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SPECIAL PERSONAL ACCIDENT INSURANCE POLICY APPLICATION FORM : PA ME STYLE
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For a foreign citizen or Non-Thai Resident who enter to live in Thailand legally
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Alien Certificate Work Permit Retirement Certificate

BAUT oo DONTHN oo FUTUADIY oo

No. Issued at Expiry Date
Y A S a = 1 oy v 3 =
FUAABUAINA <.ooove 01 oo F1 1 VT S Y, AN . AR AT e e
Date of Birth Age Yrs. Height cm. Weigth kg. Nationality
DWWV o UMY oo ANBUNUTATFUVY oo
Occupation Position Job Description
UTHN oo VN oo MY oo WU o
Company Name No. Village No./Moo Village/Mooban

v 1
DAPITT e !ﬁmﬁﬂﬁ/ﬂ?ﬂ‘l’] .............................................. SFBY e
Building Room No./Floor Lane/Soi
DU oo UYL/ ANUR oo BUA/ OUND v
Road Subdistrict/ Tambon District/Amphoe
@ @ @ ad
TR oo SWAMUSHIE oo oo
Province Postcode
o da o
TNTANANTIY oo DUUD oo
Company Telephone No. Email
4 o 7
2. Fo-anafsuUTE T (WA oo DY oo 3
Beneficiary’s Name and Surname (Mr./Mrs./Ms.) Age Yrs.
AN U DUGUBIDTUTEIUSE oo
Relationship to the Applicant
TIOUTIDGIIU ..o
Present Address
o I
L 0000000000000 000000 OO T OO
Telephone
v o A 9 o A 2 o A
3. 5383!3611]537'11!38 LTUAUIUN e, LADT o, U. ﬁuq@]'.]u‘ﬂ ......................................... 1301 16.30 U.

Period of Insurance From at hrs. To at hrs.

$8-4-94-61 1/3



10.

11.

12.

13.

Tilsaszyunuilsziude PA ME STYLE ideans
Please select the PA ME STYLE plan
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Plan Total Premium Baht
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Plan Total Premium Baht

4 2 v o

L] duq TUTATEY oo WeUTEAUNYTINOMNT e STRY)
Other Please Specify Total Premium Baht
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Do you have any life assurance or personal accident insurance with BKI or any other insurance company (ies) ?
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No Yes, please specify Insurer Sum Insured Baht
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Have you ever been declined life assurance or personal accident insurance, had your policy cancelled, renewal declined, or additional premium imposed for such insurance?
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No Yes, please specify Insurer Sum Insured Baht
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Do you ride a motorcycle or ride on it as a passenger? No Occasionally Regulary
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Do you consume any alcohol drinks? No Occasionally Regulary
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In the past two years, have you ever sustained accidentally bodily injury that required to be hospitalized?
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No Yes, please specify Period of Treatment Nature of Injury
AT LI RE 11T LLW‘I/]ET/E,W.‘PY?E]?[QTHWEJT}JWQ .........................................................................................
Result of Treatment Physician/Hospital or Polyclinic
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Do you have or have you ever been medically treated for any of the following diseases?
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Epilepsy or Convulsion No Yes Heart Disease No Yes
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COPD No Yes Hypertension No Yes
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Diabetes Mellitus No Yes Musculoskeletal No Yes
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Cancer No Yes AIDS or HIV Positive No Yes
1. 157 SLE/ DLE Y L e
SLE/DLE No Yes
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Do you have any critical physical or metal injury? No Yes, please specify
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Do you have any defects of eyesight or hearing? No Yes, please specify
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Do you have any disabled part of your body? No Yes, please specify
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Have you ever taken narcotic drugs? No Yes, please specify
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Have you ever been sentenced for dealing with narcotic drugs? No Yes, please specify
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Does the Insured intend to assume the right for tax exemption according to the taxation statute?
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Yes, I intend and agree to have the Company disclose and submit the information on insurance premium to the Revenue Department according to the criteria and
procedures provided by the Revenue Department. In case the insured is Non-Thai Resident who is obliged to pay the income tax as to the taxation statute,
please specify the taxpayer identification number derived from the Revenue Department
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I hereby request the insurance company to provide the insurance policy with the terms and conditions according to your standard policy and I declare that above
statements are complete and true. I agree to have this application form included in the contract between I and the Company. Should there be any false statement
or any truth being concealed, I agree to let the insurance company cancel this insurance policy. Besides, I also authorize the insures/s of this insurance to request
for any kind of information regarding to my personal health treatment or health condition records from any physician, hospital, clinic or any other organization
which has any of my health information.
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I agree to let the company collect, use and declare the insured’s information to the Office of Insurance Commission for regulation of insurance business.
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REMINDER OF THE OFFICE OF INSURANCE COMMISSION (OIC)

The applicant/proposer has to give all answers to the foregoing questions truthfully. Provision of false statements and concealment of any facts shall
render the insurance contract to become void and may have caused the Company to deny liability under the policy in accordance with section 865 of
the Civil Commercial Code.
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