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Travel Insurance - All In One Proposal Form

1. fwalenisznuae Insured Person :
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Journey :
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Objective of journey Travel Business Other (Please specify)
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Length of Journey Days Date of Departure at hours  Date of Arrival at hours
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Insuring Agreement / Endorsement Sum Insured (Baht) Deductible (Baht / Day) Premium (Baht)
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| request to obtain the insuring agreement according to the terms and conditions of this Insurance Policy. | declare and warrant that the
above answers are true and complete. This proposal shall be the basis of the contract between me and the Company. If any of my statement is
untrue or false, this policy becomes voidable. The Company is entitled to void the Policy.
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| do hereby allow the Company to file, use and disclose information of my health condition and personal data to Office of Insurance

Commission (OIC) for Insurance Regulator.
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WARNING : Office of Insurance Commission (OIC.)

The applicant should disclose all the facts you know. Any nondisclosure shall make the policy issued hereunder voidable. The company has the right to

void the contract and refuse the claims according the Civil Commercial Code Section 865.
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