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Application Form for Health New Normal
and Personal Accident Insurance Lifestyle Series

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:nnyovwaalaads:nune / Type of Insured

. v o o
O draensziudenan : Insured

O gansnvnsgaaianiszindevan : Spouse of Insured
(3xyTo-wINaNagaNIraI§ioUzNuABYAN : Name of Spouse of Insured)

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

O ysvesganirvovgvaiensziudenan : Spouse’s child of Insured

(3xyTo-wINaNaYATIaIgaNIFYRIRleUEAUABTAN : Name of Spouse's child of Insured)

stgRdsnyalanUsiiune (AINAsUTulAsUs91soUssnsuiksS aruvEaIfiuni)

Applicant’s Details (as stated on ID Card or Passport) PCHI ID No.
O we : M. O w9 Mrs. O weas : Miss WIUIEIMIUTEITW / viedalAune
O finme : Master O iinneds : Ms. O 8u9 : Other ID/ Passport No.

FoKvoieUszAudie : Applicant's Full Name

79 : First Name Fonans : Middle Name  winana : Famiy Name Jununany : Expiry Date

o

wNANARUIZNWAY : Policy Commencement Date - -

Ll - Gender a01WNIW - Marital Status
O ¥1¢ : Male O 7ty : Female O Tam Single O aNI8 : Married O nine  Widowed O g1 : Divorced

918 1 AGE TR+ NAHONAIY oo wmun (nn.) Aauge (1a) - T0ULAT (W)
Weight (kg.) Height (cm.) Waist (cm.)

w/Ldaw/difia (A.A) : Date of Birth v S P IR

913w : Occupation AU : Position dnwokzauiTh : Type of Work

(MninBeorgudInimszyeinanga)

(If retired please specify your last occupation)

fagilagiu : Current Address

Fauarfieg §01UNYIU © Your Company Name, Work Address

o

flagiidasnsliansio (IUanszy) : Contact Address (Please identify) O fiagjifaqiiu : Current Address O flagjfivinem : Work Address

a

Insenyidadie : Mobile Number InsenyiTu ; Telephone Number Siua : E-mall

Teazideananiisriurinmssnenadszlent : Bank Account Details for the Payment of Claims

W1A17 © Bank #0910 : Account Name

&191 : Branch 1naUd © Account No.
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sneRnduny Suds:asu [m"nuﬁs:q?uﬁmsds:ﬁﬂﬁads:aﬁauﬁ§'aﬁﬁoﬁ'a|ﬁun‘1\:]
Beneficiary Details (as stated on ID Card or Passport)

foiFutazlend 1 : Beneficiary Name 1
O we : Mr. O wi : Mrs.
O éinme : Master

s?}a . First Name

O enwdi : Ms.
Fanay : Middle Name

O w9an : Miss
O au9 : Other

WINENA : Family Name

Iz IznTn / nikRaAunIe:
ID / Passport No.

gina : E-mail

Omng:mae O

LWE . Gender

71t : Female

N6 0 Nationality ..o

fogiudszlend : Beneficiary Full Address

cala

Tw/ifiow/Tiiia (.6 : Date of Birth | Tnafwyinfnsiald : Contact Phone No. | anudsiusiuganiondsziuie : Relationship to the Applicant

O AaNIN : Spouse O yn3 : Chid O &9 : Other

%‘aw:%'uﬂiﬂﬂ“nﬁ 2 : Beneficiary Name 2
O we : Mr. O w19 : Mrs.
O éinme : Master

%a . First Name

O e : Ms.
Fanae : Middle Name

O w9an : Miss

O au9 : Other
WINENA : Family Name

Iz amItIznen / nikRadunie:
ID / Passport No.

giua : E-mail

Owne:mae QO

LWe - Gender

79 : Female

YA - NatioNality .o

Vo

flog5urazlen : Beneficiary Full Address

Tw/ifiow/TiAin (p.6) : Date of Birth | Tnadwiiiiansiald : Contact Phone No.

ANHFNUSTIURYBLe sz iuie © Relationship to the Applicant
QO gawsa : spouse O ua3: Chid O 847 : Other o

1. IRanIwunoNFANAsSov (Select your Protection Plan) 'ﬁammsgmrg;:ﬁtpremium}
O Standard O Premier O Maxima O Ultima

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

O Standard Extra

2. iIdondouamiDeUs:riu (Premium Discount Options)

annduasasgisuan (OPD Benefit) | O luAuasasdilisuan (Exclusion of Outpatient Benefit) - 20%
ﬁq‘]u%’uﬁmqguﬂ‘quuﬁn/ﬂu/ﬂ O ANMNIVARTOUEIBLIN 20,000 VN (THB 20,000 Deductible) -15%
(Deductible/Person/Policy Year) O anuiuAnraudmusn 40,000 v1n (THB 40,000 Deductible) - 25%

* kX WN’]EIqu * kK o - ; K _ o
Wi Standard & Standard Plus O ANuIUAATaUEINLIN100,000U M (THB 100,000 Deductible) 32.5%
Tisninfeniudmanild O anuFuAnreaudIHLIN200,0000  (THB 200,000 Deductible) - 40%
*** Remark *** < - ‘ - N
Deductible options are not avallable for O anHNFUAATaUEIULIN300,000u1n (THB 300,000 Deductible) - 50%
the Standard and Standard Plus Plans | O duaanguainiuasauada (Famiy Discount) -5%
duaadeUsziudamainazgnananduaduduannidedsziudsnindiuanduuad (and) Sub-Total

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

3. |§'annmun:uasa\:uﬁ'mﬁu (Additional Benefits)

108NMS§IU/Base Premium

uan/Baht
el VLT ANNANATEINIYIUANTIN/ Dental Benefit O énasas/Cover O laidgnasat/Not Cover
8 SULNw Standard Plans N < Vision Benefit Oz o Olid Not C
. - AMNANATEINGANI/ Vision Benefi aAnAI81/Cover O luAnATnY ver
nuswbisnnsaidanda : t/Vision Bene ] /Cove ) /Not Cove
ANNANMIBINNAN | ) a5z ugiifnaanyann / Buy More Personal Accident (PA).................. Baht
funuanITHLazInyla PR , y (Insert Amount)
wgLsenmiin 145 v faauaxAIay 100,000 UIn
*** Remark *** Additional Premium THB 145/ THB 100,000
Dental and .\ﬁsmn Benefits | 5. u5uiideiinaniaiumeldunudsziuiidon
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 a2 o doa
WRERANHANATD IR T ANANIINUH YL TEAUNLREN
This coverage is in addition to the selected insurance plan amount.
e 4o o o a a4 K
visnresnnininasissmisuniasdjiasiianlei
*The Insurer reserves the right to accept, limit or decline this request.
4. AnideUs:fiuriosnad (Annual Premium)
Wedsznudeand (Net Premium Sub-Total) (U : Baht)
ansuaant 0.4% (Stamp Duty 0.4%) (LM : Baht)
Wetsznuwaesin (Total Premium) (U : Baht)
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nuulaunN (Medical Questions)

nimmaummmmumau mn‘uaﬂ,@@au 6L‘H/L@EJ” N9 ‘LJ‘HE]LLE‘J YlE]EJ?JENINWEJ'lU’m winAdin aMwnIIALunIanae '.J%‘V]iﬂ‘is}'l
ﬂﬂ']W“]jﬁ]‘\]‘U% Wﬁﬁ]ﬂ']i(ﬂﬂﬁﬂNﬂ’]‘iiﬂE’]LL@u‘ﬂaﬂf‘lau‘] YlLﬂEJ’JleENIﬂiﬂi ULWNL@]NSLWHG 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. ameiliul&Fuanuduatornninsssssziuganinde 9 viela? @ npnuuudnnansssilsziuie uazaaenInoTIsUEiuis)
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. vhwasgnufias deumsusziude tisdedsziu iadeuls snidndsziugunw viodsziudiaviela? mniae njonszyeazden
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 Ta/wee Tsaszy (Yes, please specify)

3. Mupedons vislasuawusin vialasunsitaaeg wislasunmsviuasneuienulsarieanuindnfinesalui vielu?
lusadeiguldlsaniannufailng

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 disor .

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

- lsanTeanuAnUnfvemasaiananes (Cerebrovascular Diseases or Disorders)
O Wla/laives (No) O 19/1me Tlnszy (Yes, please specify)

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

-9 w30 antny (Seizures or Epilepsy)
O Wla/lives (No) O 19/1ee 1saszy (Yes, please specify)

- Tsann3Auaw (Parkinson’s Disease)
O Wla/laives (No) O 19/ume T)nszy (Yes, please specify)

- Juan w3 nundd (Fainting or Blackout Spells)
O Wla/lsives (No) O 19/wme TsaTzy (Yes, please specify)

- Iﬁﬂw%amwﬂﬂﬂﬂﬁﬁuﬂ 98972 UUUTEa M (Any other Neurological System Diseases or Disorders)
O Wla/lives (No) O 19/wee 1saszy (Yes, please specify)

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

- Tsavla (Heart Disease)
O Wla/laives (No) O 19/wme Tsaszy (Yes, please specify)

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

- laduinun@ (Cardiac Arrhythmias)
O Wla/laives (No) O 19/1me Tlnszy (Yes, please specify)

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

- Wwdenvan nzdndengaiu nizdndengaiuluvasaiiondl (Varicose Veins, Embolism, Vein Thrombosis)
O Wly/lives (No) O 19/1me lsaszy (Yes, please specify)

Tsamadiiodesnay TsawuaiiGefwila (Cellultis, Necrotizing Fasciltis)
O Wla/laives (No) O 19/1me Tlnszy (Yes, please specify)

- TN w%as:ﬁuﬁlﬂmﬂmﬁaﬂqa fAENInIEyNILTauTaw (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 la/laives (No) O 19/ume T)anszy (Yes, please specify)

- szauladulmdanfining (Dyslipidemia)
O Wly/livee (No) O 19/1me Tsaszy (Yes, please specify)

- Ta#na19 (Anemia)
O Wla/lsives (No) O 19/wme l)aaszy (Yes, please specify)

~TsandennnanUnfvosdonrinnies (Lymph Nodes Diseases or Disorders)
O Wly/liwes (No) O 14/1me lsaszy (Yes, please specify)

-Tsadon anufinUnfzasoasiuuniadenlvie (Blood Diseases, Hormonal or Endocrine Disorders)
O Wla/laives (No) O 19/1me lsaszy (Yes, please specify)

3.2

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

- ANHRAUNAYRINIZANAN F0UTTEINAN ﬁw‘gﬂum (Cornea, Retinas, Vitreous Disorders)
O Wla/laives (No) O 19/1me lsaszy (Yes, please specify)

- muaarIagyien1aneaiin (Blindness or Visual Loss)
O la/lsives (No) O 19/ume Tlanszy (Yes, please specify)

- Tsar3omnuAnUnfdu s 109 TU3n3zy (Any other Eye Diseases or Disorders, please specify)
O Wla/livee (No) O 19/1me lsaszy (Yes, please specify)

3.3

- lsandaanuiaUnfansnauida lana (Tonsil, Sinus Diseases or Disorders)
O Wla/lives (No) O 19/1me lusaszy (Yes, please specify)

- TsadaanuinUnfaasy Aa ayn TnivanNAannfnifetdosasszuulaseaiieg
(Ears, Throat, Nose Diseases or Disorders, including Related Abnormal Structures)
O Wla/laives (No) O 14/ume Tlanszy (Yes, please specify)

- pRwRMaiunels (Respiratory Allergy)
O Wla/lives (No) O 19/1me Tsaszy (Yes, please specify)

- Uaﬂq@ﬂﬁgm‘%iva% nianlianeas (COPD, Emphysema)
O Wla/lsives (No) O 19/ume T)aaszy (Yes, please specify)

- Viaufin waamaﬂmaﬁ'amzﬁu (Asthma, Bronchial Hyperresponsiveness)
O Wly/liwes (No) O 19/1me l3aszy (Yes, please specify)

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

~Tsadamsnay Todess laduiden ma:auiuﬁmtﬁlaﬁuﬂaﬂ (Pneumonia, Chronic Cough, Hemoptysis, Pneumothorax)
O Wilg/ldims (No) O 19/1ae Tsaszy (Yes, please specify)

- sz aandelalninla3aaeiuglne (Post COVID-19 infection)
O Wla/laives (No) O 19/1me 1saszy (Yes, please specify)

- TsandennuAnUn@idn g sesszuumamele l13m3z1 (Any other Respiratory Diseases or Disorders, Please specify)
O Wla/laives (No) O 19/ume Tlanszy (Yes, please specify)

3.4

- 13A3n (Psychosis)
O Wla/laives (No) O 19/wme Tlsaszy (Yes, please specify)

- 1A38A 3ANR9IA ENARENTh (Stress, Anxiety, Obsessive Compulsive Disorders)
O Wly/liwes (No) O 19/1ee lusaszy (Yes, please specify)

- wawlivay (Insomnia)
O Wla/laives (No) O 19/ime laaszy (Yes, please specify)

- 913nniuU5U59% (Mood Disorders)
O ilg/ldims (No) O 19/1ae Taaszy (Yes, please specify)
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nuulaunN (Medical Questions)

- AupTzrnn (Panic Disorders)
O ldly/liee (No) O Ta/wme Tdsaszy (Yes, please specify)

- TsAna" (Phobic Disorders)
O lla/laies (No) O Ta/wme T3aszy (Yes, please specify)

- T dannAsavonenenynanaaneewdfaee (Depression, Self-harm Ideas or Attempted Suicide)
O ldly/liee (No) O Ta/wme Tdsaszy (Yes, please specify)

- TsaaanBan aafiadin MIzUNNIBINNEALgN (Attention Deficit Hyperactivity Disorder (ADHD), Autistic Disorder, Intellectual Disability)
O lla/laies (No) O Ta/wme T3aszy (Yes, please specify)

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

3.5

- ninlvadouranna1ms nanlviadan (Gastro Esophageal Reflux Disease (GERD), Acid Reflux)
O lla/laives (No) O Ta/wme Tdsaszy (Yes, please specify)

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

- dldususin dldsniauidos Tsaguwidsaldsnian dldgasu Tsalamiu
(Irritable Bowel Syndrome (IBS), Inflammatory Bowel diseases (IBD), Diverticular Disease, Intestinal Obstruction, Crohn’s Disease)
O Wla/laives (No) O Ta/wae Tsaszy (Yes, please specify)

- Tsmduuds dudeudniay ausniay lasunandu (Cirrhosis, Pancreatitis, Hepatitis, Fatty Liver)
O lly/lies (No) O T/ume Tdsaszy (Yes, please specify)

- Isﬂﬂwqﬂﬁa%a TsAAUSNIEUINNLEaNaTaR Taenw (Alcoholism, Alcoholic Hepatitis, Ascites)
O Wla/laives (No) O Ta/wae Td3aszy (Yes, please specify)

-Iiﬂmammfwﬁ ﬁa‘iugqﬁwﬁ anwAnUnfvesameLfining (Gallbladder Diseases, Gallstones, Bile Duct Disorder)
O Wly/laies (No) O T/ume Tdsaszy (Yes, please specify)

- A9 (Jaundice)
O Wla/laives (No) O Ta/wae Td3aszy (Yes, please specify)

& dew (Hernias)
O Wly/laies (No) O T/ume Tdsaszy (Yes, please specify)

- 3pdA20 WHATIIEUNINT lsaAemgn3 (Hemorrhoids, Anal Fissure, Anal Fistula)
O la/laives (No) O Ta/wae Td3aszy (Yes, please specify)

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

- TsanTaanuAaUNAdU 9 98Ma0ARIMNT NTENZEMNT AU ieald lUsaTzyneaziden
(Other Esophagus, Stomach, Liver or Intestine Diseases or Disorders, please specify)
O la/lsives (No) O Ta/vae Tdsaszy (Yes, please specify)

3.6

- lsauazanninunfaecls vela nsziwiziasie (Kidneys, Ureters, Bladder Diseases or Disorders)
O Wla/laives (No) O Ta/wae Tdsaszy (Yes, please specify)

- faitle dalwriele Alunszmneilaanie (Kidney Stones, Ureteral Stones, Bladder Stones)
O Wla/laives (No) O Ta/wee Tdsaszy (Yes, please specify)

- lsauazannRaUnfAvasraNgnran nio ssuuRUNUG (Prostate or Genital System Diseases or Disorders)
O Wla/laives (No) O Ta/wae Tdsaszy (Yes, please specify)

3.7

- thaaa hatmialuas thanasdiuwuunianasainais (Neck Pain, Shoulder Pain, Upper Back or Lower Back Pain)
O Wly/laies (No) O Ta/ume Tdsaszy (Yes, please specify)

mzthade (Fibromyalgia)
O Wla/lsives (No) O Ta/vae Td3aszy (Yes, please specify)

- mjumﬂﬁﬂmnﬁwlﬁmmuiaﬁqﬁ@ (Myofascial Pain Syndrome)
O lly/laies (No) O Ta/ume Tdsaszy (Yes, please specify)
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nuuldaunN (Medical Questions)

- MNOUTDINTZYNLARDU VIaviNEnIBINTZYNIAABUNANLIEUYTza N (Bulging or Herniated Discs)
O Wla/ldims (No) O Ta/wee Tusnszy (Yes, please specify)

- lsar3aanufintnfvanainiie dasanionszgn (Muscle, Joint or Bone Diseases or Disorders)
O Tdla/lsivas (No) O 191 Ty (Yes, please specify)

o mItnde dadniay Yeiden (Joint Pain, Arthritis, Degenerative Joints)
O ldla/lsivas (No) O 19/t T3y (Yes, please specify)

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

-Tsndagnnesd (Rheumatoid)
O lla/laives (No) O T9/1ae T3y (Yes, please specify)

- Iﬁﬂﬁamwﬁ@ﬁﬂﬁﬁluﬂ Euaﬁ:umﬁml,f:amzm:@ﬂ Iﬂiﬂi:‘q (Other Musculoskeletal System Diseases or Disorders, please specify)
O ldly/laiee (No) O T9/1ae TUsnszy (Yes, please specify)

3.8

- Tsptand (RENAULNNIDITUAAINIEAR) N
O Tdla/lsivas (No) O Ta/vpe T3asey

i‘jummiﬁﬁwﬁaoﬁmama‘ mizieauansalisaesled (AIDS, AIDS Related Complex, HIV)
(Yes, please specify)

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

Ay o A4 MY a s Ay o Y & 4 .. .
- mazpRaunwunniseslilainnniend lsagddniudwiai@azesauas (Immunodeficiency, Autolmmune Disease)
O ldla/lsives (No) O T9/1ae TU3nszy (Yes, please specify)

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

3.9

- Tsmamnissniay Tanduiamessniay fu asfs (Dermatitis, Eczema, Rash, Urticaria)
O ldla/lsivas (No) O T9/1ae TUanszy (Yes, please specify)

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

=T ﬁamf@ (?im,f':a muf:a (Moles, Nodules or Lumps, Skin Tag, Seborrheic Keratosis)
O lla/laives (No) O T9/1ae T3y (Yes, please specify)

- Iﬁﬂ‘w%amwﬂﬂﬂﬂﬁmaaﬁmﬁfaéu6] Mimzq (Other Skin Diseases or Disorders, please specify)
O ldla/livee (No) O T9/1ae T3y (Yes, please specify)

3.10

MwasiannunnIausfuie AnnAadnfuazAinidusnudribe Iﬁﬂwwqﬁuqnﬁﬁm IﬁﬂLL@:ﬂﬁNﬁlﬁﬂﬂﬁﬁa%ﬂsuﬂ Avonmilan
fi0 3.1 - 3.9 vidoli mnvimilUsaszyeaziBen 1w Mitadsrasunng cung 0113 MIATIY WIeMIALKTD wansinm Yas
(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 Talla/ldae (No)

O T4/wme ld3n3zy (Yes, please specify)

vwaefonns T85umaine 185ufuuzih e Tiese wiethninesieiiunzse dad feundaiiasen foudie wiold?
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/dusg/matine lUinszysfinaainisine (Currently being treated, please specify the type oOf treatment) ...

O wds/snenewas 1snszyidnsinen (Removed/Cured, please specify type of treatment)

ldsaszyiunviinsinsuazfinmuinsiasigarne (Please specify the treatment date and last fOlOW UP VISI)

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

3.12

Yob g slaUeN oM IInE a9 mufusssivEeldsunnsdeseenlaeunndvdaly? d1le Tsnazy

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)

4. V]’mmEJLﬂJ’liﬂM’]@]’ﬂ%I‘NWEJ']U’]@ FONUNENLNAITNIIN AATN WiD s wRniluniols? dald Iﬂsmymmmvmmmamuwmma
mMIsnasurEe Mathe Jufisunssnen szeznaiininuslulsmenuna LLE\]‘“ﬂi“‘LﬂV]ﬂ’liL‘ﬂ’]‘i‘U‘Uiﬂ’li (Nﬂaﬂiu/wﬂaﬂuaﬂ)
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 Td (No)
O v Wnszy (Yes, please specify)

Fu/dowd 75nw wuelu/diaeuen sreza NI Fesmunenuia Aitaselan 135N Fudl ﬂ@mmﬁnm
Treatment Date l3nszy Tulsaneuna (Medical Provider (Diagnosis) (Treatment) ATIRGA
(DD/MM/YYYY) IPD/OPD (Length of Stay Names) (Latest

(Please Specify) for hospitalization) Follow-up date)

5. wwzamIrinki (FOR WOMEN ONLY) : VLNHKLNW 7’%23

51 Muiasseassiogniala? : Are you currently pregnant? gl lusaszuengasas O O

. v/ Weeks

If yes, please specify number of weeks of the pregnancy ..

5.2

mumw‘hﬂmammwﬂﬂﬂmmmnmmw AN J9l9 ogele nuegn Use TUADW 7 U‘uﬁ‘uwuﬁ
mimmm mamiﬂaaﬂumimmma unIngdat mumwm ‘VﬁaLﬂEJ‘J‘Uﬂ']‘N]i’J"D’J%ﬂ%EILL@U/
“IINWINIE NmimﬂmﬂlW mle I‘ﬂimumwa Beon fifase masne Iisnen

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

- mumﬂﬂaammmnaumah? : Have you ever had a prior child delivery? O O yYear ..

- YhuperAaaaneriniacldnialad? : Have you ever had a surgical delivery / C-Section? O O Uvear

6. wagldFuduuzilinmitedenmnsunng anagunwime viovisinonmaionsaifdasedulaveninianniszyl e
FTINTINIATIVFINWAIBATIVTIN Y3297 ninld (m'hi Tanazy Y LAZURUNAATIVFININ 1387195 NNEMNET7)
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 T3z (Yes, please specify)

6.1

Thytwriuguengy a3 yninieenguaiiaduniola? dhls Tosnszydmm
Do you currently smoke a pipe, cigars, cigarettes of other type of tobacco? If yes, please specific.
O T4 (No)
O T Winszy (Yes, please specify) 914I% (@MOUNL) e #iaTu (per day) gun1In (how long have you been smoking) ... 1 (year)
(mmﬁmjuué’j NIWIITLYLVAN TIWIUHIUAD I Lmzﬁhmuﬂﬁgu)
(If you already quit smoking, please specify the reason, quantity per day and how long did you smoke?)

6.2

!
i

yufANAssnNfdueanagaavsalu?

O T4 (No)

O 14 (Yes) Wnszysiinvasuannagaafiiiuix UAETIIBIADARIADTUANN o

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

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

7. vnwagldsun1In T fiiay @ Buenile 31 aunu nInndn wieRannInenunngla 9 wisld 1w nIdenaninT
ﬁ'ﬁtﬂﬂiﬂimixqiﬂﬂﬂﬁiﬁmnﬂﬂi FufinT1a LaEHeATID ﬂ‘;fmLmuwamim'ﬁ)ﬁmwﬁmﬁh's
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” Tudnaunnanunludedduteladenis njanlvneaziBealugesitedmuan wisszyluenaaiuis
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. Tatuwiuiatheniafiennsialnd (efigu anuSutan Aouiitesen nzideneeninung niedu 9)
ARl eUsnwranunndriols
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)

FinSusevuavwualonUs:uny (Remark)

L‘U%VI@]ﬂf‘Nﬂ%i ‘WJ'NWIJE]LG'WIJ? Auneuazudun InaussTddss ﬂ%ﬂﬂ%ﬁ]“vLNIWﬂ'ﬂNﬂNﬂiaﬂLLﬂW‘]JﬂLE]’WUi AUNEFIVIUNILIALIUNTD
ﬂ'liﬂ'JFJ‘HﬂLﬂﬂ‘IJ%IﬂEJ(?]N ‘ViiE]E‘IUL%’P]\iN']‘\]'m WiaLﬂ%a?ﬂ'ﬁLmiﬂsE@%Tﬂﬂﬂ’]iﬂ'\ﬂﬁ)v“ﬁi@ﬂ'ﬁﬂ?ﬁliﬂ“] VlN‘lJE]LE]']‘L]i Mdelaunasiiuwludae
La’]ﬂi ﬂ%ﬂEJ%%iTEW]U‘i‘HV]EJﬂL’J%(?]'INV]VLWT’USLHLE]ﬂﬂ']‘iLL%U‘V]’]EIEJﬂL’J%ﬂ'J']NﬂNﬂiENL%W’]“’Iﬁﬂ SITGWIJE]LG’]Ui ﬂ%ﬂEJVLﬂiiJVli'lULLE‘l EJ%FJGNG]']NL\?E]%VL‘IJ
%“ﬂﬂﬂi 1 lneuisenas ’r]E]ﬂLaﬂﬂ'ﬁLL%U‘ﬂ']EJEIﬂL'J%ﬂ’J']NﬂNﬂi@GL%‘W’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? Auneianudszaeraatantss ﬂ%ﬂﬁlﬂU‘UiH‘YW]']NLGE]%I‘IJ‘HENT’]?N'E??N‘LJ? ﬂ%ﬂﬂﬂUiﬁﬂim‘ﬂﬂﬂﬁiUﬂﬁiﬂi ﬂ%ﬂﬁl% W N‘IJE]
11U NwABI85UI09I1T8aY LE]EJ@W'NS] sﬂ'l\i@]%%ﬂﬂ@]@ﬂl,l,@ ﬂNUim N‘ﬂ@Lﬂ']‘LJi ﬂ%ﬂﬂ@]ﬂ@ﬂﬂﬁ]”imﬂﬂﬂﬂlm@?ﬂi ﬂuﬂﬁl%Lﬂ%N@ﬁ?%
‘IJ@\']NQJE]J’TLJ? ﬂ%ﬂEJi“’VI'J'NN‘IJE]LE]’]ﬂi“’ﬂ%ﬂEJLLﬂ ‘LJTI:W] nnIneae LE]EJG]GHE]\TN’IJ@LG’]‘I_J? Awnetdung viaUndaldusennuai N‘IJBLE]’H_]i e
AueonlAuTEm ‘UE]ﬂLE‘lﬂﬂEUEIJ']‘LJi ﬂ%ﬂEJvLﬂ %Bﬂﬁ]']ﬂ%m‘llm@']ﬂi AMABIoNaUEIWIALN UIEN wia Asad Uiz ﬂ%ﬂ‘ﬂﬂ']w @ (NVINTW)
lumaaiunauneaziden SZN‘IJ’TJE‘I’WLﬂEJ'JﬂUU‘i“"J@]ﬂ'WﬁﬂH’]WEJ']U']@LLE‘] ﬂf]’WWTNﬂ']EJTENWIJE]LG’]Ui AWNBIMUNNE INWEJ’WU']E‘] NDIUNEIVIR
LITNITN ‘Wiaaﬂﬂﬂ?ia%ﬁlﬂ‘ﬂwﬂuﬂﬂ‘*ﬂiaﬂiﬂﬂLiaﬂLﬂEJ'JﬂUN‘IJ’P]LE]']‘U? ﬂuﬂamammwmawmam']ﬂi e i'mﬂﬂﬁﬂﬁlmﬁ)ﬂiﬂLﬂEI'JﬂUﬂ']i(ﬂi'Jﬂ
NATDUNALADA LW@WTH]W'WLTE]I'J?N HIV L‘WE]ﬂ']i‘Wﬁ)']im’lﬂ'ﬁﬁ)']EJNE‘]‘LJ?‘”IEJGH%

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.

V3undansnnameulszifinsinemeuiauaznIniiianesogeeienlsy Audernfsniuwiunsdseiuied waziian MM ITugns
Waﬂﬂwiuﬂmmmmwmu wazlaidunsdnsangnane I@ﬂﬂﬂﬂnmwaﬂmw

iummwwmaLmﬂimuﬂﬂluﬂuﬂaﬂwmwwmaﬁaNauﬂiwwmﬁﬂmwmmamemimmmmmaawmmmﬂammmwaﬂﬁ NAUNNTNIIIN
mawaﬂﬁﬂﬂmuu Ui‘h}‘ﬂa?ﬂﬂgLﬂﬁﬂ]WNﬂNﬂiaﬂWWNﬂiNﬁiiﬂﬂﬁwﬂ%ﬂﬂ%LLﬂWﬂaLaﬂﬂi Auwnela

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.

Hratontsenuiedueonliudundmiu 14 uwas LU@LNEJGIJE]mﬁ)ﬁ]iﬂLﬂEJ’JﬂUE\I‘IJJ’]’lWLL@”‘IJ@N@‘IJ@GNGIJE]LB’]Ui ARABADRIBNITWAZNITHNNT
MiukazduaInnsUszneugInadsziune (aUn) Lwaﬂiv‘[ﬂsﬁﬂumimnumLmﬁsﬂﬂﬂi £AUAY

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

O Suilu epolicy nediua (Email) ﬁliz‘uﬂ‘? : Your e-policy will be emailed to you

O Suiwenas Inedeldnelysudild mwﬁ'as;i'ﬁ'i:u - Your policy will posted to you at your address stated

a

Page 8 of 9



dnSyognISun1BINuls (Tax Deduction)

k% s s L3 Yo a VY al a v ' Y = = 1
E.LI?JE]La?ﬂﬁ:ﬂ%ﬂﬂﬂﬁzﬁﬂﬂ"\wi‘ﬂﬁ‘ﬂﬁﬂlaEJﬂL'J%ﬂ']MN%I@G]’]NﬂQWN'] gimegnBainIniala

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

O danndszmid danndszaed wazBusenlinivndsziwimanedouazlawedoyaneinuideUseiuiosogssning auvaninm

aa A Y A

Bnsfasanansimue wasmngaeiedsziudiedum s (Non-Thai Resident) Foidugfintndendenmsduldmungnane

PeenBens lWinszyaedszdni giienEnlaiuainninasmming af

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 hislanndszsed / No

Y o o a4 o o a
Hualondsziusie aedofogunulnerousian T/ Lhaw/dl
Applicant’s Signature (ndingraedsziunediliugifnig) Date/Month/Year

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

O masziwielaenss / Direct Tuauaaaei

O awnudaznwiwidne / Agent License No.

O weridsznwinedy / Broker

fAnfianyasfiiniuansnIsunmiuuasdussanissenaugsialsenuie (aila.)
Y o » - 'Y 'Y o o 'Y - - 'Y v 3 - Y YRV 4
‘['Hﬂﬂ‘lJﬂ']ﬂ']N'ﬂ']\?ﬂ“ﬂ']ﬂﬁ']']ﬂﬁ'i\'lnnﬂﬂ WmmmmﬂisnunUﬂnﬁmam'}mw maunmmam’mﬂmﬂumwsuNtﬂ.ﬂﬁ’tyty’lﬂ'iznunuu

andulude: fadsniianduandrdygrusziudemadizaangrnunsununzwiiadann 865

WARNING BY OFFICE OF INSURANCE COMMISSION (OIC)
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 (NE1sU)
152 913 ABTALAIT T 21 Wae 21-01, 21-02 nuudmnIvmie wrndan wALNTN nJenNy 10500

Pacific Cross Health Insurance PCL
152 Chartered Square Building, 21* Floor, Room 21-01,21-02, North Sathorn Road, Silom, Bangrak, Bangkok 10500
T:+66 24019189 | F: +66 2 401 9187 | E: contactus@th.pacificcrosshealth.com | www.pacificcrosshealth.com
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