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Application Form for Health
and Personal Accident Insurance

A New Normal Lifestyle Series
for a new generation

Health Insurance for Individuals & Families
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Application Form for Health and Personal Accident Insurance “New Normal Lifestyle Series”

Us:nnyeovwualonUds:fiune / Type of Insured

. o o
O draensziudenan : Insured

O gansnvnsgaaianiszindevan : Spouse of Insured
(3xyTo-wINANagaNIT0I§iUT=NUABYMAN : Name of Spouse of Insured)

O yasvasdusienszinsdenan : Child of Insured
(xYTo-wINaNaYATVBILLeNLUTzAUABNAN © Name of Child of the Main Insured)

O ysvesganirvovgvaientsziudenan : Spouse’s child of Insured
(FxyTo-wINaNaYATIRIgaNIFYRIRIeUTEAUABTAN : Name of Spouse's child of Insured)

stgRIdunyUalaUsung (AINAs:UTulnsUs:vasMoUssnsuirs aktiviaiauniv)

Applicant’s Details (as stated on ID Card or Passport) PCHI ID No.
O we ;M. O wi: Mrs. O w9817 1 Miss WWIUIEIIMIUTEINTW / viedalAun
O inme : Master O iinneds : Ms. O 8u9 : Other ID / Passport No.

FogvoionUszAudie : Applicant’s Full Name

%a . First Name %aﬂ’ma . Middle Name WINENA : Family Name ’Tuwmmq . Expiry Date

MNaNAul A wAY : Policy Commencement Date - -

Ll - Gender a071WNIW - Marital Status
Oww:Male Onde:Femae | Olan:Singe O ansa: Married O wnihe : Widowed O vieh : Divorced

818 AGE YA : NAONAIY oo wWImun (nn) f\i’mqa (78) - DU (TH)
Weight (kg.) Height (cm.) Waist (cm.)

Tu/Lfau/Ilfia (a.a) : Date of Birth - S YYYY

913w : Occupation AU © Position AnNEUeIwATN - Type of Work

(MninBemengud NI Ty INaga)
(If retired please specify your last occupation)

fagifa9iu : Current Address

Fauarfieg §01uNYIU © Your Company Name, Work Address

ﬁaﬁﬁmmﬂﬁﬁﬂm (Iam3z1) : Contact Address (Please identify) O ﬁag‘ﬁwﬂu - Current Address O fladfiviem : Work Address

a

Inidwyidiafio : Mobile Number Tnidnyitu ; Telephone Number | 8ina : E-mail

Teazideananiyisuiurinnmssnenadszlent : Bank Account Details for the Payment of Claims

511A19 : Bank Fa1nyT : Account Name

5197 : Branch eI : Account No.
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sneR:danySulsHasu [mﬁuF’is:unﬁmqus:ﬁﬁm‘mJs:aﬁauﬁé’aﬁﬁuﬁalﬁunﬁu]
Beneficiary Details (as stated on ID Card or Passport)

Fogsudszled 1 : Beneficiary Name 1
O we : Mr.
O fnae : Master

s?}a . First Name

O wi : Mrs.
O enwdi : Ms.

%aﬂma . Middle Name

O wan : Miss
O au9 : Other

wadszanaie
ID / Passport No.

TI1TU / VIR OLAUNIG

WINGNA : Family Name

gina : E-mail

LWE - Gender O 718 . Male

QO vt : Female

Xty71% : Nationality

a o

fogyudszlend : Beneficiary Full Address

M/ Lhaw/iia (A.A.) : Date of Birth

Tnsdwiindnsiald : Contact Phone No.

ANNFNRUSIURYaLe 132U Relationship to the Applicant
QO Aawsa : Spouse O yn3 : Child O au9 : Other

%'aw:%’uﬂiﬂmlﬁ 2 : Beneficiary Name 2
O wig: Mr.
O éinme : Master

f'?}a . First Name

O w19 : Mrs.
O e : Ms.

%aﬂma . Middle Name

O w9an : Miss

wadszinaise
ID / Passport No.

T1UU / VTIROLAUNIG:

O au9 : Other
WINENA : Family Name

giua : E-mail

we : Gender O a8 : Male

QO wds : Female

Nty71@ : Nationality

o

flogFuszTed : Beneficiary Full Address

T/ \waw/Tifia (a.f) : Date of Birth

Tnsen

fAnsald : Contact Phone No.

ANHENUSTIURYLeszude © Relationship to the Applicant
QO dawsa : spouse O un3: Chid O w9 : Other

1. IRONIWUADINFANASEY (Select your Protection Plan) Genmsgu (Base Premium)
u uan/Baht

QO standard O Premier O Maxima O Ultima
O Standard Plus O Premier Plus O Maxima Plus O Ultima Plus
O Standard Extra
2. MonsdouambsUs:fiu (Premium Discount Options)
annAnAIatgteuan (OPD Benefit) | O lauAuasasdilisuan (Exclusion of Outpatient Benefit) - 20%
ANNSURATeUEIBLIN/AN/T] O AMNIVARTOUEIWLIN 20,000 VN (THB 20,000 Deductible) -15%
(Deductible/Person/Policy Year) O anuiunrausIuLIn 40,000 U (THB 40,000 Deductible) - 25%
TR ANNELNE T o A ,

q 1 _ 0,
uns Standard & Standard Plus O ANuIUAATaUEINLIN100,000U M (THB 100,000 Deductible) 32.5%
Tdmansndenivdiuanild O anuIVAATOURIBLIN200,0000 M (THB 200,000 Deductible) - 40%
*** Remark *** - - , ) N
Deductible options are not available for O anHNFUAATaUEIULIN300,000u  (THB 300,000 Deductible) - 50%
the Standard and Standard Plus Plans | O duanngnadmiuasauaia (Famiy Discount) -5%
damandeusziufomariazgnanmduiduiunndesziufeivndwaaduuda @) Sub-Total

These premium discounts are to be applied progressively from the base premium above (Where applicable)

3. |ﬁannmun:uasauuximﬁu (Additional Benefits)

108NMS§IU/Base Premium

unh/Baht
FEE e e ANNANATEININTIUANTIN/ Dental Benefit O dumsat/Cover O ladnasat/Not Cover
8 M5UUN Standard Plans N < /Vision Beneit O¢ Cover O lait Not G
. . X AMNANATDININAINIY/ Vision Benefi ANAIDY/Cover O lNANATDY ver
NauuliaunIndande . Y/ Vision Bene i /Cove k /Not Cove
2, nl & ¥ g
Twﬂ“mm"ww’i“ . O Baiudsziugifvgaimuunaa / Buy More Personal ACCIHENt (PA). . Baht
AMunuaNTINLAzINEla . o . (Insert Amount)
Welsenuiin 145 v slamanAnAIey 100,000 1N
*** Remark *** Additional Premium THB 145/ THB 100,000
Dental and Vision Benefits | ¢4, 5uiidaiiinainioinmeldunud sz fiuiidan
are not available for all The amount bought is to be added to the existing amount within the selected plan
types of Standard Plans - o 2 P o doa
RUANNANATDIRTWIImANANIINLABLTENUNLE DN
This coverage is in addition to the selected insurance plan amount.
o £ o a4 a4 2
*Uiunsasnindnciatsoniunied jiasilowlad
*The Insurer reserves the right to accept, limit or decline this request.
4. AnbaUssrusiosnad [Annual Premium)
Wedsznudegnd (Net Premium Sub-Total) (U : Baht)
ansuaant 0.4% (Stamp Duty 0.4%) (LM : Baht)
Wetsznuaesin (Total Premium) (U : Baht)
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nuulaunaN (Medical Questions)

ﬂimmummmmumau WWﬂ‘ﬂEﬂ@]@ﬂU 6L‘H/L@EJ” N9 ‘LJ‘HE]LLE‘J YWE)EHJENINWFJ']U’]@ nIeAdtn amwnIuIaliunIaniae '.J%‘V]iﬂ‘isﬂ
ﬂﬂ']W‘]jﬁ)"ﬂU% MNIINIAAMHNITINE UGS ‘UE]NE‘]E]%‘] “ﬂLﬂEJ’JGIJENIUiﬂi ULWNLWNSLWHE] 8

Kindly answer the questions below. For each “Yes” answer, please identify the provider's name (hospital or clinic), along with the; address,
injury or illness condition, date of treatment, current clinical treatment or follow ups and other relevant information. Please Specify in Question 8

1. aneiliulSuanuduatornnninssssisziugeninle g viela? @ npnuuudnninsssilaziuie uazaTnInoTIsUEuds)
Are you currently covered by any other Health Insurance policy? (If Yes, please enclose a copy of the policy and benefit schedule)
O Tallg/lsdvag (No)

O Tw/wee Tsaszy (Yes, please specify)

2. vhwaegnufias ennsusziude tiadeuseiu iindenls sndnusziugunw wieussiuiianialai? mnae nganszymesziden
Have you ever had any Health or Life Insurance policy declined, postponed, rate adjusted, restricted or canceled policy? If yes, please clarify
O Tallg/lsdvag (No)

O T/wee Tsaszy (Yes, please specify)

3. viwAefioins vaslasudunein vialdauniaiftaae vislaauniavidainsuienulaaniannuiadnfinedalis wialy?
Tuandadulalanvaaanuialng
Have you ever had symptoms of, or been made aware of, or diagnosed with, or treated for any diseases or disorders

of any of the following? Pl nderline th ific di r disorders.

3.1 - amathedase Tainaw (Headaches, Migraines)
O Wla/lives (No) O 19/1me lsaszy (Yes, please specify)

- lsanleanuAnUnfvemasaiandnes (Cerebrovascular Diseases or Disorders)
O Wla/laives (No) O 14/ume Tlsnszy (Yes, please specify)

- IsauazanuiaUnfvairenldanas (Pituitary Gland Diseases or Disorders)
O Tllg/lsivae (No) O 19/wme lsazy (Yes, please specify)

-9 v3e antny (Seizures or Epilepsy)
O Wla/liwes (No) O 19/1ee lsaszy (Yes, please specify)

- Tsann3Auau (Parkinson’s Disease)
O Wla/laives (No) O 19/ume Tlsnszy (Yes, please specify)

- Huan w3 nuedd (Fainting or Blackout Spells)
O Wla/lsives (No) O 19/wme Tsaszy (Yes, please specify)

- Iﬁﬂﬁ@mmﬂ@ﬂﬂﬁﬁﬂ 99972 UUUTEa M (Any other Neurological System Diseases or Disorders)
O Wla/lives (No) O 19/1me lsaszy (Yes, please specify)

- 19umian (Chest Pain)
O Wla/laives (No) O 19/ume Tlsnszy (Yes, please specify)

- Tsavla (Heart Disease)
O Wla/lsives (No) O 19/wme 1saszy (Yes, please specify)

- 18w (Palpitations)
O Wla/liwes (No) O 19/1me lsaszy (Yes, please specify)

- laduiAnUn@ (Cardiac Arrhythmias)
O Wla/laives (No) O 19/ume Tlsnszy (Yes, please specify)

- TsauazanuanuinUnfiveslen iala szuulvaiieuladin (Any Lungs, Heart, Blood Circulation System Diseases or Disorders)
O Wla/lsives (No) O 19/wme Tsaszy (Yes, please specify)

- Wwdenvan nizdNdangasu Mizdndengaaulunasadand (Varicose Veins, Embolism, Vein Thrombosis)
O Wla/lies (No) O 19/1ee 1saszy (Yes, please specify)

lsamadiiodesniay TsawuaiiGefwile (Celluitis, Necrotizing Fasciltis)
O la/laives (No) O 19/ume Tlsnszy (Yes, please specify)

- TN w%aa:ﬁuﬁlﬂmﬂmﬁaﬂqa fAENInITyNILTauTaw (Diabetes or High Blood Sugar Levels, Please specify insulin use)
O Tailg/lsvme (No)
O T9/wae Tiaszy (Yes, please specify) O 148ugdn (Insulin Injected) O Tlalld8ugan (Non Insulin Injected)
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nuulaunN (Medical Questions)

- annanlafings vidaszauannaulaiings (Hypertension or High Blood Pressure)
O Wla/lsives (No) O 19/1me Tlanszy (Yes, please specify)

- szauladulwdnaialnd (Dyslipidemia)
O Wla/laives (No) O 19/1me lsaszy (Yes, please specify)

- Ta#ina19 (Anemia)
O lla/lsives (No) O 19/1me T)aaszy (Yes, please specify)

- TsareanwnAnUnivassanriimies (Lymph Nodes Diseases or Disorders)
O Wly/liwee (No) O 14/1me 13aszy (Yes, please specify)

-Tsadan anwfnUnfvesaasinuniadenlse (Blood Diseases, Hormonal or Endocrine Disorders)
O lla/laives (No) O 19/1me lsaszy (Yes, please specify)

3.2

- Fanszan Kofiu daan deile (Cataracts, Glaucoma, Pinguecula, Pterygium)
O Wly/liwes (No) O 14/1me lsaszy (Yes, please specify)

- ANHRAUNATaINIZINAN 0UIEE NG ﬁwiﬂum (Cornea, Retinas, Vitreous Disorders)
O Wla/laives (No) O 19/1me Tsaszy (Yes, please specify)

- puearIagLien1Ineain (Blindness or Visual Loss)
O la/lsives (No) O 19/ume Tlnszy (Yes, please specify)

-Tsav3annufAnUnfian s a9 lusa3zy (Any other Eye Diseases or Disorders, please specify)
O Wla/lives (No) O 19/1me 1saszy (Yes, please specify)

3.3

- lsandaanuiaUnfansnauida lava (Tonsil, Sinus Diseases or Disorders)
O Wla/lives (No) O 19/1ee Tsaszy (Yes, please specify)

- Tsanaanwinlnfaasy Ao ayn xisannAaninifeldosesszuulaseaiie
(Ears, Throat, Nose Diseases or Disorders, including Related Abnormal Structures)
O la/laives (No) O 19/ume llanszy (Yes, please specify)

- pRudmadnmela (Respiratory Allergy)
O lla/lies (No) O 19/1me Tsaszy (Yes, please specify)

- Uaﬂqﬂﬂﬁgw,%a%gq neawldenas (COPD, Emphysema)
O lla/laives (No) O 19/ume T)aaszy (Yes, please specify)

- viau#ia waamwh@iaﬁ'amz@ju (Asthma, Bronchial Hyperresponsiveness)
O Wly/liwee (No) O 19/1me lu3aszy (Yes, please specify)

- Jowlsatanm (Pulmonary Tuberculosis)
O Wla/laives (No) O 19/1me lsaszy (Yes, please specify)

- Tsmdansniay Todess Tofuidan mamﬂuﬁ'auﬁbﬁuﬂam (Pneumonia, Chronic Cough, Hemoptysis, Pneumothorax)
O Wilg/ldims (No) O 19/1ae Tsaszy (Yes, please specify)

- YszTadaidelalninl¥smeiusla (Post COVID-19 infection)
O Wla/laives (No) O 19/1me Tsaszy (Yes, please specify)

- TsavdaanuAndnfan 9 9evszuumamele l13m3z1 (Any other Respiratory Diseases or Disorders, Please specify)
O la/lsives (No) O 19/ume Tlanszy (Yes, please specify)

3.4

- 13A3m (Psychosis)
O Wla/lsives (No) O 19/wme Taaszy (Yes, please specify)

- 1A38R 3ANROA ErARENTh (Stress, Anxiety, Obsessive Compulsive Disorders)
O Wla/liwee (No) O 19/1ee 13aszy (Yes, please specify)

- wouldnau (Insomnia)
O Wla/lsives (No) O 19/iee 1aaszy (Yes, please specify)

- 97138l T159% (Mood Disorders)
O Wilg/ldims (No) O 19/1ae Tsaszy (Yes, please specify)
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nuulaunaN (Medical Questions)

- Aumgznnn (Panic Disorders)
O lly/lbies (No) O T9/wme Tdsaszy (Yes, please specify)

- TsAna" (Phobic Disorders)
O lla/laies (No) O Ta/vme Td3aszy (Yes, please specify)

- Fuah dannAavonenenynanaanenewdfaee (Depression, Self-harm Ideas or Attempted Suicide)
O lly/lies (No) O Ta/wme Tdsaszy (Yes, please specify)

- TsannBan safigin NMMzUNWIBINNaALynN (Attention Deficit Hyperactivity Disorder (ADHD), Autistic Disorder, Intellectual Disability)
O lla/laies (No) O Ta/wee T3aszy (Yes, please specify)

- M3l 3o MsfeanEnialilng %%aﬂwmanqw%a%mﬂnﬂm (Use or Addiction of Drugs or Psychotropic Substances)
O lly/liee (No) O Ta/wme Tdsaszy (Yes, please specify)

35 | - ninlvadounaanainii ninluadion (Gastro Esophageal Reflux Disease (GERD), Acid Reflux)
O Wla/laives (No) O Ta/wae Tsaszy (Yes, please specify)

- wnalunaziwnzananiasild WWeansanluwizuunaAnairia (Stomach or Intestinal Ulcers, Gastrointestinal Bleeding)
O ilg/ldims (No) O Ta/wee lusaszy (Yes, please specify)

- dldusuin dldsniaudos Tsaquwidsaldsnian dldaasu Tsalamiu
(Irritable Bowel Syndrome (IBS), Inflammatory Bowel diseases (IBD), Diverticular Disease, Intestinal Obstruction, Crohn’s Disease)
O la/laives (No) O Ta/wae Td3aszy (Yes, please specify)

- Tsmduuds dudeudniay dusniay lasunanau (Cirrhosis, Pancreatitis, Hepatitis, Fatty Liver)
O Wly/liies (No) O Ta/ume Tsaszy (Yes, please specify)

g

- Isﬂﬁwqﬂﬁa% TSAAUSNLIEUINNLEANaTDR Teenw (Alcoholism, Alcoholic Hepatitis, Ascites)
O lla/laives (No) O Ta/wae Td3aszy (Yes, please specify)

- Iﬁﬂmaaqaﬂfwﬁ ﬁﬂugﬂﬂfwﬁ anwAnUnvesameLfining (Gallbladder Diseases, Gallstones, Bile Duct Disorder)
O lly/liies (No) O Ta/ume Tdsaszy (Yes, please specify)

- A9 (Jaundice)
O la/laives (No) O Ta/wae T3aszy (Yes, please specify)

& dew (Hernias)
O lly/liies (No) O Ta/ume Tdsaszy (Yes, please specify)

- 3pdA20 WHATIIEUNINT TsaAemgn3 (Hemorrhoids, Anal Fissure, Anal Fistula)
O lla/laives (No) O Ta/wae Td3aszy (Yes, please specify)

- WW8IM3 (Food allergy)
O lly/laies (No) O Ta/ume Tdsaszy (Yes, please specify)

- Tsan3aAnuAnUNAdU 9 98Ma0ARIMNT NTENZEMT AU ieald lUsaTzyneaziden
(Other Esophagus, Stomach, Liver or Intestine Diseases or Disorders, please specify)
O Wla/laives (No) O Ta/uae Tdsaszy (Yes, please specify)

36 - lsauazanufinunfaecles nela niziwiztasie (Kidneys, Ureters, Bladder Diseases or Disorders)
O Wla/laives (No) O Ta/uae Tdsaszy (Yes, please specify)

~faitla taluriola dalunszmnzilasiz (Kidney Stones, Ureteral Stones, Bladder Stones)
O Wla/laives (No) O Ta/wme Tdsaszy (Yes, please specify)

- lsauazAnnAaUnfAvasraNgnran nio ssuuRUNU] (Prostate or Genital System Diseases or Disorders)
O Wla/lsives (No) O Ta/uae Tdsaszy (Yes, please specify)

37 | - theee Yandvdelng daanasdinunrianasaauans (Neck Pain, Shoulder Pain, Upper Back or Lower Back Pain)
O Wly/laies (No) O Ta/wme Tdsaszy (Yes, please specify)

- azthagess (Fibromyalgia)
O lla/laives (No) O Ta/wae Tdsaszy (Yes, please specify)

- mjummﬁﬂmn&'ﬁmﬁmmu%ﬁﬂﬁ@ (Myofascial Pain Syndrome)
O Wly/laiies (No) O Ta/ume Tdsaszy (Yes, please specify)
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nuuldaunaN (Medical Questions)

- MNOUTDINTZYNLARDU VIBviNEUIBINTZYNIARBUNANLIEUYTzaN (Bulging or Herniated Discs)
O Wla/ldims (No) O Ta/wae Tusaszy (Yes, please specify)

- laarFaanufinUnfvainainiie dasaniaonszgn (Muscle, Joint or Bone Diseases or Disorders)
O Tdla/lsivas (No) O 191 T3y (Yes, please specify)

o mItnde Fadniay daiden Joint Pain, Arthritis, Degenerative Joints)
O Tdla/lsivas (No) O 19/t T3y (Yes, please specify)

- Tsms wiaszaunInginlwdangs (Gout or High Uric Acid Level)
O ldla/lsives (No) O T9/1ae T3y (Yes, please specify)

-Tsndaguneed (Rheumatoid)
O lla/laives (No) O T9/1ae TUsnszy (Yes, please specify)

- TsanIaanu ﬂﬂﬂﬂﬁﬁuﬂ maw:umﬁwwf:ml,axm:@ﬂ I‘Uﬁmzq (Other Musculoskeletal System Diseases or Disorders, please specify)
O ldla/lives (No) O T9/1ae T3y (Yes, please specify)

38 | - lsaend (QﬂﬁuﬁumwiaﬁaLﬁmﬂmamﬁ) éjummi“?ﬁﬁ‘msﬁmﬁ’mamﬁ mMzieaulnaaliiamerled (AIDS, AIDS Related Complex, HIV)
O Wlld/lalvas (No) O T4/wae Tmszy (Yes, please specify)

3

- snfnsamanASNWUS (Sexual Transmitted Disease)
O ldla/lsivas (No) O T9/1ae TU3nszy (Yes, please specify)

Ay o Vo MY a s Ay o W & 4 .. .
- mazpRfunwunniIaeslilainnniend Tsagddnnuduwitai@azesnuas (Immunodeficiency, Autolmmune Disease)
O ldla/laives (No) O T9/1ae TU3nszy (Yes, please specify)

- Taruindidaies (Systemic Lupus Erythematosus (SLE))
O ldla/laives (No) O T9/1ae T3y (Yes, please specify)

39 - Taafwmiednay Tsafuiamitdniay fAw anfiw (Dermatitis, Eczema, Rash, Urticaria)
O ldla/lsivas (No) O T9/1ae Ty (Yes, please specify)

- NRUWRIMAS (Atopic Dermatitis)
O ldla/lsives (No) O T9/1ae TUsnszy (Yes, please specify)

=T ﬁ’am‘f:a ?iau’fa mwfa (Moles, Nodules or Lumps, Skin Tag, Seborrheic Keratosis)
O ldlw/laives (No) O T9/1ae T3y (Yes, please specify)

- Iﬁﬂ‘vﬁamwﬁmﬂﬂﬁmmﬁmﬁfaﬁlufJ Iﬂiqu (Other Skin Diseases or Disorders, please specify)
O ldla/livee (No) O T9/1ae TUsnszy (Yes, please specify)

3.10 vhwasdanuunniasiuie ansaaUnfuasAnidusnudride Iﬁﬂmaﬁuqmw Iﬁmm:mwﬁﬂﬂﬂﬁﬁvﬁaﬁuﬂ Anonmitaan
f0 3.1 - 3.9 vidoli mnviwilUsnszyneazifen Www Aitassrasunng sung 0113 MIATIY VoM IFNIALATD wan1sinET o
(Birth Defects, Congenital Anomalies and Abnormalities, Genetic Diseases, Any other Chronic Diseases or disorders rather than
specify in medical questions number 3.1 - 3.9, if yes please specify diagnosis, etiology, symptom, investigation or treatment,
results of treatment, etc.)
O Talld/ldwae (No)
O T4/1me l3n3zy (Yes, please specify)

3.11 vhweeflonns Tesunsusnen T8Suduuzi ana Iads viethUasneuieaiuasse Fad foundailosen fowile wiol?
Have you ever had symptoms, been consulted, advised, investigated, diagnosed, or treated for malignancies (cancer), cyst,
mass or tumor, lump or nodule?

O T (No)
O ¥ (Yes) Iinszyl (Please specify years)

Jazinn/afia (Type/Kind) 9781z (Organ)
O dufiag/idung/faeine Tanszysiinrasnsine (Currently being treated, please specify the type of treatment) ...

O wda/snsvmeuwds 1snszyidnsined (Removed/Cured, please specify type of treatment)

lsaszyiunviinssneuazfinmuinusinsigarne (Please specify the treatment date and last fOlloW UP VISI) s

Na%yw,f:a (Biopsy/pathological result)
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nuulauniN (Medical Questions)

3.12  amfirhumaildsueviemsinendn g endunsimislaiunmsseieelasunndniolu? dls lanszy

Are you currently undergoing medications or treatment, recommended or has been prescribed by a physician? If yes, please specify.
O T (No)
O Ta T3y (Yes, please specify)

V]']%LﬂEJLﬂJ']iﬂH']G]'ﬂ%IiﬂWEJ']U']ﬂ FOUNEIUIBIINTIN ARTN 130 ﬂﬂ’l%WﬂWWﬁi@IN/? ol Tdamse ’LJ‘E@LLE‘]“’V]E]EJ‘IJQGE‘TQ']%WEJ']‘U’]E\]

4.
mMItaSunie Mathe Tuisunssnen sreznaiinins s iulsoneuia LLﬂ”Ui”Lﬂﬂﬂ’]iLﬂJ’liUUiﬂ’]i (wﬁmh/wmauan)
Have you ever been treated at a hospital, medical center, clinic or sanitarium? If yes, please provide the name and address
of the healthcare provider, the injury or iliness, date of treatment, length of stay for hospitalization, and department of services
(Inpatient/Outpatient)
O T (No)
O v Wnszy (Yes, please specify)

Fu/iiow/d Anen wuaelu/giaenen JzEzMRNI eS| Fosonune s AMinasalan MI5NE7 Tl @.@wmﬁmgn
Treatment Date l3nszy Tulsanenuna (Medical Provider (Diagnosis) (Treatment) ATIRIGA
(DD/MM/YYYY) IPD/OPD (Length of Stay Names) (Latest

(Please Specify) for hospitalization) Follow-up date)
5. WwWassiviniu (FOR WOMEN ONLY) : Talld/liiae l4/ine
No Yes

51 muiassassiogniala? : Are you currently pregnant? dly lsaszyengasas O O

If yes, please specify number of weeks of the pregnancy .. . 51Jmﬁ/Weeks
5.2 ‘Y]’]uLﬂF;INIWWﬁE]ﬂ’J’mN@ﬂﬂGlLﬂEJ’mULG]’MN HAYN J9la iagele thnueagn Yszihan 3z U‘Uﬁ‘uwuﬁ

mInansass mamiﬂaaﬂumimmma unIngdat miLLmum ‘WiaLﬂEJ‘J‘iJﬂ']‘N]i’J"\)’J%ﬁJ%F;ILL@u/

1IDINBINIE Numﬂ’mmavlu? ole lanse YN Ben fifiase M3 IAsnen

Have you had any diseases or disorders of the breast, uterus, ovaries, fallopian tubes, cervix, O O

menstruation, reproductive system, pregnancy or childbirth, including complications, abortion or

miscarriage or have been diagnosed and/or treated for infertility? If yes, please specify diagnosis,

treatment, and when
5.3 - vuwneaaaaynIinewriald? : Have you ever had a prior child delivery? O O Hyvear.

1 1 VY 1A 1 . . . =)

- YnulAsRIARaANNEEaslgrialu? : Have you ever had a surgical delivery / C-Section? O (@ F1/AC: —

6. vhuiaglauauuzinlinTifiadeniinunng aagenwinme nisrhrnomaiennvifeasdulanenmiteanfissylidediu

3334mmimnaﬁnmwmamnswmmh 317 nIald (m°L°1i Tamazy 1 URZLUUNAATIAFININ NIDATINTNNILAINGTD)
Have you ever been advised to have any medical tests, health and physical check-ups or procedure to investigate other than
as noted above, including annual check-ups? (If yes, please specify and enclose the medical or physical examination report)
O T4 (No)
O 1o W3z (Yes, please specify)

6.1 Tagiuviwmguengu ind yrandeengurieduniold? dly Tdsaszyinum

Do you currently smoke a pipe, cigars, cigarettes or other type of tobacco? If yes, please specific.
O T4 (No)
O T Winszy (Yes, please specify) 3131 (@MOUNY fia T (per day) gUEIWIH (how long have you been smoking) ... 1 (year)
(mmﬁmjuué’j NIWIIZLYLVAN TIWIUHIUAD I Lmzﬁhmu‘ﬂ“ﬁ'ﬁju)
(If you already quit smoking, please specify the reason, quantity per day and how long did you smoke?)

!
i

6.2 yhufuAIesNiiLaanagaarsali?

O T4 (No)

O 14 (Yes) Ianszysiinvasuannagaafiiuix UAETIUIBIASAREADTUANN o

Do you drink alcohol? If yes, please specify alcohol type

and average units per week CONSUMED ....vwvevvveeerrssesrresesnees units per week.
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nuulaunn (Medical Questions)

7. vnwagldsun1In T fiiay @ Buenile 31 aunu nIRndn wieRannInenunngla g wisld 1w nIdeinaninTg
Fuaelisnszynemsnnans FuinT LATHAATIY NINLHUNANIATIVRLABA NG
Have you ever had any special medical examination (such as MRI, CT Scan), or any surgical or procedures e.g. endoscopy?
If yes, please specify a list of procedures, when was this completed, and what were the results? Please enclose the special
medical examination report
O Td (No)
O T3 Wnszy (Yes, please specify)

8. Mvinumey “l9/iae” Tudnounnanunludeddudeladenie njnlneaziBealugasitedmua wisszyluenaaisis
When you answered “Yes” to any questions in this form, please provide details in the space below or include on an additional
piece of paper.

9. Taatuinuiaheniafiennsiadnd (e fidu arnSutin fowitesen nizdenseninlnd ‘w‘%a?}‘w])
ARl nwniaUsnsnundwIolsl
Are you currently sick or have any abnormal symptoms (such as pain, lump, bleeding disorder, etc.)
that has not been treated or consulted from a doctor?

O T4 (No)
O T3 Wnszy (Yes, please specify)

FinSusevyavwualiaUs:Nune (Remark)

Lﬂuﬂ@mi‘lﬂﬂ%‘i ‘*VT'J'W\?N‘IJE]L@']U? Auneuazudun Inawssidss ﬂ%ﬂﬂ%ﬁlwlﬂi“fiﬂ?'}}lﬂﬂﬂiaﬂLLﬂN‘IJE’]Lﬂ'\ﬂi AunedmiunILIASUnie
ﬂ'liﬂ'JFJ‘HﬂLﬂW‘IJ%IﬂEJ(?]N maﬁmuaamﬂm ‘ViiE]LlJ‘HG'Wﬂ'liLL‘V]iﬂ‘HﬂWIJE]ﬂﬂ’]iU’]G]L*\]UWi@ﬂ’]iﬂ’JFﬂ@s] V]N’IJE]LG'Wﬂi Mdelaunasiwludee
La’]ﬂi ﬂ%ﬂﬂ%ﬁia“ﬂ‘]_l‘i‘iﬂrﬂﬁmL’J%@]']NV]IG]?”USLHLE]ﬂﬂ’]iLLWUV]']EIEJﬂL'J%ﬂ'J’WNﬂNﬂiENL%W']”I?ﬂ TGN’IJ@L@']U? ﬂ%ﬂﬂlﬂiﬂ“ﬂi'\‘uuﬂ FJ%EIE]NG]’WNN@%VLEU
%'ﬂﬂﬂi M1 laeudunas t”]E]ﬂLE‘]ﬂZ‘I'ﬁLL%UY]']EJEJﬂL'J%ﬂ’J']NﬂNﬂiENL%W']“Iﬁﬂ%%“] Wunaane )

The Applicant hereby requests the Company to provide the insurance policy together with the terms and conditions according to
their standard policy and the Application declares that the above statements are complete and true. The Applicant agrees to have this
application form included in the contract between the Applicant and the Company. Should there be any false statement or any truth
being concealed, the Applicant agrees to let the Company void this insurance policy.

WT@LE]’WU? Aunedanudszaedaaianysy ﬂ%ﬂEJﬂUUiH‘V]@]']NNB%I‘IJ?JENWA’NE??NIJ? ﬂ%ﬂﬂWUiHﬂlmsﬂﬂTWiUﬂﬁiﬂi ﬂ%ﬂﬁl% hae wma
11U NwABI85UI09IT8aY LE]EJGWI'NS] ‘IJ']\W]%%OﬂG]E’NLL@ E‘IN']J?EH: N‘UE]LE]']U‘i ﬂ%ﬂﬂﬁlﬂ@\?ﬂﬁ)”imvﬂﬁsﬂamﬂﬂﬁ ﬂ%ﬂﬂ%LU%N@ﬁ?%
‘IJ@\']NQJE]J’TLJ? ﬂ%ﬂEJi”VI'J'NN‘IJE]LE]’]ﬂi“’ﬂ%ﬂEJLLE‘]“UiHV] nnNIgae LE‘]EJWIJ@GN?JE]LE]'NU? Auneduiiae wiaUnUaldudemnunade N’IJGL@']‘L]? e
AueonlAuTEn UBﬂL@ﬂﬂﬂJﬂJ']Ui ﬂ%ﬂEJVLﬂ %E‘]ﬂ‘\]’?ﬂ%N‘IJ@L@']‘LJi AABIONOLEIWIALN UFEN uLTia Asea Uiz ﬂ%ﬂ’ﬂ.ﬂTW 319 (NrINTW)
lumaaiunauneaziden SZIGGIJ’TJE‘I’ﬁLﬂEJ'JﬂUU‘i“”J@]ﬂ']iiﬂE’]WEI']U’W@LLE‘] E‘IJ’]']WTNﬂ']EJ‘IJENN‘IJ@LG’]Ui AUNBIMNUNNE INWEJ'I‘U']E‘] ADINNEIVIN
ITNITN ‘maammmﬂ@mmmﬂmammtjaammmwaLmﬂi ﬂ%ﬂﬂﬁﬁﬂﬂ‘ﬂﬂﬁwﬁﬂﬂﬂwﬂlamﬁﬂi e i'JNﬂﬂ“ﬂE]LYlﬁ]ﬁ)i\‘iLﬂEJ'Jﬂ‘Uﬂ'li(?]Tm
NAFOUNALADA LW@@]TA‘\MTLEHBVL'EN HIV LWE]ﬂ']i'Wﬂ’ﬁm’m']iﬁ)']EJNE‘IUT’IEI‘H%

The Applicant, besides this, assigns the Company to request any kind of information regarding their personal health treatment
or health condition records from any physician, hospital, clinic or any other organization which has any of their health information or
records including the testing results of HIV for the payment of benefits and/or compensation.

VIEndandamagoudizifnsdneneiuanas ﬂ'ﬁm'smm%waamat,mﬂi fudeifsuiuwiunadss ﬂunﬂu e Nﬂ‘ﬂﬁ‘ﬂ']ﬂ']‘i‘ﬁ%ﬂm
WﬂﬂﬂW“lummmmanﬂu wazldidunadndangrane Tnad¥anerei035n

iummwwmamewﬂuﬂﬂluﬂuﬂaﬂwmwwmwﬂauﬁi@mmﬁﬂmwmmmm mimnﬁnmm“ﬂaawmmmﬂamuﬂmwaﬂi NAUNNININTN
mﬂwaﬂiiawuu miemmﬁlﬂgLﬁﬁmwﬂmiaﬂmmwﬁﬁwi ﬂuﬂﬂmmmmmﬂimumlﬂ

The Company has the right to medically examine any Applicant who is claiming a benefit under this policy 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 Applicant does not allow the Company to investigate his/her claim or does not give permission to access his/her medical
records or diagnosis, the Company reserves the right not to pay such claims.

HaoLez Aunedunaanliuienansy 19 uay Lﬂmwﬁmamw‘mmmnuammwLm“mammaammmﬂi AN BADEIRNIIATAZNTINNTT
rﬁﬁ"uLLawaﬂLammsﬂiwﬂauqinﬁ)ﬂimunﬂ (GHEN! L‘Waﬂi“IﬂﬁﬂuﬁL%ﬂﬂiﬂﬂﬂU(?]LLf\lﬁiﬂﬁ)ﬂi 2AUAEY

The Applicant allows the Company to collect, use and reveal the truth about the Applicant’'s medical records and other information
to the Office of Insurance Commission (OIC) in order to regulate the insurance industry.

v L. 3 - o LS s o ] |
&uﬁuaLmﬂizﬂunﬂﬂszmmmam‘umuﬁimﬂszﬂunﬂmwﬂmmﬂm
Would you like to receive the insurance policy by way of which channel?

O uiu epolicy neding (Email) ﬁiziﬂ‘? - Your e-policy will be emailed to you

O Suilwenans Teedelwniglyswld mw‘ﬁasﬂ‘ﬁ'izq - Your policy will posted to you at your address stated

a
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dnSuagnISun1BINuUlm (Tax Deduction)

k% s s L3 Va a Y al a v ' Y = = 1
E.LI?JE]La?ﬂﬁ:ﬂ%ﬂﬂﬂizﬁﬂﬂﬁ]zi‘ﬂﬁﬂﬁﬂlaEJﬂL'J%ﬂ’]MN%I@G]’]NﬂQWN'] gimegnBainInialy

Would you like to claim for Personal Income Tax Deduction with this health insurance premium?

k4 s o '

O fianudszmid danudszad uazdusanliuivnlsznuimaieduszdawedayaiieinuidedsziunesdoasaning envaninmd

aa A

Fnsfasanansimue wasmngeiedsziuiedumisinemd (Non-Thai Resident) Zailugfinthiidendenmsduldmungrane

PemBens Wnszyaedszdnd iiemEnlasuannInasmang e

Yes, and | 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 Revenue Department :

O Taifianudszaed / No

Hotediziune mefiadagunulaaraussin Tu/\fau/
Applicant’s Signature (ndifgraedsziunedilaiugifnieg) Date/Month/Year
Guardian’s Signature
(Applicant on behalf of a Minor)

O masziwielaenss / Direct Tuauaaaen

O awnudaznwiwidne / Agent License No.

O werindsznwimedy / Broker

ALAauaIsIunuAMKENIINNIIAINULAERILETNN1TUIznaugIAlseAude (Ailn.)
B o L)) a £ o Y a v a = o 19 a v o o &
TapuAaudesuauanimnde vingaaonsziuielndadoannass wisunavisanusuduwivezinalidygrvsziuded
aniiulades Hvsenddnduanavdggrlsziuiamntizaiangranaunsiazntirdunns 865

WARNING BY OFFICE OF INSURANCE MMISSION (Ol
The applicant must truthfully answer all questions. Any concealment or misrepresentation of the truth may result in the insurance
contract becoming void under Clause 865 of the Civil and Commercial Code resulting in the cancellation of the policy.

USEBn IU3A Asad UsiHuguniw 3971m (N1sU)
3 81A71333U N T 9% 16 loudd aunansle uareeun1 WwaE NI nTINNENIUAT 10120

Pacific Cross Health Insurance Public Company Limited
3 Rajanakarn Building, 16th Floor, Zone BC, South Sathorn Road, Yannawa, Sathorn, Bangkok 10120

T:+66 24019189 | F: +66 2 401 9187 | E: contactus@th.pacificcrosshealth.com | www.pacificcrosshealth.com
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