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I hereby certify that all the statements in this document are true, and I agree to disclosure my personal information to The Falcon
Insurance Public Company Limited for use in the performance of the insurance contract and hereby grant authority to The Falcon
Insurance Public Company Limited or its representatives, including individuals with the authority of the company, to carry out
procedures involving physicians, hospitals, clinics, other insurance companies, government agencies, non-governmental organizations,
institutions, or any other individuals or organizations, both within and outside of Thailand. This authorization allows the disclosure of
all health-related information, including medical records, details of medical history, illnesses, treatments, consultations, and any other
relevant personal information pertaining to my health. I consent to the collection, utilization, disclosure, and any other necessary
actions related to the aforementioned data by the company. Furthermore, a photocopy of this document shall be considered equally

valid and binding as the original.
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