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[ miasnsusssilsedudolmi
Apply for a New Policy

What would you like to do?

Diiwanngnluaseuaiimeldnsusssifisziusoilgiu
Add a dependent to my current policy

Ty Y
nsusssdlseAuneman Policy No :

UHUADINANATOIVDIND

Select Your Plan

[

WiidoansENAUANNANATEY Plan Start Date (111 001, 0000

Hi5

watlszlevainsaigilelu
INPATIENT PLAN

4
s

[T His up 1 A2 WAUA503 5,000,000 110 Avll (A1tediaeUnd 5,000 1/u)
Hi5 Plan 1 with THB 5,000,000 annual limit (THB 5,000 Room and Board per day)

[T His ups 2 AWAUAT3 5,000,000 110 Al (A1ediaeUnd 8,000 1M/3u)
Hi5 Plan 2 with THB 5,000,000 annual limit (THB 8,000 Room and Board per day)

PRIM=

[J PRIME syt 1 A910A584 10,000,000 11 sie) (Mvteagihennd 12,000 1m/u)
PRIME Plan 1 with THB 10,000,000 annual limit (THB 12,000 Room and Board per day)

[ PRIME sy 2 A10AA584 30,000,000 11 sied) (Mvtesgihennd 15,000 1m/u)
PRIME Plan 2 with THB 30,000,000 annual limit (THB 15,000 Room and Board per day)

[ PRIME iy 3 A7181A5849 50,000,000 U1m aoil (Afesdilenlnd 20,000 um/a)
PRIME Plan 3 with THB 50,000,000 annual limit (THB 20,000 Room and Board per day)

[J'laif No Deductible
anuSuiaduusn Uin)  [ERGEENY
Annual'Deductibles (in | Rk
THB) [1'THB 100,000
[J THB 300,000
O'ld

No Outpatient Benefits
watlszlawiinsdigihaven P

OUTPATIENT OPTION

9%

[ i@onumu 1 (40,000 Aoseutlnsusssy T l491e39u 50%)

[ i@onumu 2 (200,000 U1n Ao LY NINDITI)
Outpatient Option 2 (200,000 THB per policy year)

Outpatient Option 1 (40,000 THB per policy year with 50% copayment)

M33n¥IAUITUANTIY Dental Option

Od
No Dental Benefits

[ ffuans s ur 1 (20,000 UM aesovilnsusssel Hanldae
390 10%)
Dental Option 1 (20,000 THB per policy year with 10%
copayment)

OPTIONS

[ ffuanssa w2 (60,000 UM aesovilnsusssel Hanldae
390 10%)
Dental Option 2 (60,000 THB per policy year with 10%
copayment)

[ 9fuanssa i 3 (100,000 UM Aoseuilnsussssl 3
M141839u 10%)
Dental Option 3 (100,000 THB per policy year with 10%
copayment)

M3AADAYAT Maternity Option MsSnyufeIfumen Vision Option

O'id
No Maternity Benefits

Oid

No Vision Benefits

[J AaoayAs 1AL 2 (200,000 UINABTBUNTUTTTI)
Maternity Option 2 (200,000 THB per policy year)

[ aean uky 1 (10,000 30U NTHFITH)
Vision Option 1 (10,000 THB per policy year)

[ aapAs 1HY 3 (300,000 1NABI0UTNSUTTTI)
Maternity Option 3 (300,000 THB per policy year)

[]Ya5u C Zone C

WaTan sndu ansgenim uana dimsesuaud sasuoa
ditlu doane wanna Su Smde ausweransns dwnlu§
18w usda

mmmﬂmmé’uﬂsm
ZONE OF COVERAGE

Worldwide excluding USA, Canada, Switzerland, Israel, Japan,
Hong Kong, Bahamas, China, Russia, United Kingdom,
Singapore, Taiwan, Brazil

[J Y5 A Zone A

o P o a
‘VI'JTﬁﬂ YU AHIFOLNTM
Worldwide excluding USA

] B Zone B

o v o= - ¢ .
wﬂan YNIU AUIFOININT LAUIAT AIAYDIUAUA
dasuea Y1ju §04n3 aINA Iy

Worldwide excluding USA, Canada, Switzerland, Israel,
Japan, Hong Kong, Bahamas, China
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The Applicant / Planholder Details

Do Mr. [ weMrs. [ weand Miss [ ouq (T1)5321)) Other (specify) : .....ovovevvevieennn.

FO FArst Name «......oooveveoeeesieeecee e WINANA Surname .............oooeeiiiiiiiii

Sundien/Aline Date of Birth (11 L]/ OO0

WA Gender : [ 318 Male D‘}’iiﬁﬂ Female A0 NAUTT Marital Status : [ Ter@ Single [ Jause Married [ 949 Other ............

1291 31)5251A21 521 UMTIFOIAUNI ID No/ Passport NO. ........o.eeeeeeereeeeeeeeeeeeein YA Nationality .......coovrvrirnnnn

Uszmansininersdo Country of Residence ......................... Wszmasududusuiia Country of Origin / Country of Birth .........................

1we3 Inifniinanage 14 Mobile Number: +66 .

woes Insdviive 145 donunnu3 sz fusis Mobile Number to receive SMS communication from the Insurer: +66 ..

9138 Email Address (“il”ﬂ Haﬂs:ﬁuﬁmzﬁ ndlUNBinaT Insurance policy will be sent to this email) ....

¥o Ejlw‘uﬂi 210907 Name of Beneficiary .........ccoovviiiiiiiiiii AnudiuE Relationship to the Beneficiary ...............cocoeiiiiiiniiiiieiiiniiinennnn,
91N: Occupation
Clinwasng Agriculture / Farmer [hinasnu Investor [hinmsiea Politician
" Cuwnd / Faunné Doctor / Veterinarian Célszneugsn /91vesiams T115a3521) Business Owner /
[Jng /919158 Teacher / Professor N
Oéaunu / muwﬁ'wﬂi”h"uﬁu Agent / Broker Dw’aﬁ'm / uu'ﬁ'm Househusband / Housewife Specify
Oa (133314 Mercenary [gshafviesaudl / nea / veun Jewelry / Gold / Antique
1373 / NY13 Policeman / Soldier .
! ! Trading

[fatlu / vinuanq Artist / Performer

o A a = ~ '
Lhinngwing/ s NEINYHNIY Lawyer / Attorney [gsfauani/aentuasiiiailsems Foreign Currency Exchange

Dﬁiﬁﬂ Touidueonueni/szime International Money transfer
[Jo1%wdase Freelance @ Tu / mswiiu Casino and Gambling Business
[J53f9a01m13113 Entertainment Place

Dwﬁmazﬁ’mnﬁ ‘Weapons Supplier or Broker

o o o = .
[dhsrms / wﬁmwiﬁmwﬁﬂ Government officer / State Enterprises employer [hinisou / 1infinin Student / Collegian

Clwiinamuien Company employee
(16w 9 TJ5@321) Other / Specify

[hnenhdanaiu Recruitment Agency
D'qsﬁﬂﬂnﬁm Tour operator
(16w 9 Ta5321) Other / Specify

wndefanveaeld Source of income [ Uszmalng Thailand [ @ilszmet Foreign [ Tusaszaplszmst Specify Country .....................

ﬁﬂg:ﬂw_?ﬁ'u Current Address ﬁﬂg'hm"s%’n&amnm‘s Billing Address: O ﬁgdlaggﬁ’uﬁ'ﬂﬁgdﬂgﬂﬁu Same as Current Address
fuavii House Number . FINTA City/Provinee ..........ovveverrerennnns thuiavil House Number . TINIA City/Provinee ..........ovoveveeeroerreioeereeenens
DUU/YOY Road / SOi ..o mjﬁ'm Village ..ooeovviiiiiiiiii DUU/YOY Road / SOi ..o mjfﬁu VAllage ..o
............................................................... BUA/UAD DIStTiCt ..o SUA/SUND DISCt ...
HAU/AIUD Sub-diStrict ... ooeeeeee e iﬁ'ﬁqﬂiytﬁgPostal Code ..oovviiiiiiiiiiei HAU/AIU Sub-diStrict ... ooeeeeeee Sﬁﬂ‘lﬂiyﬁﬁPostal Code ...

= Y
swazPanveegiugmse

Dependents Details

inaangnluaseunss Foglugumszdiuii 1 Hoglugumszdiuii 2 Hoglugumszdiuii 3 Hoglugumszdiui 4
Add Dependent (s) Dependent 1 Dependent 2 Dependent 3 Dependent 4

% First Name

UWIWANA Surname

mutiasilszsdlsensumiadodunia

ID No./ Passport No.

WA Gender [JmoMale  [11d)a Female [JowMale [ 13 Female [JmoMale  [11d)a Female [JooMale [ 13 Female
A0IUNINANTA Marital Status

Fundeu/lina Date of Birth 00/ 00,0000 U0,/ 00/0000 00/ 00,0000 U0,/ 00/0000

ﬁiy‘]ﬂﬁ Nationality

Wszmaduiluduiuiia Country of Birth

anudniusiudueenlseius
Relationship to the Applicant/Planholder

013N Occupation

¥o é’i"uﬂsﬂmrﬁ Name of Beneficiary
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Yoyavemnwndginms S

Doctor's/ Medical Practitioner's Details

nzanliswaziBoavesmndditmssanluipiuvieyanaiduaoiulse iamamsunmdvewinuaz asndnluaseuasrfivee sz iude
Please give details of your current doctor or the one who is most familiar with your family’s medical history.

Fuerolsziude Fogluguniszéivii 1 Foglugunszéddvii 2 Foglugumazdivii 3 Fogluguniszédriuii 4
The Applicant / Planholder Dependent 1: Dependent 2: Dependent 3: Dependent 4:

9 Name

Tsawenwna/ adtin/ anwalsznoums
Hospital/ Clinic/ Practice

1@y Ins A Telephone

B1ua Email

#19¢ Address
oY P
s¥alalsudld Postcode

Yodana
Remark

v v
vayailszInguam

Medical History

P - - R - R Y PR - R
Aarensziuie Fogluguniszdiiui 1 Foglugumszdriui 2 Foglugumszddiuii 3 Foglugumszirdiui 4
The Applicant / Planholder Dependent 1: Dependent 2: Dependent 3: Dependent 4:

a9Uuga ($1.) Height (em.)

1miin (nn.) Weight (kg.)

anudulaia (E%'Wﬁ) Blood Pressure (Optional)

o P o, A 9 adoy A, e ¥ o o a ' = v oy 2 A gdd g o oo o A a
I'ﬂiﬂﬁ]ﬂﬂﬂ1ﬂ1ﬂﬂ1uﬁﬁiiﬂﬂﬁlﬂ'ﬂ’ﬂ “13{” 7o “Vlllal‘]f” 1uﬂiﬂ!‘ﬂ‘vﬂuﬂﬂﬂ'ﬂ “1‘]5” ﬁ1‘1’l51|ﬂ1ﬂ11ﬁ]81ﬂ NIUILDAIFIYALLOYA DYNALLDYANTUNIUNTONTNISYTOHNINGIVDINUAIDINAINATI NFUWUVIDNTITINNLAY
: v
Merfuannzgqummvesnumieuiulumvee sz fudeil
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.

- e o P o P - o o o 2
Aarensziuie Fogluguniszdiui 1 Foglugumszdrui 2 Foglugumszddiuii 3 Foglugumszirduii 4
The Applicant / Planholder Dependent 1: Dependent 2: Dependent 3: Dependent 4:

1 Tugiuiurseandnlunseuasrfivernsziuds hisunsoU fiidaneim diduna suieannnannzvesguamvesaueslsvie i 2
Does your present state of health prevent you from performing your full time profession/occupation?

M ves  [hilyNo 9 ves [Tl No 9 ves [Tl No M ves  [hilyNo Mo ves  [hilyNo

Niawnsarfiidan Idfnnmm
Therapeutic Part Time Leave

Nz fiiaam Idilunm
Total leave

Tilsaszymawa
Reason(s)

2. mwviemindnluaseunsifiveeliziusunsldsunie Idsusumsihliinaidala o fiuenmilennmaridaldas deuneuda vie AousAussdnieliz
Have you undergone or been advised to undergo surgery, other than for the extraction of the appendix, tonsils or adenoids?

(114 ves  [1ild No 4 ves  [lail4 No 14 ves  [lail4 No (114 ves [l No (114 ves [l No

51002100 YBINMIHIGA
Details of Surgery

U7 Date (s)

5
3. lugae s Pk vuvsemndnluaseunsiiivetensziusung lasumsuuzihltanionse lasumssnunlala ilszeznaunund s Su wieli? (endumsinu 19w sa uaz 1duialua)
During the past five years, have you been prescribed sick leave or a medical treatment exceeding five days? (excluding common colds and flu treatments)

(114 ves [l No 4 ves  [lail4 No 14 ves  [lail4 No 114 Yes [l No (114 ves [l No

Tilsaszymawa
Please give reason

M3 lasy
Nature of treatment

iiannanumsaila
‘Which circumstances apply

' i n ' P S v A o o Yo, o, A Y Yo, aa o o v @ Y o Y o N VY Y o o, o
4. Tuana 5 Ui ‘V]111‘1'Iiﬂﬁi.lﬁmal‘uﬂiB‘Uﬂi’}V]ﬂl’f]lﬂ1ﬂi§ﬂuﬂmﬂﬂvlﬂiﬂﬂﬁiﬂ‘HTHSBVlﬂi‘uﬂﬁﬂi?il’)ui]ilU‘V]Nﬂﬁ!l‘W"ﬂU (Uﬂn‘uﬂﬁiﬂ‘kﬂ‘lﬂ]‘ﬂ?ﬂ uag Vlﬁ]‘ﬁ?ﬂiﬂiy) VNHJNIM@!GI‘WVI?NL'MHJﬂ155ﬂH19|31u
anuneNNa 15U T5anemna aain aauinitu gudsnumenna anuwennadiulsnisess niedesldsumsmonmiigda msarugueing wie i
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 )?

Marves  [hilyNo 9 ves [Tl No 9 ves [Tl No M ves  [hilyNo M ves  [hilyNo
e ui (dsammduinsigaunansai
AUININNWIMITUNNY LNT 1Y)
Date(s) (Please attach photocopies of operative
reports and pathology reports)
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Huerosziude Horugunrszadud 1 orugUmszindud 2 Hohugunrszadud 3 orugumszindud 4
The Applicant / Planholder Dependent 1: Dependent 2: Dependent 3: Dependent 4:

5. ‘luﬁf'Niwa“‘L’JﬁW 10 'ﬂ‘wmum ‘V]WHWSQ'LTHﬂmGl‘uﬂiﬂﬂﬂi’Wﬁlmﬂ1ﬂ5“ﬂuﬂﬂlﬂﬂﬂﬂmﬂ1ﬁﬁ]ﬂ1wlﬂﬂ3ﬂﬂi§ﬂliﬂii ‘WiﬂiiﬂiVJlLiQ (Uﬂ@]’)ﬂfﬂil‘]ﬁl WIMIU ﬂ'ﬂllﬂuiﬁﬂ@]fﬂ Tiﬂﬂﬁﬂﬂlﬁﬂﬂﬁﬂﬂ\! Tiﬂﬂ’ﬂfl a2
‘IIllLﬁi'l Tsafnaanmssnaua 9 IiﬂﬂwLN Iiﬂﬂwliﬂmﬂmaﬂﬁlﬂ 'Hiaﬂ')'lllNﬂ‘lJﬂﬁVlNIﬂ?iﬁ’Jﬂmau 9) Wiﬂ‘hﬂ
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)?

Mo ves  [hilyNo N9 ves [Tl No 9 ves [Tl No Mo ves  [hilaNo Mo ves  [hilyNo

Iﬂiﬂiwu‘]16Iiﬂui’lwi‘lﬂi’lwmﬂﬂmﬂﬂ’mﬂi i
‘Villﬂ L‘IﬂJ ’J‘LWI LL@“‘ “’fJ“‘L']ﬁWIlIEHﬂﬁ
’J‘ﬁﬂﬁiﬂ‘}ﬂ ’J‘Hﬂiﬂ}ﬂﬂ]ﬂ WﬁfﬂU‘Wﬁ\iﬂﬁiﬂHW
i'JiJﬂ»iﬂ’J'liJmuiﬂ 9 VI!ﬂFJ'J‘UﬂQ

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

] A s v A v o Vo, Y. s Y W A v a1 qua Y o ' o A i
6. ‘V]TLI“Hi8ﬁll11$ﬂ11lﬂiB'Uﬂi’J“VI'IJSLBTIJSSf’l‘uﬂﬂlﬂﬂulﬂi'iJﬂﬁ@li’mﬂ‘u‘WWTiﬂmﬂﬂ Tiﬂuhiﬂﬂllﬂmﬁ'ﬂ “Hi8ul’JSﬁVlﬂi]GlWLﬂﬂﬂTJZﬂ’ﬂiJﬁlllﬂ‘uﬁJﬂWSﬂQﬂJBQMHHHHiB‘lH?
Have you had a screening for AIDS, hepatitis virus or for one of the human immuno-deficiency viruses?

Mo ves  [hilyNo 9 ves [Tl No 9 ves [Tl No M ves  [hilyNo Mo ves  [hilyNo

Ui Date (s)

ANHUTVDINITATID
Nature of the test

AANIIANTID
Result

i} A a v A o @ Vo, A A A o Yo, wa A o ER A i
7. ‘V]TLI“H5ﬂﬁlﬂﬁffﬂ‘uﬂ5ﬂ'iJﬂ5’J“VI‘IJﬂLﬂ11]55ﬂuﬂﬂlﬂﬂulﬂi'ﬂNﬁﬂi%ﬂﬂﬁiﬂﬂTwﬁﬁJluﬂi‘lﬂ q fan“Hﬁ»ifﬂﬂ‘llﬂ51|q'1J@]L“H@J‘WiﬂﬂWU‘Wﬁ\WWﬂﬂ1imllﬂ'JU‘W§'ﬂVlll?
Have you had any after-effects resulting from an accident or illness?

(114 Yes [l No 4 ves  [lail4 No 4 ves  [lail4 No (114 Yes [l No (114 ves [l No

Tilsaszysvaziden
Description

Sui 145 UNANTENY Date of event

dnvazueanansznui lavy
Nature of effect

fuﬁﬂuﬁuéﬁmazﬂﬂﬁ Recovery date

wansznuiina
After-effects

8. W1uﬂiﬂﬁllﬁfﬂ1‘uﬂiﬂ‘ﬂﬂi’J“VI‘IJBLB1ﬂiwﬂuﬂﬂll81ﬂ1iﬂw‘waﬂ1w1ﬂ q Hia"lmummmmmmmwwwamw (‘WﬁLSEI‘u ‘WSB“VWHS) wsammmmmmmwmmu ‘Wiﬂvlll"
Do you suffer from a disability or are you entitled to a dlsablement pension (civilian or military) or old age pension?

M ves  [hilyNo a5 ves [Tl No 9 ves [Tl No M ves  [hilyNo Mo ves  [hilyNo

Tsaszynnzgmwanin
Nature of disability

TilsaszySuneanunione Idlsedilildsy
Nature of pension or annuity

Snudunlasy Jusauuudnnluudsms
SuRunoInuAINa1)
Rate (Please attach notification)

i} A a v o @ Yo a o o oA o o ~ A o e o A A o A i
9. mu “H58ﬁlﬂﬁfﬂ1uﬂiﬂﬂﬂi’)ﬂ‘ﬂmiﬂﬂ55ﬂuﬂﬂlﬂﬂ‘lﬂiﬂﬂWiﬂ{]lﬁﬁﬂWi5'1J'1J55ﬂ"LIﬂU‘WiﬂﬂWESUﬂSZﬂ‘uﬂﬂIﬂﬂNNﬂu‘l‘U mnﬂizﬂuqumm} Useiudia Hiﬂﬂizﬂuqﬁ]ﬂWW “Hiﬂ‘lll?
Have you ever been accepted on special conditions or refused personal accident, life or health insurance?

M ves  [hilyNo a5 ves [Tl No 9 ves [Tl No Marves  [hilyNo M ves  [hilyNo

=

Tsazzyfeamguesmsifiarsuas fuii 145y
mylfras
Reason for and date of rejection

10. ¥ wieamEnluaseunsafiveelseiusuneiins elianudvieanaie wieemsla q luvasil wuanuivie dowile anzideasenlueseza 4 aaq wie'lu?
Are you or have you been lately suffering from any sign or symptom (pain, lumps, bleeding etc ...)?

(114 ves [l No 4 ves  [lail4 No 4 ves  [lail4 No (114 ves  [1ild No (114 ves [l No

PR ~
E]ﬂ'“]f NIUITSUYIWasoYA
If yes, please describe

11 s viemndnluaseuniaitveronlszfusvegszniumansaniiless wiensfumssnindrseiiosnulsande ld5uns fnenluglunudy o viene 18 umsuuzhldiin fnu vieliz
Are you or have you been lately undergoing any investigation or taking any medication or receiving any form of treatment recommended or prescribed?

(114 ves  [1ild No 4 ves  [ail4 No 14 ves  [ail4 No (114 ves [l No (114 Yes [l No

PR ~
E]ﬂ'“]f NIUITSUYIWasouA
If yes, please describe

Y A d Ya a v aa v ' Y = A '
Qﬂli?)!’t’]ﬂjiZﬂuﬂﬂﬂiz’ﬂﬂﬂﬁlzcl‘]fﬁﬂﬁ‘llﬂfJﬂ!’JuﬂTHNu”lﬂﬂ]Nﬂ{]ﬂu]ﬂ?1ﬂ?ﬂﬂ1ﬂi’]1ﬂi‘l’i§ﬂvhl

Would you like to claim for THAI personal income tax deduction with this health insurance premium?

Y A o

= o o ) P o PV o o o o d I = .
0 ﬁﬂﬂll‘ﬂi:ﬁiﬂ(Lm:ﬂuﬂﬂniﬂ‘uiHﬂﬂizﬂu’]u1ﬁﬂﬂﬁiuﬁ:LﬂﬂLWUﬁTﬂMﬁLﬁU’JﬂULﬁUﬂi:ﬂuﬂﬂﬂﬂﬂiu’dii‘mﬂi Wnl?iaﬂmmﬂﬂi’TﬁﬂﬁﬁﬂillﬁiiwmiﬂTﬂuﬂ Llazﬁﬁ‘lé’ﬂmm1ﬂi$ﬂﬂﬂﬂLﬂH‘lﬂ’JﬂNﬂﬂﬂ (Non-Thai

Residence) ‘NlﬂuNlJ‘HuWIﬂﬂQLETFJﬂTHNu‘lﬂﬂ'lllﬂg]ﬁiﬂﬂ’nﬂ’wﬂ'lﬂﬂ'Iﬂiiﬂiﬂiwl!m‘llﬂiwﬂ'Iﬁ’JNLiTFJﬂﬁWI‘lﬂﬂJﬂ'Iﬂﬂiim‘ii"mﬂi mw
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: ..........ccoceeuvnnrivinnens

;
13 HIFIFEMTUTNE For Tax Year ..o Owiniuonly  Cifludulyl onwards
[ Difiamnlszaad
No
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v wa
DRELDANIAZNITIDUNA

Declaration and Authorization

P ¢ o o = N o dad " o o o X

- ﬁ]W‘lmHJﬂ’NH‘IJSSﬁ\!ﬂﬂflxﬁl8!81ﬂ55ﬂuﬂﬂi’)ﬂﬂi1uu1uﬁ]ENﬁlﬂ‘]{ﬂiuﬂiEl'lJﬂi’J“Vlll‘]fEl1]5Wﬂi]gtlualilﬂW'UﬂlﬂWﬂi:ﬂuﬂUu
I hereby apply for coverage on behalf of all the family members named in this application form.

v oy o "y g oy ¥ = ¢ Ay oy R L AT~ P Y ¥ 3 a A ea¥ aw A 2. o oy

- ‘IJ'IWLi]WJﬂﬂJia»ﬂ'ﬂﬁ]ﬂﬂ'J'IlJﬁJ'NﬂuuuL‘lJuﬂ'ﬂm]i4Llﬁ$ﬁ1]‘lx!iiul1/n1’lil'mﬁ]ﬂ’li'ﬁ_| ‘!ﬂWLiﬂ‘liJllﬂﬂﬂﬂﬂﬁiaﬁm')u‘ﬂamﬂﬂiﬂﬂ 9 1/]i]$1’l'llﬁ1_|i‘kﬁ’l1j§]mﬁﬂﬁiﬂﬂi&ﬂuﬂﬁlllﬂ
T 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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T 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.

g & o duw 4 N o o & = vy o o Y o 4 4o
Wuiianashteyagummueyanaii ldszyie 13 uludwee sz fudeiivzgruandeudlamessiiedsilsziude uazdliusmswerianeluniediodindn
T 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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T 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.

Y Y a Y aw o 2 gy ¥ 2 a A o v Y Y 1 o o o o oA a o oo A e o o a Y
mwmmuﬂﬂuiwuwm IAUNY %f uazilame VOINIVIAUNYINUFUNINLUASVDYAVDIVININD ﬁTLlﬂﬂuﬂﬂ!:ﬂiillﬂﬁﬂ1ﬂ1]uﬁ:ﬁﬂlﬁillﬂ1iﬂizﬂﬂﬂﬁiﬂﬂﬂixﬂuﬂﬂ LWﬂﬂizjﬂ%uiuﬂ1iHWﬂH@,lLﬁﬁiﬂﬁﬂiSﬂuﬂﬂ
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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1 understand that even if | 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
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I 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 insurance 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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Signature

Fuerosziude
The Applicant / Planholder
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Dependent 1:
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Dependent 2:
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Dependent 3:
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Dependent 4:

Fui Date : L1/ I/ 00

Fui Date : L1/ 1)/ 00

Sufty Date - 10/ 001/ D000

Sufty Date - 101/ 001/ D000

Sufty Date - 10/ 001/ D000
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Reminder from the Office of Insurance C ission: The A

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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