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Group Life Application for Applicant (Type 2)

o A o @ o ) a a LA v v v Y o 3 a k4 a k4 =3 a < v

AADU VBIA THUNINUAUSNIINMINN VAT AT Nmiﬂ‘izﬂ@mﬁiﬂﬂﬂizﬂuﬂﬂ ggGummﬂiznunﬂﬂmﬂaummumumm!ﬂmi NNVe m‘iﬂﬂﬂﬂﬂlﬂmmﬁﬂﬂ‘] ?]1%]11]1!1‘]4@114
a v [ v a a a v v a d

myﬂé’suﬂi:ﬂumﬂgmﬁmiﬂ'mmfhau”lwwmmummmununﬂssﬂunﬂ muﬂszmangwmﬂuﬁmmzwmwmﬂﬂ 865

IMPORTANT NOTICE OF THE OFFICE OF INSURANCE COMMISSIONS The applicant must truthfully answer all the questions. Any concealment of the truth may cause

the insurance company to refuse a claim payment under the insurance contract in accordance with Section 865 of the Civil and Commercial Code.
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Please complete all inquiries below. Any text amended, crossed out, erased shall be signed by the applicant.
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1.1 ﬂiﬂﬁiiﬂmﬂlﬁ: POLICY NUMDET. ...ttt FUITUT: MEMmber MUIMDET. ... .veeeee e eeee ettt e,
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1.3 fvetolsgAuas : Applicant
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In case the applicant applies for the insurance as a spouse or child or parents of an employee/member, please specify the name and surname of employee/member

1.3.3 INfl: Gender 1 %10: Male ] WiJ4: Female Fupdou/Alina: Date of Birth................c.cco...... 01Y: Age coovrnnnnnnn 1: Year
AIUG: Height. oo 9.3, : cm. PINVIN: Weight..ooeeeeeieeeeeeieeee n.0. : kg.
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1.4 a”uG"nﬁmmmwfmmmﬂszﬁuﬁﬂ: Date employment Started. ...............ccc.oeeeerueeeiireeseennnn, GV POSIION. ...t

WﬁWﬁﬂ’J"ﬂJ%"U ﬁﬂ‘b”f]“].l: Exact Duties

a1 2 H01DAIGUNIN / Part 2 Health Declaration
1. dszdagunmlusaaaiiidum
' Yo aa o A o A Y Y o LA I o o a = 9 A o A
o suneldsunsitieie viemsin vseastodunalasunndinheiulsaile Tsannuaulatings duwihen Tsanasadonludues duma Tsavoviia
o < g a & A ' 3 A Ay o ' < a A a
Tsadu Tsawmau Tsalnsess T3nla TsauzSaieiioton Tsaden Tsnaouitnasala Tsngldquinunniestead) Tsndavselsmlszam anuiinmsnig
314019 ‘H% ? l‘l 3 Have you ever been diagnosed or treated or noticed by the physician for Heart Disease, Hypertension, Chest Pain, Cerebrovascular Disease, Paralysis, Asthma, Liver
Disease, Diabetes Mellitus, Thyroid, Nephropathy, Cancer or Tumor, Haemopathy, Lymphadenopathy, HIV(AIDS), Nervous Disorder, Physical Impairment?
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1nT09iioNIAYD U #iolu nthe past 2 years, have you ever been treated in hospital , medical service center, clinic or had surgical operation or examined to diagnose disease such
as Biopsy, X-ray, Ultrasound, Electrocardiogram (EKC or ECG), Blood or Urine Test, CT scan or other special instruments?
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2. mnegniras gnineumssulseiude gniusasudelsziude wiegnulasundaslenlvdmsumsveenlseiude wiensvenoergues nuEIII
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dszAude nnussniivSeusimouthaneld Have you ever been declined, postponed, rated up, or modified the conditions of insurance application or reinstatement of insurance

by this Company or other companies? [ Tsiwme/Naisl - NeverNo O 1 /31 Tilsas ¢1) : Ever/Yes, please specify details................ocooooiiiiii
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3. D WINUALN / Additional Inquires
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Cancer (specify all types), Mental Illness?
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Part 4 Beneficiary(ies) (unless otherwise requested, multiple beneficiaries will be shared equally)

Yo-anafsuilsz Tew / Beneficiary’s Name AMNFUWUT / Relationship 914/ Age Fouazuoanallsz Teani / Percentage of Benefit
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Part 5: Confirmation of the Statements or Answers under the Group Application of the Applicant for Declaration, Authorization and Consent
1. I certify that all answers under this group application including my statement to the physician examining my health are truthful and I understand that if any of my
statement is untrue, the Company may refuse the underwriting and the payment according to the policy.

2. Ihereby authorize any physician, or other insurance companies or medical service center that have my health history of my previous or future illness to disclose any fact
to the Company or its representatives for applying the insurance or any payment according to the policy.

3. I hereby authorize the Company to store, use and disclose information relating to my health or other information to other insurance companies or reinsurers, or
governmental institutions or medical personal for applying the insurance or any payment according to the policy, or any medical benefit.

4. T hereby authorize the Company to store, use and disclose information relating to my health or information of applicant to the Office of Insurance Commission for the
benefits of insurance business governance.
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Part 6: Additional Inquires for an insurance applicant who pay premium with themselves.
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Will an insurance applicant exercise the right to request for a deductible allowance of the income tax under the Revenue Code?
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Yes, I will exercise and hereby give a consent for the life insurance company to disclose the information on the premium paid to the Revenue Code under the rules
and procedures as prescribed by the Revenue Department, and if the insurance applicant is a foreigner (Non-Thai Residence) and having the duty to pay income tax
under the Revenue Code, please also indicate the Tax ID as received from the Revenue Department: NO. ........coeiuieiiiiiiiiiinininiinieeenennnns

L] isiananlszaas No, 1 will not

AN B TUAN: Signed Date. .......ooviiiiiiiiii Lﬁﬂu: Month.....cooieiiiii WA : Year...ooooooonenne..
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Parents or legal guardian of the applicant (In case the applicant is minor)
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