(1.) YOUR DETAILS

IMPORTANT NOTICE

The answers you give to the questions contained in this Application will form the basis of any insurance policy issued, and will be incorporated into the
contract. It is essential that you give accurate, truthful, and complete information for all persons to be insured, as inaccuracies may jeopardise coverage

or invalidate a claim.

Family Name :

First Name(s) :

Date of Birth :

Height (cm) :
Occupation :

(Specify nature of duties)
Smoker :

Nationality :
Residential Address :

Postal Code :

Usual Country
of Residence :

Tel. :

Email :

Gender : Male O Femaleo

Weight (kg) :

Yes O No O Marital Status :

ID/Passport No. :

Country :

If you wish to use a different mailing address please advise us

Mobile :

Important : this email will be used for sending your policy documents and claims-related communication which may include sensitive
medical information.

Family Name

FAMILY MEMBER 1 FAMILY MEMBER 2 FAMILY MEMBER 3 FAMILY MEMBER 4

First Name(s)

Date of Birth

Gender

Male @ Female @ Male @ Female @ Male @ Female @ Male @ Female @

Marital Status

Relationship to
Applicant

Nationality

Smoker

Yes @ No @ Yes @ No @ Yes @ No @ Yes © No @

ID/Passport No.

Occupation
(Specify nature of duties)

Height & Weight

cm kg cm kg cm kg cm kg

Please use separate sheet if necessary. Please advise us if any family members to be insured do not live at the proposer's Residential Address.

03



2. YOUR COVER

STEP 1

MODULES APPLICANT FAMILY MEMBER 1 | FAMILY MEMBER 2 | FAMILY MEMBER 3

SELECT YOUR COVER

The following modules form the base of your policy. Each member has the flexibility to select the cover they want.

If dependants will have the same cover as the Applicant, please tick here O and complete cover options for the Applicant only.

FAMILY MEMBER 4

© Essential 3M © Essential 3M Essential 3M Essential 3M © Essential 3M
Hospital & Surgery © Essential 16M ©) Essential 16M @ Essential 16M @ Essential 16M © Essential 16M

© Extensive © Extensive © Extensive © Extensive © Extensive

© Elite © Elite © Elite © Elite © Elite

O Nil O Nil © Nil ® Nil © Nil

© THB 16,375 © THB 16,375 © THB 16,375 © THB 16,375 © THB 16,375

© THB 32,750 © THB 32,750 © THB 32,750 © THB 32,750 © THB 32,750
Annual Deductible © THB 81,875 © THB 81,875 © THB 81,875 © THB 81,875 © THB 81,875

© THB 163,750 © THB 163,750 © THB 163,750 © THB 163,750 © THB 163,750

© THB 327,500 © THB 327,500 © THB 327,500 © THB 327,500 © THB 327,500

e Your selected deductible applies to the Hospital and Surgery module only.

Area of Cover

STEP 2

MODULES

Europe & ASEAN
excluding SG

Worldwide
excluding USA

Worldwide

O O

]

Europe & ASEAN
excluding SG

Worldwide
excluding USA

Worldwide

o)
o)
o

© Europe & ASEAN
excluding SG

© Worldwide
excluding USA

© Worldwide

© Europe & ASEAN
excluding SG

© Worldwide
excluding USA

O Worldwide

© Europe & ASEAN
excluding SG

© Worldwide
excluding USA

© Worldwide

e The area of cover chosen will apply to all modules selected.

e Services rendered outside of the area of cover are covered up to THB 1,637,500 per period of insurance, only if they are directly caused by sudden illness
or injury occurring during the first 30 travel days of any trip outside your area of cover.

SELECT YOUR OPTIONAL MODULES

The following modules are optional. Each member has the flexibility to select the cover they want.

If dependants will have the same cover as the proposer, please tick here O and complete cover options for the Applicant only.

APPLICANT

FAMILY MEMBER 1

FAMILY MEMBER 2

FAMILY MEMBER 3

FAMILY MEMBER 4

Outpatient

© Core

Full Cover in
Panel facilities only

Essential with

nil coinsurance

©0

20% coinsurance

Extensive with

nil coinsurance

©0

20% coinsurance

Elite with

nil coinsurance

O
O

20% coinsurance

© Core

Full Cover in
Panel facilities only

Essential with
nil coinsurance

20% coinsurance

Extensive with
@ nil coinsurance
@ 20% coinsurance

Elite with
nil coinsurance

(@)
&)

20% coinsurance

© Core

Full Cover in
Panel facilities only

Essential with
O nil coinsurance

G 20% coinsurance

Extensive with
O nil coinsurance
O 20% coinsurance

Elite with
O nil coinsurance
© 20% coinsurance

© Core

Full Cover in
Panel facilities only

Essential with

nil coinsurance

00

20% coinsurance

Extensive with

nil coinsurance

©0

20% coinsurance

Elite with
O nil coinsurance
O 20% coinsurance

© Core

Full Cover in
Panel facilities only

Essential with

nil coinsurance

00

20% coinsurance

Extensive with

nil coinsurance

©0

20% coinsurance

Elite with

nil coinsurance

00

20% coinsurance

e The 20% coinsurance only

e |f you selected Essential, E

applies to your Outpatient modull

xtensive or Elite Outpatient with

e.

20% coinsurance, the coinsurance will be waived within our Panel Network.

Den.tal and/for © Essential © Essential © Essential © Essential © Essential
Optical © Extensive © Extensive © Extensive © Extensive © Extensive
Optical included with . . . . .
Elite plan only © Elite © Elite © Elite © Elite O Elite
© THB 163,750 © THB 163,750 © THB 163,750 © THB 163,750 © THB 163,750
© THB 327,500 © THB 327,500 © THB 327,500 © THB 327,500 © THB 327,500
Maternity © THB 491,250 © THB 491,250 © THB 491,250 © THB 491,250 © THB 491,250

e Important: Available to women between 19 to 45 years of age who have selected at minimum an Extensive or Elite Hospital and Surgery on a NIL deductible
basis, plus an optional Outpatient module.




3. UNDERWRITING QUESTIONNAIRE

UszniAndidsy IMPORTANT NOTICE
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Please find below important definitions to have in mind when you complete the Medical Questionnaire.
In case of doubt, or if you are unsure, please do not hesitate to contact us at contact.th@april.com

Medical treatments related to the questions within this application must be declared regardless of date of occurrence or treatment date.

dld L] - - mgm
d@nnniagnau Pre-existing Condition
amwﬁﬁaaﬂidau falsala 9 mnuduthensenisuinldunieninisla q (wazlsaunsndeuniu 9 fifignuarirvedrmiloddavionarsetadolui:
Pre-existing conditions i.e. any disease, iliness or injury or symptoms (and complications thereof) that has one or more of the following characteristics:

aAu1san1anisaille
Was foreseeable

Wildegadaiau
Clearly showed itself

, v
AullFyamsoeINIuTeAUNIIUREIAUaN WY 9
You have had signs or symptoms or you were aware of the condition

ﬂmlmumiiﬂmm@%mLLu“u’mNmiLLWﬂEjLiaaamwmﬂm’msaamwmLﬂEJ’J’uaﬂ (5’3J.I‘VlQﬂ’]iﬁ]i’Jﬁ]ﬂ“ﬂﬂ’lW“V]’Nﬂ’]iLLW‘VIEJ)
You have received treatment for or sought medlcal advice on the condition or a related condltlon (including medical check ups)

L‘V]’Wlﬂmﬂi’mﬁ]ﬂ’]wmﬂﬂ ﬂmmﬂmﬂﬂmuamwwuuu
To the best of your knowledge you were aware you had

Aaslituiinfianueinmsviseduuzimisnsunmgnldsunissensulaenaly
Requires monitoring according to generally accepted medical advice or opinion
¥
) L - mgm
d@n1NL5939 Chronic Condition

Tsa anudutheniensuiniviilidnuuseddlaedmilsdsreneludl
A disease, illness or injury that has one or more of the following characteristics:

2Apalin1sTuAnAAMUNIINSLINENR L 89S 852 8LEIHIUNITUSAYINISD 150N1TASIVEBU NISATIVTNNNYLAL/YSBNI1TNAABY 130
It needs ongoing or long-term monitoring through consultations, examinations, check-ups and/or tests; or

azfoslinsAivAuedNfealol Wseluszyza1IMEaUIINIBINITHIN § 130
It needs ongoing or long-term control or relief of symptoms; or

v o X T & a A w oA o X o oA
AMAZADINNITNUNNIOHNBUTHLUUNIABINDTUNDNUANTNLIDI 30
You need to be rehabilitated or specially trained to cope with it; or

gensfianndusgeglififvun wse
It continues indefinitely; or

wihiinsrudaliinisshwnaniwisesaiu vise
It has no known cure; or

Lo ¥ o A A v 9 =
aniseseunaundnviseiinullduinagndunndn
It comes back or is likely to come back;



3. UNDERWRITING QUESTIONNAIRE - cCONTINUED

UsgiRguainvesiuaienUseiudie INSURED’S HEALTH DECLARATION
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ayansryaausayamaln q Naslufienuseiuiiusenelidyaramsoeinis anuiulienseninuiinunidisdnsi
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Please indicate if you or any person to be insured have or have ever had any of the signs, symptoms, illnesses or disorders
below by ticking the appropriate box.

Wufivsziudvaunn Useiudin Ussiudugdfueg vseussiudveavesieldsedu fuuddndunseld
Do you have health, life, accident or hospital income protection insurance with other Insurer?

unegnufiasnissuuseiude iudeussiude iinteuls wiesnidnUseiudoguamnioly
Have you ever been declined, increased/loaded premium, accepted on special terms or been nullified for health insurance?

Wwaeld Sun1siade n15n51938ade nsnsnwidlulsiweuia wseuszaugUfmnnielugie 5 Uiduundely
Have you ever undergone a surgical procedure or investigative nature or hospitalized or had a major accident in the last 5 years?

Muaglasunsuuziiannunwngianssnuilaensenda vsensesiidaduiududulandslilansyvivselal
Have you ever been advised to have a surgical operation or investigative procedure which had not been performed?

© ©Oo |0 | ©o

Tu 5 s vhuegldunmsaseiteds wu Bnusdreniuned msnsafenauuimdnlnin nsdstuiensanis wersiner ms
A51998R5 19168 AATIaRaula wselll

In the past 5 years, have you ever been diagnosed/investigated with Chest X-Ray, CT scan, MRI, Pathology from a Biopsy,
Ultrasound, and Electrocardiogram or others?

©

. P a P— . P Y- T S I
NULALI $15BN19LBINSHAUNR 'viiaT,iﬂm’Nf] AusIeazduaRuansinselu
Have you ever had or currently have symptoms/diseases as the following details?

anuiigUnffeatuszuumaiumela wu lsanasnaudniauizess Uaasniau IsﬂUama_m%uﬁla%a noulia
Tsafndeszuumaiumelailiinonlsaensieds Talsa leiluden gafiven uziSelen wazdus fil

Respiratory Tract problems such as Chronic Bronchitis, Pneumonia, COPD, Asthma, Respiratory Syncytial Virus(RSV),
Tuberculosis(TB), Hemoptysis, Lung Nodule, Lung Cancer or others

muRaunideatuiale Wy Tedu Wladuiindong wlale anegileneviemledumes lsanaendeaila Tsailafinisusifiia
wazdue and

Heart Problems such as Palpitations, Arrhythmias, Cardiomegaly, Congestive Heart Failure,Coronary Artery Disease(CAD),
Congenital Heart Disease or others

' P
A v o

AuAaUNRLA BItusEUUNSZRnuasnd1uile 1w Lsadudszamilifvunaiiuiideiie Jodnauls o5e lsanid dedniausuinesd
nIzaNduNAtAn nszandundaiuiduszam Uiandausess lsanszgnnu uasdug a1

Musculoskeletal problems such as Carpal Tunnel Syndrome, Chronic Arthritis, Gout, Rheumatoid Arthritis, Scoliosis, Spondylosis,
Herniated Disc, Severe Back pain, Osteoporosis or others

ANuAnUARAEINUTEUUNIRLE NS WU nszinIzemsontaus e Isaunalunssinizanms emnshiddes anzdalduususiu
Tsansaluadou idensanlumaiuewns lddou Safnramns uziSeanldlna) Pudu

Gastrointestinal tract problems such as Chronic Gastritis, Gastric Ulcer, Dyspepsia, Irritated Bowel Syndrome, Gastroesophageal
Reflux Disease(GERD) Gastrointestinal Hemorrhage, Hernia, Hemorrhoid, Colon Cancer or Others

sousinaqln fifaile Aoulviu Aouguimiedad Aoulliesensssua Aeultleeudenzise uazduq il
Enlarged glands, Polyps, Lipoma, Cysts, Tumor, Cancer or others

ANuBAUNRREIAY 71 1 AD AUN WukBnsEan fefiu aeiilinnsdniauvesytunans luladniau deuveudadniau esenvesaisides
Tsavganiglavauzndu uagdug 614

Any problems about Eyes, Ears, Noses or Throat such as Cataract, Glaucoma, Chronic Otitis Media, Sinusitis, Tonsillitis, Vocal Cord
Nodule, Sleep Apnea or others

Tsafeafiudu uazgauii wu lsaguiisnau daluguid dudniauaiiae wie O luffuiidu duuds uziSeiu uaz Buq &1l
Liver and Gall bladder problems such as Cholecystitis, Gallstones, Hepatitis A or B, Fatty Liver, Cirrhosis, Liver Cancer or others

AnuAnUnfieafussuuduiug Wulsavuedu Tsasuiietuzind 1sadaa Aade HIV Isadeugnuannln uziSwengnnn uazdus dil
Reproductive system diseases such as Gonorrhea, Genital Herpes, Syphilis, HIV, Benign Prostatic Hyperplasia (BPH), Prostate
Cancer or others

a

anuiaUnRvesssuumaidudaans wu Dalula Jaanzduin nglednau Tsalasess ngueinislsala Jaanuudenuazdug i
Urinary Tract Disorders such as Renal Stone, Dysuria, Pyelonephritis, Chronic Kidney Disease(CKD), Nephrotic Syndrome(NS),
Hematuria, or others




3. UNDERWRITING QUESTIONNAIRE - cCONTINUED

UseifgunwvesduelenUseiuie INSURED’S HEALTH DECLARATION

9

ngasTyYAMMIayAnaln ¢ ﬁwtf]uétawszﬁuﬁﬁamaﬁ UIUNTRDINT auidutaenieanuiaundtreansi
Tnsnuaseasnuneludesiivmunzan

Please indicate if you or any person to be insured have or have ever had any of the signs, symptoms, illnesses or disorders
below by ticking the appropriate box.

vuaeil vieideienn1sinund wselsArieg musieazideaaiuaisinield
Have you ever had or currently have symptoms/diseases as the following details?

anuiaunAvesszuulnaisulafinuaslsaden 1wu Anuduladings lalinans lsanaradide Tsadensenudmgasin
Tsauiiainglunnznsaadulel GePD usiSeeninndes uzisudadend Isanunislsauigiidaios uas dug a1d

Circulatory and Hematology Disorders such as Hypertension, Anemia, Thalassemia, Idiopathic thrombocytopenic purpura(ITP), @ @
G6PD Deficiency, Non-Hodgkin Lymphoma, Leukemia, Systemic Lupus Erythematosus (SLE) or others

anuiaundneatudenlive Wi wimu angasulnsesdvinnuiu Mazdeulnsesdvingudi uazdus dd e o)
Endocrine Disorders such as Diabetes Mellitus, Hyperthyroidism, Hypothyroidism or others

auAaUnfREIfusTULUsTamLazanes Wy lsaaudn Tsavasadenduadldines Tsandudegeuusuond lunsu Uindsuziseds
Wiesenluaues Isavasnidenaues lsawisiudu Arudidon uazdus 618 O O
Brain and Nervous system disorders such as Epilepsy, Cerebral Aneurysm, Myasthenia Gravis(MG), Migraine, Chronic Headache,

Brain Tumor, Stroke, Parkinson’s Disease, Alzheimer, Autistic or others

pmsfiaundniedale wu TsaersualuUsusuaesds Tsadandara Tsadued Tsaueulindyu einisussamuasy nnggidngin
Tsadman AsweneIueindIniy Lagdue and e o)
Mental Disorder such as Bipolar, Anxiety Disorder, Depressive Disorder, Insomnia, Hallucination, Obsessive-Compulsive

Disorder(OCP), Schizophrenia, Attempted Suicide or others

21M3uWe199 / Tsagiiui © fo)
Allergies

wase lddenesn Tsaunioudu q
Malaria, Dengue Fever, other tropical illness

(@)
(@)

nsdensss (salsaynsndou) iilesennduioungn weylnswagniadaiini Uszduioumnlladnaveviodonaendnuni
Uinusedniiou Msmnssaninnedes Andelada HPY wienansrvwadUnuagniinund AnuRaunfiviausnudug

Pregnancy (including any complication), fibroid, endometriosis, irregular periods or bleeding, menstrual pain, complicated pregnancy,
HPV infection, or an abnormal smear test result, any gynecological disorder

(@)
(@)

TsaRaniladniau Augluionida lsana
Eczema, dermatitis, wart disorder of skin

Tsandusausifnda anuRadnfnieiiugnssy AnuRnsRALsin vsedan miidgawansznudonisiadeulm
Congenital, hereditary conditions, birth defects, deformities, or conditions affecting mobility

ANUAAUARDY 9 /nsunnLdu
Any other disorder / Injury

uaNNTe 6 ud1 Murdaduvae vislasuurndurselsl
Apart from item 6, are you currently injured or sick?

gauziiiiufasulsemusvsedneuiesnuilsauseinsvs el
Are you currently taking any medication or undergoing any treatment regularly?

© O 0|0 |0
© O 0|0 |0

dnly TWsasey wila If yes, please specify
YagUuviuguyns wiely? Her . 3 . . o) ©
Do you currently smoke? o) guyvatieandn20 wiu siedu © quyvsinan 20 nudeTudunan

Less than 20/day More than 20/day U year

d1le Wsasey vila If yes, please specify

@ 31 Whiskey @ 1Jie5 Beer @ a1 Wine @ 8u¢ Other
VUALLATBIANI © vsum asaz Amount per time
ueanegoaus okl (@) (@)

i ? ] 2 .. o .

Do you drink alcohol @ \adw Average frequency O A4 times / @ AU week

@ du¢ Other




3. UNDERWRITING QUESTIONNAIRE - cCONTINUED

UseifgunwvesduelenUseiuie INSURED’S HEALTH DECLARATION

wn1zans FEMALE ONLY 0 :

Tusgyy 5 Viikhuwy iweasdianuiiaunfifgaduidiun anuiaunfivesszuvduiuginands nssassd violsaunsndeu wieli wu
foufiinuu Tsagainald Woyungniaseyilad iesenuagn uziseUnungn Uandszduieu

In the past 5 years, have you ever had any Breasts problems, Gynecological problems or Pregnancy-related disease or complications? @ O
Such as Breasts mass/cyst/tumor, Ovarian Cyst, Endometriosis, Myoma Uteri, Cervix Cancer, Dysmenorrhea
anla Iﬂiﬂisu If yes, please specify

Wuidssenssfegnsald dldlusassyangnssi

Are you pregnant? fla TUsasey If yes, please specify P A9U Months @ O

v

gviumeudianu “la” Tudanu (fau 1-12) 419du Wsalimeandenlunsedisansi viiuenadeddiuuuasun1uniean sunngimufuvs e s1eaun suwnguiuia

muagﬁummqumdLLazﬁnwmwmamwﬁLmaa

If you answered “Yes” to any of the above (Question 1-12), please provide details in the table below. You may be required to provide a further
medical questionnaire or medical reports, depending on the severity and nature of the condition declared.

HualoUseiudey
Person to be insured

Annnutodn.
Question No.

15A/A1ENINSUANG/BINSUARS
Disease/ Medical Condition/
Sign & Symptom

JulensuaALAnTuATILTA
Date of first occurrence of
sign & symptom

AMUAVDINISAABINTG
Frequency of sign & symptom

SIUaZLBEANITINY
(s2yde,5uil,582198108901550 W1, N1SHIAR
Wudu)

Treatment Details

(including name, date, duration of medication,
surgery etc.)

Jynlafnn1ue1n1s TangNeNIINITUNNG
Assanan/ isun1ssnwaseage

Date of last follow-up medical
consultation/ treatment

finns¥nwiegserieadulsesn, finns Yes © No © Yes © No © Yes © No ©

ManurselasunisShvudedesiunselal?

Any on-going, regular, planned or
preventive treatment required?

Yes © No @ Yes @ No O Yes @ No ©

fonsuansnailiotaguiali?
Any on-going sign or symptom?




3. UNDERWRITING QUESTIONNAIRE - cONTINUED
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NuUNdMSUNIsUaaLNNLAN ADDITIONAL SPACE FOR FURTHER REMARKS

dmiuneu “dire” Tumaiude 1 - 12 nganliseaziBeaifieriulsauaznissnymeruialugesinginuans
If you answer “Yes” in any question (item 1 — 12) please give details in the space below.

TWsaszyseazienieriuunmduszdiin vseunndusziinsounsidmsudueienUseiudfoudazyin. maviuddfunndusedndn Wenszydeyate Meguasyln
Uimsnenisunnd wieganunetuiafivinuuazaudnluaseuaialdnuniefunsinuvilugae 3 Uik minjjuiidhuasliiiene iuauisauuuienaisuaas
winiunSeuduludved lunsdiivinuldinenuunmdlugng 3 Y Waaszydn "lufivieliwenwu” duansi

Please enter the following details about the usual/family doctor for each person to be insured. If you do not have a usual/family doctor,
please provide the names, addresses and contact information of medical providers you and your family members to be insured have seen
in the last 3 years. Use a separate sheet if necessary. If you have never seen a doctor in the past 3 years, please indicate that below.

Name

Address

Telephone Fax

Email

nsveldandvesniumlduldnungvune TAX DEDUCTION SCHEME

fianuuszasd uavBugenliu3ov weadud Usviudy d1dn (umww) dwazilame doyaieanuiloyssiufogonsuasswinsimun /wazwinduetondssiude
Wy srawnd Juludinihiidendendduldaunguuneindisni@enns Wsaszyiav UszdrddideniBeins ldsuannsuasswins avi

Yes, | agree that LMG Insurance may collect, use and disclose the information to Revenue Department.

For non-Thai citizen, please specify the federal tax identification number (13 digits)

Tidi/lsivae © 1/\mg O AlFFuannsuasIWINg LA
No Yes Federal tax identification number

Please provide more details on a separate sheet if required.



5. ACKNOWLEDGEMENT & PERSONAL
DATA PROTECTION ACT (PDPA)

U3 geanudnslunsvedeyaiiuinludiuiifeaiudnseniadds q saudansnsenludaulng vesuuvunesudnsenies (Euvunzan)
UM enavesudeyaieafiuguainvansunndvtudeudadulaifieafudndensesveiu

The Company reserves the right to ask for additional information in respect of any claim, including the completion of any section of a claim form,
if appropriate. The Company may also obtain information about your medical health before making a decision about your claim.

Fgvesusesin deanuteduiifuanuasimnusznns Pimdudnladnteussiusefiuidny Ifaueutiu Idauelnedaiod
Jmidugraseuasivesdimdvininerdeuszregluussmdlng mndesunawedmdniuiandeuntaliudinnuass drwdrduseuliusdnuonidndyanld
wenanildrmdrveneud el usEn ueadud Ussiude Sria@wivy) Tunisieswe uSensiudpya visaedwuainiuiindsziinsshvimenuna
wazgunsIneastmidlannuwng Tssweuia vdeaaynerutanssy vsessdnsdula ilinnstudin viensueadeadydmd nieguamvesdinid
wleuntiddmdldnszrhies duwnmenevemildensusunailliiinaauysalufuiiuiuatu dmddlawasnauiimsussiufetheinaduaseadisldsunsneuiuainuign

All the above statements are true and complete to the best of my knowledge and belief and | understand that the company, believing them to be such,
will rely on them. | further understand that the premiums quoted above, or elsewhere, unless otherwise advised by LMG Insurance, are quoted in
respect of me and my family being resident in Thailand. | do hereby appoint LMG Insurance as the Attorney-in-face to request copies or any kind of
information regarding my health records or health condition from any physician, healthcare provider, or any organization on my behalf until completion.

A photocopy of this statement shall be as effective and valid as the original. | understand that this insurance will not commence until the company has
approved my application.

JdrBugenliusena daiu 14 uazilawme darfinasuiriuguamuazdoyavesdrndise drinauamznssunisiiuuazdaasunisusznaugsne Ussiuste
waUsglevilunsifuguagsiauseiudy

| agree that LMG Insurance may collect, use, and disclose my information to the Office of Insurance Commission for the purpose of insurance system
governance.

Wuateseiudy Insured Wnszvinisunu® Authorize Person*

Juii 1hieu U Date Juii 1ieu U Date

FRNYLNG: ﬂszﬁLﬂuéﬂsw‘hmstmuﬁamﬂuLawwﬁm/msm/mﬁmssm Iﬂsmsqmwﬁuﬁué Please specify relationship to Insured person
/ynsintiumnguseussiufveigdind 20 U dealidan unsen wiey

UnAsesastioniy

*Remark: Authorize person must be Parent/ Spouse/ Child only,
If applicant age under 20 years old, guardian must sign

n1.) WARNING BY OFFICE OF INSURANCE COMMISSION

Tineumaudrsdumuninuaimnde fazduusdnensielumgufaslusemdulnmaununudygiuseiude auussuanguunsuvisuazndisduins 865
The applicant must truthfully answer all questions. Any concealment or misrepresentation of the truth may result in the insurance company
refusing to honor insurance claims, as per clause 865 of the Civil and Commercial Code.

funulseivinae O wentlseiviuaiy ® Tueynnauii 9000 25/2550

Agent Broker License number
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