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YOUR APPLICATION, STEP BY STEP.

L/

This is your application form. Complete it, sign it, send it.

An underwriting offer will be provided in 3 working days or less.

ONCE OUR OFFER HAS BEEN ACCEPTED,
IN 5 WORKING DAYS, YOU WILL RECEIVE:

V] vour full member's pack (by email)
This includes relevant documentation such as claim forms,
instructions, terms and conditions, and benefit schedules.

|Zl You will be able to download your member card containing
emergency contact numbers for requesting assistance services
or before admission to hospital on our Easy Claim app.



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 Female O

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
First Name(s)
Date of Birth
Gender

Marital Status

Relationship to
Applicant

Nationality
Smoker

ID/Passport No.

Occupation
(Specify nature of duties)

Height & Weight

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

Male O Female O Male O Female O Male O Female O Male O Female O

ves O) No O ves () No O Yes O No O Yes O No O

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 applicant’s Residential Address.



2. YOURCOVER

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 D and complete cover options for the Applicant only.

m APPLICANT FAMILY MEMBER 1 FAMILY MEMBER 2 FAMILY MEMBER 3 FAMILY MEMBER 4

(O Essential 16M © Essential 16M © Essential 16M © Essential 16M © Essential 16M
(O Extensive © Extensive © Extensive © Extensive © Extensive
O Elite O Elite © Elite © Elite © Elite
Hospital & (O Free choice () Free choice (O Free choice () Free choice (O Free choice
Surgery of provider of provider of provider of provider of provider
(O Specified (O Specified (O specified (O specified (O Specified
Providers only Providers only Providers only Providers only Providers only

o The Specified Inpatient Providers list is available at http://healthbyapril.com/specified-hospitals

O Nil O Nil O Nil © Nil O Nil

© THB16,375 () THB16,375 (O THB16,375 © THB16,375 0 THB16,375

© THB 32,750 () THB 32,750 () THB 32,750 © THB 32,750 © THB 32,750
S“:““t',bl © THB 81875 O THB 81875 (O THB 81875 © THB 81875 ©) THB 81875

eductible

©) THB163,750 ©) THB163,750 () THB163,750 ©) THB163,750 ©) THB163,750

© THB 327,500 (O THB 327,500 © THB 327,500 © THB 327,500 © THB 3275500

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

© Europe &ASEAN © Europe &ASEAN © Europe & ASEAN © Europe & ASEAN ©) Europe &ASEAN

excluding SG excluding SG excluding SG excluding SG excluding SG

© worldwide © Worldwide 0 worldwide © worldwide (O Worldwide
Area of excluding USA excluding USA excluding USA excluding USA excluding USA
Cover © Worldwide © worldwide © worldwide © worldwide © 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 iliness
or injury occurring during the first 30 travel days of any trip outside your area of cover.



2. YOUR COVER - CONTINUED

STEP 2

Outpatient

Dental and/or

Optical

Optical included
with Elite plan

only

Maternity

SELECT ANY OPTIONAL MODULES THAT YOU WISH
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 D and complete cover options for the Applicant only.

m APPLICANT FAMILY MEMBER 1 FAMILY MEMBER 2 FAMILY MEMBER 3 FAMILY MEMBER 4

© core

Full Coverin
Panel facilities only

Essential with
(O nil coinsurance
() 20%coinsurance

Extensive with
(O nil coinsurance
() 20%coinsurance

Elite with
(O nil coinsurance
() 20%coinsurance

« The 20% coinsurance only applies to your Outpatient module.

(O core

Full Coverin
Panel facilities only

Essential with
© nil coinsurance
(O 20%coinsurance

Extensive with
(O nil coinsurance
() 20%coinsurance

Elite with
(O nil coinsurance
(O 20%coinsurance

© core

Full Coverin
Panel facilities only

Essential with
© nil coinsurance
©) 20%coinsurance

Extensive with
© nil coinsurance
©) 20%coinsurance

Elite with
© nil coinsurance
© 20%coinsurance

0 core

Full Coverin
Panel facilities only

Essential with
© nil coinsurance
©) 20%coinsurance

Extensive with
© nil coinsurance
©) 20%coinsurance

Elite with
© nil coinsurance
©) 20%coinsurance

© core

Full Coverin
Panel facilities only

Essential with
© nil coinsurance
0 20%coinsurance

Extensive with
© nil coinsurance
©) 20%coinsurance

Elite with
© nil coinsurance
© 20%coinsurance

« If you selected Essential, Extensive or Elite Outpatient with 20% coinsurance, the coinsurance will be waived within our Panel Network.

© Essential
0 Extensive

O Elite

©) THB163,750
© THB 327,500
© THB 491250

© Essential
(O Extensive

O Eite

© THB163,750
€ THB 327500
©) THB 491250

© Essential
O Extensive

O Elite

© THB163,750
© THB 327,500
© THB 491250

© Essential
0 Extensive

O Elite

© THB163,750
© THB 327,500
© THB 491250

0 Essential
© Extensive

O Eite

© THB163,750
©) THB 327500
©) THB 491250

« 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 vsenneiidnda IMPORTANT NOTICE

Iﬂiﬂﬂﬂ’luﬁﬂllﬁﬂF”IiU“lﬂQﬁ’NuLWaslMﬂﬂ‘\]’ﬂuL'Jﬁ’WIﬂmﬂiaﬂLLUUﬁE]UﬂWlWHQﬂ’]iLLWVIEJ ‘Luﬂimﬂll‘llﬂﬁﬂﬁﬂ W%E]ig]”lﬂmvllll,tu‘[f\] I"d‘iﬂﬁlﬂﬂﬂlﬁﬂﬂ contactth@ GDrI|C0m
el o cd o X &An

ﬂ']iiﬂU']‘Vl']Qﬂ"liLLWVIEJVILﬂEJ'm‘Uﬂ']ﬂ"I%Jﬂ"lEﬂuﬂ’ﬁlauﬁﬂﬂuﬂﬂiﬂiuﬂ"lﬂ1'2ﬂ'2ﬂ1ﬂﬂ1ﬂﬂ"Iu\‘m\ﬂ']Wiﬁﬂ"lim‘ﬂ LAY ﬂmmmu‘imuﬂﬂwsmuwsnmmanmmwmﬂmumﬂ

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.

da o e -
o dAnMNnNUBYNAU Pre-existing Condition
anmiiflegnou Aelsala 4 Anuiulhensensuiniiunsesinisla q (wazlsaunsndeuiiu q) ifidnvazirvedtmilieddlansevansagreiasel Uil
Pre-existing conditions i.e. any disease, iliness or injury or symptoms (and complications thereof) that has one or more of the following characteristics:

> @wnsamanisalld
Was foreseeable
> iuldegredaau
Clearly showed itself
> auildyanuniesinsuieammsiuiisauanmiiy
You have had signs or symptoms or you were aware of the condition
> palldfumsiheviaveduugimensunndiFesanmisnanauieanmillieades (mutinsasnguamnienIsume)
You have received treatment for or sought medical advice on the condition or a related condition (including medical check ups)
> uhilgawsuesnsiiige auvsiuinuiianmiguiy
To the best of your knowledge you were aware you had
> padesiitufinfamuenmsviesuugimamsunngildsunsseusulaeitly
Requires monitoring according to generally accepted medical advice or opinion

e  @NTN3959 Chronic Condition

Tsa mudulhesenmsunluiiiidnvauzegislasgrmilssesaluil
A disease, iliness or injury that has one or more of the following characteristics:

> ezdesiinmstuiindamunanisunndfineiiomieszezeniunisuinemiie W3en1snsI9AEU N1SATIVININTBLAL/HIONSNARBY WD
It needs ongoing or long-term monitoring through consultations, examinations, check-ups and/or tests; or
> a)vs’\'mﬁnﬁﬂ'mﬂuasi'mﬁimﬁm %#301USTHTENINIDUTTNIDINTANS 6 T
It needs ongomg or long-term control or relief of symptoms or
> ﬂma"mawmiWuWWiaﬂna'usmUuwLﬁmwaswanuamwwaia VED)
You need to be rehabilitated or specially trained to cope with it; or
> dnsianmifuegegadaifiiiuun uie
It continues indefinitely; or
> wihiinsudelfinsdnunaniwisedaiu wie
It has no known cure; or
> anmidedaunduindnudediuinliiuiezndundn
It comes back or is likely to come back;

. mwsuwaumwumamum 60 VUl For applicants aged 60 or above

wauﬂimnﬂumumamtm 60 Umu"l,ﬂ q.vmaamaﬁwmumimqammwmawmmimim"lumu 6 wounauiuains Iﬂamsmsmmmwaumamswmsmmﬂqma”l,*du
AII oppllccnts oged 60 or above must submit a recent medlcol checkup report conducted no more than 6 months prior to the application date.
The medical checkup must include the following items:

>

anusiuladin

Blood Pressure
ATasIAANANYsAlvaudaldon
Complete Blood Count
Aansataszeu luiusen
Lipid Profile
ANTRTIANTVINNUDOIGY

Liver Function Test
AMTOTIANTITUDDd 0

Renal Function Test

AMesnsIANTituvasson Insous

Thyroid Function Test
msaassduiianaluden
Fasting Blood Glucose

ATRTIANTAYSEA
Uric Acid

MSATIRIATITAANI

Urinalysis

ANFRTINYAANTE

Stool Examination

AMSNYITINT NN

Chest x-ray

msamandulniwiala

ECG/EKG

ASRTIRSARTIMIRE DTN (uu—a"w)

Ultrasound Whole Abdomen
MsaTRfansadNziisionanrann f PSA (anwiziane)
PSA Test (Male Only)
masamasasediduntansesauus uunsy (awigneds)
Breast Ultrasound & Mammogram (Female Only)
msm’mﬁﬂﬂsamm‘%m’mnWgn (Lawwbjwmjd)

Pap Smear (Female Only)

Tsansrunsienunsesaguamasduiugiureinisnisiaisanifulseiu uazisweanudnslunslditeulalnsiuussiudenseufiasnisaias

Please note that the checkup report will form the basis of underwriting, and we reserve the right to apply underwriting terms or decline the application.


mailto:contact.th@april.com

3. UNDERWRITING QUESTIONNAIRE- CONTINUED

Usgifgun nuegvalanuseiusiy INSURED'S HEALTH DECLARATION

o

- = 2 v PR - 2 - a av X
ngmﬂixqammauﬂﬂa’[ﬂ 9 Nagidunle1UsENUAnTaIREld 115881115 AMURUUIENITANURAUNAY19ASU
Taenuasesnglutesfitiunzau
Please indicate if you or any person to be insured have or have ever had any of the signs, symptoms, ilinesses or disorders below

by ticking the appropriate box.

A o o e o o wa « o o Y w sw A a v
vindiusziudegunin Useiudin Ussiudogifme vseussiudssnwesigldsisiu duusdnduniela o) o
Do you have health, life, accident or hospital income protection insurance with other Insurer?

vumsgnuiasnissulsyiude inuleUssiuie inteuly wissnidnUsyiudvguaimsely o fo)
Have you ever been declined, increased/loaded premium, accepted on special terms or been nullified for health insurance?

viuagla Sun1sWidin Msnsiiade nisinsnwidalulsaweiuia wseussaugiRwmnnielugae 5 Unnuumseld

Have you ever undergone a surgical procedure or investigative nature or hospitalized or had a major accident in the last 5 (0] (9)
years?

, e, o P v o a e v da A duu oMy oo 4w
vinuaglasunsuusihannunnddnssnenlagnsiidn usensnsaidedeiududulafdsluildnseviwmiely o) fo)

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

T 5 Yiteinuun vinuagldsunisnsiaidade wu Bnaisdreuiiames msasemsaausimanlii nsdeduiionsiania nendinen

MIATI99aR35 11278 Nsesraausiala viell fo o
In the past 5 years, have you ever been diagnosed/investigated with Chest X-Ray, CT scan, MR, Pathology from a Biopsy,

Ultrasound, and Electrocardiogram or others?

, S A o wa e e . PR (P
vinweed wsemasilonnisiaund uselsarisg musivazidennuansiiviell
Have you ever had or currently have symptoms/diseases as the following details?

m'mwmJnmnmnuswumumuma’la 1wu TsAvaemausniauideda Uaﬂamau Tiﬂﬂaﬂamnuﬁasa nauiin

Tsaateszuumadumelafiinannlaaesies’ Jalsa leluiden qﬂwdaﬂ uz159Uon uavdus A1d e fo)
Respiratory Tract problems such as Chronic Bronchitis, Pneumonia, COPD, Asthma, Respiratory Syncytial Virus(RSV),

Tuberculosis(TB), Hemoptysis, Lung Nodule, Lung Cancer or others

mmﬁﬂﬂnﬁtﬁ'mﬁuﬁﬁa wu Tedu Fladufindang wlaln mmvilanenseledumal lsanasndoniale Isalafnisudduiin

uazdus ad O o
Heart Problems such as Palpitations, Arrhythmias, Cardiomegaly, Congestive Heart Failure,Coronary Artery Disease(CAD),

Congenital Heart Disease or others

m'mwm‘dnmannusuuunsumnuaunamLua LU Ismauﬂs.,a'mmLﬂﬂunﬂwumaua Hosniautess Tsannd 4o SnLEUIINeuR
nsEANAUNAIAA NTERNAUNAITULEUUSZAM Uravdaade TsAnszaAngu wazdue anil O o
Musculoskeletal problems such as Carpal Tunnel Syndrome, Chronic Arthritis, Gout, Rheumatoid Arthritis, Scoliosis,

Spondylosis, Herniated Disc, Severe Back pain, Osteoporosis or others

AN AUSTUUN A ALDIMNS 19U NSz ssniaUEe s Tsaunalunsemnzanmns smnsliiges anvarlduususiu

Tsansalnadou densanlumaiuenns ldideu Sadmmns unadldlug) Dudu C lo)
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

: . ad X o o v o A o ¢ w & v -3 = < & v_a
sausagln dnaiie douluiu Aeuguiusedan newillesensssua foulled1enseuzise uazdus dndl e (o)
Enlarged glands, Polyps, Lipoma, Cysts, Tumor, Cancer or others

ﬂgmﬁmﬂnﬁtﬁmﬁ’u M1 14 AD YN LGUABNTZIN Al n’n::ﬁﬁmsé’nl,aumam%unma loTadniau deunsudadniau

Llssenvesaneiduslsavganielavaisudu wagdue anil C fo)
Any problems about Eyes, Ears, Noses or Throat such as Cataract, Glaucoma, Chronic Otitis Media, Sinusitis, Tonsillitis, :

Vocal Cord Nodule, Sleep Apnea or others

Tsaieaudiv wazgahi 1wu Tsagaidsniau Trlugauid dudniauviiae wie O lusuiidu duuds uziSeiv way dus &8 C o
Liver and Gall bladder problems such as Cholecystitis, Gallstones, Hepatitis A or B, Fatty Liver, Cirrhosis, Liver Cancer or others .

AnuRAaUnRLgIAusyuUdUTLS Wulsanuedlu saBufietuizina sadilaa Anwe HIV Isadeugnuunnla uziSeweuganuin uazdus il
Reproductive system diseases such as Gonorrhea, Genital Herpes, Syphilis, HIV, Benign Prostatic Hyperplasia (BPH), Prostate O (@)
Cancer or others

amufiaunfvesssuumaiulaans wu lule Jaanzduin nneladniau Tsalaisess nqueimsisale Jaanvdudenuazdue dndl
Urinary Tract Disorders such as Renal Stone, Dysuria, Pyelonephtritis, Chronic Kidney Disease(CKD), Nephrotic Syndrome(NS), C (@]
Hematurig, or others



3. UNDERWRITING QUESTIONNAIRE- CONTINUED

Usgifigunnuesiveia1Useiusy INSURED'S HEALTH DECLARATION

nusEYAUVTaYARaLA o uludienUssuinieneiiduaamionins mudulhenieauiiaunfidreanil

Tasnasesansludosfitiunzeu

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

. S s o woa P . s v X ey
vinunedl wsemaddionnisiauni wielsarneg amusieazideasuaisiiviely
Have you ever had or currently have symptoms/diseases as the following details?

amAaunfivesszuulvaisulafinuaglsadon wu arwdulaings lafinans lsamanadide Tsaidensenudmgaein

Tsaurdaundlunnenseadulesl GPD uziSeautimass uzsadfindenun lsanunislsauigiidaies uas Buq il o o
Circulatory and Hematology Disorders such as Hypertension, Anemia, Thalassemia, Idiopathic thrombocytopenic

purpura(ITP), GBPD Deficiency, Non-Hodgkin Lymphoma, Leukemia, Systemic Lupus Erythematosus (SLE) or others

anuRaundtieafudenlivie 1wy vy anedeulnsesmiheuiiu angdeulnsesdvinanudi uazdus di fo) o
Endocrine Disorders such as Diabetes Mellitus, Hyperthyroidism, Hypothyroidism or others

ﬂg'\uﬁmJm?\Lf“imﬁ'mwuﬂixa'muaxaum wiu Lsaaudh Tsanasnidananadlianas Tsanduiiiagouusaensd luinsu Uindsueidess

wlosenluauss Isavaeaidonauss Tsawisiudu Anududen wazdus anil e 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

o msAnUnAnIsdnla miulisﬂmsmﬁl,tﬂsﬂs'maaﬁ"'a TsAinniana lsaduai lsausulindu enmsussamuasu nnzdandii lsadnunan

ATNYIBIUAIGIAY LazDUe 13l o o
Mental Disorder such as Bipolar, Anxiety Disorder, Depressive Disorder, Insomnia, Hallucination, Obsessive-Compulsive

Disorder(OCP), Schizophrenia, Attempted Suicide or others

2IMsunenee / Tsagiiuw o fo)
Allergies
wase 1didensen lsauniaudu q o o

Malaria, Dengue Fever, other tropical illness

MsRaAssA (salsAunsndou) Lﬁmapné’mtﬁauﬂgn iWoylnswngniasayiind] Uszdufousnldauniaueviaidonooninuni

Uanlszdnieu msnsassaniinneides fadielida HPV wienansrawaduinuagniauni anuiaunAnieusivdue o o)
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

Tsafntadniau Hugiiuwianida Tsavn o o
Eczema, dermatitis, wart disorder of skin

Tsadudauddudn anulaUndinaiugnssy anufinsaaudusaiin vseannwiidanansenudanisinaeulm o o)
Congenital, hereditary conditions, birth defects, deformities, or conditions affecting mobility

Buaglasudielialainlg wie lhialalsumsely O O
Any COVID-19 or Coronavirus infection

AufAnUnRdu o /msuiadu O e
Any other disorder / Injury

uanande 6 uda viwmauduthe wislasuuadunseld o C
Apart from item 6, are you currently injured or sick?

o
=

vaziviumdsudssmuemsedneednuilsaussddvielid o) fo)
Are you currently taking any medication or undergoing any treatment regularly?

anld Wsaszy vila If yes, please specify

Uagluvinuguyvs wieli? O guyvistionndn2o wiu deu O quywEinnnii 20 wusedu (o) (9]
Do you currently smoke? Less than 20/day Wunan | 2
More than 20/day U year

fnla Iﬂiﬂix‘q ila If yes, please specify

. o g CaT &
D4 4 4 da O a1 Whiskey O s Beer O Tl wine () Bus Other
yIuAULAToIRANT] )
weanageavsely O Y3u1m aSeaz Amount per time (0] (@]
Do you drink alcohol? 4 P o
() wiée Average frequency (O asstimes [ O & week

) Buq Other




3. UNDERWRITING QUESTIONNAIRE- CONTINUED

Usgifigunnuesiveia1Useiusy INSURED'S HEALTH DECLARATION

LaW1zans FEMALE ONLY

Tusgoy 5 isinun vinuasiauiaunAneafuiiug auiaunfvesssuuduiugmands neasnssd vielsaunsndou wiela wu Aeudivi
un Tsaguii5ila ieyungniasayiinii Lilesenungn uziSaUnungn UanUsedieu
In the past 5 years, have you ever had any Breasts problems, Gynecological problems or Pregnancy-related disease or

complications? Such as Breasts moss/cyst/tumor, Ovarian Cyst, Endometriosis, Myoma Uteri, Cervix Cancer, Dysmenorrhea

dnld Wusmszy If yes, please specify

R c om vy vq «
mummmmiﬂagwiﬂu ﬂ11ﬂ1ﬂiﬂizua1q¢15‘;ﬂ
Are you pregnant?

d1le Wsnsey If yes, please specify

| 2 \Aau Months o o

fvirumsudiany “la” ludau (A1 1-12) 91esu Tusalisieazidalunisiedneansi vinuenadedsituuaeununen sunnsiiuAuRs o518 UM sUNNSLALLRY Tuegiu

mw‘guusquazﬁnvmwmamwﬁunm

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.

FuetoUseiude
Person to be insured

Anudoi.
Question No.

15A/0MEN1INSUNNG/D1NTUERS
Disease/ Medical Condition/
Sign & Symptom

Juiensuaniinduasausn
Date of first occurrence of
sign & symptom

AUAYDINTANDINTS
Frequency of sign & symptom

S1wazLuANIss e
(swjﬂa,"fuﬁ,iwsnmmmmss”nm,
mseidin Wudu)

Treatment Details

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

"‘;’uﬁﬁfﬂﬁﬂmgummi davanems
nsunndnaisange/ lasunisinuinisan
an

Date of last follow-up medical
consultation/ treatment

fims¥nweteseriealulsesn, finns Yes ©
NuHuselasunssnyndetesiu

nsoli?

Any on-going, regular, planned or

preventive treatment required?

ves ©)

fionsuansdeatiiosegusala?
Any on-going sign or symptom?

No ©) Yes © No © ves © No ©

No O ves © No O Yes © No ©)



3. UNDERWRITING QUESTIONNAIRE- CONTINUED

Ttlsm.,uswautaamﬂmnuuwwmls.mm ‘VﬁﬂLL‘W‘VIHUSuQ’]ﬂiﬂUﬂi’Jﬁ’miUN‘UﬂLﬂ’lﬂiuﬂuﬂﬂlmauﬂ’m mavinlaifiunnduszddn T’Llsmuwauawja wagmmﬁ‘lmimimams
unng wsaamuwmmawmuuauauwn'luﬂsauﬂﬂ'lﬂwwiasumiinm‘lww 3 meum winiuiduasliiieane 'mummiﬂLLuULanawiLLﬂaequLmuwmuﬂu'lummau Tu
nsdifiviulimewuunnglugag 3 Bikuan TWsnszyin "lifivseldnenwu” & gudnail

Please enter the following details about the usuul/famlly 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

fwiupeu “d/ine” Tuaaude 1 - 12 aganivsisazideansaiulsanaznssnyingiuialudosinediuans
If you answer “Yes”in any question (item 1-12) please give details in the space below.

© on Acceptance (© Another Date:

Would you like your insurance intermediary to have access to your policy details and claims transactions through Yes © No ©
their online account?

Do you authorise us to discuss and/or share claims and medical information with your insurance intermediary? Yes @ No @
Intermediary Name Intermediary Code

Company Name Telephone

Email



3. UNDERWRITING QUESTIONNAIRE- CONTINUED

Bank Name

Bank Address

A/C Name A/C No.

Currency @ THB O UsD O EUR O GBP For all other currencies, please check with APRIL Thailand.

For international transfers to a foreign bank, note that your
bank may charge you fees for each transaction which will

The following information must be provided for bank accounts outside of Thailand: g
be your responsibility to bear.

Sort Code BIC (Swift) Code

Corresponding
Bank Details
(if applicable)

fiaulszaed wavdusanliuidn ueadud Usziude $1in (uinww) daazilaue ‘uauam&nnuLUaﬂsununamnsuaﬁmnimwuﬂ /Lta.,mﬂmmta'ltlsunum
Wy send 'muJuNuwu'mﬁaatﬁamvuu'lﬂﬁmng‘wmaﬂmElmva'lﬂs Tﬂiﬂsvutam Useddidanidenns ldurnnsuasswans tavil

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)

i/ lsivre e /ey o 1d5unnasuassning @i
No Yes Federal tax identification number

Please provide more details on a separate sheet if required.

Would you like your insurance intermediary to have access to your policy details and claims through their online
account? YesO No QO

May we share information about member claims and benefits paid with your insurance intermediary? Yes O No O



4. PAYMENT METHODS

CREDIT CARD

. CHEQUE OR BANK
\'/ Mastercar
(visa / Mastercard) BANK DRAFT TRANSFER
2% surcharge
Please select one
payment method: O © ©

+ Cheques should be made payable to “LMG Insurance Public Company Limited".

- Please indicate the policyholder’s name, policy number and debit note number on the back of the cheque.

» Please send payment to:
APRIL Assistance (Thailand) Co Ltd
518/3 Maneeya Center North
10th Floor Pleonchit Road, Lumpini, Pathumwan
Bangkok 10330, Thailand

» Transfers should be made in THB. Please send full payment to:
Thai Baht (THB) Account
LMG INSURANCE PUBLIC COMPANY LIMITED

BANGKOK BANK PUBLIC COMPANY LIMITED /
BANGKAPI BRANCH

Account No: 105 - 322089 - 1 - CURRENT ACCOUNT
Swift Code: BKKBTHBK
1. All bank charges will be borne by the remitter.

2. Please indicate your Policy Number and Debit Note number as a payment detail to your banker.
3. Please send the slip of payment with your Policy Number, name and debit note to us for our accounting records and to issue an Official Receipt.

APRIL Assistance (Thailand) Co Ltd.

518/3 Maneeya Center North

10th Floor Pleonchit Road, Lumpini, Pathumwan
Bangkok 10330, Thailand

Tel: +66 2022 9170 | Fax: +66 2 022 9112

Email: contactth@ april.com



5. ACKNOWLEDGEMENT & PERSONAL
DATA PROTECTION ACT (PDPA)

U3 veanuanslunsvedeyaiuiuluduiinerdumiseniadda 4 saudsnsnsenludiulag vesuuuvasumiBendas dumnzay)

U3EN o1avesudeyaiigaiuguamynanisunndvindeudadulaifeiudiseniesvasiu

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.

Fmidrveiusesit demmdnsduiifuausimnusens dmidndleindevssfudeiiviom Iaueuniy daueTnsdatedn
dmisugzasouaiivestmidmvininerdeuszdreglulszmalng nindesuaaswasiimdndumavseuntaliudemiuass drmidrdusenlividnveniandyaila
wananiidmidrvenausiuiali UsEn weadud Ussiude Saia@mvw) Tunisieswe wiensiudeya wiededunanduitnsziinisSnvimenuia
wazguamsImMerasd i ldanunnd lsswenuia wsedaune)uialgnssu wisssrnsauln Nlinsduiin vsensiuiFeaneafudnd wiedua vt
wilounilstdnldnsevines duunamaievewmiddousudunaiililinaduysalidufsaiuduatu mdidilawasnsiuiidiinisussiudeiazinaduaseuiisliunisnauiuain
useN

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.

dmdBusenliuiemn dafu 19 uanlame daifnataiiuguamuasioyavesdmidnde dinnuamgnssunisifuwasdaaiunisUssnaugsie Ussiude
wisdszlevidlunisiiuguassiadseiudy

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

duateUseiusie Insured @nsein1sunu* Authorize Person*

Jui iou U Date Juii 1hou U Date

) Y 5 = 0. Tusaszyauduus Please specify relationship to Insured person
*nugwa: nsalllugnszyitnisunuasadulanizUnn/ansan/a18/055871/ynswiniy, d

Z 27 L Sy ave oy g
nRveteUsyiuieeigaingt 20 U deslsidnn unsan wselunasesasdionis

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

£AuNY (AUN.) WARNING BY Office of Insurance Commission

Tneudaudiefunuauasmnde fagtiuvsinensdeumnaufiaslisremfulrumaunuamuduagiuseiuse auuseanangrunsunisiasnalugunns 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 Civiland Commercial Code.

AunuUsEAUIUIANY o neutlseAuIuANe e Tuausaaui
Agent Broker License number



SUBMIT YOUR APPLICATION

SUBMIT ELECTRONICALLY

SUBMIT

Bd-

Save this file andsend it to
asia.app@ april.com

PRINT, SIGN, EMAIL

Send the scanned copy to Mail to
asia.app@ april.com APRIL Assistance (Thailand) Co Ltd.
518/3 Maneeya Center North
10th Floor Pleonchit Road, Lumpini, Pathumwan
Bangkok 10330, Thailand
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Underwritten by:

LMG Insurance Public Company Limited

14th,15th,17th and 19th Floor, Jasmine City Building

2 Soi Sukhumvit 23, Sukhumvit RdKlongtoey Nua, Wattana
Bangkok 10110, Thailand

Tel: +662 6616000 | Fax: +662 639 3907

Insurance.
A Liberty Mutual Company

MH TH 2024/06
Arranged and administered by:

APRIL Assistance (Thailand) Co Ltd.

518/3 Maneeya Center North

10th Floor Pleonchit Road, Lumpini, Pathumwan
Bangkok 10330, Thailand

Tel: +66 2022 9170 | Fax: +66 2 022 9112

Email: contactth@ april.com
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