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Group Insurance Member Application Form (with Detailed Health Questions)

fuAou ‘llﬁ)&ﬂﬁ!ﬂﬂuﬂm"niil.lﬂﬁﬂ'lﬂ‘l.llm“"s’fdlﬁiilﬂﬁ‘ll‘i“nlﬂﬁiﬂﬂﬂi“‘ﬂ‘un{l Warnmg from the Office of Insurance Commission
Auetenlsznusy ﬂamauﬂmmmummﬂunsmnw msilniladerineiala 9 owdlumeldusimdsmlszduaimlfies hivwduadu lmmaumuaudayan
1]5 mwmmnﬂi“mnﬂgwmmmqua mmwmﬂﬂ 865 In pursuant to Section 865 of the Civil and Commercial Code, an insurance applicant is obligated to disclose
all statements truthfully. Concealment of any fact or knowingly making any false statement could be a ground for the insurance company to deny contractual claim.
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Please complete all inquiries below. Applicant must validate all amendments and deletions with signature.
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Policyholder Name (Company Name)
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Part 1 Questions about applicant’s personal information

Fouazmnmanavesmninfvoeisziune: (neansnamdnmeinng)
Applicant’s Name — Surname: (Mr. / Mrs. / Ms. / Master / Miss)
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Applicant’s Name - Surname in English :
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Date of Birth (dd/mm/yyyy) Age Weight Height
WA [] 96 Male Heyd: AOUNN: (] Terasingle  [] a5 Married
Gender Je=) '}mng Female Nationality: Marital Status ~ [] wﬁ’m Widowed [ ] Y181 Divorced
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Proof of Identity Identification Card Passport Other please indicate
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Identification Card No./Passport No. Expiry Date
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Curr'ent Address Same as House Registration Address ;s
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Contact Address House Registered Address Current Address
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Be a member/employee of policyholder Membership/ Employment Start Date

[ fhmngasmu @oglugimsy) vesmnBamitnau vosdoensusssi:
Be additional member (Dependent) of a member/employee of policyholder:

“lugnu O gawsa O a3 H3o O 819 (521).... oo VDIXUB/WENUTDEFD-UANAY ..o
Spouse Child or other (mdlcate) of Member/Employee name (Full name)
DIVN: AMrH: ANHUZNM:
Occupation Position Job Description
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Part 2. Beneficiary: (If the allocation for each beneficiary is not specified, the Company assumes that all allocations are in equal proportion)
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Beneficiary’s Full Name paM# ID Card [Passport / Age Relationship Address -
s : % of Benefit

Government I[ssued ID No.
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arwlaiianyau ‘tfﬂW‘U atosznug 10) (Note: For prompt rmdea writing, please identify the beneficiaries who have a relationship as parents, spouse, children or
relatives who have a blood relationship with the applicant.)
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Part3  Questions on the medical history or treatment of the insurance applicant, and Questions about the health of applicant’s family members

1. muwaglasumsitiang visesumssnm mammammﬂiﬂmmm il Tsaiale anwdilasings [liae  [liiao
Tsannnanu Tandy Taauzse viennuhiUndauediehionss vl Vs No

Have you ever been diagnosed or been advised or been treated for heart disease, high blood pressure, diabetes,
liver disease, cancer or any other serious discases by a physician?

Y [ 5 2 T
2. Tuszeznm 2 Yiknenil imusaduibenseldSvnaduiionss vsemedSomumnd nieSumsinunda [Jwe [ hime
o v o o o as
Tulsawenuia aaunenina vienaatinund wie laFumuugzinlihniomla q Aildnandhedu viehi Yes No

Have you ever suffered from illness or had serious injury or received consultation or been treated in a hospital or
clinic or been advised about any treatment not stated above during the past 2 years?

%) Qs o o ol ar :‘J 1
3. mungldSumsean vise lasumuuzrhanunndliendamuaniiu vise i Cwe [ lsime
Have you ever had or been advised to have any surgical operation? Yes No

4. Mmwasgnlfias aoumasiulsziuse iindasudolsziude Wasuudasdtouly dmiumsvormn [hno - [] Taio
Usziusansemsvendunuganiuzifa mamwamammmanmﬁssmhvnunﬂmnmwumamwau Yes No
thatiso la

Have you ever been declined or postponed or charged for extra premium or charged the conditions for the
application or reinstatement or renewal of a policy by this company or other companies?

5. muumjmwma'nammm i]ﬂcli]ﬂﬁl‘ll‘imﬂ l‘hﬁ!ﬂ]El'Ja..ﬂ?iﬂﬂﬁlﬂ&‘31\191&’JWﬂ1'§me/ﬂﬁ]°{lWWﬁﬂ1W ?‘ii?]"ii.l L] Toy Dullﬂ"];’
thuiihisaead wiegiiguimnniea wiehidhlsaonsdla q Yes No
Do you currently have healthy body and mind; do not have any disabilities or deformation , no AIDS,
or any critical illnesses ?

6. ynnalunseun’ (Mm nsm ail H55eN ﬁ'ﬁm%nuﬂm!mxm%amim) voamu ndlasumsdtiosson  [Cldlu ] lidlu
urngnilunsonenilulsaiale Tsanasamenanes Tsnuzida Isannvnu Tsala Tsannudulainga Yes No
MsHeNenIgNRIMerIeeImsthemedn lanaen viselsn hadudnay Tsawad (HIV)

Tsnifafifiaanaelsde 1andalanes nielsnmsnudy viell

Have any of your family members (father, mother, husband, wife, siblings) ever been diagnosed with heart
disease, stroke, cancer, diabetes, kidney disease, hypertension, suicide attempt or mental illness, blood disease or
hepatitis, AIDS (HIV), multiple sclerosis, Alzheimer's disease, or Parkinson's disease by a physician?

ningme: Midmevde 1 - 61flunsely ‘iﬂmsvumwmmwmwswmwawmm ¥olsn/mmanaiy fuidouili 185umsnsa/inm
HAN13A5I9/5nB1 MIeAn3ede WTenTI191FAs19MY /mumawsalu A0 neIaRinsI9/5nu uazlunsdlilszaugifimg
Tilsasziysiwazidon @miude ¢ Maoud i Tﬂsmwmmnwmﬂﬂmwu Foln mmnn’luﬂiaum'smmilumammﬂu)

Remark: If any of the answers to questions 1 through 6 is “Yes”, please specify the question number and details of disease/injury,
diagnosis/treatment date, results of the examination/treatment, cured or not, or having health checkup/being on medication, medical center for
examination/treatment. In case of an accident, please provide full details below. (For question No. 6, if the answer is yes, please specify only
diseases that your family member has or used to have.)

2-05-05-3531 w1 2 /4



1 n:; §73 & o lJ‘ ) o o o A = b7 o s ¢ =
aiIun 4 ﬁuaﬂ:1mtmﬂunammmmﬁ)mmu“luﬂluﬂwmmﬂﬁznummmauwngmmmiliamuﬂmmzmﬂﬂmmt’mrj@u
Part 4 Confirmation on declarations or answers provided in the life insurance application of the applicant, and consent

1.
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mmwmwﬂmm ‘}ﬂﬂ‘;U'IWL‘T.I'I 11!LLE\ﬁWJ'ﬂﬂ’.]13J§]‘N UsHNO W ﬂalﬁ‘ﬁﬂﬁﬁﬂﬂﬁ”ﬂuﬂmm ﬂ;]tﬁ’ﬁﬂ"lﬁ!"ltlldlm’mﬂ'ihﬁiiuﬂi”ﬂ‘l«!ﬂﬂ
[ hereby confirm that every answer I have given in this group insurance application and every declaration to the attending physician are true
and correct in all respects. I understand that if I omit to disclose any fact, the Company may decline the application and contractual claim,
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I and/or my legal representative give consent to physician or insurance company or medical center or any other individual(s) that has my
and/or the minor’s information pertaining to health, disability, sexual behavior, biological information, genetic information, or racial or will
have in the future, to disclose such information to the Company or its representatives for the purposes of insurance application, underwriting
or policy benefit payment. A photocopy of this authorization shall be effective and valid as the original.
a a o o =y a a
i uazmiedunuTassousssy Busenliusimnususw 19 wiedlawe doyagunin anuiing ngAnssumans Taya
s &) = ' ¢ A a v o A o oo @ w1 oo
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sznunene Huﬂﬂ@?uﬂﬂ@1u1ﬂﬂ1ﬂﬂ§]'ﬂﬂ18 aoIuNgIuIa !l‘W“V]fJ UAAINTNTMITLUNNY ﬂ’)!.!.'ﬂ‘u'ﬂi AUTIN "r‘i';]ﬂ‘Ll”IfJ'ﬂ‘LlTlJ‘j ﬂLIﬁH'J@]
LWEﬂ'Ii“UE)L’E]'I'IJ’:TwﬂuﬂEJ Mifivsasulsznuns ?T‘iflﬂﬁ‘l]"lﬂN‘LlﬂWMﬂiilﬁ?‘iﬁl]‘i MUY
I and/or my legal representative give consent to the Company to collect, use, or disclose my and/or the minor’s information pertaining to
health, disability, sexual behavior, biological information, genetic information, or racial to policyholder, other insurance companies,
reinsurance brokers, reinsurance companies, legal authorities, medical centers, physicians, medical profession personnel, life insurance agents
or life insurance brokers for the purposes of insurance application, underwriting or policy benefit payment.

o ) a 3 Y a a 3/ A g Hq Wy Yo A o a ' - o v W
D ladn HWINVIWIRNWNDDUANWYULDUATINUD 2. Il 3. ‘ﬂej,‘HLl'Jﬂ‘lﬂJ?H‘ﬂ WANANTENUADMTNITNT VY T2 AUAY M3
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I understand that if I withdraw the consent given to the Company under item 2. or item 3. above, it will affect the Company’s underwriting,
insurance policy benefit payment or any services in connection with insurance policy, which will consequently cause the Company to be
unable to perform as stated under the terms and conditions of the insurance policy, with the result that [ will not be able to receive coverage
according to the insurance policy.
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Usnguudulasd www.oic.or.th ]
I hereby acknowledge that the Company will collect, use, disclose and/or transfer my personal data as well as my sensitive data for the purposes
of insurance application, underwriting, insurance policy benefit payment according to the Company’s Personal Data Protection Policy as
shown in [www.muangthai.co.th/en/privacy-policy the Company’s Personal Data Protection Policy]. 1 also acknowledge that the Company
will disclose my personal data to the Office of Insurance Commission (OIC) for the benefit of an insurance supervision and promotion of life
insurance business according to the laws pertaining to life insurance and the Office of Insurance Commission. Details of the OIC's collection,
use and disclosure are subject to the OIC’s Personal Data Protection Policy as shown in www.oic.or.th.
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In the event I disclose personal data of any other person(s), besides mine, to the Company for the purposes of insurance application,
underwriting, or insurance policy benefit payment,
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I hereby represent and warrant that I have already verified the accuracy and completeness of personal data of others that I have
provided to the Company. I will keep the Company notified if there is any change to the given personal data of others.
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I hereby represent and warrant that I have already received consent or have relied on a lawful basis for collecting, using, disclosing
and/or transferring personal data of others in pursuance of applicable laws.
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I hereby represent and warrant that | have already informed the others of the Company’s Personal Data Protection Policy
[www.muangthai.co.th/en/privacy-policy the Company’s Personal Data Protection Policy]. The Office of Insurance Commission (OIC)
has already been notified by me about the objectives of the collection, use, disclosure and/or transfer of personal data for the benefit of
an insurance supervision and promotion of life insurance business according to the laws pertaining to life insurance and the Office of

Insurance Commission. The OIC will collect, use, disclose and/or transfer personal data of others according to the OIC’s Personal Data
Protection Policy as shown in www.oic.or.th.
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I hereby represent and warrant that the Company and the Office of Insurance Commission can collect, use, disclose and/or transfer
personal data of others according to the objectives specified in the applicable personal data protection policies of the Company and of the
OIC which might be amended occasionally, as well as all objectives specified in this document and in other related insurance application
documents.
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I have read and agreed with all of the contents stated in this document, and I have acknowledged the personal data protection policies of the
Company and of the OIC. Thus, I hereby affixed my signature below.
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Before signing this application form, please check the answers once again to ensure the completeness of insurance contract.
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Witness / Life Insurance Agent / Life Insurance Broker Insurance Applicant
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Scan to read personal data
protection policy ( """""""""""""""""""""""" ) ( ................................................ )
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Giving Consent Legal Representative/Legal Guardian of the
Insurance Applicant. (In case the insurance applicant is a minor.)

Witness
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