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APPLICATION FORM FOR MEDICAL INSURANCE (Full Form)
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ﬂigtmﬂiEmal‘ummaﬁmumuuzmmumamﬂ AIU55949 / Please complete this form in BLOCK CAPITALS

UTEN / Employer (Company Name)

Foniina / aseunsa/ Employee Name

U119 / Position

WAL/ Sex Oromae) QO mm (Female) 019/ Age @I/ Height
%aua VIE]fJﬂl’ENLLW“ﬂfJiJi mmmmu / Name and Address of your physician
AMUFUITLEAUMTNL / Employee relations () Qﬁmﬁ /Spouse (O A3/ Children
(ﬂitﬁlﬂuiuﬁﬁﬂiﬂlmﬂEGUﬂ%}] / Case as the application of family)

1 Y Ed
%g%“uwaﬂﬁﬂwu / Name of Beneficiary
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1) Tuszeznm 5 mumndl muaaiuihedhulsa e lasuiady vsemenningnmddluTsawenanse lu O woives QO Ywns/No

Have you suffered or sustained any illness or injury or hospitalized during The Past 5 years ?

v
DUNY Iﬂiﬂizu / If so, please specify
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2) muaglasumssa nsemelasumsvenaininunnenmuily Tsale Tsannudu Tsawmnu Tsady Tsassuumadunals
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Isﬂswumqmummi Iiﬂm@ﬁ@ﬂi%ﬂﬂ Iiﬂﬂixﬂﬂﬁuﬂﬁﬂiiﬂﬂzﬁﬂ mamm"luﬂﬂm DU Wiﬂvlll O N8/ Yes
Have you ever been investigated, treated for, or diagnosed with or told you have heart disease, hypertension, Diabetes,
liver diseases, respiratory, gastrointestinal, joint, back, cancer, or any other serious disorder ?

v
DUNY Iﬂiﬂizu / If so, please specify

-
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3) @Wizansmni : 3.1 vnumaqmﬂiiﬂagw?ﬂ"lu/me you pregnant ? O 19/ Yes
v v L4
FOR WOMEN ONLY : 911 11/5a521)01gA550 / If so, please specify 19U / Months
' 9 ¥ 1
3.2 muilszsudounssganeilola / When your last menstruation period began ?
Tuls ﬂix”ﬂﬁu 19oul / Please specify date month and year
o ' ' v [R] v v
3.3 Tuszeznm 10 Pamummumeli Isaneanumiuy Tsaimernuuagn 53lu nesaly
a a o A a a A o 7 o ¢ ? A ' !
anuAnlnAvessziuden anuAnlnAvesszuAUTLE Madansa Tsaunsngseunioly O lu/ Yes
Have you in the past 10 years had any breast disorders, diseases of uterus, Ovaries, tube or cervix,

menstruation disorder, gynecological disorder or pregnancy-related disease or complication?

El '
ol T‘]Jiﬂi:l.l / If so, please specify.

4 lumvenvudeunwgunn wie lumvenlsziuvesmumegnusinlsziudel s weumsisziuse
~ < v oA A = o o A '
Sondelsziudamurien)deuulawuumsilssiudonse lu
Have you ever had any application for medical or life insurance declined, postponed, rated or restricted ?

v
DUNY Iﬂiﬂizu / If so, please specify

Yo : £l v '
5) mmzumuuﬂﬂujmﬁuq muqmmww?a"lu / Are you presently under observation or taking any treatment or medication ? O 19/ Yes
v '
o ly Iﬂiﬂizu / If so, please specify

6) 6.1 ﬂﬂﬂuumuﬁumﬁ‘u “lfmi meumme"ln / Do you currently smoke pipes, cigars or cigarettes ? O 19/ Yes O Tl /No
6.2 mfﬁJ ﬁummuﬂmemmu / If so, how many packs do you smoke per day ? %09 / Packs




7) 7.1 mumﬂﬁwmma'lu / Have you ever smoked ?

O GI,G];/Yes

O 'lu“l% /No
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8) MuaANAIesdNnTueanosoaitis M lanoda1M / How many drinks do you have per week ?

U39 / Bottles

9) 9.1 muaﬂuiﬁﬂammmma"lu / Are you diabetic ?
9.2 mumﬂm ﬂumma“lmaamwuﬁwuma'lu / Have > you ever had elevated blood sugar levels ?
9.3 mumﬂ'lmumaaﬂuuaumauwsamﬂmﬂui“ﬂummaimaa@mia'lu

Have you ever taken insulin or other blood sugar lowering medicine ?

O Glﬁlf /Yes
Oﬂlﬁlf /Yes
Ocl.ﬁb' /Yes

Oqllcl“lf / No
O'lu“[q; / No
Ollilﬂlﬁlf / No

10) vimmﬂﬁmmiméwfrw?a'lﬁ / Have you ever had any of the following ?
- mmﬁuiaﬁﬁqa / High blood pressure
- TsaW219 / A heart attack
- ﬂﬂgﬁWlﬁﬂ?ﬁUﬁ’ﬂ% / Any heart problems
- mmit%um;mn / Chest pains or angina
- ﬁa“lwyuﬁﬂﬂﬂﬁ / Irregular heart rate
- mimﬁﬂumimywumﬁﬂﬂ / Treadmill stress test
- M3a U219 / Cardiac Catheterization

OGI,“I;/YCS
O Glfb"/Yes
O Glf];'/Yes
O Gl‘l;/Yes
Oql‘l;/Yes
Ocl‘l;'/Yes
OGL“I;/Yes

Ovbfl‘h' /No
Ovlualﬁlf /No
Oluly/No
Oqﬂﬂ‘lf /No
Ovchl‘h' / No
Ollllclflf / No
O%JGL‘H /No
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ol AFUITEUYITWASIDUA / I 50, Please SPECILY. ... ... e

11) musiiilyminernuszuumadauiels Tuas 10 Tamunvielu
Have you ever had any trouble breathing in the past 10 years ? If so, please specify

msl‘lf ﬂimﬁ”Uﬁﬂﬁ”mﬂﬂ / If so, please specify...

Oﬂlﬂ;/Yes

Ovluclﬂf /No
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12) 12.1 mpeiilyrunenu VaoAIADALAY _ HADAHoAA

O

msl‘lf ﬂimﬁ”Uﬁﬂﬁ”mﬂﬂ / If so, please specify...

O

Have you ever had problems with the veins arteries
12.2 mumﬂ'lmummmuﬂm L‘Piu‘]J‘lﬂ 145aummmmmﬂwmmﬂum Tﬂ!”!ﬂuﬁiﬂ‘lll
Do you get pain, numbness or tingling in your legs when you walk ?

msl‘lf ﬂimﬁ”Uﬁﬂﬁ”mﬂﬂ / If so, please specify...

Ocl‘l;'/Yes

in your legs ? please specify

Ocl‘l;'/Yes

Ohﬂﬂf /No

Ollllclflf / No

13) nunelasummusiemsuaasiniol/ Do you take
- aaﬁuuﬁwﬁuy/ Insulin
- mmuqm:ﬁuﬁwmaﬁlmﬁaﬂ / Blood sugar lowering medicines
- mmuqmmmﬁuiaﬁmqa / Blood pressure medicines
- ﬂWﬂ’JUﬂﬂJﬂWiLLﬁﬁﬂﬁiﬂJﬂﬂaﬁﬁl / Blood thinning medicines (Anticoagulants)
- lsariale/ Nitroglycerin or other heart medications
- Eﬂﬂ’mﬂlli garn'lusiulwden / Cholesterol lowering medicines

OGI.G];/YCS
OGI.G];/Yes
Oclel;'/Yes
O Gl‘l;'/Yes
Oﬂlﬁl;/Yes
O Glﬁ];/Yes

- EﬂﬂlJLLW‘Hii]fJT!ﬂEJlﬂ‘]Ji‘”U‘]JT]NLﬂN?ﬂFJGI.‘D (ﬂﬂﬁ’lﬂﬂ%‘iﬁﬂ! mMsgany, miwum)

Prednisone or breathing medicines (i.e. inhalers or nebulizers)

DUAY Tﬂiﬂixu / If so, please specify

Ovluclﬂf /No
O‘lilﬂlﬁ]f /No
Olhlﬂlflf / No
O |11JGI.6]5 /No
O‘lui% /No
O qllal“lf /No

14) MuAelieINsNaes, vasadeaduey, Wieilensiudsyz ernsnuaan nieduay Tuane 10 Tarmmmiels O 1a/ ves

Have you ever had a stroke, ministroke (TIA) or dizzy spells, collapse or black out within the past 10 years ?

O vliJ'Gl‘l;'/No

DUAY Tﬂiﬂizu/lfso, PLEASE SPECIEY ...ttt ettt e e e e s
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15) mmxumu“lﬂmﬂiz‘vnummauwwﬂmﬂﬂmimmmuwsa'lu

Do you currently take or has been prescribed any medicines ?

O Gh;/Yes

Ollijalﬂ;/No

£l
DUNY Tﬂiﬂixu/lfso,please S CI Ly . ettt ettt bbbttt e e et




0 0 v v ' ' v 0
16) nuaoiihiTsanouiie, TermsAatndesusesveunlen vieilynuRorduszuumadumelonse lu O 1/ Yes Oy /No

Do you have asthma, emphysema / COPD or other breathing problems ?

muasidhlsaleauin wis lsanasaausmay Tuweszey s Pimunwso lu O/ ves Ol /No

Have you had pneumonia or bronchitis within the past 5 years ?
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muaonsumssnelulsaweia luyaeszey 10 armuumse Tu O 15/ ves Ol N0
Have you been hospitalized within the past 10 years ?
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muaglaSumsSmmie Tasumus i s unsmAanE o EAIMININTIINEIDE Y M3 dBINABINTZIINE

wiednla iy wiely O 19/ ves O Wil /No
Have you ever had, or been advised to have ,any surgical operation, any kind of invasive medical procedure

e.g. Gastroscopy or Colonoscopy ?

aly Tﬂsmzu [ TE 80, PLEASE SPECIEY . ..ottt ettt ettt e e ettt a et a ettt R et oAt s e Rt et n et e n R et R et R et en e s s et e Rt b en et et ete e e e n s

v Y ' v ' v v '
11 115A1 HioanANuoIveIMIL IFeTIANEUIYATY 60 T30 lu O 19/ ves Ol /No
Did your parents or siblings (brothers / sisters) die at less than 60 years of age ?
v

011 NIAILYO UL UHAVOINILTETIN / If 50 please list age and cause of death. .............oooiiiiiiiiiiiieies oo

v v v v v v 29 v
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All the above statement are true and complete to the best of my knowledge and belief and I understand that the Company, believing them to be such,
will rely and act on them, Furthermore, I authorize any physician or hospital or any organization that has any records or knowledge of me or my health to furnish
Pacific Cross Health Insurance PCL. With information concerning any medical history and physical condition. A photocopy of this authorization shall be as effective

and valid as the original.
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This is to certify that the above applicant is our employee

(Name stamp employer)

Y U / Date
U8 / Employer

\mzmua / Position

WARNING BY OFFICE OF INSURANCE COMMISSION.

ﬁnﬁauiﬂﬂﬁﬁmmﬂmznﬁumii‘hﬁ'mmzi;%&m’%umsﬂsgneuqiﬁaﬂszﬁ’uﬁﬂ (aa.)

The applicant must truthfully answer all questions. Any concealment or misrepresentation of the truth may result in the insurance company refusing to honour
insurance claims, as per clause 865 of the Civil and Commercial Code. If you have any queries regarding this insurance policy, please contact the Office of

Insurance Commission.
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