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APPLICATION FORM FOR MEDICAL INSURANCE (Short Form)
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Have you suffered or sustained any illness or injury or hospitalized during The Past 5 years?
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Have you ever been investigated, treated for, or diagnosed with or told you have heart disease, hypertension, Diabetes, Hyperlipidemia

liver diseases, respiratory, gastrointestinal, joint, back, cancer, or any other serious disorder

e Iﬂiﬂizy / If yes, please specity.
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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?

e iﬂiﬂimal / If yes, please specify
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Have you ever had any application for medical or life insurance declined, postponed, rated or restricted?
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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)
aeilaewiinaIu / Signature of employee

1A9U / Month. .. WA,/ Year...
118914 / Employer

A4 / Position

fWARNING BY OFFICE OF INSURANCE COMMISSION.
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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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