
Insured’s Information

Company (Insurance Policy Holder) ...........................................................................................................................................................

Business Category ................................................................ Position .................................................. Division.......................................

Contact language          Thai          English

Convenient Contact Address .......................................................................................................................................................................

Current residence country ............................................................................................................................................................................

       Spouse               Child  

Address .............................................................................................................................................................................................................

Address .............................................................................................................................................................................................................

 No 

 No 

statements are true.

 

(English translation for the convenience of foreigner applicant only)

Suggestion for Completing the Health Insurance Application Form

th th

Application Form
Health and Accident for General Group 
and Organizational Group

aetna.co.th



 

           No            
5. 
           No            

The Applicant must truthfully answer all questions. Any concealment or misrepresentation of the truth may result in the 
insurance company refusing to honor insurance claims, as per Section 865 of the Civil and Commercial Code. 

 

 

Disease
Date/Month/Year of treatment (please 

stipulate whether you received diagnosis 
or treatment or notice by physician)

Clinic/Medical Facility (if 
you can specify the name 

of physician, please do so)
Treatment and current symptom

(English translation for the convenience of foreigner applicant only)
F-CM-01E   Rev. 03   

I hereby certify that the Applicant is a real employee of Company     

(Employer’s name and seal)

Employer................................................................................................. 

by  …………………………………………………………………...............(signature)

Title …………………………………………………………….....................................

(according and the 

Department……………………….

In Case you declared 


