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it ¥ ehuny In pursuant to Section 865 of the Civil and Commercial Code, an insurance applicant is obligated to disclose all statenients

Warning truthfully. Concealment of any fact or knowingly making any false statement could be a ground for the insurance company
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Group Insurance Member Application Form with Detailed Health Questions
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Please complete all inquiries below. Applicant must validate all amendments and deletions with signature.
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Policyholder Name (Company Name)
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Applicant’s Full Name (Mr. / Mrs. / Ms. / Master / Miss)

Su/ iow U e o1y vl auge:

Date of Birth (dd/mm/yyyy) Age Weight Height

e 1 %0 Male aomamwmmsause:  [J laa Single [J ausd Married FunBuau:

Gender O H@Q Female Marital Status Ow 1o Widowed [ 161 Divorced Date of Employment
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Identification Card No. Passport No. Other
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Residential Address:
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Mobile Phone:

Home Phone:
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Occupation Position Department
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Be a member/employee of policyholder
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Be spousc_or child of (Name) who is a member/employec of policyholder
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Relationship Address % of Benefit

Beneficiary’s Full Name

HIuIHe (Remarks):

é‘\'emmmqmmw (Health Declaration)
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Tsammans Tsady Tsauzita wion hivndduetudiouss wio'hi Yes No
Have you ever been diagnosed or been advised or been treated for heart disease, high blood pressure, diabetes,
liver disease, cancer or any other serious diseases by a physncnan?
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Have you ever suffered from illness or had scrious injury or received consultation or been treated in a hospital or
clinic or been advised about any treatment not stated above during the past 2 years?)
¥
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Have you ever had or been advised to have any surgical operation? Yes No
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Have you ever had any life insurance application or application for life policy renewal declined or increased of its
underwriting conditions or postponed underwriting or charged for extra premium?
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Are you suffering from any illness or injury or deformity? Yes No
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Has any member of your immediate family cver had tubcrculosis, diabetes, heart disease or mental disease or has
your spouse suffered from AIDS or had a positive HIV blood tesi result?
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“Yes” or in case of injury as a result of accident, please provide full details below and indicate the question number.
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[ hereby confirm that every answer | have given in this Group Insurance Member Application is truc and correct in all respects. I understand that if I did
not declare truthful information, the Company may decline the application and contractual claim.
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I'hereby agree that there shall be no insurance protection until the Company has approved this application.
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I hereby give my consent to other physician or insurance company or hospital or clinic that has my medical history or will have in the future, to disclose
information pertaining to my health to M uang Thai Life Assurance PCL. or its representatives for the purpose of the Company’s underwriting decision-
making or contractual claim payment. A photocopy of this authorization shall be effective and valid as the original,
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1 hereby give my consent to Muang Thai Life Assurance PCL. to collect, use, and disclose information pertaining to my health and my other information to
other insurance company or reinsurance company or legal authority or medical profession personnel for the purpose of the Company's underwriting
decision-making or contractual claim payment or medical use.
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Before signing this application form, please check the answers once again to ensure the completeness of insurance contract.
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(In case the insurance applicant is a minor)

dmTugfionansssi For Policyholder:

Hidweduduidostani i fanmmodn andnduerenlsziudaldaounmTasgndosnmitmdmswnazdo alssiuns i
nu’wuu/iﬁt‘fnmmé'ﬁﬂmums lf) I hereby confirm that the statements declared on this form are answered correetly to the best of my knowledge
and belief. (Employer’s Company Stamp)
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