...

. ol s il . Vv
UYI/FIUD Sub-district ...........vvevrrrererrrnrens snalspaig Postal Code ..o UYIYAIUA Sub-district ... s¥iahsudid Postal Code ...

= Y
eazReavesdeglugimsy

Dependents Details

T o P A2 > A2 P o2 P o
inaindnluaseunss Foglugumszdiuii 1 Foglugumszdiui 2 Heglugumazédvii 3 Heglugumazérivii 4
Add Dependent (s) Dependent 1 Dependent 2 Dependent 3 Dependent 4

% First Name

UIWANA Surname

nuiasisedmlssnsumiadoduni

ID No./ Passport No.

IWF Gender [l Male H‘Wﬁ}i Female [lang Male ’_‘ﬁiﬁi Female [lane Male ﬂwnja Female [l Male ’_‘Miﬁﬂ Female
ADIUNINAUTA Marital Status

Sunou/Alina Date of Birth 00, 00,0000 00, 00,0000 00, 00,/0000 Uo,/00/0000

Y@ Nationality

Wszmaguiluduiuiia Country of Birth

awduiuiudueresziuse
Relationship to the Applicant/Planholder

013N Occupation

o é’i"uﬂi #Tomd Name of Beneficiary
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¢ Y o (%
3 Veyavesvmddimainm

Doctor's/ Medical Practitioner's Details

nzanlifswaziBeavemnddinms s lutipiunioyanaiduaoiudse Amamsunmdvesinuazasndnluaseunsinverenlseiuds
Please give details of your current doctor or the one who is most familiar with your family’s medical history.

Ferosziude Foglugumszdiivii 1 Foglugumiszdiivii 2 Fogluguniszéduii 3 Foglugumiszdrivii 4
The Applicant / Planholder Dependent 1: Dependent 2: Dependent 3: Dependent 4:

E
¥0 Name

Tsawewna/ adtin/ anwalsznoums
Hospital/ Clinic/ Practice

o018 INFANN Telephone

a .
8148 Email

198 Address
oY o
s¥alilsudld Postcode

doduna
Remark

Y A
voyausz Iagquam

Medical History

v o v ) P ) ” o 2 v Py
Hvaronsziuie Fogluguniszdrwivi 1 Foglugumszdrduii 2 Fogluguniszérivii 3 Foglugumszdrdiuii 4
The Applicant / Planholder Dependent 1: Dependent 2: Dependent 3: Dependent 4:

a9Uug4 (#1.) Height (em.)

5
11N (NN.) Weight (kg.)

anuduladia (ﬁ‘ﬁ) Blood Pressure (Optional)

. . 0 9 { v ' ' @ ' 2 & { o o > ' A a
Tilsaneummudmainlagaeud <1 wie «lily lunsdifiiiuaeudi <15 dimfumowdela njauunasseaziden edaziBeansudumieunaszysedinedesiumaudindn njauunenasiindy
; Y

d
Merfuanmzgqummvesnuwseuiulufmvee sz fudoil

Please reply to the questions below with either yes or no. If the response given is yes, please provide full details in the relevant sections below, clearly stating the person to which the information relates. Any extra information
regarding the state of your health may be added on additional sheets of paper and attached to this form.

v Jopre v P P Py ” o 2 v Py
Hvarosziuie Fogluguniszdrwivi 1 Foglugumszdrduii 2 Fogluguniszérivi 3 Foglugumszdrdiui 4
The Applicant / Planholder Dependent 1: Dependent 2: Dependent 3: Dependent 4:

1 Tulsiuiudeangnluaseunaiaiiveienlsziude isunsal fiidawednldidunm suisananannzvesguamvesauedlseli 2
Does your present state of health prevent you from performing your full time profession/occupation?

(119 ves  [1iil4 No [ ves  [Jad19 No [ ves (1514 No 14 ves  [ail9 No 19 ves  [ail9 No

=
Dignnsadfiimanldinnam
Therapeutic Part Time Leave

Tiansaufiican Idiunm
Total leave

Tilsaszymgna
Reason(s)

} A S o & o o Yo A Y Yy o 0 9o o a A owoy gl a a ~ s A fl
2. ‘V]TLI‘Hii]ﬁlﬂimillﬂ?ﬂ‘llﬂi’wl‘ﬂﬂlﬂ?ﬂi%ﬂuﬂﬂlﬂﬂvlﬂi‘ﬂ?ﬁﬂ1ﬂiﬂﬂ1!ku$u11ﬂﬂ1ﬂ1iW1ﬂﬂ1ﬂ 9 wuanmuamnmmwm'lﬁm ADUNDULA 13D ﬂﬂllﬂﬂuﬂﬂﬂ'ﬁiﬂulll‘]
Have you undergone or been advised to undergo surgery, other than for the extraction of the appendix, tonsils or adenoids?

(1% Yes [hils No [11% Yes [Thils No [1% Yes [Thils No [11% Yes [Thails No [11% Yes [Tl No

i'lﬂﬁmﬁtlﬂﬂ]ﬂiﬂ'lipi'l(ﬁﬂ
Details of Surgery

Ui Date (s)

3. luga s Yk vursemndnluaseuasriveenlsziusuns Iasunsuuzihlfanhonie 1dsumssnulala iflszeznauiuni s Su wieli? (endumssnmn ldwia uas 1duialuaj)
During the past five years, have you been prescribed sick leave or a medical treatment exceeding five days? (excluding common colds and flu treatments)

(1% Yes [hils No [11% Yes [Thils No [1% Yes [Thils No [11% Yes [Thails No [11% Yes [Tl No

Tilsaszymagna
Please give reason

o Sy vo
mssnuilasy
Nature of treatment

ifiannanumssila
‘Which circumstances apply

i aya } & a dl o Vo @ A Vo an o o v @ Y o Y o INEE v o Y o @ 'Y

4. Tuane s 1J7|N11!3J'] 'VI'I'H‘i’iii)ﬁil'l‘]mﬁluﬂiﬂﬂﬂi%ﬂﬁ]mi];lﬂi$ﬂuﬂﬂlﬂﬂ‘lﬂi1.lﬂ']iiﬂll'lyjﬂvlﬂﬂiﬂ']iﬁi;linyuﬁ]ﬂg“/lﬁﬂ'lﬂmﬂﬂ (ﬂﬂl’]uﬂ'liiﬂkl']llﬂﬁ'm lLﬁE Il'll!’i')ﬂ‘lﬁiy) ‘Nmum@ﬂﬁﬂﬂﬂliﬂﬂJﬂ'liiﬂH'lﬂ’ﬂu
ADIUNYIVIA LU Ti\i‘wﬂ'ﬁﬂﬁ AAUN ADIUNDNY ﬂuﬂiﬂHTWUTLI'Iﬁ ﬁﬂ1uwﬂ1ﬂ1ﬁﬂlﬂuiiﬂliﬂi\! Wiﬂ@lﬂ\!‘lﬂi‘ﬂﬂ1iﬂ1f]ﬂ1wﬂ1ﬂﬂ MIMUANDINIG 130 1N?

Have you received care or undergone medical tests (excluding common colds and flu treatments) during the past five years in a medical establishment (hospital, clinic, convalescent home, physiotherapy, dietary needs or

treatment center, sanatorium )?

(114 ves [l No [ ves  [ad14 No [ ves 1514 No (114 ves  [lail4 No [ ves [l No
o ui (IﬂiﬂlLuU’s‘hg’uWﬁUHHNﬁmiﬂi?ﬂ
IRYNNMITUNNG NNI)
Date(s) (Please attach photocopies of operative
reports and pathology reports)
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P o P o wo o P o woa M o o o P o oo
Huetonlsziuiy Fogluguniszéwiuii 1 Foglugumszéaruii 2 Fogluguniszérdiuii 3 Foglugumszardui 4
The Applicant / Planholder Dependent 1: Dependent 2: Dependent 3: Dependent 4:

Py
5. “lumﬁwuwnm 10 ﬂwmum V|WUWiﬂﬁHWﬂﬂaluﬂi'ﬂllﬂi’J‘VWEI!81ﬂiuﬂuﬂﬂlﬂﬂﬂﬂmﬁ1ﬁﬁ]ﬂ1wlﬂﬂi\ﬂ'ﬂi§ﬂli’ﬂi»ﬂ Wi'ﬂiiﬂi'lﬂlli\! (Uﬂﬁ’J'ﬂfJNl‘]ﬁu WIHIU mmwuiawwm Tiﬂﬂﬁﬂﬂmﬂﬂfﬂlﬂ\i Iiﬂﬂ’ﬂil kil
‘Illll?fﬁ TsafnaanmssnauaN 5 Iiﬂﬂ“‘kﬁ Iiﬂwmwmaamn Wiﬂﬂ’nﬂNﬂﬂﬂﬂ‘l/lﬁi?lﬁﬂ’l“/lfﬂﬂu 91 “rﬁﬂ"lll”
During the past 10 years, have you experienced any chronic or serious illnesses (including but not limited to diabetes, hypertension, stroke, heart disease, depression, inflammatory disease, cancer, leukemia or other blood
illness)?

119 ves  [1iil4 No 9 Yes  [113i1% No Mo ves  [hilyNo 14 ves  [1ail9 No 19 ves  [J1ail9 No

IﬂiﬂiwumaIiﬂumﬁammaﬂmﬂaamm i
‘Villﬂ L‘]ﬂl 'JLWI lLﬁ"i“‘U"L’JﬁWWH’ﬂWﬂH
’J'ﬁfﬂiiﬂlﬂ ';umnmmu WﬁiﬂUWanﬂiiﬂlﬂ
i]uﬂﬂﬂ?']m'ﬂuiﬂ 9 ‘Vllﬂﬂ’)‘“ﬂi

Please indicate which illness and state clearly all
relevant details (date, duration, treatment,
recovery date, after-effects, comments)

] A s v 4 v o Yo, Y. 4 v v o 4 v a1 qua Y o ' o A '
6. ‘V]Wuﬁiﬁﬁlﬂ‘ﬁﬂiuﬂiﬂ'ﬂﬂi'wﬂﬂl’fﬂﬂS:ﬂuﬂUlﬂﬂ‘lﬂ5ﬂﬂ15ﬂ53§!ﬂuﬂ1iiﬂlﬂﬂﬁ Tiﬂ"hiﬁm_lﬁmﬁu Wiﬂvhiﬁ"/lﬂﬂ1”lﬂﬂﬂ'l'!5ﬂ31ﬂﬂﬂﬂuﬂﬂwﬁﬂﬁﬁlﬂﬁﬂuyﬂﬂif)vlll?
Have you had a screening for AIDS, hepatitis virus or for one of the human immuno-deficiency viruses?

119 ves  [1iil4 No 9 Yes  [113i1% No Mo ves  [hilyNo 14 ves  [1ail9 No 19 ves  [J1ail9 No

Ui Date (s)

ANHULVDINITATID
Nature of the test

WaNIIANIIY
Result

} A a v & v o Vo A A A o Vo wa A o ERR A i
7. 'VI'INYIi‘ﬂﬁll'l“]!ﬂiuﬂiﬂilﬂifl“ﬂimm']ﬂi:ﬂuﬂUlﬂﬂvlﬂiﬂNﬁﬂi:ﬂUﬂiﬂﬂTﬁﬁﬂl‘uﬂ\ﬂﬂ ) ﬂ'IEJ‘Hﬁ»iﬁ']ﬂ"lﬂiU‘qﬂﬂlﬂﬂwiﬂﬂ'lﬂﬂﬁ»i"i]'lﬂﬂ']iL"l]lliJ'JfJﬂiﬂvl'ﬂ']
Have you had any after-effects resulting from an accident or illness?

(119 Yes [hily No 119 Yes [Thils No (114 Yes [Thils No (119 ves [Thails No (119 ves [Thails No

Tilsaszyseazidon
Description

o &y Yo
’Juﬂ‘lﬂiuﬂﬂﬂiz‘ﬂﬂ Date of event

dnbazusanansznui 18Ty
Nature of effect

o S A a
auﬂﬁuﬂuﬁ;{ﬁma:ﬂnﬂ Recovery date

wansznuihna
After-effects

8. 'VI'INYIiﬂﬁll'l“]!ﬂiuﬂiﬂilﬂif)“ﬂilﬂm']ﬂ5~ﬂuﬂUll8']ﬂ'li‘VlWWﬁﬂ'lW1ﬂ 4) wia'lﬁiummuﬂmmmmwwwamw (Wﬂliﬂu Wiﬂ‘vlﬂ'li) wsammuﬂmmmmmmmu Hi‘ﬂll'm
Do you suffer from a disability or are you entitled to a dlsablement pension (civilian or military) or old age pension?

(119 ves  [1iil4 No [ ves  [Jad19 No (1% ves (1131198 No 14 ves  [ail9 No 19 ves  [ail9 No

Tisaszynnznmnanin
Nature of disability

Tilsaszydunesnuniesie Idlsysiililasy
Nature of pension or annuity

sunudunldsy Tlsamudnnluudams
LA Ut

FuSunoanuAINE1)

Rate (Please attach notification)

on o

} A a o & o o Vo a v, v oo A >, o @ o A o oo & o A fl
9. mu 1’ii8ﬂll'l‘]!ﬂiuﬂiﬂﬂﬂﬁ'wﬁl8!8'IﬂixﬂuﬂEJLﬂEJ‘lﬂiiJﬂ']ﬁﬂ{]lﬁﬁﬂ'ﬁﬁ‘].lﬂia‘ﬁﬂuﬂU‘Wiﬂﬂ']iiilﬂizﬂuﬂﬂiﬂﬂﬂmﬂuvh] i)']ﬂﬂizﬂuﬂ.llﬁlﬁ?] sgiudin waaﬂi:ﬂuqmmw Wﬁﬂ‘l‘ﬂ?
Have you ever been accepted on special conditions or refused personal accident, life or health insurance?

(114 ves  [1iil4 No [ ves  [J15d19 No (9 ves [Nl No (14 ves  [lail4 No (114 ves  [ail4 No

Tﬂimmmﬁuﬂmmmiﬂ;]Lﬁmmuauﬂ"lmu
malgies
Reason for and date of rejection

' A = o A o o o A o R a Eaa) < y A A o ' IR
10. "y ‘Vi3E]ﬁlﬂ‘]!ﬂﬁluﬂiﬂ1]ﬂi’JVI"\JE]lf]WﬂiﬁﬂuﬂULﬂUHWiﬂNﬂ’NHWHﬂ’JUﬂWﬂﬂTJﬁ ‘Hiﬂﬂ'lfﬂiﬁlﬂ 9 11!11'&!51& l‘]!uﬂ’ﬂllli]ilihﬂ nNoUILe ﬂ'l']zlﬁﬂﬂﬂi]ﬂaluf]’]f]’RﬂN o ga4 ‘l'ﬁﬂvlll?
Are you or have you been lately suffering from any sign or symptom (pain, lumps, bleeding etc ...)?

(1% Yes [hils No [11% Yes [Thils No (119 Yes [Thils No [11% Yes [Thails No [11% Yes [Tl No

v q =
1y nganszyseazidea
If yes, please describe

} A a o A v o ' an o oA @, > v, Ao A Y Yo o & A Yo 0 q ¥at o a i
1. !y ‘ViiE]ﬁlﬂ‘]!ﬂﬁluﬂiﬂ1]ﬂi’JVI"\JE]lf]WﬂiﬁﬂuﬂU@gizﬂ’lwﬂ1iﬂi’m’)uﬂﬂﬂ “Vﬁf]ﬂ'lii1]ﬂ1iiﬂy1ﬂ’lﬂfﬂlwﬂiﬂ'hﬂiiﬂﬁiﬁ]vlﬂiim'liiﬂ}:lﬂuzﬂuﬂllﬂu 9 ‘H5ﬂlﬂﬂ‘lﬂiﬂﬂ1illu$uﬂﬂuﬂ1§ﬁﬂH1 ‘Hiﬂvlll?
Are you or have you been lately undergoing any investigation or taking any medication or receiving any form of treatment recommended or prescribed?

Mo ves  [ThilsNo (19 ves  [113§1% No M ves  [1hilyNo Mo ves  [Thil¥No Mo ves [Thil¥No

1% nganszyseazidon
If yes, please describe

Y [V d Ya a S a v
[ FuatenlsziuseilszasnazlianivesniumBduld
Would you like to claim for THAI personal income tax deduction with this health insurance premium?

[ Sanlszaed nagdusenlius indsziuiinasvdauazdamstoyaertubvlsefussonsuassning awmaninus Tsmsinsuassmnsimue uazmnduannlsefusuduinimana (Non-Thai

. A Y Yu Y Ay A aa Yy " a o W Ya Ay Yo A
Residence) Wilﬂu%uﬂu1ﬂﬂﬂﬂlﬂﬂﬂ1}lNu‘llﬂﬂu.lﬂ{]ﬁllWﬂ’lW’I’JUflTHﬂ1ﬂiiﬂﬁﬂi:ulﬁ“ﬂﬂi$ﬂWﬂ’JEJ‘lﬂfJﬂ1HVIVlﬂi'IHI'Iﬂﬂillﬂii‘l/‘ﬂﬂi mun
Yes, and I permit the insurer to send and reveal the information about this insurance premium to the Revenue Department. If the applicant is a non-Thai resident, please enter the taxpayer ID number given by the Thai
Revenue Department: ..........cccoccoueenciennes
ona1si i l¥dm5uilanE For Tax Year .

1 14
[ ifiaamnlszanad
No

'R S
[Jwiniuonty  [hiludu'ly onwards
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v wa
D2ELDANAZNITIDUNA

Declaration and Authorization

7
o &

v, Y o o Y = S v dad " o o
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I hereby apply for coverage on behalf of all the family members named in this application form.
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I hereby declare that the above statements are full, complete and true to the best of my knowledge, and that I have not declared or omitted to declare any particular that may mislead the Insurer
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I and applicants named in this application, request to obtain the insuring agreement according to the terms and conditions of this policy. The Applicants declare and warrant that the above answers are true and complete. This
application shall be the basis of the contract between the Applicants and the Company. If any of my statement is untrue or false, this policy becomes voidable. The company is entitled to void the policy according the Civil
Commercial Code Section 865.
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I and applicants named in this application, authorize any doctor who has ever provided treatment or given advice to any persons named in this application to disclose information regarding the treatment that are related to any
claim under this Policy. I have obtained the consent of all dependents named in this application to be enrolled to disclose their healthcare information in accordance with this authorization.
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If I have agreed to make payment via credit card, I authorize The Navakij Insurance Public Company Limited to debit my account with the appropriate premiums agreement dates or on their due dates. I also authorize
subsequent renewal premiums to be invoiced by The Navakij Insurance Public Company Limited until I provide a written notice for the termination of this Agreement.
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I understand that the medical information of any persons named in this application form will be exchanged between the insurer and the medical professionals within its network.
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I authorize The Navakij Insurance Public Company Limited to send documents concerning this Policy to the home and/or billing address and email address I have provided or, upon my notification, to my intermediary’s
address.
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I authorize the company to collect, utilize and disclose my health related facts and personal information to the Office of Insurance Commission for the purpose of insurance industry regulation.
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I understand that even if I have paid for my membership, I will be reimbursed the remaining premium after deducting actual medical check-up fee and company expenses per policy 500 Baht (if any) if I cancel within 15 days
after I received the insurance policy, given that I have submitted no claims. Passed the 15 days deadline, The Navakij Insurance Public Company Limited reserves the right to withhold the amount relating to the period of actual
coverage.
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The Company reserves the right to check medical history and diagnosis of the Covered Person, and has the right to conduct an autopsy, within the limits of the law, in case of death, and the expense incurred will be paid by the
Company. If the Covered Person does not allow the company to investigate his claim or does not give permission to access his/her medical record or diagnosis, the company reserves the right not to pay such claims.
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Consent for the Company to collect, use or disclose health information

Ry}

\ .
[ $wididusenlfuwnd annmenuna uSimlssiuie ssdns aoiu vieyanalaiiitufindessansthe wiemanady sudseriassuearlssamamsuvmdvestnd Wamederioodatanuans
U3t wanadsziude 1 i) mawﬁ"lmuuaunmu

T hereby give my consent to any doctor, medical facility, insurance company, organization, institution or person with medical records regarding my illness or injury, including facts about my medical history, to
disclose all facts to The Navakij Insurance Public Company Limited or authorized person.
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I give my consent to the Company or authorized person to collect, use and disclose information about my health to the insuran ce company, reinsurance company, legal authority, and/or authorized person; for the
purpose of insurance application, claims payment according to the policy or medical benefits.
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from the Office of Insurance C ission: The Appli must declare and answer all questions truth fully. If the Applicant conceals, misrepresent, or omits to inform relevant facts, the policy will be voidable. The company has the

right to void the Insurance Policy according to article 865 of the Civil and Commercial Code.
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