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MUANG THAI INSURANCE

Muang Thai Insurance Public Company Limited

252 Rachadaphisek Road, Huaykwang, Bangkok 10310

Telephone: 0 2665 4000, 0 2292 3333, Facsimile: 0 2665 4166, 0 2274 9511, 0 2276 2033
www.muangthaiinsurance.com, Call Center 1484

o v W wa ) a U wa .
Tudvaeusziusvatfmadiuyana (wuuitae) “USSNUIUALARN Sports Fan” swsunmsveillsildumssinumsingin (Non-Telemarketing)
9 9 9 9 9

Application form for Personal Accident Insurance “Personal Accident Sports Fan” For selling through Non-Telemarketing channel EM-APP-06-173
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Selected Plan Plan 1 Plan 2 Total Premium Baht
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Period of insurance required: From at Hours To at Hours
1. UDMTEAUAY: U0 (LT I APV TWAROWAUAR. ... o] e R U (flostlonysening 16-65 V)
The Applicant: Name Sex Nationality Date of Birth Age Years (must be 16 to 65 years old)
O Uasusewvwaen L] QR DURAUMIIAUT oo eeeeee e
Identity Card No. Passport No.
T TUBUAIBITINUAUT e
Work Permit No.
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negdagiudmivande/daenas: 1A VU e L R oL 1TV
Current Address: Address ViLTage Moo Soi Street
T Lol 2 Lo FIRTO e SHAUTYH oo
Sub District District Province Post Code
TNSFUAT oo INSANANVIN U QR Yo 2T BB e
Home Phone No. Office Phone No. Mobile Phone No. e-Mail Address
a = o a a o
NBYANUNSIUIUUIU: |:| muaumagi’]wuu
Address on ID Card: Same as the Current Address
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Address \/ilTage Moo Soi Street
MUY/ FNUR oo R ITaY ST 2o N FIATO e TWAUTYH oo
Sub District District Province Post Code
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Company’s Name: Address Moo Soi Street
MUY/ BVUR s BUBY/BUAND oo FIATO s AU oo
Sub District District Province Post Code
2. dfudselond: [ memenunguang [ auq (WWsesey) 1 e.. e ANNENTUS
Beneficiary: Statutory Other (Please Specify) Name Relationship
20 Do AVUFUNUS o
Name Relationship

3. viudl vieldvalenUsziudvgliamndiuyana Ussiudvvawesield vieussiuidalituuiens vieudendunsalai?
Do you have or have proposed for personal accident insurance or Hospital illness/accident benefit insurance or Life insurance with the company or any other company?

CIi [0 8 A ivS0ltn TUT O aTOUIIV oo
No Yes If yes, Please state: Company
FIUIURUDTUTE AU e UM NSEEANTT 1 UTEN TUIATEUTTUIUUTIN s
Suminsure Baht If more than 1 company please state
TIUIUIUD W AURDTIINAUTIN e um
Suminsure Baht

4. vinuaegnugiasnisvatenlsziufaifumndiuuana Ussiudsvaweseld vienmsvatedseiudin vsewnegnuanidndeyuiuseiude

wiagnufiasmsseangduanusziude wiegnSenituileysziudsiudsmsunmsieUseiudedsnaimsela?
Have you ever been denied from insurance company to provide coverage on a life insurance, or hospital illness/accident benefit insurance or personal accident insurance or
been denied to renew any aforementioned insurances or been charged additional premium for these insurances?

LI Bine [ 408 6108 TUSAUATIOUTEN ..o
No Yes Please specify The insurance company named
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| hereby certify that | am in good health not have any part with disabilities and do not have chronic congenital disease, serious disease, or are not insane. There are no symptoms or
diseases associated with the mental state. alcoholism and is not a drug addict and certifies that The statements listed above are true and to be considered as part of the insurance
contract between me and the Muang Thai Insurance Public Company Limited.

D funsuteimvuakasReulnisfulsefudeauununnuduasesidmidnlaidentd wasanamaieUseiudunglddeimuauazRoulunisuseiudoiaing
| am aware of the terms and conditions of the insurance under the coverage plan that | have chosen and agree to apply for insurance under the terms and conditions of this insurance.
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Consent Form for the Collection, Use and Disclosure of Sensitive Personal Data
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Ustnunemihuseiudesie Ustndseiusesennenuilemnaniungving aaunenuta wnmd yrainsmemsunnd sunudssiiunesdie veuenihlseiiunedy
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| hereby agree and consent that Muang Thai Insurance Public Company Limited (“the Company”) may collect, use disclose my health-related data, disability, sexual orientation, biometric
genetic racial or ethnic origin to other insurance companies, reinsurance brokers, regulators supervisory authorities, hospitals medical facilities, doctors, personnel, agents brokers for
purchasing products, underwriting compensation payment.
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| understand that in the event | withdraw my consent given to the Company, it shall affect the Company’s insurance underwriting, compensation payment, or any services inconnection
with the insurance policy, which shall give rise to the Company’s inability to perform as stated under the conditions of the insurance policy, with the result that | will not be able to
receive coverage under the insurance policy.

asmneiletergualenuseiudy
Signature of Main Applicant
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ngueIengeinsialaiz
The applicant allows the insurer to send and reveal my personal data to the Revenue Department in order to file for income tax deduction as an insurance premium payer

according to the Tax law.
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Yes, and | perm|t the insurer to send and reveal the information about this insurance premium to the Revenue Department Data format and process flow are in accordance
with the requirement imposed by the Revenue department. Please give your taxpayer

ID Number

] lsddueeu
No
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Signature of Main Applicant
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Would you like to claim for personal income tax deduction with this insurance prem\um7
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Yes, and | permit the insurer to send and reveal the information about this insurance premium to the Revenue Department .Data format and process flow are in accordance
with the requirement imposed by the Revenue department. Please give your taxpayer

@

ID Number

O laifenudseasd
No

avaneileveinsuileusyiudy
Signature of Premium Payer
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The company has right to examine the Insured’s medical records and diagnosis records necessarily for insurance policy and also has right to access or examine autopsy as necessary
and not be contrary to law. The company will be responsible for all expenses.
In case the Insured refuses the company to examine the Insured’s medical records and diagnosis records for considering claim payment. The company may deny the Insured’s coverage

of insurance policy.
Prndrdugenliuienm dauiu 19 wazlame doiisaiuieatvguamuazdeyavestng dedninnuamenssunisiiuuazdaaiunissznaugsnavseiusdy
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| hereby allow the Company to collect, use and disclose my personal and health information to the Office of Insurance Commission for monitoring non-life insurance business.
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I/We warrant that above Statements are true and correct and agree that this Proposal shall be the basis of the Contract between me/us and the Company

asmneileTegueleysziudy Forumy/svamunuuseiuiunasiy
Signature of Main Applicant Agent/Agent Code
U bADU. WAL e AUN. bARDU. e WAL e
Date Month Year Date Month Year
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Reminder from the office of Insurance Commission (OIC)
Please answer all questions truthfully otherwise the company may have causes to deny liability under the policy per section 865 of the civil & Commercial Code
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