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Fuid1vinem / Date of Employment. & kAR 2

U381 / Employer (Company Name) Japanese Group Co.Ltd.

Fawiinem / Asaua Employee Name / Dependent Name. S 2 HIASDHERMRE #, FIEDHEEEA I DiA

Fun / Position .Gmak.A Rz \AaAREEDY/ Wew (MM) / T (YYYY) / Date of Birth, HLE1ZH 3/ PEIEFE
VWA / Sex 918 / Male Al / Female 878 / AQC..ovmrirren ﬂ"mgﬂ (TH.) / Height (CM.).cwvvens ﬁﬂ%ﬁﬂ (nn.) / Weight (KQ.)...oowmeene
F ogus AT B SE JUEE
%‘aLm:ﬁ@ﬁjﬁﬂammwﬁﬂa:ﬁwmﬁm/ Name and Address of your Physician
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mmmi/ UNZJF]??/E?\?FI?E?UF)?? (In case that the applicant is the dependent of the employee)
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AMMNTNNUDNUNWNIW / Relaﬁonshlp to the employee @5%%/ Spouse 1J»73 / Children au“] / Other..sireerreesnns

o) A3unaiazlensi / Name of Beneficiary LI IR RZ T HL DA CEHEDZED A NNNuS / Relationship. & & DFEH
ot / Address JECIRBEBIHOHIE(C ONARNBIRORMES TROAOMAR, TIRARETT, )
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1. Iuszeziian 5 TARWIAT rwaesuthedulse violdsuuiasy wiomedininurdluwlsmenunanials

Have you suffered or sustained any illness or injury or been hospitalized during the past 5 years?

@AM / No O e / Yes winiee TUsnszy / If yes, please specify. YesDYafild it &Il s, AL ...

CNETIE PRI LA E LI ?
2. Yﬂ%tﬂﬂlﬂi‘ur]’ﬁiﬂ‘]ﬂﬂ nialaelasunisuannannunngvwdulsaninanviely

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

Tsiae / No a8l / Yes Teae / No  1a®r / Yes

Tsaa1a / heart disease O @) Tsa@wAw / hypertension O @)
Tsalosiuluidonge / hyperlipidemia O O T5ALuNmNY / diabetes O O
13aAY / liver disease O O lsaszuunmadnnela / respiratory O O
l3AT2UUNIULAKEIYIT / gastrointestinal O O Tsatasianszgn / joint O O
TsAnIzgnaunay / back O O TsAnz159 / cancer O O
mwlaiﬂﬂﬁﬁlw] / any other serious disorder Tuin3zy / please specify

3. Wz ERsLEY / For female only : %zt )50H : 3.1,3.2,3.3 HHTT
3.1 muﬁwé’ﬂﬁgﬂﬂﬁﬁagﬁw%am / Are you currently pregnant?  HifE, MHEHTI A ?

OWlg/No O/ Yes winle lanszyegassn / If yes, please SPecify........... §UaA / weeks

3.2 muuﬂﬁwmmaum\iﬁﬂmﬂmaiﬂ / When did your last menstruation period begin? EED & H k4R H
lsnszyimAand / Please specify date month and year. tlELe... L .. 4l

3.3 Tuszaziam 10 Dsuan iweedlsaieaiudus Tsafiieiusagn 5914 vesvld ansfAnunfvesszdnden
annAnUNAvesIzULRURLE nnsasat Tsaunindeundolsasiormon Aot
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 mnle Tdsaszy / If yes, please specify.Yes@Umidiif L

4. luFaplendsziudsuuuseunugemwvialudveiondszinderesinuasgnuisnseiudeUias deunssziuie
Sendedsziudsin viswdeuudainsSudsenulenieola e o o nrsisg b £4m 2
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

. i BUE, wmgeh, REhTehn?
5. aushudyvndug duganiwnisald / Are you currently under observation or taking any treatment or medication?

Olufls/No O 14/ Yes vinld Tuanazy / If yes, please specify.YesQZEnid Nt & B2
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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.
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This is to certify that the above applicant is our employee. X TOHGAEDARNY A 2 (S AR — MEEHR)
Employer’s logo
(Employer's logo) 20 KD B TRDE CSBCETE O 1 VARECIED FeA
C ORI TRHARE TY, ( )
w1479 / Employer .Japanese Group aedodaningdu / aseuas)
Signature of the employee or the-dependent
Funii / Position Aklyama  (Eoe) W / Date.tLEH.. faw / Month.HLH... 1) / YearF8lE..

O vaenusienis / Direct

O dunudszinwiwade / Agent Tuangaiaei License No. .-l ARE
O wenihdsznuimens / Broker
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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.
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