
25 10120  Tel. 0 2285 8888

25 SATHON TAI ROAD, THUNG MAHA MEK, SATHON, BANGKOK 10120  FAX 0 2610 2100

(ACCIDENT INSURANCE POLICY APPLICATION FORM)

 (Being an integral part of Accident Insurance Policy)

(Date of Birth : dd/mm/yy) (Age) (Height) (Weight)

(Present Occupation) (Position) (Job Description)

(Issued at) (Expiray Date)

(Identity Card) (Government Identity Card) (Alien Certificate) (Passport)

(Road) (District)

(Present Address) (Soi)

(Salary/Wage per Year) (THB) (Other Incomes per Year) (Source of Income)(THB)

(Employer’s Type of Business)

(Relationship to the Applicant) (Present Address)

(Province) (Postcode)

(Road) (District)

(Office Address) (Soi)

(Province) (Postcode)

(Period of Insurance)  (From)              (at)                                  (To)       

    

(Insurance Coverage) (Sum Insured: THB) (Premium: THB)(Deductible: THB)
(For Underwriter Only)

(Additional Coverages)

Driving of or riding as a passenger on motorsycles

Travelling as a passenger in an aircarft not operated by a commercial airline

Playing or racing dangerous sports



Reminder of the Office of Insurance Commission (OIC)

Are you holding or have you applied for personal accident insurance policy or life assurance policy with the Company or any other companies?

Have you ever been declined life assurance or personal accident insurance, had your policy cancelled, renewal declined, or additional premium imposed for such insurance?

Do you ride a motorcycle or ride on it as a passenger?

In the past two years, have you ever sustained accidentally bodily injury that required to be hospitalized?

Do you have or have you ever been medically treated for any of the following diseases?

Do you have any defects of eyesight or hearing?

Do you have any disabled part of your body?

Have you ever been sentenced for dealing with narcotic drugs?

(Yes, please specify) (Insurer) (Sum Insured)

(Occasionally)

(Yes, please specify)

(Yes, please specify)

(Yes, please specify)

(Yes, please specify)

(Regularly)

(Occasionally) (Regularly)

(Yes, please specify)(Insurer) (Sum Insured)

(Yes)

(Yes)

(Yes)

(Yes)

(Yes)

(Yes)

(Yes)

(Epilepsy or Convulsion)

(Hypertension)

(AIDS or HIV Positive)

(Heart Disease)

(Cancer)

(Yes, please specify) (Period of Treatment)

(Result of Treatment) (Physician/Hospital or Polyclinic)

…………………………………………………………

(Applicant’s Signature)

(Date)

(Agent)


