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HEALTH CARE INSURANCE APPLICATION FORM
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The Beneficiary’s Personal Information
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Name-Surname Relationship to the Applicant
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Health and Other Declarations
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Are you having/have you ever had/are you aware that you have/have you been diagnosed or examined and given advice or suggestions by
doctor as having any of the following diseases? (Please put v either in the ‘No’ or “Yes’ space in the table below. If your answer is ‘Yes’
please provide details about relevant medical treatments and current symptoms.)
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azlsn Diseases aifi/No | 3/Yes JgazRYANNINN/Additional Detail
ANuaulafaga High Blood Pressure/
Hypertension (HT)

HIV/ Iiﬂl@ﬂﬁ/ uﬁumwsm HIV/ AIDS/ IMMUNE

DEFICIENCY SYNDROME

NHINU Diabetes mellitus (DM)
miqm‘fummgﬁmﬁaﬂ Thrombosis
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TsAauIa Cirrhosis
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azlsn

Diseases

"lu'ﬁ/No

fl/Yes

eazRuANAN/Additional Detail

Tsalanesess

Chronic renal failure (CRF)/
Chronic kidney Disease
(CKD) / End State Renal
Failure (ESRD)
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Pulmonary Edema

Tsaalannriia

Heart disease

Tsnfinernuanennwiia

All type of Brain disorders

ﬁa@mﬁ@ﬂamumn/ﬁu/ﬁu

Hemorrhagic stroke or

Ischemic stroke

Tsanavany

Psychosis

Tsadoannwiia

Hematologic diseases

Tsa SLE/DLE Tsagiuvidaies

Systemic lupus
erythematosus / Discoid

lupus erythematosus

F1adasie Thalassemia
Tsan1nann Kawasaki's Disease
naoaay Tilanes Bronchiectasis
Imqmuiﬂqwm / Emphysema / Chronic

: AP g
nauvedlinloaganuisesa

Obstructive Pulmonary
Disease: COPD

T

Splenomegaly
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Hepatitis B,C Virus
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NZLTINNTUA Cancer
< <A .
USITUNAULADAUT) Leukemia
Wy g3 3959 Alcoholic Disorder/
Alcoholism
anthuy/audn Epilepsy
@ d @ . .
DUNYNH/DUNIA Paresis/Paralysis
Ia 12 .
WITNUAU Parkinson
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IHBIBNINY Malignant 1139 Cancerous
Tumor
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LU U1 mﬂmﬂkﬂw%mmuﬂ’w Loss of extremity limbs

From illness
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LU U1 V19N QUALNE) Loss of extremity limbs from

accident
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Would you like to claim for personal income tax deduction with this health insurance premium?
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Yes, and I permit the insurer to send and reveal the information about this i insurance premium to the Revenue Department.
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If the applicant is a non- Thal resident, please enter the taxpayer ID number given by 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 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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