= TuAMaIoUs:Nune (aUusio) / Application Form (Short Form)
PACI F I C nsusssuUs:unagunwiRaUAIRANSEN / Group Health & Accident Insurance Policy

3 ornsFawins 9uil 16 Touiid ounamnsls wrnserwwin wasms nyanws 10120
C ROSS 3 Rajanakarn Building 16th Floor Zone BC , South Sathorn Road, Yannawa, Sathorn, Bangkok 10120
T:02 401 9189 | F: 024019187 | E: contactus@th.pacificcrosshealth.com | www.pacificcrosshealth.com

Japanese Group Co.,Ltd.

U381 / Employer (Company Name) Sufidnviem / Date of Employment

FOWHNU / ATOUATI Employee Name / Dependent Name

fuviks / Position \inudl (DD) / wieu (MM) / © (YYYY) / Date of Birth
VWA / Sex 918 / Male #Atly / Female 878 / AQC..ovmrrren ﬂ"m@ﬂ (TH.) / Height (CM.)..cwvvens ﬂfmﬂfn (nn.) / Weight (KQ.)...oowmeene

Tounzfiogroaunndiszs1soevinn / Name and Address of your Physician

nadiiiuludginisaasauasa (In case that the applicant is the dependent of the employee)

ANNTNNUSNUNWHNG / Relationship to the employee AaNIa / Spouse 1a3 / Children 8% / Other

Foiunatszlent / Name of Beneficiary. AMNNNAKS / Relationship

'
al

fiag / Address

1. Tuszezna 5 DA usd vuaeltuthedulse vielasuuiady wiswmadwninedilulsiwenuianiely
Have you suffered or sustained any illness or injury or been hospitalized during the past 5 years?

@AM / No O e / Yes mniae Tdiaszy / If yes, please specify

2. inwaglasunissnen wiawaeglasunsuannanannwwnginrinwiulsasinanialy
Have you ever been investigated, treated for, or diagnosed with or told to have disease?

T / No 1At/ Yes Tdipe / No  1AB / Yes
Tsaa1a / heart disease O @) Tsa@wAw / hypertension O @)
Tsalosiuluidonge / hyperlipidemia O O T5ALuNmNY / diabetes O O
T3mfy / liver disease O O lsaszuunmadnnela / respiratory O O
l3AazuuNAneINIT / gastrointestinal O O Tsatasianszgn / joint O O
TsAnIzgnaunay / back O O TsAnz159 / cancer O O
mwlaiﬂﬂﬁﬁluﬂ / any other serious disorder Tuin3zy / please specify
3. lawnzaR3vins / For female only :
3.1 Vi?%ﬁ’]ﬁ\‘l@gﬂﬂﬁﬁaﬂﬁ%ahj / Are you currently pregnant?
OWlg/No O/ Yes winle lanszyegassn / If yes, please SPecify........... §UaA / weeks

3.2 ﬁﬂuﬂﬂﬁ:ﬂﬁlﬁauﬂ%qm’ﬁmﬁ'aiﬂ / When did your last menstruation period begin?
lsnszyimAand / Please specify date month and year.

3.3 Tuszeziian 10 INWun viwaefilsaneanuiud Tsaiieanuuagn 59l veely anuiadnfzelszanden
ANNAnUNAYEITZUURUNUG NInsaTas Tsaunandeuniols

During the past 10 years, have you had any breast disorder, disease of uterus, ovaries, tube or cervix,
menstruation disorder, gynecological disorder or pregnancy-related disease or complication?
OQlld/No (O 11/ Yes minly Tdsaszy / If yes, please specify

4. luFaplendsziudsuuuseunugemwvialudveiondszinderesinuasgnuisnseiudeUias deunssziuie
Benidetsznuwieiy visdsuwudainissulsesnuwneviala
Have you ever had any application form for health of life insurance declined, postponed, rate adjusted, or restricted?

QO i / No O e/ Yes mniae Tdsaszy / If yes, please specify

5. aushudyvndug duganiwnisald / Are you currently under observation or taking any treatment or medication?

O ild / No QO 14/ Yes winlg lUsaszy / If yes, please specify
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Fogunavineduiminanuadouay ﬂummmmmmmmmm o wardmiddrleiusenidemudesunarin wanaind
WITaNOUEIWIALALTEN LTAA Asad Ui ﬂumeW NA (NYNTW) Tumﬁawamammmnmnﬂmwﬂi WNMITNBING VA
e E‘I“IJJT]WTNH’]EJ‘IJE]W’]WLﬁ]’]v[,@lﬂ’]ﬂLLW“nEJ I‘N‘wmma winoedniaula “nmuumﬂmammmmmmﬂumwmeammwmmmwm (15}
FUWININOBTDINITHOUE 1WA Twwaaummmummmmuamu

WﬂaLm‘Ui enuwNedneanliuIEnInAy IﬁﬂLm LU@LNS%@L‘Vﬁlﬂi\‘iLﬂEJ?ﬂUﬂ“UﬂWWLLﬂ‘”"UEJNMJElﬁmlaLm‘ﬂi AWABADE AN HATKENTINNTT
rhmJLLa fuasnnisdszneuginadseiune (AUn.) LWaﬂiw‘[ﬂmﬁumimﬂumLmﬁiﬂﬂﬂi 2AUNEY

All of the above statement are true and complete to the best of my knowledge and belief and | understand that the Company,
believing them to be such, will rely and act on them. Furthermore, | 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 Public Company Limited with
information concerning any medical history and physical condition. A photocopy of this authorization shall be effective and valid
as the original.

The Applicant allows the company to collect, use and reveal the truth about the Applicant's medical records and other
information to the Office of Insurance Commission (OIC) in order to regulate the insurance industry.

e duduingaiasingninwesuien
(U3NUanTeUsEn / w1839)
This is to certify that the above applicant is our employee. X

(Employer’s logo)

w8919 / Employer aedoTantniw / ATOUATY

Signature of the employee or the dependent
FLAY / Position % / Dateu. WWaw / Month........... 9 / Year

O vaenusienis / Direct
O ﬁumuﬂxﬁ’uimﬂﬁg / Agent iuaii,fy/'mmmﬁ License No. .ooommm
O wenihdsznuimens / Broker

o O AW DN

. Your Name: (Mr.Mrs.Miss)
. Your Address:

. Your eMail Address:

. Bank Name: Accountholder Name: Account No.

s

TFRED THWERIET T > TRALS R EWVE R,

ALFDUIDIFIRNINWAKZNIINNIIAN VLA R EINNNIUIZNaVUSINYIZAWAE (ALN.)

1‘?‘1Glﬂ'LJﬂ']ﬂ']N?J']\‘lGl%@']Nﬂ'J'Wﬂi\‘mﬂ“ﬂ@ W']ﬂNLa']‘].]i nunglndadannaie viswnaweanuawiung 1 uwalwammﬂi ﬂ%ﬂﬁl‘%
GlﬂLﬁ%IN?JEJJNUiE‘ﬂNﬂV]ﬁUE]ﬂa’l\‘iﬂﬂ.lm’]ﬂ'i.»ﬂ%ﬂﬂWWNﬁ‘JwN’mﬂQWN'}ﬂLL‘WQ LATMATENIATY 865 uaY E]'l‘\]ﬂ{]Lﬂﬁﬂ’]iﬁﬂEJﬂ’]ﬁ‘T%VLWNV]ﬂLW]%V[,@]

Warning from th ffi f Insuran mmission

The Applicant must truthfully answer all the questions in this application form. Any concealment or false statement may result in
a voidable insurance contract according to the Civil and Commercial Code, Section 865 and the company refusing to pay claims.

. Benefit Plan: () PLAN 1(IPD Only), ( ) PLAN 2(IPD + OPD)
. () Annual Pay, ( ) Semi-Annual Pay ( ) Monthly Pay
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