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Application form for Health and Personal Accident Insurance

Only apply for Non-Immigrant Visa Type O-A (Period not exceeding 1 Year) in accordance with the Cabinet Resolution, dated 2 April B.E. 2562 (2019)

Suivesuduenlsziuse (Af.): Insurance Start Date ....... [ eeeneens A ODMMYYYY) | auitlusmverenlsz i : Application Form No.
uilsziufaii@en Selected Plan © D e
D iSmart Health O-A Standard Plan D iSmart Health O-A Plan 1 D iSmart Health O-A Plan 2
D Other .......oooiiiiii,

1Welsziuse: Total premium ................ UIN: Baht

1. gazPaaguee1lszune: Applicant’s Details

%ﬂé}ﬂlmﬂ‘lﬂizﬁuﬁﬂ : Applicant’s Name

D U8 : Mr. D U : Mrs. D UNWATI : Miss

“T;E) : First Name %ﬂﬂ’mﬂ : Middle Name UINEANA : Family Name

widemumauai : PASSPOTE NO. ...t JUNUABIY: Expiry Date ........... [ [, (DD/MM/YYYY)
el : Gender [d Male: 910 [ Female : 1’@\1 07 1 Age............ (Minimum 50 years old) & ilJﬂﬂa : Nationality ............o.ooooi
JundouAling (AA.) : Date of Birth ........ Y T (DDMMYYYY) thwdn (n.y A9Uga (¥W.) Weight (kg.) /Height (cm.) ........... Joveroiann,
aﬁwﬁaumﬁﬂmmq 1 YOur 0cCUPAtion DEFOTE FEUICIMENL ... ...c.ciuiuiuiiriririrtetetet ettt sttt ettt ee bbbttt bbb bbb ea e et st st e bbb e bbb e e et sttt e bt eb b e b bbbt ettt b bbb en s et et ea s ea et ees
GG : POSTHON vt Snvazauiin - TYPE OF WOTK. ..o,
ﬁaéﬁwﬁu TOUITENE AAAIESS. ... o e
Tn3FMmNiToaD : Mobile Phone No..........ovoveveerevee Tnsmriti ; Telephone No.............cevneeee.. B Ermaileeeeeeeeee e

(% J
Do ‘imazlaﬂﬂé"wﬂiﬂﬂ‘vu: Beneficiary’s Details

4 o o
%Bﬁiﬂﬂiﬂﬂ%u 1 : Beneficiary Name 1

Owe:mr Owe:ms. Owwan:miss Cidnme:mr O diandia:Ms. T 8U9  Other..o.ovovooiicoeeeeeeeeeeeee .
%9 : First Name Fona : Middle Name UINEANA : Family Name

105185 E M BU/AMTITDAUNIUAUN 2 ID / Passport NO. ...eveeeeeeereeeeeeeeeeeeeeeeeeeee, FYBIA: Nationality ...........cooverrerorearereerieeanenns
INA : Gender D Male : ¥18 D Female : ‘Hﬁjd JundouAlina (Af.) : Date of Birth ........ VA [, (DD/MM/YYYY)
AnuduWuTnuduere 15 iusio: Relationship to the Applicant [ gawse : Spouse [l yas:cnitd  CI8ue:other ..o
o 1 ] ) o a1 Y]

AAAIU (3980) Ratio (Percentage) ...........vvvieniineieeieineineiineennnn. TNIANANAAAD IR - Contact Phone NOw......eeoveeeeoeee oo
BUUR S BrNATL e+t eee et eeeestee e seeeee e e e et 2 e et e ettt e e

‘Tf@ﬁj%lﬂﬂiziﬂﬁlfﬁ’ 2 : Beneficiary Name 2

Owe:mr. Owe:ms. Oweana:Miss Oifinmne: Master Tl @invdja: Ms. T 819 Other..ovvoeeeoeeoeooecoeeeeeeeee
Z1!'16 : First Name ﬂd‘i’r]ﬂmﬁ : Middle Name UWAND : Family Name

5281952 DR UNIUAVT < ID / Passport No. ... oo FYBIA: Nationality ..........cocervrvireeeeereeneenenes
IWA : Gender D Male : ¥ D Female : Tii@\i i”u/gﬁau/'ﬂu,ﬁﬂ (Afl.) : Date of Birth ........ VA /e, (DD/MM/YYYY)
ﬂumﬁuﬁuﬁf‘fmjﬂ;mmﬂizﬁuﬁ'&: Relationship to the Applicant O i‘jﬁlﬁﬁ : Spouse O 1JA73 : Child O 5"1‘!6] tOther ..o
daaiu (%’aaa:) Ratio (Percentage) ............ccoeeuieuneiiiineineiniiinaenenn. Imﬁwﬁﬁaﬂ@ia"lﬁ' 2 Contact Phone NO......oviviiiiiiiii e

= .
2INA : E-mail
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Application form for Health and Personal Accident Insurance

Only apply for Non-Immigrant Visa Type O-A (Period not exceeding 1 Year) in accordance with the Cabinet Resolution, dated 2 April B.E. 2562 (2019)

3. MomgumndmSugvero1)sziuae: Health Questionnaire for Applicant
1. nuidsziusegquam dsedudolsndionse Yssiudia vielsziudoaifmg fuusin deaneudsziude $1va imvw) vieuSimlsziuseow
n30'lu: Are you currently covered by any health, critical illness, life or personal accident insurance policy with The Falcon Insurance Public Company Limited
or any other insurance company? O MNitimo O Tﬂiﬂ’izu/Y €8 PlEASE SPECITY ... ettt
2. munegniiasmsveron)sziudiia vielsziudeguam viedsznudsliniiouse nielseiusvgidmadiuyana viegnifiasnisaeergdann
sziusy ﬁagﬂﬁamﬁmﬁﬂﬂizﬁuﬁmﬁu whondounaaiouludmiunisissusiosand1ieli: Have you ever been rejected from the application
or renewal of, or received rate adjustments or changed exclusion for any life, health, critical illness, or personal accident insurance?
O Mlimemo O 1 I‘ﬂ’iﬂizu JY @8 PLASE SPECILY ..ttt ettt et e e e e e
3. Tuszezna s Pidanoudalegiu vume1d5uide Tems wieldsumsitesenm Sunisrda Sunmsiwiavieegsznie msiinitu aaeaousy
msaﬁﬂ‘muaxﬁmum‘hmﬂuwmj'ﬂyaaiiﬂﬂ”wia'lﬂﬁ 15014 During the past 5 years, have you ever been infected, had symptoms or diagnosed, undergone a
surgical procedure, been or being treated, receiving medical consultant or advice for any of the following illness (es)?
51 |® TsawezEanaiia (Cancer) O Nitaw : No O 1aw (TJ5a321)) : Yes, (please specify)
o Tsanasaidenauni(Stoke) ANUAMINANIELBY auBuiden T5n O Nitas : No O 1o (T1)5a3%1)) : Yes, (please specify)
wiinudu Tsndn(Stroke, Brain disorder, Alzheimer’s disease, |
Parkinson’s disease, Epilepsy)
o Tsmhlwazvneadontiale Tiﬂﬂaﬂqﬂﬁuz‘ga% TsngaauTthnes | O hiwe:No O e (T5a321) : Yes, (please specify)
(Heart disease and coronary artery disease, Chronic obstructive |
pulmonary disease or COPD, Emphysema)
o Tinlafosniielane Tsndurterwia Taaduuds Tsnhiady | O Nime:No O ine (Tsas21)) : Yes, (please specify)
dnLer B, C Iiﬂﬁyij ﬁé’fﬁﬂ (Chronic kidney disease or kidney |
failure, Hepatomegaly or splenomegaly, Cirrhosis, Viral hepatitis B, C,
Alcoholism)
o Tsneaduiefidenuinde laie HIV Tsmdeadeguusanie O Nitas : No O 1o (T1)5a3%1)) : Yes, (please specify)
fuiludedldrudoneduminawe foumuAscites) |
(AIDS or positive HIV test, Severe blood disease or having the need of
frequent blood transfusion, Ascites)
e Isawauead (SLE) lsaduea (Multiple Sclerosis) 15ATATHY O Nitaw : No O 1aw (TJ5a321)) : Yes, (please specify)
(Crohn’s disease)
o Sungny sura nanm ims Tsavadszam neldmaanda | O lime: No O e (T1)saszay) : Yes, (please specify)
(Paresis, Paralysis, Disability, Handicap or Mental disorder) |
32 Tiﬂmmﬁuiaﬁmqa : Hypertension or High blood pressure
O Mitae : No O iy (Tﬂim:u) : Yes, (please specify) 11 2?J1'7iw'1um: In the past 2 years
O e ihinudniiuau 19luvedlsanennamsz Isaanusuladings -
I have been hospitalized from high blood pressure
O Mg iihindriluauldluvedlsmennamsz Isaanuduladings :
I have never been hospitalized from high blood pressure
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Application form for Health and Personal Accident Insurance

Only apply for Non-Immigrant Visa Type O-A (Period not exceeding 1 Year) in accordance with the Cabinet Resolution, dated 2 April B.E. 2562 (2019)

3.3 T5AIIM21U : Diabetes mellitus
O i : No O 1 (Tlsaszalszian) : Yes, (please specify the type)
O Aosiiadugau ienein$num luTsamennams iz 1sanmHEee M5 RNEITe4 : Requires insulin injection or
have been hospitalized from diabetes mellitus or other complication related from diabetes
O idesdndugau uaz Tine sinndluTsanenamse Tsannvunioe1nsiingates : Does not require insulin

injection or have never been hospitalized from diabetes mellitus or other complication related from diabetes

34 ‘lmﬁuiuLEGQQQ:Hyperlipidemia
O "MiAs : No
. o ] ..
O 1Ny (Iﬂiﬂizu) : Yes, (please specify) O SAYINYYT : Oral medicine
O hideanuen udunnduugiihlieaniidenie w3eaugueIMIs: Exercise or diet control
: 5zﬁu"lmﬂuﬁmaﬁﬂﬂﬂ§ﬂq 19A (AADIAAIADIDA) : Maximum cholesterol level found on examination (Cholesterol)
O 200-240 un. %: 200240 mg. % O 31ANI 240 U, % : More than 240 mg. %
: izﬁﬂqmﬁuﬁlﬂﬂaﬂﬂﬂaQQQQ (Ilﬁliﬂamfﬂ‘liﬁ) : Maximum triglyceride level found on examination (Triglyceride)

O 150- 200 un. % 150240 mg. % O 11ANI1 200 ¥N. % : More than 200 mg. %

3.5 Isamana®iiie: Thalassemia
O Naisihe Mo
O il (Tﬂ’iﬂizu) Yes, (please specify)

& y & X Lo .
3.6 LUBIDN NOULUD ANLUD FTA : Non-malignant Tumor, Mass or Cyst

O it lsimenslu : No

O 1/ wadlu (Tﬂiﬂizu) : Yes, (please specify) Uszian / ¥l Type of tumor, mass Or CYSt ........coceveverererurrenas o38zd)u : Position

@ Y

= ' 3| l @ ]
O é&aieg /1ilueg: oncurrently O $nw1 150 H1AAIAD : Under treatment or post-surgery
' 2 X a L a
O Aun31 23 More than 2 years waFuLile: Pathology report O 1nf : Normal O T31nd : Abnormal

O 11oun31 27): Less than 2 years waFuiile: Pathology report O 1n@ : Normal O 13i1nd : Abnormal

3.7 Tsnduq rielsndsedrdd nielsaiEesedns uonmilennina1u919du ; Other disease or underlying disease or chronic disease which are not
mentioned as above O 'litne /No O iny (Tﬂmi:uiwaz@ﬂﬂéﬁudw)/ Yes, (please specify)

o aa o o { o . . . . . . . .
$ ATIUIRYUNNY/ A UNE/D1N5/ M3n3290 1A5u: Diagnosis/Cause of disease/Sign and symptoms/Medical examination received

: WAMT5NY1: Result of treatment O 1Un@A Normal o 'lind Tﬂimzu: Abnormal, please specify

A = o Yo o o A o o "o A o aa o A a o A
4. ﬂﬁlfJﬁluﬁszgfnﬂﬁl 5 ﬂV]WTuﬂJTﬁ]uﬂ\?ﬂﬁ]ﬂﬂu 1/]']1!!.?]ﬂ‘lﬂﬁﬂﬂ‘]ilugu1%1ﬂ!!w1ﬂ8lwaiuﬂ1§ﬁﬂH'I Iﬂﬂﬂ'ﬁﬂ‘]ﬂﬂ Wi@illﬂ']5ﬁ]3'Jﬂ'nqlﬂﬂﬂlwulﬂﬂ@ulu@ﬁﬂ’]ﬂiiﬂ

1%

A < A o g A oA a a Aoy MY Y o o A w0 ¢ A o ] o A '
‘ﬁi@ﬂ'ﬁ‘ﬂ']ﬂ!ﬂﬂiﬂ‘] w30 Mauduie ve fJ\?iJFJ']ﬂ"IiNﬂ’JJﬂ(ﬂnlﬂ”] wm"lu"lmmsumﬁnm ﬁiﬂiﬂﬂ11ﬁﬂﬂ1%’lﬂ!l“w7lﬂ 139 Elﬂvli»lmlﬂﬂig’,ﬂ'l ‘Hi@llll (nn
o aa o s o ° o A o ) 9 ' . .
531¢) ﬂ;ﬂ!153‘1.!5151@13!?JﬁlﬂﬂTJuﬁ]ﬂﬂ‘Uﬂ\uLW‘V]ﬂ ﬂWﬂWiﬂ%’l’]ﬂ1ﬂﬁLLﬁﬂ\i ﬂﬁiﬂ“hﬂﬁ%ﬂﬂ%tu%lﬂﬁhlﬁli‘u HaZIUNDIANINAI) : During the past 5 years until now,
have you ever been advised to have a surgical operation or investigative procedure related from disease or injury or illness or currently have any abnormal

disorder which has not yet been treated or which you have not yet consulted the doctor? ( If yes, please specify details of diagnosis, signs or symptoms

treatment or advice received and date related)

O MNipe:No O iae Tﬂimgu : Yes, please specify

v 1w q o o & & 2 wa o o 9 a

5. 'ﬂﬂﬂuuﬂ'luﬂﬂﬂﬂﬁ]E‘J:].‘Ll‘lf’Ningz‘Wﬂ?\lui]'mﬂ'lili]ﬂﬂ'lﬂ ﬁ%ﬂﬂ']iﬂTﬂlﬂUﬂTﬂQUﬂlﬁﬂ ﬁ%flﬂ']ﬂﬂ']iWﬂiﬂE']ﬂ’ﬂuiiﬁW?ﬂU']ﬁﬁdﬁﬁ]’dﬂ'luW?J'HJTﬁL’J“HﬂiilJ ﬁdiﬂll
' Yy

ﬂ1ii%ﬁ1ilﬁWﬂﬂ1ﬁIWHﬁ%ﬂLﬂEJ‘J“]Jﬂﬁiﬂ‘kﬂlfﬁﬁl’mUT‘JﬂWHQ‘Nﬁ@NW%i’)]lN: Are you currently on recovery from any illness or accident injury or post

discharge from hospital or substance abuse or had been under treatment for alcoholism?

O Nil¥:No Oy Tﬂﬁmzuﬁnﬁ@ : Yes, please specify
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Application form for Health and Personal Accident Insurance

Only apply for Non-Immigrant Visa Type O-A (Period not exceeding 1 Year) in accordance with the Cabinet Resolution, dated 2 April B.E. 2562 (2019)

s ' Yo aa o AW s a s P A Vg ' 2 X ) a

6. meﬂ,uiwxnm 5 ‘ll“V]WTLllﬂ ﬂ1u!ﬂﬂ1ﬂiﬂﬂ1§ﬂi?ﬁ]]uﬂﬂﬂ DINYU LBNHLIYADUNUADT ﬂ15ﬂ53§]ﬂiﬂﬂauLLNLWaﬂ1Wﬁ1 NITAIATIVFULUDNNATUNID
a o ¥ 7 A o A A A ' A Ay Y o o A

ANYT NITATIIDANIIHEIA ﬂﬁ(ﬂi'ﬁ]ﬂﬁuﬁ’ﬂi} HIDNITANITIVNADA ﬂﬁfﬂ’mﬁi@.lil (e ﬂ?m'ﬁzuwﬁﬂ1i(ﬂ3'Ji]ﬁif)ﬁ'ln’iQﬂ@]ﬂ\?ﬁl‘liﬂﬂ‘li(ﬂi'ﬁ] AUADU

9 uazaaunias 99) During the past 5 years, have you ever had any tests such as Computer scan, MRI, pathology, ultrasound, electrocardiogram, blood test,

or urinalysis done? (If yes, please specify the cause and result of investigation together with, date and hospital’s name.)

O Miwe:Nno O Lﬂﬂiﬂiﬂixﬂ_j : Yes, please specify

' Yo o =2 o oA aa o A a A Ao v o A ' = ¥
7. ‘1/]1ulﬂﬂ‘lﬂ§1Jﬂﬁllu.;”,u‘liﬂﬂLL‘W‘VIEJﬂQﬂ‘liiﬂ‘ﬂ‘liﬂﬂﬂ‘liNWIﬂ m'amsmamuammwnmmu“lﬂ ﬂm"lu'"lﬂnszm Wiﬁ]‘lll (Wnpe NIUITSYIYATIBYATINNN
4 k3
Founnsuaz Isaneu 19): Have you ever been advised to have a surgical operation or investigative procedure which has not yet been performed? (If yes,
please specify physician’s and hospital’s name.)

O Mhio:No O 1nv 5z : Yes, please specify

v o o & A o a a a 3 y X A A a A A Ay AN Y ¥ o o A
8. ﬂi]i]‘Uu1/]1uﬂ']ﬂ\ufl]'ﬂ'lhﬂﬂif]ﬂf]']ﬂ_liwﬂﬂﬂﬂ (@MU ﬂ’J‘]illi]“]Jﬂ'Jﬂ NOULUDIDN ﬂ]’)zlﬁﬂﬂﬂﬂﬂw@ﬂﬂﬂ Wi@ﬂu“']) ﬂf]\1N“lﬂ!slnﬁUﬂ155ﬂy1ﬁsﬂiﬁﬂy1ﬂ1ﬂ

d ' . .
wynd v50lai: Do you currently have any sickness or abnormal sign and symptoms which has not yet to be treated or consulted with the physician?

O it : No O ﬁWﬂﬁTﬂiﬂizu /Yes, please specify

9. ‘I/I'”qunu‘lfiﬁ%f]‘lij: Do you smoke?
1uofa : In the past O 'liiq‘n: Never
O mﬂqufuaz: Yes, amount per day ...... WU stick(s) / quzﬂuwmmu ....... ) : For the period of .............. year(s)

ﬁﬂjﬁu : Presently O 'liJ"s;r U Never

@) qui”uaz: Yes, amount per day ............. 1IU stick(s)

a ' ) D) v o Yo Aaa o 1 & A s aa A o o <
10. YA WA aause W“Vi501!6\1“1]@@@“1]@&01‘1]53ﬂ‘L!ﬂEll,ﬂflllﬂiﬂﬂﬁ’luﬂﬂﬂ]“ﬂﬂﬂ’m mmaﬂmmummmtﬂm Tsmmmm I‘iﬂ‘l’i'ﬂ‘ﬂ Tsamm iiﬂ?‘i’sﬁ’)ﬂ
v ¢ ' . . s

lnenaNBl (Stroke) 15aln11e nSefiimeauinnelaFalsaead wie la: Have your family member(s) ever been diagnosed with illness or death from
tuberculosis, diabetes mellitus, heart disease, cancer, stroke, kidney failure or tested positive for HIV?

O it/ Bt No

- A . T
O 10/ Yes, Tilsaszayynanaiitiu Please specify the individual

s A A Aa . v A Yo o A A Aa
mm@mmuﬂaammﬁamm Cause of'illness or death ......................... AUNVITUMITIINHINTDAYYIN Date of treatment or death

' 1%

@ S| ° ' 4 o w 1 v H . . .
1. Jagriunusvlsznweniulszsmsonoiiio wieii lsnlszdida wieTsnGesalan w5e'lu: Are you taking any medication regularly or have any
underlying disease or chronic disease?

O Bilg:Nno Oy 1"i1ﬂ1“ﬂﬂ‘§ﬂ‘§5u§@ﬂ1 ﬁnﬂ@?ﬁﬂiiﬂﬁ!ﬂu : Yes, please specify the medicine and cause of illness

4. M5usesvesfvere1)sziusiy Affirmation of the Applicant

fuetenlsziudolszasdezidonsunsusssilsziudoriumaroiniala

Please select how the applicant would prefer to receive the insurance policy

0 5wl e-policy medid (Email) ‘ﬁ’izu‘l’?: Receive as an e-policy via email (Email) specified

0 sushuenans Tﬂadﬂﬁmﬂﬂm{ﬁﬁmuﬁaéﬁa:u‘li’: Receive as a document by post at the specified address

A o oy v o P ¢ o oA yiqu v 1y v v oo o g A g oy &
L'ﬂu‘ﬂﬂﬂﬂﬂﬂuizﬁ'J'NPJWJ?JL@T}Jizﬂuﬂﬂ!!ag'ﬂi'ﬂﬂﬁ'] ﬂill‘ﬁiiﬂ'ﬂizﬂuﬂﬂufﬂzVIJJGlﬁﬂ'ﬂﬂﬂilﬂﬁﬂﬂllﬂﬂjﬂlala']ﬂizﬂuﬂﬂﬁ']ﬁﬁﬂﬂ13U1ﬂlﬂﬂw3aﬂ’]ﬁlﬂ°ﬂ‘]J'JEJ“]N

&

De

a

A A4 A g ) ] A g Ay v oYy o o oA A A

navulagnsa NIDAUVIUDINIIN “H5?]!‘]]11!EJTﬂ'ﬁ!!‘V]iﬂ“]fE]u‘llﬁ]ﬁﬂ']ill'lﬂ!i]'llﬁﬁJﬂ'lil,ﬂ'll‘]J’Jchlﬂ"] mmmmﬂiznuﬂﬂ'lmmm'lﬂu“lumeummﬂi:ﬂunauwiam

a o v Ay v Y v v £ 9 R a A £
mumﬂmumnw"lmzu“lumn FUTUUUNMYYNLIUANUAUATOURNIL Iiﬂ °]NWlli’]LﬂTlJizﬂuﬂﬂvl@i‘ﬂ‘V]‘iTUL!,a$ﬂuﬂﬂhﬂ1ulﬁﬂuvlﬂlunﬂﬂigﬂ1i (Iﬂﬂ

9

a o @ 3|
TJTH‘VH]%E]EJﬂ!EJﬂﬁTi!!uﬂﬁTﬂfJﬂ!%’uﬂ’J'mﬁﬂﬂEENLWW']%Ti'ﬂuu”] !‘]J‘LlﬂTi!ﬂWTz)
It is agreed between the applicant and the company that this insurance policy will not provide cover to the applicant for injuries or illness that occur directly or as a
result of or is a complication of injury or illness that the applicant has stated in this insurance application form or as the company have excluded as specified in the

supplementary document for the specific disease in which the applicant is fully aware of and agrees to comply with these conditions (The company will issue a

supplementary document for the specific disease especially).
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Application form for Health and Personal Accident Insurance

Only apply for Non-Immigrant Visa Type O-A (Period not exceeding 1 Year) in accordance with the Cabinet Resolution, dated 2 April B.E. 2562 (2019)

Y Y s v v v Ao A 7 v oA AaAw NIV w o o X y g o ' -
GUTW!iﬂlJﬂ'JnﬁJﬁgﬁ\iﬂell'ﬂlfl’]Tﬂﬁgﬂuﬂﬂﬂﬂ‘u5}:11/]?]’]1'N'0u|15U6]Jﬂ\1ﬂ§uﬁ§5uﬂ§3ﬂuﬂﬂ‘ﬂUﬁyﬂvlﬂimﬁWWiUﬂWiﬂﬁgﬂuﬂﬂu LASUTINIRIUDIUITBDINGT1YALIDYUN
' vy 9 X 9 Yy 4 Yo v o A g o v o oy oy A o a vy
AN "U‘N@luugﬂﬁf]\ulﬁzﬁuﬂvim "U’]Wﬁ]’]ﬂﬂﬁ\?‘ﬂﬂzGlﬁﬂ']"llﬂlﬂ']ﬂigﬂuﬂﬂulﬂuaﬁﬁ'lueuﬂq ﬁiyilﬁﬂizﬂuﬂﬂizw’JNﬂnWLmuazme HINIWASIDYAUDIVINLD
& & A sy A 9 Ya Y a o a o v vy 2y g o VA Y
Lﬂuﬁ/ﬁ]ﬁif]ﬂﬂﬂﬂllilllﬂﬂﬂ'ﬂilfﬂiﬂ "U‘IWﬁanuﬂ@ﬂﬂlﬁﬂi}lﬂﬂﬂﬂlﬁﬂﬁﬂlﬂnﬂizﬂuﬂf]llﬂ HUHININNUUVINRIVDUDUDIUIALD VIHN waﬁﬂﬂuﬂiﬁﬂuﬂﬂ 1NA

o

o = % { o an o ' 9 v 7
(WHIBU) Gl,uﬂﬁellﬂi‘]J‘lﬂiT]Ji1Elﬁ3!88@1%@%n’dﬁlﬁﬂ’lﬂ‘uﬂi%?ﬂﬂﬁiﬂyTWEJT]J1ﬁLLﬁ$’c’fﬂ1WiNﬂ1EJSU®\161J1W!%W1NLWV]EJ INWfJﬂJm ADIUNIIVIDNIVNTTY

o

A s A An o oo oA A A o oy g oA ¥y 2 9 d a 4 o A A A o
ﬁif]f]\?ﬂﬂ‘]if]ublﬂ nu uVIﬂﬁi61/]i’]‘ULifNlﬂfJ'Jﬂ‘U"U’]Wﬁnﬁiﬂq"llﬂ’lwellﬂﬁelﬂwm'] 3'JllﬂQEUEWH]%i\uﬂfJ’JﬂUﬂ13(ﬂi'ﬁ]‘Vlﬂﬁ@‘UWﬁm@ﬂlw@ﬁi?ﬂﬁ’]ﬁf@q’ﬁﬁ HIV

I would like to apply for insurance with the company in accordance with the conditions of the insurance policy that the company has used for this insurance and I
certify that the statements above are true and complete. I agree to provide this insurance application as the insurance contract between me and the company, should
there be any false statement or any truth being concealed, I agree to let the company cancel the insurance contract. In addition, I authorize the Falcon Insurance
Public Company Limited to obtain information about my medical history and physical condition from doctors, hospitals, medical institutions or any other

organization that has a record my health including the facts about the blood test for HIV.
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I do hereby give my consent to Falcon Insurance PCL or its representative to request copies of any kind of information regarding my health records or health
condition from any physician, healthcare provider, or any organization until completion. A photocopy of this statement shall be as effective and valid as the
original.
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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 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 : ...........ccceveverereeienieneneneeeeneeneeneenees
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"q‘iﬂﬂ‘ﬂixﬂ‘uﬂﬁl (na.) L‘ﬁﬂﬂsﬂﬂ%uiumimﬂmua‘qsnﬂ‘ﬂsxﬂum I consent to the company to keep, use and disclose facts about the health and information

of the applicant to the Office of Insurance Commission (OIC) for the benefit of overseeing the insurance business.
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The Company reserves the right to check medical history and diagnosis of the Insured, and has the right to conduct an autopsy, within the limits of the law, in case
of death, and the expense incurred will be paid by the Company.
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If the insured person does not allow the company to investigate his claim or does not give permission to access his/her medical record or diagnosis, the company

reserves the right no to pay such claims.
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Application form for Health and Personal Accident Insurance

Only apply for Non-Immigrant Visa Type O-A (Period not exceeding 1 Year) in accordance with the Cabinet Resolution, dated 2 April B.E. 2562 (2019)
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Applicant’s Signature
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Direct Agent Broker License No.
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Warning from the Office of Insurance Commission (OIC)

The applicant must truthfully answer all of the questions in this application form. Any concealment or false statement may result in this insurance contract to be

voidable. The Company shall have the right to void this insurance contract according to section 865 of the Civil and Commercial Code.
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