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audsumsUsEneugsiavssnung In pursuant to Section 865 of the Civil and Commercial Code, an insurance applicant is obligated to disclose all statements

¢ h gfar'mm? truthFfully. Concealment of any Fact or knowingly making any False statement could be a ground for the insurance company
rom the ice of Insurance to deny contractual claim. )

Commission
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Group Insurance Member Application Form with Detailed Health Questions

ngensentisanaliipsuiumnanny driimsuily Tazh yesu devavaeiiefeduatomlstiudarimilinnure
Please complete all inquiries below. Applicant must validate all amendments and deletions with signature.

gfonsusssl (Boviaeou / udun):
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Bo-wwanaveiuaionsziude: (Wie / wre / wasenn / Bauns / @and)
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Applicant's Full Name (Mr. / Mrs, / Ms. / Master / Miss)

4/ \dou / Difie: . g g vmiin: 65 1.0 dmgo:
Date of Birth (dd/mm/yyyy) 18 NWENW 2512 | pgq Weight : Height 165 ..
WA ™ 118 Male aoumwmsansa: Y 1aa Single [ ansd Married | AWfiEHow:
Gender [ eJo Female Marital Status [ vifine Widowed  [] viti1 Divorced Date of Employment
Wilasuszsneisznyw tavdi...3100899210956 . CIvlsdedumotaui e [18U9
Identification Card No. Passport No. Other
oanl¥ o Issued at LG BN
Aegammaileninuecgueionlsiude: o
Residential Address: 12 %13 7 GNUAAABIAVEDI LUAUUDIRDN NFILNWNINUAT 10530
Tnséwritin: Insémrifiedie:
Home Phone: Mobile Phone: 087-069-0512
010N: . v s s GILLAYEY: g g rne:
GER G 3
Occupation: WHANUIFIEUND Position: : v Department: M3
M dinamndn/wiinom vevgtionsusssy
Be a member/employee of policyholder
[ Wweansda nie [ yas vy (¥) . Boifin aunBn/munomiuevgiansusssi
Be spouse or child of (Name) who is a member/employee of policyholder

#audstland ; (hflldszydmundiveevdsuls=Taud Witiodnudoirigiu)
Beneficiary: (IF the allocation For each beneficiary is not specified, the Company assumes that all allocations are in equal proportion)

Beo-anariuys:loni PNHANWUS fogj Sonasuaonas=lun
Beneficiary's Full Name Relationship Address % of Benefit
annsateaunsndnitnnumslvhdiugima 11 v 200 .NMIANU ULVINATI LUAIATNT NFLANNINUAT 100%

NHELNG (Remarks):

f9HUNAYFUNIN (Health Declaration)

1. rinaealdsunisiteds viosumsinun niesviedoinalaaunnd Frinuiiu lsawale annsulada qv Miwe [ T
Tsawnam Tsadu Tsauside ridoanaliun@duotihodause wiels Yes No
Have you ever been diagnosed or been advised or been treated For heart disease, high blood pressure, diabetes,
liver discase, cancer or any other serious diseases by a physician?

5. Tuszaziaan 2 Dildmaeni rueeduthewielddinaduiouse vioweBnuunng wissumssnundalu (we [hies
Tsongnuna aonunenUna WieRaRnuwng nisldsuAunshlirnnssnunlagiinldnaninedu wield Yes No
Have you ever suffered from illness or had serious injury or received consultation or been treated in a hospital or
clinic or been advised about any treatment not stated above during the past 2 years?

3. rhweslddumseida wie [Esuusihnnuwnelyitihdauuini voki [(Twe [V hiwe
Have you ever had or been advised to have any surgical operation? Yes No

2-05-05-0531 1 fldomimio Continue on the other side



4. TwFzelenlssitia w:‘am'iuamaa’lqﬂ'iuﬁ'i'iuﬂ'i..nuﬂ"mtmuaon'mLﬂﬂqnﬂglﬂs wioun@anlulums LA v/ Giiae
ANsoniussiy viadeumsfansnn niaifiudasudulssfuiovdoll Yes No
Have you ever had any life insurance application or application For life policy renewal declined or increased of its
underwriting conditions or postponed underwriting or charged for extra premium?

5. goddHrwindadulig visunaldu vieflauunwsodla nastanae Wiald Cwe WV Thes
Are you suffering From any illness or injury or deformiky? Yes No

6. Hupmaluasauasvosrimumeiuitdse wmem lsaviale wiolsanwials Wiodausd vesrihman iulse Wy Bies
e niemsanuMAdeauansalisElsaeainsal Yes No

Has any member of your immediate fFamily ever had tuberculosis, diabetes, heart disease or mental disease or has
your spouse suffered Form AIDS or had a positive HIV blood test result?

e thémauiio 1 - 6 werald Wsessyeeddine uaireaadoaiuiivlssosls Smndfilm dele Uegfumediniede wie
& ' T, e = — 4. 4 " -

FTIIRT WML [ TIENaMIa |-|.ﬂ:;?;]-l'ﬂﬁg-hﬂj'f:i"_lquf'-l‘.‘"m‘ nytuItileesInaslnt® Remark: IF any of the answers to guestion #1 through #6 is

“Yes” or in case of Injury as a result of sccident, please provide Full details below and indicate the guestion number,
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| hereby confirm that every answer | have given in this Group Insurance Member Application is true and correct in all respects. | understand that if | did
not declare truthful information, the Company may decline the application and contractual claim.

twideanduineshildduanuduasoalan euninidinesfimsowi@dudssidusuoenlssiuded

1 hereby agree that there shall be no insurance protection until the Company has approved this application.
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| hereby give my consent to other physician ar insurance company or hospital or clinic that has my medical history or will have in the future, to disclose
information pertaining to my health to Muang Thai Life Assurance PCL. or its representatives For the purpose of the Company's underwriting decision-
making or contractual claim payment, A photocopy of this authorization shall be effective and valid as the original.
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1 hereby give my consent ko Muang Thai Life Assurance PCL. to collect, use, and disclose information pertaining to my health and my other information to
other insurance company or reinsurance company or legal authority or medical profession personnel For the purpose of the Company's underwriting
decision-making or contractual claim payment of medical use.
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Before signing this application Form, please check the arswers once 2gain to ensura the completeness of insurance contract,
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(awfe Signed) d. N30 (avfe Signed)
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Huaremlsziuin gldmuBunealugus Consent Grantor as Insurance Applicant's

Insurance Applicant fin/ansan Parents

Gunulsegeusssuyasfuatemlsziuie Guardian
(nsehiduaelseinTudohiussgfifinms)
(In case the insurance applicant is a minor)
dmiudfionsusssl For Policyholder:
fmiFrweduduindosdmuRliliauuuuvesuil audngueiessiuduldnousmulasgndosmufimidmswnande (Ussrumside

wie/USENYefTonsuessw) | hereby confirm that the statements declared on this form are answered correctly to the best of my knowledge

and belief. (Employer's Company Stamp)
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