INSURANCE

“INSURED IN YOUR HANDS”

TuawateUseiude (Application)
nsusssiusziuneAuasaslsafnalaFalalsun 2019 (COVID-19)

1. sneaziduadayavasdvaianuseiudy

o o

frhwtide (Title) O we (Mr) O ue (Mrs.) O wian (ms) O ?Jiw] (lsmsey) Other (Please specify) ..........

'
~

D (GIven Name) ... UIEANA (Family NaMe).......eevveeeeceeceeeieceeeceese
ﬁag'ﬁaﬁ;ﬁu (CUITENT AAIESS) oo LUBSINTENI (Tel. NO).meeeeeeeeeee.

O dnsUserou (D Card) O WiTs#iAuNI (PasspOrt) LAUT (NO) v

Tu/feu/iAn (Date of Birth Date/Month/Year) ...00../... /.. /... e 018 (AgE) e U (Year)

#3uuselevdd (Beneficially) O statutory Heir O gu‘] (lUsaszy) Other (Please specify below)

%o (Given Name)........oo.. WA (Family Name).........ceeeeecees ANFUAUS (Relation) ..................
2. svezhaUsEAuie (Insured Period) : Bufuiuil (Effective Date) .00/ 1. [0 380 (TIME).cees . duan
ufi (Expiration Date) .../ ... /.0 vaan (Time) 24.00 .
3. duaesriudeiinnuussasAidentaunu (Selected Insurance Plan).............. COVid365......ovvrvrriiins

UVEANAIANATAY / LONATHUUTINY IURueUsEAUfY (UM)
(Coverage / Extension) Sum-Insured (THB)

L.nsiutiemeangladfidavsuianisafndsldalals

, 500,000
11 2019 (COVID-19) (Comatosenes due to COVID-19)

2 minwmeunagisluduionnanniniuvedelsadn

\Wol%alalsua (COVID-19) (Inpatient Hospital Expense due 50,000

to COVID-19)

3 Aare e Tusuiiownanmsdulsmelsaindeliia . . .
25,000 (Fuaw 500 U asanlaiiin 50 )

1AluN 2019 (COVID-19) (Hospital Inpatient Benefits due
25,000 (500 THB/Day Maximum 50 days)

to COVID-19)

Weusziudesed (samensuanuduaznidyaniing) 365

4. Usgdannensunndvasgvatenuseiuie (Medical Record of The Applicant)
1. vhueegnufiasnisvelenUsyiudin wieuseiuduguain viiemsuseiudenlinnuduaseddsadinigeliia lalan

o v v =l L= <

2019 (COVID-19) nsegnuiiasnissieanedyayuseiude magﬂLismmmﬁwisﬁ’uﬁmﬁm vidolasuuiasioulud iy
nsUsziudefinaniniali?

Have you ever been refused on applying the life or health or any insurance which are cover the Corona virus
(COVID-19) infection ever been refused for an insurance renew or ever been extra charge for an insurance

premium either change the insured condition?

O liitne/ lsifl (No/Never) O g/l Yes/Ever LUTATZY (Please SPECify) ..ormwrrrerncerseisrrseisnsnn
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INSURANCE

“INSURED IN YOUR HANDS”

2. vhuladinswunaluinsUssmalusag 14 Junouniiiviela?
Have you been travel oversea within these recent 14 days?

O laivaey i (No/Never) O /il Yes/Ever TUsnseyUseine (Please specify the country)

v
YY) =]

PmnianulseasrvetanUseiussiuusenauteuluvesnsusssauseiudenusenlalddmsunisuseiusied wag

v
=1 v 4

midvesuseritTeazidennneg dresuligndesuazauysal “rwdanasiiaglidiveeyseiudediluyagiuvesdyyr

Y Y <«

UseAudess NI ILasusem
| desire to apply an insurance with The Company under the terms and condition of an insurance policy which
The Company uses for this insurance. I’ m giving my guarantee that above details are correct and complete. | accept to

use this insurance application as a fundamental of an insurance contract.

FrdBusenliusev daviu 1d uanlawe Teyaverimid uasdaminnsaieiugunmuasdeyavesimdredmnam
ARUENTIINSATTUMazdwESuMsUsEnaugshalseiuie (aun.) ieusslevilunsiiuguagsiauseiusey
| hereby give my consent The Company to collect, use and disclose information pertaining to my health and any

other information to the Office of Insurance Commission (OIC) for the purpose of regulating the insurance industry.

onasillaladyaivseiudy iusgladuanuruaseadislasumstuduainusemud

This document is not an insurance contract. The policy will be covered upon confirmation by The Company.

Ui (Date) .../ /. YYYY.... aneilevervelanUsuiuy

(Applicant’s Signatory)

O msvssiudelasnss 0 duwnudsziudunade O wewiusziudunade Tuausyratavi

(Direct) (Agent) (Broker) (License No.)

AfauvasdinduANENITsINIITAVLarduaIIn1sUsEnaUssNaU iU

(Office of Insurance Commission’s Warning)

Tinauraudesiumunuesmnde mngienvseiudeunUatdeninuads viewnadfennusuluig sxiinalidyauseiusdel
anifuladios Feudemiiavdvendsdyausziudumulssunangmuneuratazndivdunns 865
The applicant must truly answer all the question. If the applicant conceals the truth or declare an untruth, this will effect

this insurance contract fall become vain and The Company has a full right to void the insurance contract virtue the Civil

Law code section 865
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