TuAveloUs:AunensusssuUs:nualRInAdouuAna U1 WID
Application for Personal Accident Insurance My PA

NSUIVUNLUAIMUAUASOINNIUADINTS

Please, Specify your choice of insurance plan

SUISUAUADMUAUASOY
Start date of insurance

s19a:19AvavEvaloUs:iune
DETAIL OF THE APPLICANT

#o-uwana L] v [] rirge
Name - Surname Male Female
laviUnsUs:ssu/waadosn su/idou/l) Ifim
ID Card/Passport Number Date of Birth (DD/MM/YY)
AogJouu diua
Current Address E-mail
InsfAwn
Telephone
918wJa90u AMKLY Js:innssie
Occupation Position Type of Business
sl Hoaniuus:nounns
Income level (range) Employer's name
s19a:ideAvavySuls:losu
DETAIL OF BENEFICIARY
#o - uwana
Name - Surname
AOUAUWUS Insfiwn
Relationship Telephone/mobile

nsruldindesnute v na:l § ol G -
1 v P . . N  (
Please, place the check mark in the box which indicate your actual information e Do

1. nuibds:=NuauninnrdaUs:AugInnuusenkdonuusindundoll ?
Do you already have a Life Insurance or a Personal Accident Insurance?

2. iuiregnuias snian neisenifuidous=Nuneivunsall ?
Have you ever had your insurance declined, cancelled or had additional premium imposed for such insurance ?

3. Tus=n3 2 UAtiuun muingldsuuniSuenaUaraaiusnuaolulsswenunansoli ?
In the past 2 years, have you ever sustained accidental bodily injury that required to be hospitalized ?

4. rinuidu ndainglisumssnunisasiolUingalu
Have you ever been diagnosed or received treatment for

] Tsmausn / Epilepsy or Convulsion or [] TsArol9 / Heart Disease or L] Isnrowaularngs / Hypertension or
L] Tsaiond / AIDS or HIV Positive or [ ] TsAwnonu/ Diabetes Mellitusor ] TsAu:183/ Cancer or

[] TsAns:qn naz/m$ondwitio / Skeletal/muscle disease  [] nnulieduo=doulniinunsnoWnistinundall / Any existing disability

nureing: lunsdifniuldindosnune v nsruinadsiea:iden Ieou SousenUs:Aune anmanisufiasnissuls:au ndalosnisunissuls:Au anAveInIs
Snunadlulsuwenuna Bolsa srwa:iBeninuonulsa 58n1sSnun Bonwnd BalsuwenuraniinasSnun

Remarks: If you answer “ Yes”, please provide the details, i.e. name of insurance company with reasons for declining or imposing special exclusions, causes for
medical treatment in a hospital, disease, treatment, physician name and hospital name providing treatment to you

uSBNn nendaus:nufie 911A (UKIBU)
AXA Insurance Public Company Limited

1168/67 91A1SqUWLINN0I100S Bu 23 nuuws:sWE IIVOUNIUKILY IVAEINS NSIINWS 10120
1168/67 Lumpini Tower 23 Fl., Rama 4 Rd., Thung Mahamek, Sathorn, Bangkok 10120 .
Tel. +66 2118 8111 Fax: +66 2285 6383 Email: axathai@axa.co.th - axa.co.th hnu11/2
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Application for Personal Accident Insurance My PA

WvolUs:=nunedugeuliusen daifu 13 na:inIwevoIf995uIR BoRUaVNIWIaTeyavaufloUs:AufurodIingIU ANIENSSUNSAAUIA:EIIASY
n1sUs=naussnads:nune (AUn.) Ifeous:lgulunisinuaiassiiaus:Aune

I allow AXA Insurance Public Company Limited (AXA) to collect, use, and reveal the facts about the medical records and other information to the
Office of the Insurance Commission (OIC) in order to regulate the insurance industry.

VawiddnoUs:avAvalods:=nunenuusen mulaulvvaunsusssius:Anununusenlnlddinsunisus=nunel 1a:vawivvasusoeudisioa:iden
g q Vududgnéiauia:auysnd vawidnnasna:lkAtvelonUs:Aunetiduyagiuvesdryryaus:Aunes:ronvawigiazussn

I wish to apply for insurance with the Company according to the conditions of the policy used by the Company for this insurance. | hereby certify
that all the details given above are correct and complete. | agree that this insurance application will form the basis of an insurance agreement between
myself and the Company.

wvoloUs:nuneus:avAe:ldansvosnidunidiiulaniungruiedifsenidonsnsoli 2
Do you wish to exercise your right for income tax exemption pertinent to Revenue Code?

(] GrotuUs:avd na:gugeulusdnds:Audunrnsduia:idaivevoyain oonuifous:nunenonsuasswINSAUKANINUY 38N1SANSUASSWINS
fnun la:rngvolonUs:Nuneidus1osasIa (Non-Thai Residence) duilugiirtinnsovidumerulinunnruigdnsosndoins
[Usas:ulavds:91mayiden18ninsuannsuasswans 1avin

Yes, | do and | authorize the general insurance company to submit and disclose details of insurance premium to the Revenue Department
pertinent to relevant guidelines and procedures. If the Applicant is a Non-Thai Resident and is required by the Revenue Code to pay
income tax, please also provide your Tax ID Number as received from the Revenue Department

[] TAowUs:avA
No, I do not.

lenastilulddryryads:nune nauv:lasunouAuasauiolASun1sdudguaNusEnIdo

This document is not an insurance agreement. You will be entitled to coverage upon receipt of a confirmation from the company.

SunanshnUs:Aunie (3u/ iFeu / T) ( )
Date of application (DD/MM/YYYY) aneijoBayiveronUs:nune na:luguzvavgiinuveuAausala:yns
Applicant’s Signature and as a representative of the spouse and children
[] msUs=nunslngnsy [] @ounuds=nungduiane [] ugntinds:=nunedunane Tuaqry'lmavﬁ
Direct Insurance Agent Broker License No.

AIFDUVaIEIUNIUANU=NSSUNISANAUIA=AuIaSUNIsUS:NoussNaus:Aune (AUN.)
TRRoUAINILTIAUNIUAIIUISINNTD KNGoUs:NUNBUNTATono1U9SY K3alnasvonouduiduife v:dwalidryryUs:Aunetnnidulude:
BuuSEnUansuonawanyryUs:NUAENIUUSUaNNKUNSINIIA:WINUBEUIMNST 865

Warning from the Office of the Insurance Commission (the OIC)
The applicant must truthfully answer all questions. Concealment or misstatement of any fact will cause the insurance agreement
to become void, and will result in the Company having the right to terminate the insurance agreement
under section 865 of the Civil and Commercial Code.

uSBNn nendaus:nufie 911A (UKIBU)
AXA Insurance Public Company Limited

1168/67 91A1SqUWLINN0I100S Bu 23 nuuws:sWE IIVOUNIUKILY IVAEINS NSIINWS 10120
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