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° v < v wa
ludvaosziude nsusssilsziusagummnazgiifmgaiuynna (Health Insurance Application Form)

%’ayammé’mmmﬂizﬁuffﬂ / Applicant’s Personal Information

O vasysgansu /1D, Card [ Wiis@otdun1e/ Passport [ 1@309U) / Other LD, Card 18U /NO. ....vovveeeeeeeeicee e

%-umﬁqa / Name of Applicant

Ju 190U TNAA / Date of Birth «....oveovveveeeeeeeeeeeee, 01y /Age ......... i / year éfﬂymﬁ / Nationality

INA / Gender U »e / Male | “I’iﬂjﬂ / Female ﬁ"JuE:_N Height .............. F. / cm. UInin / Weight ............ nn. / kg.
AMUMWANIH / Marital Status ] Taa/ Single ] ausa / Married [l | 1118 / Widowed | %81/ Divorced

1IN / OCCUPALION ...ttt ettt A4 / Position

@

AnpaggInauazniNAuSUARYeL / Job Description

MM (¥VFHN) / Office Name
" Y

NAIF1UNIU / Address

[ I'4
.............................................. TNTANN 7 Office Tel. oo vooeeeeeeeeeeeeeeeeeeeeeeeeeeeee JNTET /T FAXe oo
ﬁﬁ]ijﬂ%ﬁ;ﬁu L HOIMIE AAIESS ...ttt e e e e
o I [ I'4 =
TNSAWR / Home Tel. o.vvveeeeeeoeeeee TNnsfnLene / Mobile Tel. ....ovvvveveeeeeeen. DINA S Brmail oo,
A0UNAAAD / Mailing Address [ Mog1lg1iu / Home O e/ Office
53831V01011J52 UM / Required Period of Insurance (53U 13U 301 00.01 Y dUFAIUN 1301 16.30 U.
urusziusuuazANNANAIDINADN / Health Insurance Plan Selected
¥on3us553/1/52A U / Health Insurance Name ......................cccove.... UHUANNANATOI / Coverage Plan ................................
AU 32 TOMTNUAN / Optional BEnefits 1. ......oovooveeeeeeee oo, 2 e
i Y 1
ANFTIVIINTUNAYDULDITIULLTN (fﬁuagﬂmmuﬂmuﬁ'mimmﬁaﬂ) / Deductibles (depend on selected plans) ..................... U1 / Baht

@

unnd mmﬂﬁ'ﬁw’fuﬁ' UATON (fu/!ﬁﬂu/‘ﬂ)/Date of commencement that the coverage would be effective (day/month/year): Lo

= Yo < .
iwazmﬂmﬁuwnﬂsﬂﬂw / Name of Beneficiary

A Yo ﬂ ”T o v o Jdo 9 v o ¥ 9
FO-UWANA HIVNAUIS LYY mmﬁuwuﬁﬂummmﬂﬁzﬂunﬂ dadaiu (598a2)
Beneficiary’s Name Relationship to the applicant Ratio (Percentage)

fMHSUBIN9IA / for Expatriate

mudinuneglullszmalnelanieli Gininegluilszme lneeegiarios 180 Tu aedl)
Is Thailand your main country of residence (where you spend at least 180 days per year)?

d 1%/ Yes d T3l /No  dwuaey laily ﬂgmﬁzuﬂszmﬁﬁﬁmﬁﬁuﬁaﬁj /If “No”, please specify main country of residence:

ansvaandumBiau)a / Tax Deduction

' = J ya A Y aa Y v 9 = A ]
VlTLliJﬂ’J'IJJII§$?Nﬂﬁ]$Gl"]5ﬁ1’lﬁ5u@EJﬂL'J‘HﬂTHN‘lelﬂ@]'mﬂ{]“l’iﬂﬂfl’)'lﬂi]ﬂﬂﬁﬂﬂ'lﬂiﬂﬁﬂvlll
Would you like to claim for personal income tax deduction with this health insurance premium?

a s A A o v Au do o \ A R { o w1
D Hanudseasn LLaZEJuEJ@iJGlﬁliJﬁBVI ﬂi%ﬂuﬂﬂulﬂﬂ'c]’)ﬁlu 1NA (WHIFU) a9 LLaZLﬂﬂLWﬂ%}ﬂy‘mﬂﬂ’JﬂﬂJmUﬂﬁZﬂuﬂﬂ@]ﬂﬂﬁﬂﬁﬁﬁWWﬂﬁ
[ Jd axy A ° v v g 1 a 2 g I~ A
AMUHANLNUN ITNITNATUATININTNINUA LLa$W1ﬂﬂz}"UE]L?J'lﬂﬁZﬂUﬂﬂLﬂu"]ﬂ'J@]N"]fWI (Non-Thai Residence) @Qlﬂuﬂz}llﬂﬁ)'lﬂﬁ}ﬂﬂ

@oaiiduldamungrunedlenions TusassyavilseidadidenBnldsuannsuassnns muh
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 residence, please enter the taxpayer ID number given by the from Revenue Department: ...,
Q lusianuszaad
No

w195



71 nuUdunav wovaiaulu iwaweyiin nsoiNw« 10400
Ins. 02-6950800 IWNB. 02-6950808

012 VNAIAYNE THAIVIVAT INSURANCE PCL. o e
INSURANCE 71 Din Daeng Road, Samsen Nai, Phaya Thai, Bangkok 10400 wungtsuiiyana / wadssiidun® 0107536001427

‘ uSENn Us:nunalnaddcud 9ina (umisu) édnoulrng

Younadgumnvesvee1lsyiusie / Applicant's Health Condition Declaration

A " Y A 1 9 9 9 & a o A A & 1 a 1 1 1 2 9 ?,'/
Tunsainvulildunas vseunadlinsudmludeladoniic usHnzdomiouniien vuueas)fias (lils/Tuime Tl Tuderiug
In case you do not declare or fail to declare each of the questions, the company shall consider that you declare decline (No) in that question

] Y o v AaAa v o oo A v W A 1 Y v a o A a o v Aaa v oa o A
1. mu'lﬂmﬂizﬂmsm ﬂigﬂUﬂﬂq‘UﬂWW maﬂiznuﬂﬂququmuuﬂﬂa"l’mumyw Wiﬂﬂiyﬂﬂigﬂu‘]ﬂﬁ uazﬂisﬂmmﬁﬂﬂau
%30 14 Do you have Life, Health, or Personal Accident Insurance with the company of any other insurance company?
G 1 ] Y 1 Y .
QO hils/No 15/ Yes tmou "o nganliaioazioon / If “Yes”, please SPecify: ............oovoivorovoreeeeeeoeeeeeeeeeeee,
1 a 2 d’l A a v Aaa [ [ [ @ wa 1 a o d’l G ]
2. “Vn‘LlLﬂElQﬂ“lJ{]Lﬁ‘ﬁ LWiJN't‘)‘L!ulﬁU“rﬁﬂElﬂmﬂﬂigﬂu"lﬂﬁ ﬂigﬂuﬂﬂf‘qﬂlﬂTW ﬂiznuﬂﬂq‘ummG;muuﬂﬂamﬂmywauma"lu

Have you ever been rejected, added exclusions, or cancelled from life, health, or personal accident insurance by any other insurance
company?

[l | 139/ No [l | 1%/ Yes oy "la ﬂ?ﬂ‘lﬂﬁ)ﬁﬂamﬁﬂﬂ /I£Yes”, please SPecify: .. .c.ouiiieiniii i

' ~ 3 A A A Aadoangy Y o o A o o S A fl
3. WWullﬂWiH]llll’JEl ‘Viiﬂll't‘)"lfﬂiwﬂﬂﬂﬁ VlEl\HJllﬂ!flﬂT]Jﬂﬂ_rigﬂHW ‘Hi't‘)i“]JﬂWiiﬂH"l"lﬂﬂLlW“VlﬂWiﬂhlll
Do you have any sickness or abnormal health condition that still has not been consulted with or received treatment from a physician
presently?

[l | 139/ No [l | 1%/ Yes oy 1o ﬂ?ﬂ‘lﬂﬁ)ﬁﬂamﬁﬂﬂ /I£Yes”, please SPecify: .. .c.ouiniiuiniii i

o oA S A A A A a o ° Y Y o o A Yoo o A '
4, ﬂwuu muumsm‘uﬂ’m WiﬂM61ﬂ15Wﬂﬂﬂﬂ ‘V]LW‘WIEJLL‘L!%‘LHiWHﬂTUﬂWiiﬂH"I Wii‘)ﬂﬂillﬂTiW"lﬁﬂWiﬂllll
Do you have any sickness or abnormal health condition that physician recommends to have treatment or surgical operation presently?

O Nils/No O 15/Yes tmou "3 nganlis1eagiDon / If “Yes”, please SPECify: ...........cvovovoeevoeeeeeeeoeeeeeeoeeeeeee

VoA A = o v A~ a9 ' < o 7 = Yo o 9 A '
5. MUUANUNNIT llIiﬂﬂi%"l]Wl’J maﬂiﬂmmagiummgumﬂuﬂizmﬁumuwm (5’311ﬂ\1ﬂ1511ﬂ51|ﬂTiiﬂ‘HHﬂJ“}Jﬂﬂ’Jﬂu'ﬂﬂ) ‘Hi't‘)llll
Do you have any handicap, underlying diseases, or sickness under regular physician care (including OPD treatment)?

O Nils/No Q15/Yes tmou 13" nganlis10agiDon / If “Yes”, please SPECify: ..........ocvovovovevoeeeeeeeeoeeeeeeeoeeeeee

] Yo "o A fl
6. nMunelasumsrAanse i
Have you undergone surgery at any time in the past?

| 139/ No [l | 1%/ Yes Sy "l ﬂémﬂﬁ}ﬁﬂﬁm‘éﬂﬂ /I£Yes”, please SPecify: ....c.ouiiiuiniii i
7. muldenes Iaidluilszsmse la

Do you use any drugs regularly?

O Nils/No 15/ Yes tmou 13" nganlis1oagiDon / If “Yes”, please SPECify: ..........coovoeoeovoeeeeeeeoeeeeeeeeoeeeeee
8. MuAuAsesRLTiTneansaadiie

Do you drink alcohol?

D 139 / No D L“ﬂuﬂ%ﬂﬂin / Occasionally D Lﬂuﬂiziﬁ / Regularly ﬂ?mmﬁﬁmia’fu / the quantity taken per day....... Llfgf’f]/glasses
9. iuauguiwa el

Have you ever smoked?

O il /No [ 19/ Yes

mou "y ﬂ§mﬁsuﬂ§mmﬁm 8gUNBIU / If “Yes”, please specify the quantity taken per day ................ WU / cigarettes

uamaﬂguuwﬁltﬁa (ou/il) / and stopped since (Month/Year) I
10. Joyuimgquinivie 'l

Do you smoke at present?

| 3%/ No [l | 19/ Yes

taoy "la ﬂgmﬁzuﬂ?mmﬁqwiaﬁ”u /If “Yes”, please specify the quantity taken per day .................. ¥IU / cigarettes

' VoA A o a A = ' o ¥ 2 A A '
11. MURUNWINTINININTTUNNANMFYIF LBU NITATUIEAN “lJ‘L!L“lI"I Wiﬂulll
Do you engage in high risk activities or sports such as scuba diving, rock climbing etc.?

QO hils/No 15/ Yes tmou "o nganliaioazioon / If “Yes”, please SPecify: ...........cocvoiveovoreeeeeeeoeeeeeeeoeeeeen,
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A ' Yo < wa A g 9 Y o o A o o 91
12. Tuszezan 5 U mumﬂmumm%mmqmm@; nw3ovihe auAwINTUMIHIAR Wiﬁ]i‘i.lﬂﬁiﬂ‘]ﬂ!.mﬂ@ﬂ’)ﬂclu
A A ] Y a2 [ ,3'
Tsanenuna Wﬁﬂﬁ'ﬂ1uwEJT]JTGL’JGUﬂﬁiiJWiE]VliJ ﬂgmﬂmmamaﬂﬂmma"lﬂu
Have you had injury from accident or sickness that needed to have surgical operation, or in-patient treatment, during the last 5 years?

Please complete the detail in the below table and also specify date & type of treatment if there is any.

T3 dnwaze1ms nazmaduihe Taee/lidi | nei Tsaszyseazidun
Disease, Symptom, Condition No Yes Please specify
o tg o v 9 =

e 91n15U1a1Te5 01MsUIaIvNRe) D D

Chronic headache / Migraine headache
a a a 9 Y a

® ﬂ’ﬂllWﬂ“lJﬂ@W]NfﬂElﬁW 21N ABNISIN ABHU D D
Eye disorder and abnormalities e.g. cataract, glaucoma

e Ts5anenuiy Ao ayn 0 0
Ear, Nose and Throat disorder

o Tsagiiuw 0 0
Allergy

e Isavew, #ia 0 0
Asthma

o Tsnszuumuduniele 010 nouFadnia viaeaaw
nLa Q Q
Respiratory disorder e.g. tonsillitis, bronchitis,
pneumonitis

= o 1 Y Ay 12

® 9ININYINUBDINDIUIDII D D
Chronic abdominal pain

o Tsaszuumudauilaans 014 13nla nszmne
Jaanzdnay a a
Urinary system disorder e.g. kidney disease, urinary
bladder disorder

¢ T5ATzUUMUANINT 011 13ANTMNZeINS 13a
= () Y a a
Meanud1d gaarseialnd Q Q
Digestive system disorder e.g. peptic ulcer, intestine or
bowel disorder, abnormal stool

o TsamenuszunlnadouTadia 019 Tsarale Tsa
ANuAuTaaga 130 M 0 0
Blood or circulation system disorder e.g. heart disease,
hypertension or hypotension (high/low blood pressure)

1 o

o Tsaaoulnsooa 0 0
Thyroid disorder

o Tsnaougnuuin 0 0
Prostate diseases

A v J a

® Tiﬂizlmﬁﬂ‘wuﬁ BIY-N Y D D

Sexual organ dysfunction or infection
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=1 a Y d' %
e T5amausny o1 Tsnveuduy Isanenuuagn,
$9'l4, nesa 1 UszduAeunallnd
Gynecologic disorder e.g. breast disorder, uterus

disorder, ovaries or fallopian tubes disorder, menstrual
disorder

e T5anszgn

Bones/Skeletal conditions

<
o T5auzi5a

Cancer

k2
e Tsaiiioten

Tumor

e I5asadAaNNg

Hemorrhoids

o T5anNnvnu

Diabetes mellitus

e Isaau

Liver diseases

2
o Isa'ludo Isanduuile wie Tsann

Joint, muscle disorder or gout

o I5anMIa

o 00| 0| 0|0 0|0
o 00| 0| 0|0 0|0

Skin disease

o Tsavailsyam

U
U

Psychiatric or Nervous disorder

Ay o [
o T5anlAuAuUANI0a
Acquired immune deficiency syndrome (AIDS) / Q Q
Human immunodeficiency virus (HIV)

a ad g 1o a
o anuAnilnandluvuanuia 0 0
Congenital/Birth Conditions

® 5'11!“] D D

Others

A 4 A aa & 1 Y a I ° Y
13. NTUITSUYFBUNNY Ti\‘l‘WEl"l“]ﬂﬁ AIUNYIVIAIYNTTIY HIDAAUN "]NVI"I‘L!Gl‘]f“]Jiﬂ"ISLﬂHﬂig"IH (mMw)
Please give the name of physician, hospital, or clinic which you regularly use (if any)

MMNMANANIZEAS / for Female Only

' o w ?x’/ J A [}
14. vnummmmmma"lu
Are you pregnant?

Q bily/No 19/ Yes
taou 19" nyanliseazidon / If “Yes”, please specify : 01gATTH / the fetal age ................... §UAI / weeks

{ o 7
T59awen1aNSUAINATIA / the hospital which take care Of Pre-NAtal CATE ...............cveeoveeeeeeeeeeeeee oo s e eeee e
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Y 14 (Y L4 Y v A:G a 14 Y Y_ o < A a L4 a
GIJTW!i]1%05”50\131908!!il'(Nsll1Qﬂuu!ﬂuﬂ31uﬂﬁﬁﬂﬂﬂi$ﬂﬁ mindesuaasvestvduiumo “ri‘i@ﬂﬂﬂﬂululli]ﬁﬂ31ﬂi]‘iﬂ
v Y a Y a v v v U 1: b4
suwmwuaaﬂwmyﬂuaﬂmmzyzy11Jsz:numm"lﬂ

¢ o I3 =] wa

Tudrvensudnann u3En UsziudaIngddant 100 (i) lumsdesve nsensudeya vsemadmnantuiinlsz 7@
Y wn Yy oy ¢ aa A& ¢ A AN A A
NIINHINNVIA ﬂﬁzmqmmwmmmwsm ‘iﬂﬂ!!’WﬂﬂIi\i‘WEﬂiﬂﬂ AOIUHNNVIANIBTNITN AaUD Tﬁi’)ﬂﬂﬂﬂif)u&lﬂ NNUUND HHIINITULION
d‘ v Y 1% A Y k% 4 A dH v v 4 o o Al o A 13 dw ES) d 1 = %
NEINVVINL maqmmwmmmwsm"lﬂ mmuﬁmmwsm‘lﬂnﬁzmsm §T1!1r!1ﬂ11/‘|ﬂ1ﬂ"ll®\11’i1r!\1ﬁﬂNﬂUﬂ1‘H1‘ﬂ‘H1°ﬁNNﬁﬁNyimWH!ﬂﬂZ]mJ
4 %
AUNDY
4 Y _Aa Y Av v I Y a v < a d' U v Y v v I o W
‘ll”lW!‘i]]EJHEI’ﬂ?ﬂW]JiHTIi]ﬂ!ﬂ‘U Gl‘li uazaﬂmwumam%mammnqumw !m:sumgasumﬁgm11Jsznummmummamznﬁumi
o v v a a o o A ! o v a [V
Minusazauasumslsznevgsnasziusumneiszlavilumsminuguagshodsziuse
I, the applicant, declare that above statements in this application form are true. Should there be any false statement or any truth being
concealed, I agree to let the company
I agree to let the Company cancel this insurance policy. I, besides this, assign Thaivivat Insurance PCL. to request for any kind of
information, or to take a photocopy regarding to my personal health treatment or health condition records from any physician, hospital,
clinic or any other organization on my behalf. A photocopy of this statement shall be valid as the original.
I, the applicant, authorize the company to file, use and disclose my medical and personal information to the Office of Insurance
Commission for the purpose of insurance industry supervision.
A4 9 v o
AQWORUDID MU TENURNY ..o
ApPPLcant's SIZNAtUTE  (c.ocvevevivereeiieieie sttt et e b e se s )
FUNNTONTUAIUDIDMTEAURNY ..oooovoeeeeeeeeeree e

Application Date

AufleuvestinnuANEnsSUMsMNUKazdua3umsiszneugsnatlsyiuse

a o (Y

v v I3 S| a Y a a A Y <| < <| Y Y
ﬁjﬂ]@!i’)11J§$ﬂuﬂﬂi]\1ﬂ®‘ﬂﬂ"lﬂ1Nﬂ1uﬂ]1ulﬂu%iﬁﬂﬂﬂl® ﬂ1i‘l.lﬂ‘l.lﬂﬂ’313~li]i\1‘ﬁ‘i®!!ﬂiNle@ﬂ'NN!‘I.ll!miﬂﬂc] mmﬂumq%mamvg U

v a L a ' a v LYY 1 a d
ﬂiznuﬂﬂﬂ{]mﬁ“lmnmﬂumau"l‘rm‘nmmuﬂmamumgﬂiznunﬂ ﬂ13~l‘1.l§$3~l3ﬁﬂ{]ﬂu1ﬂ!!WQ!!ﬂ$W1m‘ﬂﬂ 1M1 865

Warning by Office of Insurance Commission
The applicant must truthfully answer all questions. Any concealment or misrepresentation of the truth many result in the insurance

company refusing to honor insurance claims, as per clause 865 of the Civil and Commercial Code.

[l
2 a

SrSUNHINNYSEN / for Company Official Use

uiifusmve A3uduiiums
Dt Recaiuaq Undermritienpy

ludvetavi nsussilsziusaaui
Application N, T oty o, |

mumudsenidmaneanerinydsziudInane Agent/Broker

Q dwmudssmdnase  J wenihdszaudmnane ‘?;a-umm;m
Agent Broker Agent/Broker Name

aumudszMdinaseinenindssiulinasie °1umgty1mam°?'|

Agent/Broker No. ... LicenseNo. 7
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