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Application form (Full Version) Personal Health and Accident Insurance Policy

1. §1ﬂaxs§ﬂﬂ§§mam1ﬂixﬁuﬁﬂ The Applicant’s personal information
glﬂ'fﬂ - UWANA Name - Last Name ...
WAl Gender [ ] 916 Male [ | Wﬂjﬂ Female 720 U/AIAA Date of Birth ................cooveieeceeee . 91Y Age ......... 1 Years.
Yimiin Weight (N kg.)/ 834G Height ($3. cm.) .../ coee. Fora Race/dQy310 Nationality. ...........cccccccooo/ oorverrsorerennnee..
] 1795158 516715291%1 ID Number [ H117980IAUNI PasSPOrt NUMBET ... .eeeeeeeeeeee e e
‘ﬁagjﬂwﬁu Lml‘ﬁ Current Address NUIMDET ...........oouiiiiii e
Tnsfmiu Home phone ...l Tnsfmmiiede Mobile phone ...l DA E-mail .o,
aw%wﬂ%gﬁu/ﬁmwﬂn Occupation / Position held ........... e
EOBAUZITURMTAGFIUVY J0b AESCHDHON .. oveeree oo

2. swaydeag3uilsylevel The Beneficiary’s personal information anudiusTudveenlsz i
%ﬂ-uma 18 Name — Last Name Relationship to the Applicant:
............................... e |

3. swmznalsziude:  Guduiun A u AugaTun 381 16.30 .
Period of Insurance  From at hours. To at  16.30 hours

4. Tilsaionumnnlszfufefimudoans Please select the preferred plan: Y PIaN. ..o

5. nstsedelseduss [ sedeu  [swe3@en  [swedeu [ 5169

Premium Payment: Monthly Quarterly Semi-Annually  Annually
5MINI2VeU 52 UNY Payment method
] Quaa Cash

6.

(] 1a51A5@@ Credit Card: TUIANT Bank of ISSUE .......vvveeeeieeeeeeeee e
HUNBAVIAT Credit Card NUMDBET ......vveeeeeeiiiee e TUNNADY Expiry date ......................
] ﬁm%&?uﬂiﬂﬁu1ﬂ1i Bank Account (Direct debit): TUIATT Name of BanK .....ovonrinniei e e e
A1 Branch..........cooiiii ﬁty%mmﬁ Account NUMDET ..ot
A
WeUsAUABGNT Net Premium ......ooooioiiiiiiiiiee 1N Baht
p1nsuaaNi Stamp Duty U1 Baht
MBTax 11 Baht
t v o Ay o 7 a v
WelseAUABTIMNADITITS oot 1N (3mensuaaniliaznbua’)
Total Premium to be paid Baht (Included Stamp Duty and Tax)
ﬁmmaﬁmﬁuq%mwsmxﬁuq Health Questions and others
' a v Aaa [ v @ [ Y [ Y Yy A [ o va 1 19 a o
nuiilszdudie Useiuseguaiw dseduselsadionss Usedudvravesie’ld vielsedudvginmadiuynna duusEm

7 v o o w A Ao - | '
oudlsziude 9199 (W) ¥seuSENseiuseduNs e i
Do you currently have or have you ever had Health, Critical illness, Hospital Income Benefit or Personal Accident Insurance with
Southeast Insurance Public Company Limited or any other insurance companies?

O lifine O Yes, Iﬂiﬂixl} PIEASE STALE ... .. ettt

AUuguUsSNIsanF
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] a @ a v o v @ Y v o k4 v o o
nunegnirasmsveren)sziudia wielsziudsgunw violsziunsTsaiionse nelsziunsraresie 1@ wielseiuse

o

guAigdIuyAna WiegniRasmaneotgdynlsziuny ﬁ%gnﬁﬂmﬁmﬁﬂﬂszﬁuﬁmﬁu wiewasundasion lvdmsums
Usziuseasnarmse

Have you ever been rejected, cancelled in renewal year, added premium, or adjusted the insurance conditions, from Life insurance, Health
insurance, Critical illness insurance, Hospital Income Benefit insurance, or Personal Accident insurance?

O hitino O Yes, Iﬂiﬂizﬂq PLEASE SEALE ...ttt ettt e

= cs' ] =3 @ 1 Yo dy a G Yo aa v W 1 " @ 7 o w A 1 U
1“3383!{]@11 5 ﬂwmum%umﬂfnfguu Vl?umﬂllﬂiﬂl"]fﬂ U9INII ‘Vfﬁﬂvlﬁi“]JﬂWi’Jui]ﬂEJiﬂ‘HW TJUNTHIAA FUNTTVIVANITIDYISHIN
o d’l o ° o 7Y v cil A ]
ﬂﬁ"Wﬂ‘V\lu G]ﬁﬂﬂ"l]Ui’Ufﬂilrigﬂ‘HHmSﬁﬂHLuSﬁu?%WﬂLLWWﬂﬂ’JﬂISﬂﬂQW@VlﬂH ‘Viif]]lll
During the past 5 years, have you ever been infected, had symptoms, diagnosed, undergone a surgical procedure, been or being treated,

or ever consulted a physician for the following diseases, symptoms, and conditions?

8.1

* T5Aug5annwiia Cancer
O 1379 No O 1 Yes, Iﬂ‘iﬂixu PlEaSE SHALE ...ttt
¢ Tsnvaoadoaauni(Stroke) ANWARALNANIIALDY Aupudon Tsaminudu Tsadn
Stroke, Brain disorders, Alzheimer's disease, Parkinson’s disease, or Epilepsy
O 19599 No O 1o Yes, Tﬂiﬂizu PlEaSE STALE ...ttt
9 k4
¢ Tsarialanazviaeadoarialy Tindoaganuisess Tingeanltlanes
Heart disease and Coronary Artery disease, Chronic obstructive pulmonary disease, or Emphysema
O hileNo Oy Yes, Iﬂ’iﬂixu PLEASE STALE ...ttt ettt
dy [ A o A 9 @ < v @ W a dy [
¢ Isalaisesinselane Tsndunsiodnla Tsaduuis Tsn lasadudneay B,C Tsnibgiises
Chronic Kidney disease or Kidney failure, Hepatomegaly or Splenomegaly, Cirrhosis, Hepatitis B or C, or Alcoholism
O hildNo O 1 Yes, Iﬂiﬂizu PIEaSE STALE ......oniti i
s A A ' o A X A o & Y Yo A ' o 9 .
L4 Iiﬂmﬂﬁﬁi@mlaﬂﬂﬂ’)ﬂ@ﬂq'ﬁﬁ HIV Iiﬂ!ﬂﬂﬂ“ﬁﬁ?ul!iﬂ ﬁi’t’]i]'llﬂuiﬂﬂﬂhlﬂﬁﬂmﬂﬂﬂElNﬁiJ'lLﬁllfJ NOIVTU(Ascites)
AIDS or positive HIV test, Blood disease that requires blood transfusion, or Ascites
O 1379 No O 1 Yes, Iﬂ’iﬂixu PlEaSE SEALE ...ttt
= < . . g
¢ Isaoauead( SLE) Isadutod (Multiple Sclerosis) 15a1A51Y
(Crohn’s disease) SLE, Multiple Sclerosis, or Crohn’s disease
O 1379 No O 1% Yes, Tﬂimzu PleaS SHALE ...ttt
* dungny suwia Ywwanw ims Tsndelszam neldasianda
Paresis, Paralysis, Disability, Neurosis, or ever used drug substance

O 1379 No O 1a Yes, Iﬂiﬂizu PlEaSE SEALE ...ttt

8.2 Iiﬂﬂ?]ﬂﬁuiﬁﬁﬂgﬂ High blood pressure

O Nine No
@ v g @ a
O 1n8 Yes, O g isnmdniluauldluveslsaimennamsiz Isannudu Tafiags
T1lsas ¢1] Please give details I have been admitted as a hospital inpatient due to high blood pressure in the past 2 years.

O g i snmdaniluau 1 luveslsamennamsig lsannusuTadings

I have not been admitted as a hospital inpatient due to high blood pressure in the past 2 years.
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8.3

15111211 Diabetes
O Mo No
Y a A a A % @ = a A 9
O InY Yes, O ADINADULAU 1130 INY Wﬂiﬂ‘]&ﬂﬁ’flﬂll‘liiﬂWE]T]J1§1LW518IiﬂL’Uﬂ/i’JTL!WiE)@Tﬂ"ITVImEJ’NJfN
T1lsas ¢1] Please give details Need to inject insulin or ever been hospitalized in the hospital due to diabetes or the related
symptoms.
19y a a a 1 v o o A A
O vlmmaﬂawyau inae llll!ﬂfl Wﬂiﬂ‘]&l19’]’]11«!15\1Wfﬂ“]ﬂﬁlWiW&’IiﬂﬁJTﬁ’NuﬂiE]E]Tfﬂﬁﬂ
Mo
Do not need to inject insulin, and never been hospitalized in the hospital due to diabetes or the

related symptoms.

8.4

"lmﬁ’u”lmﬁaﬂga Hypercholesterolemia
O hime No
O 196 Yes, O $nmdreen O hidesmuen uaunnduuziilfeonmasme wioniuauenis
T1lsas ¢1] Please give details Medication treatment Do not need any medication treatments, but exercising and
dieting is recommended by the physician
e lufufineindnfagaga aaomaiaesen O 200240 un. me% O > More than 200-240 10 mg%
The highest unusual level of Cholesterol
cseavluiuiineRndnfgqega lasndmelsd O 150-240 un. mg% O > More than 150-240 1. mg%

The highest unusual level of Triglyceride

8.5

Tsamaad@iile Thalassemia
O hifluno O lu Yes, Iﬂﬁﬂizu PIEASE STALE ....\.ieie it

8.6

iii030n Aot dunﬁe @M Tumor, Lump, Polyp, or Cyst
O N/ limenilu No
O finaedlu (Tlsasza)) : Us2anaia ..o OFZTITN oo
Yes (please state) Type Part of body affected
@) fjlﬂfl’é)g: / ﬁJuagj Currently have
O 5w Mo danda Have already been hospitalized or have undergone a surgical operation.
O funn 27 Na“ﬁlmfsllﬂ More than 2 years: the result of biopsy: O Yn# Usual O i1/p@d Unusual
O Wosni 27 Na“ﬁlmfsllﬂ Less than 2 years: the result of biopsy: O Yn# Usual O i1/ad Unusual

8.7

Tsnduq Hielsnlszida nielsnieseauy uenmileniniinarandaady
Other disease or other Chronic disease which are not mentioned above.
O Mitne No
O 100 Yes, Tilsasz151002180aa11819 please state below.
AT ORI im0/ MIATIATRTU oo
Diagnosis / Cause / Symptoms
Y AT S0 oo e
Treatment / Advice received
85018 /899981 RTUMITIOYY oo
The date when the hospitalization was done

- Ham33n¥N The result O 1@ Normal O laiv)nd Abnormal, Iﬂiﬂi%u Please State ...........ooeiiiiiiii e

A ¥u G-7 auuda 133al 1350 INWUHXIUAS 10500 Augusnisana [ns. 1726
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meluszezim S?Jﬁmumﬂuﬁaﬂwﬁu AunenuMaiNesUMIS e Sufuusi Sumsasnitety aaearusumssnu
Sumsdaen wieinia swileswinmsuiady msisutlie uazmsida wie'ly (nniag njaNTYIwavidsam Il s NG
9IMIHTPeIMILARY MIS AL af Lz 165 HazIUNAAINa)

During the past 5 years, have you ever consulted a physician and/or been prescribed any drugs or medication due to injury or sickness, or

surgical operation? (If yes, please state the diagnosis, symptoms, treatment or advice received, and the date of diagnosis.)

O Tyitae No O 118 Yes, Iﬂiﬂixu PlEaSE STALE ... ettt

10.

@ ] @ Il [} o A ] U A < wa A v o @ A
‘]j"l]"l!’U‘L!‘V]WHﬂQﬂQﬂgiu"]f’N5$ﬂ$Wﬂwuﬂ1ﬂﬂ15Lﬂﬂﬂ’)ﬂ NIONITVIALIVIINYUALYF) ‘Viif]iﬂﬂﬂﬁ"Wﬂiﬂ‘HWl’ﬂuiiﬂ‘WEl"l’iﬂa‘Viiﬂ
A A ] a v A o o 4 o a A o & '
ADIUNIIVIAIBNTTY ‘Hiﬂilﬂﬁ'i"]fﬁ?i!,ﬁ‘wgmi‘ﬂI‘Vl‘H‘Vﬁmﬂﬁli’ﬂﬂﬁ'iﬂyWLﬂEJ’]ﬂ’UIiﬂWH’q51ﬁﬂiﬂ1’iiﬂllll
Are you currently convalescing from injury or sickness, or hospitalization in the hospital or medical facility, using drug substance, or have
been hospitalized due to Alcoholism?

O Tyitae No O 118 Yes, Iﬂ‘iﬂixu ) (T N ¥ 11

11.

meluszezinm s Uik vuaeldsunisasiiiess ey 8nasdnouiinaes msasiedisaduudman i mada
AsNFUHeMId N T Ine miasresaniiand msasinauiile wiemsasiuden Taanzniell (nining NFANTTYMA
mimaw%mm@ﬁﬁmﬁﬁumimn Supouil uazamuﬁﬁmm)

During the past 5 years, have you ever had any tests done such as x-ray, MRI scan, Biopsy, Ultrasound, Electrocardiogram, or Blood or
Urine test? (If yes, please state the reason for the tests, date of the tests and the place where the tests took place)

O Taitae No O 118 Yes, Iﬂ‘iﬂixu PlEaSE SALE ... ettt

12.

1 Yo o IR [ 1T o A aa o A A A d‘u Y o A 1
‘VITL!LﬂfJM],ﬂS‘Uﬂ15LLu$u1ﬂ1ﬂLLW1/lﬂﬂﬂﬂ?ﬁﬁﬂi&l”liﬂﬂﬂ”liﬂ?ﬁﬂ W3omsns1ItInanuaNdula nm"lu"lmn‘szm ﬂ'i'é]hlil
d A ¢
(Mniag ﬂqmﬁsuimaw%ammmq%auwmuaﬂﬂwmma)

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

(If yes, please state the name of the physician and hospital.)
O Nine No O iy Yes, Iﬂiﬂizu o (e IR PP

13.

o o v & 1 A A a a a 3 v A A a a A A
ﬂi]i!ULWITLlﬂ’]ﬁ\uﬂuﬂQﬂﬂﬁﬂufﬂﬂ'ﬁWﬂﬂﬂ@ (@Mt yu ﬂ'ﬂllm‘ﬂﬂ')ﬂ NOUIUBDIDN ﬂ]qglaﬂﬂﬂ@ﬂp‘lﬂﬂﬂ@ ‘Hﬁﬂﬁ)u"])
d‘u a ¥y ¥ v v A d A ]

‘VIENN“lﬂ!"lniUmﬁﬂ‘kﬂﬁiﬂlﬁsﬂmmmmﬂﬂ ﬁi't‘)llﬂ

Are you currently suffering from any symptoms: (pain, lumps, bleeding, etc.) for which you have not yet consulted a physician?

O lifinoe O Yes, T‘]Jiﬂ'izu o) (ST IS 72 (< S

14.

' A A ' a ' o
WuguHs¥3 0l Do you smoke? Tuoda In the past O liguNo O ineguinaz Used to smoke ................... WU roll(s)
quidlunannu perday for................... 1 year(s)
ﬂi]igﬁu Currently @) llligm No O 1nEgUIUAL Used to smoke .................... UIU roll(s)

15.

A 1 A A 9 Y v o Yo aa o 1 a3 U A N A @
UATNITAT NI Wﬂi@u@Qmﬂﬁ@ﬂlﬂl@?ﬂigﬂuﬂﬂmﬂ‘lﬂﬁ‘ﬂﬂ1§'Jui]ﬂfJ’NLi]1J‘]J'JEJ Wiﬂlﬁﬂ%?ﬁluﬂﬁﬂﬂ’)miiﬂ Iiﬂl'ﬂ']ﬂ’ﬂu
% < A A A 1 Y d A ]
Tsnrnla TsanziSe Tsnviaeamenanea (Stroke) 15alnne viseditaeauinde hialsaead 13l
Have the parents, spouse, or sibling of the applicant suffered or died from Tuberculosis, Diabetes, Heart disease, Cancer, Stroke,
Kidney failure, or Positive HIV test?
Il (= = A d
O Nine/litiNno O na /T Yes, Tsaszayyanaiiilu please state the name ................c...ocoooovoroieeeereeeoeeeeeee.

A A

AUnAMIR T I013 01F0FIN Cause of sickness / death ..o

a

SUMTSUMTS YT DIFEFIN Date admitted/Date of death ..........o.vvoveee oo,

Augusnisana
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@ ] o | o ' 4 o { o 1
16.  tagiumusulsemuenilulseimiodoiiios wielilsalsziian vio lsniseselan nie'll
Are you currently taking any medication regularly or having any chronic health condition?

O NilgNo O 19 ves, ﬂWﬂi‘ﬂﬂiﬂixu%ﬂm mm&m%?mﬁzﬂu please state the name of medicine and the cause of sickness

v

M3V309v03R V101152 U Warranties by the Insured
& A o "y v o P ¢ o o A q ¥ Y %) )
uJu‘wmﬂmnuizmnmmmﬂizﬂunﬂuaxuwmw ﬂﬁ‘lJ‘ﬁiﬁJﬂi%ﬂUﬂfJufﬂgll‘lJGlWﬂ’Nllﬂﬂﬂiﬂﬂllﬂﬁjﬂl@lﬂ1ﬂ§$ﬂuﬂfJfﬂT‘iﬁll
3 A 3 L a 2 A A A A g v 3 A 3
ﬂ?i“ﬂ1&"!1"1]’U‘I’iiﬂﬂ?ilﬂﬂﬂ’)ﬂ“ﬁuﬂﬂﬂluiﬂﬂﬁiﬂ NIDTULUDININN ‘VfﬁﬂL‘]Juﬂ1ﬂ1§u1ﬂiﬂ°}fﬂu"uENﬂTSHTﬂLﬂUﬁiﬂﬂ?iLﬂUﬂ’Jﬂiﬂ‘]
2y v oYy ° v o A A A aao ) sy v Y v v
“I/lﬂ"’llﬂlfﬂﬂ5$ﬂuﬂElwlﬂuﬂa\‘lVl’fﬂuslﬂﬂT”UﬂLﬂTﬂi35ﬂuﬂElu‘Viiﬂ“I/l“lJTH‘V]ElﬂL’Ju@ﬂll1/]hlﬂigi1411!!,6ﬂﬁ?iuuﬂﬂWﬂﬂﬂL’)uﬂ’ﬂ‘Mﬂ‘Mﬂiﬂ\iLﬂWWSﬁIiﬂ
[ 1 9 9
Faguoronlsziunslasunsuuazdugeuaiton luiinnlszms (Tasusinezesnenaisuuuiesniuanuduasounniz Tsariue
I
Humsmme)
It is known and agreed by the applicant that he/she will not be covered for any injury or sickness arising directly, from, or as the
complication of the injury or sickness which the applicant have declared in this application form or was excluded as specified in the designated

exclusion endorsements agreed and accepted by the insured himself/herself in every conditions. (The company will separately endorse such

designated exclusions as the exclusion endorsements.)

) Y~ ¢ v o v A aw A @ v v A aAw YUY o o o X
"’U’]Wlﬁ]'lllﬂ']'lllﬂﬁgﬁ\jﬂ"’llﬂlf]']ﬂigﬂuﬂElﬂuUi‘]‘:lﬂﬁ’]ulqaull"ll"’llfJQﬂill‘ﬁiillﬂigfﬂuﬂﬂﬂﬂﬁyﬂllﬂsl%ﬁWWﬁuﬂ'ﬁﬂﬁgﬂuﬂElu Lag

v v
=~ { A g

9 9 @ ' =) ' Y Y £y 7 9 Y = Y o v o
VINRIVDTUITDINTYALIDYAN ] VIWNAUUDNADULASTUUITU GUTWL"I]WIﬂ’c’N‘Vli]%sl,ﬁﬂT”U@L@TlJi%ﬂuﬂﬂulﬂuuaﬁWHﬂl@ﬁ

G U U A9
v v a2 9

' 9 Y A o = 9 Y <3 A a T Y Y a Y Aa o a
EIJEUTIJ33ﬂu5]ﬂﬁ3ﬂ’)N‘UWWLﬂ1LLﬁZU§E‘1/] ‘1’71ﬂiWEJ’GZ!?JElﬂ"U’EN"UTW!ﬁ]”IL‘]Julﬂfﬂﬂi@ﬂﬂﬂﬂblllllﬁ]\iﬂ'ﬂwﬂiﬁ dwsuseu i uTENUenE@n

]

v oy E o " Ao ¢ v @ o w o A &
qﬂﬂjgﬂuﬂfﬂlﬂ HUHDNIINUVTNRTIVDUDUDTUIVULUD VTN @1ﬂ!uﬂﬂ§3ﬂuﬂﬂ 108 (UHI1BU) (lufnisU@31]'1/]51“518?331;98?\%\3%13@715

Dle

o

wa o ' 7 7 4 iAo
LﬂfJ'Jﬂ‘]J'iJ'ix’mﬂ1§iﬂH1W81U1ﬁlLﬁ$ﬁﬂ1W3NﬂWEJﬂJEN"IShWL%Hﬂ”IﬂLLWT]fJ I'i\'IWEJﬁJTﬂ ADIUNYIVIANIUNTTY W%E]E]\?ﬂﬂ”liaualﬂ ﬁﬁﬂuﬁﬂ

p. e

4 A o9 gy A Y oy 2 Y & a A o A A X o
Wif)ﬂﬁ'lﬂliﬂﬂlﬂﬂ?ﬂﬂ"’lﬂWLﬁ]'I“I’iif]fj"llﬂ'lW"llﬂﬂ"’lﬂWLi]'] i’JlIiNGUﬂL‘VI"l]“’l]i\ilﬂilﬂﬂﬂﬂ?i@]ﬁ’;ﬁ]Vlﬂﬁ’f]’]JNmﬁﬂﬂlWﬂ@]i’Ji}ﬁ'lL‘]fﬂll’ﬁﬁ HIV

I hereby request the insurance company to provide the insurance policy with the terms and conditions according to your standard
policy and I declare that above statements are complete and true. I agree to have this application form included in the contract between I and
the company. Should there be any false statement or any truth being concealed, I agree to let the insurance company cancel this insurance policy.
Besides, I also authorize Southeast Insurance Public Company Limited to request for any kind of information regarding to
my personal health treatment or health condition records from any physicians, hospitals, medical facilities or any other organizations which has
any my health information or record include HIV testing result.

Y Y a Y aw o & qY a Yy 34 a 44 o 9 9 v @ 1 o W

6lJ'l“I/\l!f‘l]'lfJ‘LlfJlelﬁl‘I'T'flJi‘151'1/'Iﬁ]@]!,ﬂ°1J Gl“]f Llﬁmﬂﬂmﬂﬂ]m“ﬂi}i]ﬁ\il,ﬂfJ’]ﬂ'Uf:f"Uﬂ'lWLLﬂzﬂlE]iJuﬂ"llfNQ"U?Jlf)1ﬂi$ﬂuﬂﬂﬁﬂﬁ?uﬂﬁ?uﬂmzﬂiiuﬂ?i
o w ' a a v @ 4 o o w a v o
Mnuuazduasumsiszneugsnlsziude (aila.) ieilss Temilumsminuguagsfvilseiuse

The applicant allows the company to collect, use and disclose my medical and personal information to the Office of Insurance

Commission (OIC.) for the purpose of insurance industry supervision.

Y v oA s ya a Y A a Y v 9 IS} A [}
Auetonlsziunelianuilszasavz Idansvesndumiituldamngrmaneidreniensvsela
Would you like to claim for personal income tax deduction with this health insurance premium?
= s a Y a o s I ' a 9 = o A v o
[] llﬂ’NiJ‘]Ji“’ﬁ\?ﬂ!,m“’ﬂuﬂfJiJﬁh’iﬂi‘Hﬂﬂ?ﬂluﬂﬂﬁ"ﬂuﬂﬂ 9109 (WHIBU) ?Nl,m“Lﬂﬂlwﬂﬂjﬂhﬁlﬂﬂﬂﬂﬂlﬂﬂﬂﬁ‘“ﬂuﬂﬂ@]ﬂﬂﬁllﬁﬁi“l/\l']ﬂﬁ
mnwamﬂmm ’J‘iﬁﬂ1§1/lﬂillﬁ§§‘lﬁl']ﬂ§ﬂ11’iuﬂ uammwmmmﬂﬁwﬂunmﬂuﬁvnmwm (Non- Thal Resident) %QL‘]JHN?J‘HHW’ILETEJJ’I']‘H
Nullﬂﬁ"lﬂﬂa‘ﬂiﬂﬂ’ﬂﬂ'f]ﬂﬂ"mﬂ"lﬂi Iﬂiﬂi“’llmﬁl]ﬂﬁ i]WI’JWLﬁEJﬂTH“Vlhlﬂi“]Ji]"lﬂﬂﬁ'llﬁﬁﬁWTﬂi La*ll'ﬂ ......................................................
Yes, and I 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: ...............cocoveiiiiina..

(1 lidanuilszasn
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SOUTHEAST INSURANCE

dw T o YY) \ Yo Y d‘ Yo A o a v 4
aanmsu“lu'%amumumiznunﬂ mufnz"lﬂiumm@ummma"lmummuﬂumnmymam
o X J % o
dunveamsuevilvidinatazauy s AL INUAURTY
This document is not an insurance contract. The applicant will be covered when the confirmation from the Company is made.

A photocopy of this statement shall be as effective and valid as the original.

4 g9 v v . .
awammmﬂszﬂum Applicant’s SIgNAtUE .........coeuiuiniieniinininininineneenen,

( )
o A v o
Tunvee1lseiune Date............ Loviiiinin, [oiiinan.

[ isziunvase Direct [ daunuilsziuimane Agent [ wienihilseiuiuisso Broker luoyga@ui License No.

Aufeuvesd i UMz NIIIMsMtUNazauasumsiszneugsholsziuse
4 o Y v | a Y Y v 2 v a ) Y v <
1ﬂﬂ9ﬂﬂ1ﬂ]ﬂmNﬂ‘l-!ﬂ]?»lﬂ?ﬁl!‘l.luﬂi\?ﬂqﬂéllﬂ °I"i1ﬂffd!ﬂﬁ.]i%ﬂuﬂﬂ‘].lﬂ‘l.]ﬂéllﬂﬂ'nll‘%i\ﬁ’ﬁﬂ!!ﬂﬁﬂﬂlﬂﬂ?1ﬂﬂu!ﬂu!ﬂ%
= Y o o U A g A R Aawv Aa A Y v v v WY \ a_ d
azdimalfdgalsziuseiiandulugio: Fastniiansventedyalsziuneld annlszanangrmneamisazndivd
a1 865 nazewfrasmsnedulnumannula
Warning from the Office of Insurance Commission (OIC)
The Applicant must truthfully answer all the questions in this application form. Any concealment or false statement may result in the

insurance company refusing to pay claims according to the Civil and Commercial Code, Section 865.

su) 315 27n 2z ju G-7 auuda oREE 1 n F 05 fAugusnisanai Ins. 1726




