PACIFIC
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LIFESTYLE SERIES APPLICATION

A New Lifestyle for a New Generation

Experience Matters



stgR:dunWUaIaIUsUNe [oﬂur'i's:LgTuGmsUs:‘ﬁﬂﬁaUs:aﬁauné’aﬁu‘oﬁ'alﬁunﬁu]
Applicant’s Details (as stated on ID Card or Passport) PCHI ID No.

O wg: Mr. O w19 Mrs. O w1a17 : Miss U9z AIU I T/ NI OLARNN
O winme : Master O innde: Ms. O 8u9: Other ID / Passport No.

0

Fagate1dszAude : Famiy Name

%E] . First Name %aﬂa’m . Middle Name o . .
INANADE 1 Expiry Date

MWNINARUIZNUAY : Policy Commencement Date - -

LNe : Gender §0UNIN - Marital Status

O 18 :Male O vl : Female O Tam:Single O ausa : Married O widne - Widowed O viein : Divorced

218 Age Nty7@ : Nationality u'wfmﬂ (nn.) - mgqa (T8.) - iau,l’m (T8) -
’ Weight (kg.) Height (cm.) Waist (cm.)

Tw/\faw/ifa (a.a) : Date of Birth - -

913W : Occupation fLWWY © Position fnwizeniivh : Type of Work

(MnnBemeIguaINIwITEYeITNa )

(If retired please specify your last occupation)

flogifaqiiu : Current Address

%au@:ﬁag‘ A ; Company Name, Work Address

flogfidiosniliansio (IWsaszy) : Contact Address (Please identify) O flagjifaqiiu : Current Address O #lagfivinem : Work Address

Tnsdnyisiadie : Mobile No. Tn3dwyitu : Telephone No. giua : E-mail Address

TNeazdeannUdariurinanefulvn : Bank Account Details for the Payment of Claims

5%1A17 © Bank 01T : Account Name

81391 : Branch 8u1ItyT : Account No.

—

sneaudunySulsiTasy (AIuAsUTudnsUs:3soUsssuRsortivioIciuniv)
Beneficiary Details and Relationship to Insured (as stated on ID Card or Passport)

O W : Mr. O w19 : Mrs. O w1d17 : Miss Wwrdazdn@d sz e/ Mnedatfunig
O wine : Master O winnie : Ms. O 8u9 : Other ID / Passport No.
FoK3ulszleand 1 : Beneficiary Name 1

winana : Family Name Mwfew/Iline (a.e) SYTf

p r Date of Birth Nationality
8 : First Name Fana ;. Middle Name ) i
ANNENNUSAUEaLe 192 AAY : Relationship to the Applicant LW Gender Tnsdwyinansald : Contact Phone No.
O gansa:Spouse O UAT:Chid O U D Other s O : Male O v : Female

fngfi5urazlen : Beneficiary Full Address dua : E-mail Address

O we : Mr. O w19 : Mrs. O w9817 : Miss LaUUIZ AU TEINTW/ IR LA NN

O winme : Master O winndie: Ms. O 8w : Other D/ Passport No.

Foi3uiszlend 2 : Beneficiary Name 2

winana : Family Name W/Ldaw/diRa (A.A) Sya@

4 2 Date of Birth Nationality
98 : First Name gana19 : Middle Name ) )
ANNANNUSAUFYaLE 132 AAE : Relationship to the Applicant wiE : Gender Tnadwyinansiald : Contact Phone No.
O gawsa:Spouse O 1n3:Chid O 81 OGN Ome : Male O wie : Female

fogiutazlen : Beneficiary Full Address dua : E-mail Address
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1. I§onIwunaINANASOY (Select your Protection Plan) EEFCEAL [[EREL) ARl i)
s unn/Baht

(O Standard O Premier O Maxima O Ultima

(O Standard Plus (O Premier Plus (O Maxima Plus (O Ultima Plus

(O Standard Extra

2. IRendouamideUs:fiusie (Premium Discount Options)

AnNAnATadgUenen (OPD Benefit) | O lddnasasiienan (Exclusion of Outpatient Benefit) 20%

aNNSuAnTausInLIn/AW/D O anuiufinreugiuiin 20,000 11 (THB 20,000 Deductible 15%

(Deductible/Person/Policy Year)

ANNIURRTOUEILLIN 40,000 11 (THB 40,000 Deductible 25%

)

)
ANNIVAATEUEINLIN 100,000 v (THB 100,000 Deductible) 32.5%

)

)

O
O aneng t O
unn Standard & Standard Plus
Taimansadeniudauandle O anuiuRagoudiuuin 200,000 v (THB 200,000 Deductible
O

40%

*** Remark ***

0O,
Deductible options are not available for 50%

ANNFUAATEUEIULIN 300,000 UM (THB 300,000 Deductible

the Standard and Standard Plus Plans O dwaanguamIuasauads (Family Discount) 5%
druaaiaUsziudaartazgnawisiduaduawanidedseiuisnindiuanduuan (1d) Sub-Total

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

3. IRoNAOINANASAVINNIAN (Additional Benefits) WREAREGHIY /7 F282 Framlm

unn/Baht
Y Bunewe ANNANATDINITIUANTIN/ Dental Benefit O Anasad/Cover O ladunasns/Not Cover
8mIuLKY Standard Plans
Nunnlisnanialdenda | AnuANATEINNIINY/ Vision Benefit O #umsas/Cover O laifunasat/Not Cover
ANHANATOANNLAN )
AunuanIsnuazInyle O %'mﬁuﬂﬁzﬁuqﬁﬁm@dmmﬂa / Buy More Personal Accident (PA)...oooe Baht
. ; (Insert Amount)
*** Remark *** WIgUIEWAN 145 UM fiaAIINANATEY 100,000 UM
Dental and Vision Benefits | Additional Premium THB 145/ THB 100,000
are not available for all B NToANIIN RN eTALNuL sz A WAL aN
types of Standard Plans | The amount bought is to be added to existing amount within the selected plan
JinaNNANATeI R TwsIwRNAN I NI IEAUREN
This coverage is in addition to the selected insurance plan amount.
o a LA o o e A &
vi¥nrasnIwindfiasAasmiunisdjiaoiionlei
*The Insurer reserves the right to accept, limit or decline this request.
4. AnidgUs:=iusissiad (Annual Premium)
edsznudegns (Net Premium Sub-Total) (U1 : Baht)
o nsuaantl 0.4% (Stamp Duty 0.4%) (U : Baht)
Wetaznuwnesan (Total Premium) (U1 : Baht)
a5 m‘:iLﬂanwn‘inm'lunauﬂ‘i"mﬂmmmmua ty‘l.lu gong Realud nauﬂwmwﬂ‘iﬂ uazEI ST TLAuA
g o Wﬂﬂ‘i~IElﬁquﬂ~W‘ﬂ’]im’]Lﬂui’]El | IﬂEIUﬁ‘lel-ﬂ'llﬂﬁ\‘i’Juﬁ‘Ylﬁ"fl‘ﬂwWﬁ’]im’]iUN8%1'll*1«|;
T = mimamminuﬂuﬂiymﬂau'] uanmuamnumwmanmﬂwmm‘ium'mmmfauLwawmimﬁﬂ’nuﬂumm
8_ z *Elective Treatment in North America, Japan, Hong Kong, Singapore, EU Countries and Switzerland.
£ This Benefit is permitted only on a case by case basis with no guarantee of acceptance by the Insurer.
- All other Elective Treatments in other countries require Pre - Approval.
nuulaunnn (Medical Questions)
ﬂ@mmauﬁmwﬁmdwﬁf mndalanay “l1/1ae” nqmi:y%"mm:*ﬁag’maaiﬂwmma nIaAdHn snwnsAlursaniaiule Tijme | Taile/lsae
wazIuNINEY Fnnign wasdoyadn g Minerdes Isaszyandniude 8 Vg NoO
Kindly answer the questions below. For each “Yes” answer please identify provider's name (hospital or clinic) and address,
injury or illness condition, date of treatment, current clinical and other relevant information. Please specify in Question 8
1oz iluldFuanuguasasannasssaisziuguninte 9 wialai? (ngonuuudnInsssiUsEinde wazasnasosIilsziue) O O

Are you currently covered by any other Health Insurance policy? (If Yes, please enclose a copy of the policy and benefit schedule)

2. vhwasgnUfuas deunsusziude wadeusziu wndouly sniandsziuguann viouszsiudiaviola?
MNLAE NIIEYTEaden
Have you ever had any Health or Life Insurance policy declined, postponed, rate adjusted, restricted or cancelled? O O
If yes, please clarify.
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Ta/wee | Taild/lalae

IuUURBUNIN - FaItiov (Medical Questions - Continued]) Yes No

A ' a a v o ° a o aa o a o o P o o L ' g
3. Tuszez10 UNeusn vinwaedenis wialdsumuwuzin wislasunisitdase wislasumssneuieinulsandeldd wislu? sndmauldfoons nielia
In the past 10 years, have you ever had symptoms of, or been made aware of, or diagnosed with, or treated for any of the following?
Please underline the specific condition.

3.1 | - onstandsee Tainaw (Headaches, Migraines)

- Tsavinanidenaxg (Cerebrovascular Disease or Disorders)

- amwAnUnfian e veeszuulivan (Any other Disease or Disorders of Neurological System)

- 13untinen Tsavala (Chest Pain / Heart Disease)
-1adw (Palpitations)

- laduialn@ (Arrhythmias)

- annAaUnfgasdan ala szuulvalisulaia (Any Disorders of Lungs, Heart or Blood Circulation System)

- |§uldanaan (Varicose Veins)

- LlW1Iu (Diabetes)

- anuauladingy (Hypertension)

- szavladulmioninUng (Dyslipidemia)

- Tspuden gasluu niasdansne g 989319718 (Blood Disease, Hormonal or Glandular Disease)

3.2 | - szuumuduiela (Respiratory System)
- eanlswes (Emphysema)

- Uamqmn&yw,%a% (COPD)

- ioU7A (Asthma)

- ninananlIfiafinIzew (Bronchial Hyper responsiveness)

- pRudAmaAnmela (Respiratory Allergy)

- tyméwunameladug lusaszy (Any other Breathing Problems, please specify)

3.3 |- 1sa3m (Psychosis)
- Tam3may (Psychiatric Disorders)

-1A38A Ianneia wanlanay (Stress, Anxiety, Insomnia)

- 913:0iU5UTI% (Mood Disorder)

- finmIznun (Panic Disorders)

- P37 (Depression)

3.4 | - 9n niaantmy (Seizures or Epilepsy)

- 1Juan vuaa@ (Fainting or Black-out Spells)

35 |- anwAnUnfvesizuumaineriwazanld (Gastrointestinal Problems)
- nanluadion (GERD - Acid Reflux)

- ualuniziwizanInieald WensanTunadwermsnazaild (Stomach or Intestinal Ulcers, Gastrointestinal Bleeding)

- aldudssan dlddniay Tsagenitirasald (IBS, Inflammatory Bowel Disease (IBD), Diverticular Disease)

- AUBaRANEU AUBNLEU ladwwan@y (Pancreatitis, Hepatitis, Fatty Liver)

- Tsnpaeneind Aalugerad viemadnind (Gallbladder Disease, Gallstones, Bile Duct Disease)

- Ta#ina14 (Anemia)

~1&&@aw, 3ada29 (Hernias, Hemorrhoid)

- k@193 (Food Allergy)

- ANMNAALNADY 9 209NILNIZD1¥NT FIU WIeald (Other Disorders of Stomach, Liver or Intestines)

36 |- anuAaUnfisasiongnran vie szuuFunusuaznAuasiz (Disorders of Prostate or Genitourinary Tract)

- annfnUnfvadle viele (Disorders of Kidneys, Ureters)

- #71le (Kidney Stones)

- anuRnUnAreInIzinzasie (Disorders of Bladder)

- i:uuqﬁé’uﬁuurwwim (Immune System Disease)

- wrled wad nguenIniieadasriuend laadndemanadaius (HIV, AIDS, AIDS Related Complex)

3.7 | - Uanme viae U1 v3e Iva (Neck, Back or Shoulder Pain)

- Taanguemsthanainile 18w uaziitoi@agen (Fibromyalgia)

i 4 o A n .
- nqmmmﬁﬂmné’mmaLLa:LaawaNm (Myofascial Pain Syndrome)

- AINOUIDINTEYNFUAFINATILLEUUIZE M (Bulging or Herniated Discs)

38 |- lamanuindnd wiangueinisiielnunainiite desdenianizgn (Muscle, Joint or Bone Disease or Condition)
- oamsthede dadniau degunnesd (Joint Pain, Arthritis, Rheumatoid)

- Tsauinfis ey (Autolmmune Disorders)
- NENMIBEINNTANNLEDNYBI919NE (Any Degenerative Disorders or Diseases)

- TsafnilerSeauindnfivosfiavie HRLAAImT Au anfiy Tl 6
(Any Skin Condition, Atopic Dermatitis, Urticaria, Moles, Lumps, Rash)

3.9 |- emsanuidadnfinedanue i ayn Inslods wieme (Disorders of the Eyes, Ears, Nose, Sinuses or Throat)

PR s - - <
- daiile Fanszan deiu 3Usza e suaanIagLFEN TN LAY
(Pterygium, Cataracts, Glaucoma, Retina Disorders, Blindness or Visual Loss)

O O] O OOOO|00O00I000O0OO0OI000O00O0OOOI0OI00OOOOI O |O0ojojo0ooo o000 0 0
O O] O OO00OO0|I0000I0000O00I000O00O0OOLOI00I0I0OO0OOI O |O0000000 OO0 00
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IIUURBUNIN - maltiov (Medical Questions - Continued) 1%‘2“ v[’“h,{};“’m

3.10 vhwasdunzs ilesen quin vdoireldsumInseifadeviotiininmiiAesdesiunzss viailasonvdols?
fwee Tangzy
Do you have any history of cancer, tumors or cysts, or been investigated or treated for suspected cancers or tumors? O O
If yes, please specify.

X o wvve o 4 5 . P ,

311 anefiriwiatldsunsineidn g Tasduusmesunndriala? dls anazy
Are you currently having any treatment or medications recommended or has been prescribed by a physician?
If yes, please specify. O O

= '

4 Twszez 10 Diiman viwasdinsdilulseweuia anuneuaneni adin via Nmuﬁﬁﬁuﬁaﬁi?
il Tdsnszydeuazoguasaniuneiuia nMsuiady / madutheidnine uwazszezanine
Have you ever been admitted to or been treated at a hospital, medical center, clinic or sanitarium in the past 10 years? If yes, O O
please give the name and address of the hospital, the illness or injury, date of treatment and for how long you were hospitalized?

Fu/ritan/dl A5nw Fosnmwenua Aftanalan WANIIINE Vuﬁaﬂmmmﬁnwm%mqm
Treatment Date (DD/MM/YYYY) | (Name of Healthcare Provider) (Diagnosis) (Result of Treatment) (Latest Follow-up date)
5. awzaeRviiu (FOR WOMEN ONLY) : 1%2“ I“T’i,@"ﬂ”

51 yhurawsasitegnisla? dls Winszyengassd
Are you pregnant? If yes, please specify number of weeks of the pregnancy O O

. §Uansi / Weeks

52 Tuszez 10 Tsuan iweedlsaniamnuinundieniuighun sagn 3ild vie3ild 1hnuegn dsesudion szunfusing
N1IAIATIANTENIAREALATIINTNNIZUNINGD MIuriiyns IslreTunIndianeLaz/viainwiniziyasenniald?
e Tsmszy
In the past 10 years, have you had any diseases or disorders of the breast, uterus, ovaries, fallopian tubes, cervix, O O
menstruation, reproductive system, abortion, miscarriage or have been diagnosed and treated for infertility or not?
If yes, please specify.

53 vhuagaraayATHInewniali? Have you had a prior child delivery?
AAREANNTNTiaY Surgical Delivery/C-Section? O O

Oves OnNo ) year .

6 mueeldiuaunzinliniaifiade ansganw nieisnsdulausnieniniszylideduniala? dlalusaszy
Have you ever been advised to have any medical test, medical check-up or procedure other than as noted above?

If yes, please specify. O O
6.1 Taturihuguengu 3n§ wieynindolu? dl iuguidud i nAnwdoIu? NN O O
Do you currently smoke a pipe, cigars or cigarettes? How many sticks do you smoke per day? ... Sticks

6.2  vhudnaTasdnfifiueansgadanioli? dls Wnszy (@wmleemdededUany)
Do you drink alcohol? If yes, please specify (average units per week consumed) O O

7. wegldunanmafies (gu 8nenile 37 aunu) maiida visiannannaunndla g wield i nsdesndesnig
fae 1IAIzY1emInannTs JuNATI9 LATHARTI
Have you ever had any special medical examination (such as MRI, CT Scan) any surgical, or procedures e.g. endoscopy? O O
If yes, for what? When? And the results?

8. thyihwaey “l9/wee” Tudnniinasniudedredudaladaniinimldneazifealugosineiuans nialuenamaisd
When you answered “Yes” to any question in this form, please give details in the space below or put on additional paper.
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naamemamumﬂummﬁmmﬂi M3 uwazaNyItkARNd N IULee i wazdhmddnlenuseng Wemndesnasi wddnlaindde
Yazinfeuiemny "LmLﬂu@m“[ﬂﬂmqawauah“lummmmﬂi fudedredui Tnedafoindniduas maummmmwmwmﬂaﬂiuﬂs InAlNgLaTIINIIN
dladianiasiusefiauantlusaaanssiuied waz/vieluenasdula (@i mﬁmmiLﬂamuﬂawuammammmw uay/v3euuiindsz IR

NIINBIVOIIINLIN

o

wenanddiwdndugenti 38N wdda Aased dsziugeniw 9na (Hvnew) isgunudlaiunevdiuiaanuiEny Jeewe nianinuleyania
deguwnaniufinUsziimainsamentia mInsaganm me/mamamammwmmmwmlmmmwm“[sowmma P3N NUNEILIALITNTTH ¥3084ANT
dula AdTuinSenTudssafearudwdn iogrM NI IRLANET fnmneneve N TR NaL WAL fuaiiy

T g ueaniuTEny 4Ty 197 wazulame 1oy av0st e uasTarivaun EJ’Jﬂ‘]JEﬂJJ’]’]W‘IJ@Q‘IJ’WWLﬁ]’W]@U?E“ﬂﬂi“ﬂuﬂﬁ niadeuTvnysziusiese
wSosiod ninyuAmEnIINMIIALLAE R IET M IUIENaUssA ssEiuAl (AUn) nTemhenw Tenanungrane wieyaansmemsunne ulodszlen)
Twnsiuauagatadsziude wiaud ensetentsziude niematiefumunanssss wisdszlamdnoniaunne

All the above statements are true and have been completed to the best of my knowledge and belief, and | understand that The Company,
believing them to be such, will rely upon them. | further understand that the premium quoted above or elsewhere, unless otherwise advised by Pacific
Cross Health Insurance PCL are quoted in respect of me and my family being residents of Thailand. | do understand that the quoted premium in this
document and/or other documents (if any) may be loaded in regard to my health information and/or health record.

| do hereby give my consent to Pacific Cross Health Insurance PCL or its representative to request copies of any kind of information regarding
my health records or health condition from any physician, healthcare provider, or any organization until completion. A photocopy of this statement shall
be as effective and valid as the original.

| hereby give my consent to Pacific Cross Health Insurance PCL to collect, use and disclose information pertaining to my health and any other
information to insurance company or reinsurance companies or the Office of Insurance Commission (OIC) or legal authorities or medical professional
personnel for the purpose of Insurance Business Compliance or The Company’s underwriting decision or benefit payment decision or medical use.

FnSyoaniduniBivuln (Tax Deduction)

v o o ¢ ava Y aa v v - a v
HroUsznuAelszavrazlidniaoaniinnmdiuldaungraneitmensainmisly
Would you like to claim for Personal Income Tax Deduction with this health insurance premium?

O ﬁmwﬂﬁ"mﬁ wazdugenlivivnlsznuwiniadedusslamedoyaneinuidedsznuiedeasmnininaoananInsssddnasny aumaninot
3BNINFTININIIMUA uaz mnFaoely mummumnmasﬂm (Non-Thai Resident) ﬂmmuwwmmamﬁamﬁﬁu’té’mmgwma'jwé’mmﬁmﬂi
Tsmszyiaaiss ﬁnmwLﬁamwwlmumﬂﬂwmiwmi a7 ;

Yes, and | permit the insurer to send and reveal the information about this insurance premium to the Revenue Department.
as long as the policy remains in force. If the applicant is a non-Thai resident, please enter the taxpayer ID Number given
by the Revenue Department :

O Taifianutszsed / No

waaLeUIziuie aefioforunulaereusisn Tu/ i/l
M

Applicant’s Signature (nsindroodszniunedilaiussgidfiniig) Date/Month/Year

Guardian’s Signature
(Applicant on behalf of a Minor)

AlfiaunssIlnuaneNIINNININULAzSILENNIznaugsAalsznunt (a1l
o o v W - @ @ o o P a - [y v < -l o o o X -l
Wanudoudedumuanuaimnds nindianlsziudanlledaaseds viswomdnanudwiuieziusldifagniziusedandulugos
Fussndansuendndyglsziusamutszinangningunuasndsdinag 865

WARNING BY OFFCE OF INSURANCE COMMISSION (QIC)
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.

O daznuieaa Direct luaunaiaafl
O aunutlaziwiviane Agent License No.
O wenhusziuwiuneade Broker Broker/Agent Code

usshn IIUUWF\ nsaa Us.nuﬂunﬂw I/ [(NIABU)
152 gnensdinesauais 4u 21 ¥oe 21:01 auwusmanile weredan wautedn n3imwe 10500

Pacific Cross Health Insurance PCL
152 Chartered Square Building, 21* Floor, Room 21-01, North Sathorn Road, Silom, Bangrak, Bangkok 10500

T:+66 24019189 | F: +66 2 401 9187 | E: contactus@th.pacificcrosshealth.com | www.pacificcrosshealth.com Application Form Rev. October/2019 | 05






