Application Form

Health and Accident for General Group
and Organizational Group

Please choose the language which you intend to use for issuing the Insurance Policy

[] Thailanguage, Please complete all information in the document in the Thai language
[ ] English language, Please complete all information in the document in the English language
[ | Both Thai and English, Please complete all information in the Insurance Application Form in both languages

Insured’s Information

1. Name Of INSUIANCE POLICY HOIARE ...t ettt sttt
BUIAING .o

Telephone NO......cciriceeee e

Contact person

BUSINESS CALEEONY ..ttt ettt ettt ettt ettt b et ea s bt e b e st e st s s et es e s s e st e st s e st e b et e b e st s e s e e b e a s e s e et ea e e b e s e st s b en e ebe s eneeb et es e b e st eb et ensensensenbenbenne

FirSt Date Of INSUIGNCE COVEIAZE. ...cuiiririeieiririetiirieiesirtsteteeststeseststese et tese et s bebesetesebes et ssesensebesene et eses et st ebesen et st esebe s e st e st ebebesenenessebebesennnnes
2. Do you need the insurance to cover the officer and employee of the company in the same group?

[] No []Yes, Please complete the name of the company in the same group

1)e INIMIE ettt bbbt a bbb b A £ AR b bk £ e AR h bk E AR bbbt R ettt bbbttt s
Zip COAE i
2). NBIMI ettt ettt b bbb b4 4 £ Aot h b b E e R bbb £ E R h b E AR b b h et a bRt Rt bbbttt
ZiP COAE it
3] NI ettt bbbt R bbbt R R R R b bR bR Rttt b bttt n e
AT o N oloTo [T RPN
3. At present, Have you already purchased the health insurance or accident insurance with other insurance company
or not?
[] No  []Yes, Please specify the name of the insurance company
) ettt bbb bR E bR R e e R R bRt E e R R bR AR E e R bbbttt b ettt b b bebne
) bbb e R R RS E e E R R bR Rt R et e e R R bRttt R R bR bRttt e e a R b bttt st et
4. This group insurance of health and accident shall cover
[_] All employees of the Company ( )including the Dependants () excluding the Dependants

[_] Only the employees passing the probationary period () including the Dependants () excluding the Dependants

5. Premium Payment
[ ] The employer pays the whole premium for the employee. ( ) including the Dependants () excluding the Dependants
[ The employer pays partial premium for the employee.
6. The date on which the Insured Person entitled to the coverage
[_] The first date on which the Insured Person works for the Company
[ ] The date after the Insured Person passed the probationary period
[ ] Other
7. Number of the insured employees
[ ]Single employees s Male Employees ... Female Employees
[ | Married Employees e Male Employees .. Female Employees
[ Number of Dependants (SPOUSE @Nd CRIlA).........o..ovurvrerreeieieseseessessesseesesseseesses e ssessessessssssssses s sesssessessasssssssssasssssssssssssesssssssssssenses
[ I Number of persons Who are oVer 60 YEAIS Ol...........oc.cueueverereereeeeeseesiessesssessessessesssssesssssssssssessesssssssssssssssssssssssssssssassssssssssssssses
8. Benefits of Coverage
Please attach the QUOTATION INO. ..ciiciiiiieieiiceet ettt ettt st sttt e bt e b e b e ebeeab e b e sbeessebesbbenbesbsessesseessessenseebseasenbesbsensensesasersenseeseensenss

(English translation for the convenience of foreigner applicant only)
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9. Which method do you intend to receive the compensation?
[] To pay in cheque, specifying the Company’s name as payee
[ ] To remit money to the Company’s bank account, Please attach the details for the transfer of money via bank
0 Bank’s name

O Branch office

O Account type [ ] saving account [_] Current account [_] Other
O Account No

O Account name

[ | To pay in cheque directly to each employee
[ ] To transfer money to each employee’s bank account, Please attach name of the Bank, its branch office including
the bank account number of each employee
10.You intend to receive the documents relating to the invoice or the credit note when you notify the employee starting to work
for the Company or quitting the Company
[_] Every time that you notify the employee starting to work or quitting the Company
[_] Every month
[ ] Every 3 months
[_] Every 6 months
[ ] Annually
10.1 Which method do you intend to receive the returned premium?
[ 1To pay in cheque, specifying the Company’s name as payee
[ ] To remit money to the Company’s bank account, Please attach the details for the transfer of money via bank
O Bank's name

O Branch office

O Account type [ ] Saving account [ | Current account (0] o =Y OO
O Account No

O Account name

11.1, as the Applicant, agree and consent that

1) If the statement of myself or either employee is false or if |, employee, omits to disclose facts, | hereby consent to the
Company who is the insurer to avoid all agreements or only specific agreement;

2) The Applicant consents to the Company to check the evidences relating to the employees, salary rate including any other
material facts for the consideration on approving the insurance or for other purpose of other action during the period
that the Insurance Policy is in effect;

| hereby consent to the company's keeping, use, and disclose of the facts about my health and information to the OIC for

the benefits of supervision of the insurance business.
Would you like to claim for personal income tax deduction with this health insurance premium ?
[ ] Yes. and | permit the insurer to send and reveal the information about this insurance premium to the Revenue
Department. If the applicant is a Non-Thai Resident, please enter the taxpayer ID number given by the Revenue
Department......ccccceevevenennenne.

L] No

Warning of the Office of the Insurance Commission

The Applicant must reply all above-mentioned questions with the fact. If the Applicant omits to disclose facts or makes
false statement, this insurance agreement shall be voidable. Then, the Company shall be entitled to avoid the insurance
agreement in accordance with the Civil and Commercial Code, Section 865.

(English translation for the convenience of foreigner applicant only)
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