.
PACIFIC
CROSS

o v Y -y} <
1Uﬂ'\‘ll@l>@']l]'§$ﬂﬂﬂﬁl (AuuLeId)
nsusssiiUszAufsguanuargURLve
“fiussusalavalng 4397

Application Form for Health New Normal
and Personal Accident Insurance Lifestyle Series

A New Normal Lifestyle Series
for a new generation

Health Insurance for Individuals & Families
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Application Form for Health and Personal Accident Insurance “New Normal Lifestyle Series’

Us:annaavguoiands:=nusig / Type of Insured

9 “ o o
O FroonszAuievan : Insured

O danssvavdaaienszniudienan : Spouse of Insured
(xyFo-wnanagaNIaaifionlsziwAenan : Name of Spouse of Insured)

O yesvasguaonsziuienan : Chid of Insured
(3xyTe-wnanaynIveKlensznuAenan : Name of Chid of the Main Insured)

O ymirovganinaigroiontsznuienan : Spouse’s child of Insured

(FxYTo-WINANAYATVRIGENINYBIKLe 1 Iz AUABNAN : Name of Spouse's child of Insured)

stgRBunyualanUs:fiune (AINAsUTubAsUs91MoUssnsuirs aktiviaImunig)

Applicant’s Details (as stated on ID Card or Passport) PCHI ID No.
O we : M O w9 : Mrs. O wa : Miss WwaLszdnsnUsznen / vleRaifun
O finme : Master O dnnds : Ms. O #uq : Other ID / Passport No.

FagvatodszAude : Applicant’s Full Name

%0 : First Name fonans : Middle Name ~ winana : Family Name Fuvnaog : Expiry Date

TunanAulIzAwA : Policy Commencement Date - -

Ve - Gender a01WNIW - Marital Status
O g1¢ : Male O 7e)v : Female O lam : Single O aNI§ : Married O wine : Widowed O el : Divorced

816 AGE FUTNF  NAHONAIY oo winun (nn.) : RELOAICEDR FOULDT (TH.) -
Weight (kg.) Height (cm.) Waist (cm.)

w/Lfau/Ilifia (a.d) : Date of Birth v CYYY | e | e | e

813W : Occupation Aund : Position dnwmzauiivh : Type of Work

(mninBemengud N Izye1inanga)

(If retired please specify your last occupation)

fogifagiu : Current Address

Touazfiag d01uNN9m : Your Company Name, Work Address

ﬁagjﬁﬁmmﬂﬁ@m&ia (I3m3z1) : Contact Address (Please identify) O ﬁagﬂfaﬁ;ﬁu : Current Address O ﬁag“ﬁ'ﬁ’mu : Work Address

2

Insenvidadia : Mobile Number Insfmyiting : Telephone Number gia ; E-mail

TeazideannUisriurinnsanenalszled : Bank Account Details for the Payment of Claims

oW1AT : Bank Fa1nyT : Account Name

191 : Branch 19T : Account No.
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sneR:BanySulsHasu [mﬁuﬁs:q?uﬁmsds:éﬂm‘aus:aﬁauﬁé’eﬁﬁu%’lalﬁun'm]
Beneficiary Details (as stated on ID Card or Passport)

doFutszlend 1 : Beneficiary Name 1
O wg : Mr. O w1t : Mrs.
O #nae : Master

%a . First Name

O wnnds : Ms.
Tana1d : Middle Name

O wvan : Miss
O au9 : Other

wiNana : Family Name

W3z MUIz 7w / WA aLAnNnIg:
ID / Passport No.

gina : E-mail

Omne:mae O

L@ . Gender

¥e)9 : Female

N8 2 Nationality ..o

NegiTuUazlenl : Beneficiary Full Address

oo

Tw/idiow/Tiiin (A.A) : Date of Birth | Insdwyindasials : Contact Phone No. | anudniusiugueia1sziudie : Relationship to the Applicant

QO dawsa : Spouse O a3 : Child O #u9 : Other .....

%aw:%’uﬂiﬂmlﬁ 2 : Beneficiary Name 2
O wg : Mr. O w19 : Mrs.
O #nee : Master

%a . First Name

O wnnds : Ms.
Fanan9 : Middle Name

O wvan : Miss

O 8u9 : Other
WINENS : Family Name

W92z 70 / WieAaLAnNnIg:
ID / Passport No.

giua : E-mail

Owne:mae QO

LWe . Gender

79 : Female

YT Nationality e

Nogiiulszlent : Beneficiary Full Address

Fw/ifiow/DiAin (A.A) : Date of Birth | Tnsfnyifiansials : Contact Phone No.

ANHTNARSTIURYaLe1 9B © Relationship to the Applicant
O dawsa : spouse O 13 : Child O 8% : Other e

1. 1doNIWUAIINFANASOY (Select your Protection Plan) Genmsgu (Base Premium)
J uan/Baht

O Standard O Premier O Maxima O Ultima

O Standard Plus O Premier Plus O Maxima Plus O Ultima Plus

O Standard Extra

2. @ondouambsUs:fiu (Premium Discount Options)

anuguasesgleuean (OPD Benefit) | O luAuasasiieuan (Exclusion of Outpatient Benefit) - 20%

ANNSURRTausIwLIn/AN/D O anNFuAeraUEINLIN 20,000 1M (THB 20,000 Deductible) - 15%

(Deductible/Person/Policy Year) O anuivaraudnusn 40,000 uan (THB 40,000 Deductible) - 25%

X pEnEng *r - - . . - 5

Wn% Standard & Standard Plus O anuIuAarauEInLkIn100,000 UM (THB 100,000 Deductible) 32.5%

Tissndensusuanills O AnNTuRATaUEIWLIN200,000 U (THB 200,000 Deductible) - 40%

* %K Remark * R K o -~ R K o

Deductible options are not available for O ANNFUAATaUEINLIN300,000 M (THB 300,000 Deductible) - 50%

the Standard and Standard Plus Plans | O diuaangudiniuasauaid (Famiy Discount) -5%

damaadlolsziudamariszgnanuiudrduiuannideussiudefvindmanduuds (@) Sub-Total

These premium discounts are to be applied progressively from the base premium above (Where applicable)

Uemsgnu/Base Premium

3. |§ianﬂaﬂur‘!umsaouﬁ'mﬁu (Additional Benefits) Unn/Baht
XX et ANNANATEINIITIUANTIN/ Dental Benefit O dunsat/Cover O liAnAsat/Not Cover
&MMIULNU Standard Plans N < Vision Benefit O¢ Cover Ot Not G
nnuwu'laimmml,ﬁan-fa m’m@uﬂiawwmn‘}y ision Benefi ANATBY/Cover HANATDI/Not Cover
Y A a .
ANAANATBIANAN 1O '{atﬁuﬂiznuquﬁqumqﬂﬂa / Buy More Personal Accident (PA).......w Baht
munuﬂmmuammﬂﬂ P . . Y (Insert Amount)
Welsenuiin 145 U AeAINANAIDY 100,000 1IN
*** Remark *** Additional Premium THB 145/ THB 100,000
Dental and Vision Benefits | 5.y, 3udifoiinainiainmeldusudsziuiiden
are not available for all The amount bought is to be added to the existing amount within the selected plan
types of Standard Plans - v ¥ a Ao o d
NWAUANNANATDIH T W BANANIINULABLTZNUNLEDN
This coverage is in addition to the selected insurance plan amount.
- o Ll - o - - - &
*UiEnresruindfisinsanivnioljinssounledi
*The Insurer reserves the right to accept, limit or decline this request.
4. AnDaus:Aufiasied (Annual Premium)
edsznudegnd (Net Premium Sub-Total) (U : Baht)
pnsuaant 0.4% (Stamp Duty 0.4%) (L7 : Baht)
Wedsziunesin (Total Premium) (U : Baht)
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nuudaunnn (Medical Questions)

nmmauAmnsmuai mndalaseu “l9/wme” ngmszyfeuazioguetlsmmeuna visadfin dmwmaualiurianistie Junsnw
an ity viiansfemnnsineuazdoyadu g Minedeldsaszyindsiude 8

Kindly answer the questions below. For each “Yes” answer, please identify the provider's name (hospital or clinic), along with the; address,
injury or illness condition, date of treatment, current clinical treatment or follow ups and other relevant information. Please Specify in Question 8

1. ezl &Fuanuduatornnansradsziugamnla g wield? @l nionuuoduwnansTasUssAiuis wazananTasTsilaziude)
Are you currently covered by any other Health Insurance policy? (If Yes, please enclose a copy of the policy and benefit schedule)
O Taild/lsdume (No)

O Ta/wee 1Ty (Yes, please specify)

2. wAsgnuUAias eunsusziude iadedsziu indouls sndnysziuguanmn wieUssiudiavdolsi? mniae njonszyesziden
Have you ever had any Health or Life Insurance policy declined, postponed, rate adjusted, restricted or canceled policy? If yes, please clarify
O Tailg/lsdvmg (No)

O Ta/wee 1Ty (Yes, please specify)

3. upedons vislasuauuzi wislasumitane wislasunmItiuasneuneginulsanisanuindninimaldi viald?
Tisadasuldlsanionnuindng
Have you ever had symptoms of, or been made aware of, or diagnosed with, or treated for any diseases or disorders

of any of the following? Pl nderline th ific di r disor ,

3.1 |- aamatha@sse luinau (Headaches, Migraines)
O ldla/lives (No) O 19/wee Tusaszy (Yes, please specify)

- lsandeanuinUnfveaandangnas (Cerebrovascular Diseases or Disorders)
O Wla/ldims (No) O 19/1ae Tsaszy (Yes, please specify)

- TsauazanuiaUnfvatrenldansy (Pituitary Gland Diseases or Disorders)
O Wla/lsime (No) O 19/wme Taaszy (Yes, please specify)

- 40 w38 ant vy (Seizures or Epilepsy)
O ldla/lives (No) O 19/1me Tusaszy (Yes, please specify)

- Tsmpn3Auaw (Parkinson’s Disease)
O Tdla/laives (No) O 19/wme Tlamszy (Yes, please specify)

- 1Juan vi3e nundd (Fainting or Blackout Spells)
O Tdla/lsives (No) O 19/1me Tlamszy (Yes, please specify)

- Tsan3oany ﬂmﬂﬂﬁﬁluﬂ 993z UUUTEE M (Any other Neurological System Diseases or Disorders)
O ldlw/lives (No) O 19/1me Tsaszy (Yes, please specify)

- 1 3uwnshan (Chest Pain)
O Wla/ldims (No) O 19/1ae Taaszy (Yes, please specify)

- Tsarla (Heart Disease)
O Tdla/lsives (No) O 19/1me Tlamszy (Yes, please specify)

- 1adw (Palpitations)
O ldlw/lives (No) O 19/wee Tusaszy (Yes, please specify)

- vlasuiinlnd (Cardiac Arrhythmias)
O Wla/ldims (No) O 19/1ae Taaszy (Yes, please specify)

- lsruazanuanuindnfvedan vla szuulvaienwlaia (Any Lungs, Heart, Blood Circulation System Diseases or Disorders)
O Tdla/laives (No) O 19/1me Tlamszy (Yes, please specify)

- iwidentan nzdNdengaiu Mizdniengadulunasaidiend (Varicose Veins, Embolism, Vein Thrombosis)
O ldla/lives (No) O 19/1me Tulsaszy (Yes, please specify)

Tlsawaditaidosnay lspuuaildeiwile (Cellulitis, Necrotizing Fascittis)
O Wla/ldims (No) O 19/1ae Tsaszy (Yes, please specify)

S W% w%aifzﬁuwfwmaﬁlwﬁaﬂ@a aAenonszynslEBugan (Diabetes or High Blood Sugar Levels, Please specify insulin use)
O Tdla/lsume (No)
O 14/wae Maaszy (Yes, please specify) O 198ugau (nsulin Injected) O Taild8ugau (Non Insulin Injected)
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nuudaunnn (Medical Questions)

- anuanlafings vidaszauaNAulaings (Hypertension or High Blood Pressure)
O Tdla/laives (No) O 19/1me Tlamszy (Yes, please specify)

- szauladulmdaniinlng (Dyslipidemia)
O Tdla/Tsiae (No) O Ta/iee Tsnszy (Yes, please specify)

- TafAna19 (Anemia)
O Tdla/lsives (No) O 19/1me Tlamszy (Yes, please specify)

~TsandennnAnUnfvesdoniundss (Lymph Nodes Diseases or Disorders)
O Tdla/Tsime (No) O la/1ee T3nszy (Yes, please specify)

- Tsaifan anuAnUnfvasaailuuniadanlivie (Blood Diseases, Hormonal or Endocrine Disorders)
O Tdla/lives (No) O 19/1me Taaszy (Yes, please specify)

32

- Fanszan Fofiu dean daile (Cataracts, Glaucoma, Pinguecula, Pterygium)
O Tdla/Tsiae (No) O la/1ee T3nszy (Yes, please specify)

- ANHRAUNAYRINTZANAN U TEEINAN ﬁ'ﬁsﬂum (Cornea, Retinas, Vitreous Disorders)
O ldla/lives (No) O 19/1me Tusaszy (Yes, please specify)

- puaarIagyden1Ineiin (Blindness or Visual Loss)
O Tdla/laives No) O 19/ume Tlamszy (Yes, please specify)

- TspvidomnuAnUn@dn g 109 TU3a3zy (Any other Eye Diseases or Disorders, please specify)
O ldla/lives No) O 19/1me Tusaszy (Yes, please specify)

3.3

- lsandaanuiaUnfivnsnanda lowa (Tonsil, Sinus Diseases or Disorders)
O ldla/laives (No) O 19/1me Tulsaszy (Yes, please specify)

- TspdaanuiinUnfvaty Ao ayn TandvanuRaUndfiinedaswesszuulaeaing
(Ears, Throat, Nose Diseases or Disorders, including Related Abnormal Structures)
O Tdla/laives (No) O 19/wme Tlamszy (Yes, please specify)

- pAuimMaiunigle (Respiratory Allergy)
O ldla/lives (No) O 19/1me Tusaszy (Yes, please specify)

- Ua@qmn&gm%a% qmﬂﬂowaq (COPD, Emphysema)
O Tdla/lsives (No) O 19/1me Tlamszy (Yes, please specify)

- Viaufin mamwv[,wiaﬁ'qmwju (Asthma, Bronchial Hyperresponsiveness)
O Tdla/Tsime (No) O Tw/iee Tanszy (Yes, please specify)

- owlsaten (Pulmonary Tuberculosis)
O ldla/lsives (No) O 19/1me Tlamszy (Yes, please specify)

- Tsadonsniay Todess Toidwden mamﬂwﬁamﬁaﬁuﬂaﬁ (Pneumonia, Chronic Cough, Hemoptysis, Pneumothorax)
O Tdla/Tsiae (No) O la/1ee Tanszy (Yes, please specify)

- ﬂixi’ﬁam%@‘[ﬂ‘[mﬂﬁamﬂﬂuﬁﬁm (Post COVID-19 infection)
O ldla/lives (No) O 19/1me Tulsaszy (Yes, please specify)

- TsanseanuinUn@ian 9 ssvszuumamela l13m321 (Any other Respiratory Diseases or Disorders, Please specify)
O Tdla/laives (No) O 19/wme Tlamszy (Yes, please specify)

3.4

- 13A3m (Psychosis)
O Tdla/laives (No) O 19/1me Tlamszy (Yes, please specify)

- \A%uA IANA9IA E1ARE1TN (Stress, Anxiety, Obsessive Compulsive Disorders)
O Tdla/Tsime (No) O Ta/iee Tanszy (Yes, please specify)

- wawldvay (Insomnia)
O Tdla/lsives (No) O 19/1me Tlamszy (Yes, please specify)

- 91380l 3UTIm (Mood Disorders)
O Tdla/Tsiae (No) O Ta/1ee Tanszy (Yes, please specify)
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nuudaunnn (Medical Questions)

- fupazrun (Panic Disorders)
O Wla/ldims (No) O Ta/uee Tusaszy (Yes, please specify)

- 13Ana7 (Phobic Disorders)
O Tdla/lives (No) O Ta/see Tsaszy (Yes, please specify)

- T annAavEanenenineaeanee nanaamie (Depression, Self-harm Ideas or Attempted Suicide)
O ldly/liwee (No) O Ta/iee Tsaszy (Yes, please specify)

- TsaaunBas pafiadn MzuNWInsNERin (Attention Deficit Hyperactivity Disorder (ADHD), Autistic Disorder, Intellectual Disability)

]

O ldla/lives (No) O Ta/see Tsaszy (Yes, please specify)

- M3l vi3e nsAnssandaldlne ﬁamaaanqw%ﬁ&ia%mimm (Use or Addiction of Drugs or Psychotropic Substances)
O ldla/liwee (No) O Ta/iee Tsaszy (Yes, please specify)

35 | - ninlnadaunannai ninlnaden (Gastro Esophageal Reflux Disease (GERD), Acid Reflux)
O ldla/lives (No) O Ta/wee Tdsaszy (Yes, please specify)
- wnalwnIziwnzenyaiaanld ianeanluazuunafneinis (Stomach or Intestinal Ulcers, Gastrointestinal Bleeding)
O Tdla/laives (No) O Ta/wee Tdanszy (Yes, please specify)
- dnlfutlsrm dldsnanidese Tsaguisildsniay §ldgadu Tsalaaiu
(Irritable Bowel Syndrome (IBS), Inflammatory Bowel diseases (IBD), Diverticular Disease, Intestinal Obstruction, Crohn’s Disease)
O Tdla/laives (No) O Ta/wee T3aszy (Yes, please specify)
- Tsmsuuds sudeudniay dusniay ladunwendy (Cirhosis, Pancreatitis, Hepatitis, Fatty Liver)
O ldla/lies (No) O Ta/wee Tdsaszy (Yes, please specify)
- Iﬁﬂﬁwqiwﬁa%\a TsARUBNELAINNLEANagas 1a9uns (Alcoholism, Alcoholic Hepatitis, Ascites)
O Tdla/laives (No) O Ta/wee Td3nszy (Yes, please specify)
- Tsmvasgehd falugehd anwAndnAvesriomaiuii@ (Gallbladder Diseases, Gallstones, Bile Duct Disorder)
O ldla/lives (No) O Ta/wee Tdsaszy (Yes, please specify)
- f71u (Jaundice)
O Tdla/laives (No) O Ta/wee Td3nszy (Yes, please specify)
& dew (Herias)
O ldla/lives (No) O Ta/wee Tdsaszy (Yes, please specify)
- 3pdn00 WHaTEUN NI lsaRAnemgn3 (Hemorrhoids, Anal Fissure, Anal Fistula)
O Tdla/laives (No) O Ta/wee T3aszy (Yes, please specify)
- W83 (Food allergy)
O ldla/lies (No) O Ta/wee Tdsaszy (Yes, please specify)
- Tspv3omnuAnUNAdn 9 109M80ABINT NTXNNZEIMNT §U vidadnld Tsnszyeaziden
(Other Esophagus, Stomach, Liver or Intestine Diseases or Disorders, please specify)
O Tdla/laives (No) O Ta/wee Tanszy (Yes, please specify)
36 | - lsauazanuiinunfzale viale nzimnzUasaz (Kidneys, Ureters, Bladder Diseases or Disorders)
O Tdla/laives (No) O Ta/uee Tanszy (Yes, please specify)
- faitle faluriela falunszwnzifaaiz (Kidney Stones, Ureteral Stones, Bladder Stones)
O ldla/lives (No) O Ta/wee T3aszy (Yes, please specify)
- lsauazAnuRadnfvasrangnvann wie ssuudunug (Prostate or Genital System Diseases or Disorders)
O Tdla/laives (No) O Ta/wee T3aszy (Yes, please specify)
37 | - danme dantmdslna Uhanassiuuunianasainans (Neck Pain, Shoulder Pain, Upper Back or Lower Back Pain)

O ldla/lies (No) O Ta/wee Tdsaszy (Yes, please specify)

mzthades (Fibromyalgia)
O Tdla/laives (No) O Ta/wee Td3nszy (Yes, please specify)

- ﬂﬁjmmmﬁﬂmnﬁ”ﬁmfﬁmmxLﬁlaﬁ\‘iﬁm (Myofascial Pain Syndrome)
O ldla/lies (No) O Ta/wee Tdsaszy (Yes, please specify)
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nuuldaunaN (Medical Questions)

- NNOUTBINTZYNLARDU WIBnNERIDINTTANIAREUNATLLAULIZE M (Bulging or Herniated Discs)
O lla/ldims (No) O Ta/wae 1saszy (Yes, please specify)

- ardaannufinUnfgesndiniite dadonionszgn (Muscle, Joint or Bone Diseases or Disorders)
O Tadla/lsivas (No) O Ta/wae Tdanszy (Yes, please specify)

-~ o mathade dadniau daiden (Joint Pain, Arthritis, Degenerative Joints)
O Tadla/lsivas (No) O Ta/wee Tdanszy (Yes, please specify)

-Tsamd niaszauninginlwdenge (Gout or High Uric Acid Level)
O Tadla/lsivas (No) O Ta/wpe Td3nszy (Yes, please specify)

-lsndaganesd (Rheumatoid)
O Tdla/laivns (No) O Ta/wee 13Ty (Yes, please specify)

- Tsav3aAny ﬁ@ﬂnﬁé‘luﬂ maaixuunﬁwul,f:al,l,mm:@ﬂ I‘Uﬁm:q (Other Musculoskeletal System Diseases or Disorders, please specify)
O Tudla/laiwns (No) O T1/wee Tdsnszy (Yes, please specify)

3.8

- lsaand (QRguNUUNNIBsTinanend) nanaIMIniedesiuend nmsiiosuindeliaesled (AIDS, AIDS Related Complex, HIV)
O Tadla/lsivas (No) O Ta/wee Tdanszy (Yes, please specify)

- TsafinsamanAFNAUS (Sexual Transmitted Disease)
O Tadla/lsivas (No) O Ta/wae Tdanszy (Yes, please specify)

Ay W ) MY a s Ay U W & A . .
- mazpfaunuunnIsssinlainanend lsaniaunusnuiiiaidiazesaues (Immunodeficiency, Autolmmune Disease)
O Tadla/laivas (No) O Ta/wee 13Ty (Yes, please specify)

- Tarusindidiies (Systemic Lupus Erythematosus (SLE))
O Tdla/lives (No) O T1/wee Tdsnszy (Yes, please specify)

3.9

- TsmRansiseniay TsaRwAmiesniay dw ande (Dermatitis, Eczema, Rash, Urticaria)
O Tadla/lsivas (No) O Ta/wee Tdanszy (Yes, please specify)

- NRWARINIAY (Atopic Dermatitis)
O Tadla/lsivas (No) O Ta/wee TUsnszy (Yes, please specify)

=T ﬁamf‘f@ (?imfa ﬂizl,ffa (Moles, Nodules or Lumps, Skin Tag, Seborrheic Keratosis)
O Tadla/laivas (No) O Ta/wee 13Ty (Yes, please specify)

- Im‘w%amwﬂmﬂﬂﬁmmﬂmﬁfqﬁuS] Iﬂiqu (Other Skin Diseases or Disorders, please specify)
O Tudla/laiwns (No) O T1/vee Tdsnszy (Yes, please specify)

3.10

MwasiannunnIausiuie AnsanUnduasAinmduaudiia Immaﬁuqmm IiﬂLLﬁZﬂ’J’lNﬁlﬂﬂﬂﬁé@%}\‘iﬁluﬂ Avonwitaan
fio 8.1 - 3.9 nialal mnrimillsnszyneazden 1tu difasderownnd Mg 013 MIATI9 WiemMInALATD wan1inm o
(Birth Defects, Congenital Anomalies and Abnormalities, Genetic Diseases, Any other Chronic Diseases or disorders rather than
specify in medical questions number 3.1 - 3.9, if yes please specify diagnosis, etiology, symptom, investigation or treatment,
results of treatment, etc.)

O Tld/laae (No)

O 14/1ae Tsnszy (Yes, please specify)

3.11

ywaefions T8suma3ne 6uAuusi a9 diese niethdndneniertunas Fas feundoiiioven fewile niold?
Have you ever had symptoms, been consulted, advised, investigated, diagnosed, or treated for malignancies (cancer),
cyst, mass or tumor, lump or nodule?

O Tsi (No)

O U (Yes) Iinszyll (Please specify years)

Uazian/aia (Type/Kind) 818722 (Organ)

O éuifing/iluag/faeinmw lWsnszyafianasnsinen (Currently being treated, please specify the type of treatment) ...

O wdn/snsmeuds 1Wsnszyiiniiine (Removed/Cured, please specify type of treatment)

TsaszyiunriinmssneuazAnauineinseganme (Please specify the treatment date and last fOllOW UP VISIL) .

ma%ul,f:a (Biopsy/pathological result)
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nuulaunn (Medical Questions)

3.12

A A ldSUrIanINENA® 9 anAuusinvIeldTumIdesneenlneunngviola? dle Tsnvzy

Are you currently undergoing medications or treatment, recommended or has been prescribed by a physician? If yes, please specify.
O T4 (No)

O o Tnszy (Yes, please specify)

4, mumﬂmmmmiukmEnma FONUNETLNAITNIIN AATN Wi aouiniiwsaln? dald Tuanss Uﬂﬂmmm@mmﬁmuwmma
MIUAsUrEe Mahe Juisumasnen srezafinnsnerdiulamena LLE\]’“ﬂ‘i“‘LﬂWﬂ’]iLﬁJ’liUUiﬂ’l‘i (wﬂm’[,u/wmﬂuaﬂ)
Have you ever been treated at a hospital, medical center, clinic or sanitarium? If yes, please provide the name and address
of the healthcare provider, the injury or iliness, date of treatment, length of stay for hospitalization, and department of services

(Inpatient/Outpatient)
O Td (No)
O 1o Winszy (Yes, please specify)

Fu/iiowd A5nw Hielw/dtheuan srezafwnIEe|  Fesnunenuia Ainaaelia 35097 Fudl mgmmﬁnm
Treatment Date Tsaszy Tulsonenua (Medical Provider (Diagnosis) (Treatment) ATIEngn
(DD/MM/YYYY) IPD/OPD (Length of Stay Names) (Latest

(Please Specify) for hospitalization) Follow-up date)

5. \awizasdirinis (FOR WOMEN ONLY) : v"““ﬁ;“’“‘” 1"{{;‘2“

5.1 vhwiasatasriagniald? : Are you currently pregnant? dnlat lisaszyangasas O O

If yes, please specify number of weeks of the pregnancy ... sansh/ Weeks
5.2 mumau‘[ﬁﬂmamwwﬂﬂﬂmmmmmmuw AN Jild nosele thnuagn Yszdnden i““ll‘Uﬁ‘Ll‘Wuﬁ
M3meATast mam‘maaﬂumi’mmmn unIngdon mmmum ‘WiaLﬂEI‘iUﬂ']WIi’Jﬂ?%’ﬂ]%EILLaw/
nInInwINIe Nummﬂmﬁﬂ,w old Iﬂimmiwa Ben f3fase 33N T95ne
Have you had any diseases or disorders of the breast, uterus, ovaries, fallopian tubes, cervix, O Q
menstruation, reproductive system, pregnancy or childbirth, including complications, abortion or
miscarriage or have been diagnosed and/or treated for infertility? If yes, please specify diagnosis,
treatment, and when
5.3 - uAgAneayATNINewnialy? : Have you ever had a prior child delivery? O O tvear o
- uAgENARaANInETaslaniald? : Have you ever had a surgical delivery / C-Section? O O tvear e

6. wagldFuduuzsiirmiiatenmaunng anaguawime vieimonsiannaitdedulauenmitoninfiszyl i
FINININTIRGIMNNTaATIITIINMeY 2D ERIEY (m'l'n‘ I‘ﬂﬂ'ﬁw 1 WAZUHUKNAATIVFININ N38ATIVTNNMEAING)
Have you ever been advised to have any medical tests, health and physical check-ups or procedure to investigate other than
as noted above, including annual check-ups? (If yes, please specify and enclose the medical or physical examination report)

O T (No)
O 19 Wnszy (Yes, please specify)

6.1

fRyiwiuguengy 3m3 ynivdeenguaiadunialai? dld Waaszyinmom

Do you currently smoke a pipe, cigars, cigarettes of other type of tobacco? If yes, please specific.

O T (No)

O I‘}Jimx‘uq (Yes, please specify) TN (@MOUNt) .o #03% (per day) JUHIUIU (how long have you been smoking) ... 1 (year)
(Wml,ﬁﬂqml,ﬁa NN TEYVIARD TIWIUNIUFAD I LLa:ﬁhmuﬂ‘ﬁqu)
(If you already quit smoking, please specify the reason, quantity per day and how long did you smoke?)

6.2

!
a

MuANAIIR NN dLaanagaaniali?
O Tal (No)

O 1 (Yes) lWnszysfinrouaanagaanyinuas UAZIMIUIALLAREADTUANA o

Do you drink alcohol? If yes, please specify alcohol type

and average units per week CONSUMED ....vvvvvveeereseversseeseens units per week.
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nuuaaunN (Medical Questions)

7. wagldsun1IaTafiiae wu Bxesle 34 aunu nIrde nieviennInenunngla 9 wield 1w nIdeindnnTg
ﬁ'ﬂtﬂﬂiﬂimmimmiﬁmmi U8 WaTHaRTID ﬂgfmLmuwamimmﬂmwﬁmdﬂ
Have you ever had any special medical examination (such as MRI, CT Scan), or any surgical or procedures e.g. endoscopy?
If yes, please specify a list of procedures, when was this completed, and what were the results? Please enclose the special
medical examination report
O Td (No)
O o Wnszy (Yes, please specify)

8. mviwaey “l9/iae” TuAmanunnananludedsudeladenis njanlineazidealugasiteduas vieszyluenasiuds
When you answered “Yes” to any questions in this form, please provide details in the space below or include on an additional
piece of paper.

9. Taturinuiauheniedennmisialnd (17w AnSulan Aouliiotan nazidenesninUng w%aﬁuﬂ)
AgeRladnsunasnsmiel3nesanunnendels
Are you currently sick or have any abnormal symptoms (such as pain, lump, bleeding disorder, etc.)
that has not been treated or consulted from a doctor?
O Td (No)
O v Wnszy (Yes, please specify)

FSusavuavwualonUs:Hiune (Remark)

Lﬂuﬂﬁlﬂf\l\iﬂ%i W'J’NN?J@LE]’]‘L]? AwABLazUIEN IININDIINUTY ﬂ%ﬂﬂ%ﬁ)“’lﬂi%ﬂ’nﬂﬂﬂﬂiaﬂLLﬂNsﬂaLaT‘ﬂi AAIRIMIVNILIALIUNTD
ﬂ']i'i_J'JEJ“INLﬂWIJ%IﬂEJWN WiﬂﬁUL%BGNW?\]’m WiaL‘U%E]’]ﬂ']‘iLL“(l‘iﬂﬁIIE]WIJE]\‘iﬂ?i‘]_l’]m‘\m‘lﬁiaﬂ’]iﬂ’miﬂs] WN?J@LE]']‘LJ? Audelaunasiiluwludiee
LE]']‘LJ? ﬂ%ﬂﬂ%ﬁiaﬂUiH“ﬂﬂﬂL'J%G]']NWIGW‘J“’UGL%LaﬂN'ﬁLL%U“ﬂ']EJEJﬂL'J%ﬂ’J'WNﬂNﬂiENL%W’]”Iﬁﬂ EIIGNGIJGLE]’]‘LJi ﬂ%ﬂﬂlﬂi‘u‘ﬂiﬁ‘ULL@ EJ%EJE]N@]']NLGG%I‘U
%Vlﬂ‘ﬂi ma lneuienas aE]ﬂLE]ﬂﬂ']iLL%U“(]']FJEJﬂL’J%ﬂ?TNﬂNﬂia\iL%WW‘”Iiﬂ%%s] Wumaanne )

The Applicant hereby requests the Company to provide the insurance policy together with the terms and conditions according to
their standard policy and the Application declares that the above statements are complete and true. The Applicant agrees to have this
application form included in the contract between the Applicant and the Company. Should there be any false statement or any truth
being concealed, the Applicant agrees to let the Company void this insurance policy.

N?JE]LG']‘L]? Munedanudszaedsaondsy ﬂ%ﬂﬂﬂ‘i.llli‘iﬂ“/l(mﬂ#L\ﬁﬂ%l‘ﬂ‘ﬂﬂ\iﬂiﬂﬁiiﬂﬂi ﬂ%ﬂEW]UiEVIVLm‘UE\T'MiUﬂTiﬂi ﬂ%ﬂﬁl% e N‘]Jﬂ
1IN uAB85UI8991180 LGFJW?]'NS] mwuummama E‘W‘Uim N‘IJE]LE]']‘LJ‘A' ﬂ%ﬂﬂﬁﬂ@ﬁﬂﬂ”imllﬂ']‘ﬂam']ﬂi ﬂ%ﬂﬂ%LU%N@ﬁ?%
Gﬂaﬂﬂﬂ.lﬁl'ﬁ_]i ﬂ%ﬂﬂi“%??ﬂw‘ﬂam’]ﬂi AABLAZUIEN vrmswa LE]EIG’]‘IJENN‘IJ@L@’H_J‘J Awnetdwng vaaUnlaldudsnnuade N‘ﬂE]LE]']Ui A
pBunaNlALTEN UﬂﬂLﬂﬂﬁﬂmﬂ‘Ui ﬂ%ﬂEIVLGW %E]ﬂﬂ']ﬂ%N‘IJﬂLﬂ']‘Ui MABraNaus WAL V3N wiie atad Uiz ﬂ%ﬂﬁﬂﬂ’]w Sl (NvinTW)
Tumaeiunmuneaziden EIIG‘IJ']'JN']iLﬂEJ’JﬂUﬂi AN IR LAY ﬁﬂ']Wi']\iﬂ']EJ’ﬂi’]\iNsﬂaLa']ﬂi AUNBINUNNE IiQWEJ'W‘U']E\l ADIUNEIVIN
LITNITN VﬁﬂENﬂﬂ']iﬂui@“ﬂNU%VlﬂWia‘ﬂT]ULia\TLﬂEJ’Jﬂ‘LJNGIJE]La'WUi ﬂ%ﬂﬂﬁiﬂﬂ‘llﬂ']W’ﬂaﬂN‘ﬂﬂLa']ﬂﬁ At i'JND\?‘IJGW]‘\]?\]NLﬂEJ'Jﬂ‘Uﬂ']iG]TJ’\]
NAFOUNALADA LWE](#’]TH)W']L“II@I'J?N HIV LWﬂﬂ'ﬁW‘\]'ﬁﬂlﬂﬂ’]i‘\ﬂEJNE‘]UT’IEI“II%

The Applicant, besides this, assigns the Company to request any kind of information regarding their personal health treatment
or health condition records from any physician, hospital, clinic or any other organization which has any of their health information or
records including the testing results of HIV for the payment of benefits and/or compensation.

VIENHENERTe0 Uz 1IANTINE WA LAS ﬂ?iﬁli?ﬂ’l%ﬁ]%ﬁl‘ﬂﬂﬂw‘ﬂam?ﬂi ﬂ%ﬂﬂm'mﬁ]%‘].]%ﬂﬂﬂ'ﬁﬂi ﬂ%ﬂﬂ% W Naﬂﬁﬂﬁﬂﬁi‘ﬂ%ﬂ(ﬂiw

anenlunsdiifinndndu uazlidunsdadangmans Tneeldev09038n

IummmWnaLm‘ﬂimumﬂuﬂwauiwuwwmwaauﬂﬁ U(ﬂﬂﬁiim‘_ﬂ‘WEﬂ‘UWﬂLLﬁ ﬂ?ﬁﬁ]i?"ﬂ?%‘\]%ﬂﬁﬂaﬁwsﬂmaﬂﬂﬁ ﬂ%ﬂﬂLWﬂﬂﬁuﬂa‘Uﬂ’ﬁ‘Wﬁﬂ
imjf\ﬂﬂf}mﬂiwIﬂsﬂ%%% Ui‘]&W]@"Iﬁl‘].]gLNEV*H"INF’]Nﬂi@ﬂ(?HNfﬁNﬁiiﬂﬂiwﬂ%ﬂﬂ%%ﬂw‘ﬂmaﬂ‘ﬂi Auwnele

The Company has the right to medically examine any Applicant who is claiming a benefit under this policy and has the right
to conduct an autopsy, within the limits of the law, in case of death, and the expense incurred will be paid by the Company.

If the Applicant does not allow the Company to investigate his/her claim or does not give permission to access his/her medical
records or diagnosis, the Company reserves the right not to pay such claims.

mlat,mﬂi Mudeduganliuigniaiy 19 uaz Lﬂmma‘ﬂamﬁmimmj’muaﬁumwm mammmmmmﬂi ARNBADRIBNIWALZNTTNAT
ﬁﬁuLLammmemiﬂimauqimmmmﬂ (adn.) L‘Waﬂi‘”hmﬁ%miﬂ’muﬂLLaﬁiﬂﬁ)ﬂi“’ﬂuﬂﬁl

The Applicant allows the Company to collect, use and reveal the truth about the Applicant’s medical records and other information
to the Office of Insurance Commission (OIC) in order to regulate the insurance industry.

HroonUsznuielszmvrasioniuninntsidsziuieiutomisla
Would you like to receive the insurance policy by way of which channel?

O Fudu epolicy MedLug (Email) ﬁisuﬂ'qi : Your e-policy will be emailed to you

O suiuenans laeseldnelysudld mwﬁaa‘ﬁ'ﬁ:q : Your policy will posted to you at your address stated

a
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dnSuegnISun1BINUlm (Tax Deduction)

k£ s s 3 Ya a k% a a v ' v = = 1
Iiﬂl@Laﬂﬂﬁzﬂ%ﬂﬂﬂﬁzﬂﬂﬂﬂZisﬂﬁ“ﬂﬁﬂlQEJﬂL'J%J'ﬂMN%VLﬂG]']Nﬂ{]WN'] gimenBaininialy

Would you like to claim for Personal Income Tax Deduction with this health insurance premium?

O femudazaed danndszaed uazdusonldvisnlzniwdidussdamedoyanenuideUszsiuiefogssning auvaninmt

aa a v

Bnafisssninainvua uazvngaeienUsziudedueised (Non-Tha Resident) Zaillugfintndenfem@duldnungnane

PdremBeins Winszuwadizdnm giiemEnlasuanningssning wed

Yes, and | 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 :

O Tliflanudszaed / No

Rratendsziunie mefiadogunulaeraussin Tw/idaw/i
Applicant’s Signature (ndifgraedsznuiedilduIsgiianiig) Date/Month/Year
Guardian’s Signature
(Applicant on behalf of a Minor)

O madsziunslagnss / Direct Tuauaanei

O awnudiznwimane / Agent License No.

O wenmihdseinwiwane / Broker

a @ as

3 LNINT] SNUGINAUIEN LA Al
1y o v W - o () Y - - ) o o - v Y 4
-['ﬂ91?J'IJﬁqﬂ']N'll'Nﬂuﬂ”lNﬂ'T]Nﬁl’\ifqlﬂ'ﬂﬂ Vnﬂfﬂ‘ﬂﬂlﬂ']ﬂizn“ﬂﬂﬂﬂﬁﬁ‘ﬂﬂﬂ']']uﬁﬁ\i Wsaunﬂwaﬁ‘naaulﬂumwzumﬂwﬁmmﬁﬂiznunﬂu

- s e

aniduladios Fsudsnddnuanansggrdseiudematszaangransunsuazndisdanni 865

ALADKIDINIB NI RAMKENIIHNATIAINLLA

ar
o
£y

WARNING BY OFFICE OF INSURANCE COMMISSION (OIC)
The applicant must truthfully answer all questions. Any concealment or misrepresentation of the truth may result in the insurance
contract becoming void under Clause 865 of the Civil and Commercial Code resulting in the cancellation of the policy.

USGh IJsilA Asad Us:Nuganiw 31nm (NkIsu)
152 91AIABTIUAIT T 21 uuE NI LNFaN WALIIIN NIy 10500

Pacific Cross Health Insurance PCL
152 Chartered Square Building, 21* Floor, North Sathorn Road, Silom, Bangrak, Bangkok 10500
T:+66 24019189 | F: +66 2 4019187 | E: contactus@th.pacificcrosshealth.com | www.pacificcrosshealth.com
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