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Application Form for Health and Personal Accident Insurance “Long Stay Visa” I

sneR:dunyusianUs:riuse [mﬂuF’fs:unGmsUs:‘a'ﬂﬁolJs:aﬁuutﬁé’aﬁﬁoﬂalﬁunw]
Applicant’s Details (as stated on ID Card or Passport)

BCHI 1D No. A0001-00096

U2 AU I/ NI F BLA RN
ID / Passport No.

wig : Mr. U9 Mrs. UNF : Miss

Wnae ;. Master AN Ms. 17 : Other

Fagatensziudie : Applicant's Name
I8 : First Name Fanane : Middle Name

WINENA : Family Name "
IWNNABNE : Expiry Date

v @

wINARUIzNUAE : Policy Commencement Date - -

LWe - Gender §0UNIW - Marital Status
718 : Male 7ty : Female a9 @ Single SNIE  Married vde © Widowed e : Divorced
918 1 AGE o < o3 - Nationalit wwin () - UGy (7)) IOULDI (TH.)
(Minimum 50 years old) L7e - Nationality Weight (kg.) Height (cm.) Waist (cm.)

Tw/Lfaw/ifia (A.A) : Date of Birth - -

913w : Occupation Aure : Position ANz IBNTN - Type of Work
(mMninBemengudIngw sy inaga)

(If retired please specify your last occupation)

fegaqu : Current Address

S

auazfog §ouivingu : Company Name, Work Address

fiogfidiosnsliansie (IWan3z1) : Contact Address (Please identify) figilagiiu : Current Address flogfivinem : Work Address

a

Tnsdwrisiade : Mobile No. Tn3dwyitu : Telephone No. fd : E-mail Address

TeazideanInunidiniurinaiedulry : Bank Account Details for the Payment of Claims

oWIA1T © Bank #0910y : Account Name

a971yT : Account No.

8191 : Branch

sneanBunySudsTasu (AIvAsUTudnsUs:SsoUssnsuRsortivioIGiuNIv)
Beneficiary Details (as stated on ID Card or Passport)

U2 AI U1/ AT aLA NN
ID / Passport No.

#IE1Y : Miss
a1 : Other

Wiy 1 Mr. W : Mrs.
Lnane : Master Wnmde : Ms.
faiFutszlani 1 : Beneficiary Name 1
j anane : Middle Name

¢4

78 . First Name

winana : Family Name Ju/ideu/Diia (a.f.) : Date of Birth

ANNTNAUBAUEIDLO7132MAY © Relationship to the Applicant W Gender Tnadwyingnsialé : Contact Phone No.
NI Spouse 1J»3:Child D) OtET s 118 : Male 7tdd : Female
fiogFutalem : Beneficiary Full Address Nationality Bia : Email

1092 AIU I/ AT ALAWNN
ID / Passport No.

#9E17 - Miss
a1 : Other

Wiy : Mr. W 1 Mrs.

LAingne : Master W : Ms.
foiFutiazleni 2 : Beneficiary Name 2
9 : First Name Fanand : Middle Name

winana : Family Name Ju/thau/diia (a.f.) : Date of Birth

ANNENNUSAUEB101132M A © Relationship to the Applicant Ine : Gender Tnsdnvfiamsalé : Contact Phone No.
Ejamﬂ:Spouse 1J»3:Child A9 S OtNET e 918 . Male 7ie)9 : Female
fogifFuuszTem! : Beneficiary Full Address Nationality fiua : E-mail
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Application Form for Health and Personal Accident Insurance “Long Stay Visa” HEALTH INSURANCE PCL

nuulaunN (Medical Questions)

o & ) o 4 o aa = |
ngmﬂmaummm’ﬁumm mndalanay “l4/1ae” nIIzyTauazNagraslsaneIuna niaadin anmwnIunaliunianaiulae l9/me | lailg/laivne
waziInAisne) anmifagun uasdoyadn g Anerdes Isassuindnlude 8 Yes No
Kindly answer the questions below. For each “Yes” answer please identify provider's name (hospital or clinic) and address,
injury or illness condition, date of treatment, current clinical and other relevant information. Please specify in Question 8

R o i - . P P
1. mmmmﬂmumwN@Nmaqmnﬂimﬁmﬂizﬁuqmmwimﬂ vIolu? (NTULHURUUWINTNETINUTENUNEY LAEANTNNINGTIHY TZNUNE)
Are you currently covered by any other Health Insurance policy? (If Yes, please enclose a copy of the policy and benefit schedule)

2. vhwasgnUfias @eunstsziude wndeuszin isdonls, snidndsziugunm vdouszindianiola?
MNLAE NIMIEYTgazLden
Have you ever had any Health or Life Insurance policy declined, postponed, rate adjusted, restricted or cancelled?
If yes, please clarify.

3. Tuszez10 DReunn viwaeienns wislasumunein vialasumditaae wislasunsineunelnulsandalud wiall?
In the past 10 years, have you ever had symptoms of, or been made aware of, or diagnosed with, or treated for any of the following?

3.1 - ensthedssee Tainsw (Headaches, Migraines)
- laavinanidananes (Cerebrovascular Disease or Disorders)
- ANARUNABW Y se9IzULUITEm (Any other Disease or Disorders of Neurological System)
- \Wunshen T5awala (Chest Pain / Heart Disease)
- ladw (Palpitations)
- wladuAaung (Arrhythmias)
- annAndnfvasden wala szuulvaliauladia (Any Disorders of Lungs, Heart or Blood Circulation System)
- \fudangan (Varicose Veins)
- LW (Diabetes)
- anuAulafings (Hypertension)
- szavlanulmdondnUnd (Dyslipidemia)
- Tsauien oasluu viasansne 9 ¥89319n1e (Blood Disease, Hormonal or Glandular Disease)

3.2 - azuunmainiigla (Respiratory System)
- neanliines (Emphysema)
- ﬂamqmné’uﬁa% (COPD)
- NoU7nA (Asthma)

- mamauhﬁia&"amxﬁu (Bronchial Hyper responsiveness)
- pRwAmuAnmela (Respiratory Allergy)
- Jyrnghumanieladu g l1J3mszy (Any other Breathing Problems, please specify)

3.3  -13ada (Psychosis)

- Tam3aae (Psychiatric Disorders)

- 1A3en AANNIA waulavau (Stress, Anxiety, Insomnia)
- 913:0fut5UTI% (Mood Disorder)

- fiumIznun (Panic Disorders)
= o :
- GHLAT (Depression)

3.4 - 4n wiaantny (Seizures or Epilepsy)

- 1Juan nuaa@ (Fainting or Black-out Spells)

35 - ANNRAUNAYDITEUUNLGAKEIMNT (Gastrointestinal Problems)
- n3nlvadau (GERD - Acid Reflux)
- uralunIzizeInieald ienaanlunadue s (Stomach or Intestinal Ulcers, Gastrointestinal Bleeding)

- aldudssan éldaniay sagantivasanld (IBS, Inflammatory Bowel Disease (IBD), Diverticular Disease)
- Augananay Auanay laduwnanay (Pancreatitis, Hepatitis, Fatty Liver)

|- Iﬁﬂﬁlaaqqﬁv’lﬁ ﬁ;ﬂumi‘f’lﬁ MaN19ining (Gallbladder Disease, Gallstones, Bile Duct Disease)
|- Ta#m919 (Anemia)
~1&deu, 3ada9 (Hernias, Hemorrhoid)
- WAB1¥3 (Food allergy)
~ANARUNAER 9 989n3EINz0TMN3 Siu MEesnld (Other disorders of Stomach, Liver or Intestine disorders)
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Application Form for Health and Personal Accident Insurance “Long Stay Visa” HEALTH INSURANCE PCL

Ta/wme | Tadla/laime

IUUNBUNN - soitiov (Medical Questions - Continued) Yes No

36 | - anwAnUnAvasdengnuann wie sruufunusiaznainilaaiz (Disorders of Prostate or Genitourinary Tract)
- annindnfvadle viale (Disorders of Kidneys, Ureterus)
- fiafila ( Kidney Stones)
- anuRnUnfaesniziwizasie (Disorders of Bladder)

- izuugﬂé’mﬁuUﬂwiaﬂ (Immune System Disease)

-1e9led taad nguensiiiedosnuiend lanfindomanagunius (HIV, ADS, AIDS Related Complex)

3.7 - 1anaa viae 11 wie lna (Neck, Back or Shoulder Pain)

- Tsanguennsthandnsiiie 18u waziiieidiogon (Fioromyalgia)
- ngnaINIIAnaNtauazdaniiia (Myofascial Pain Syndrome)
- INOUIDINTEYNAUNAINATILLEULIZE M (Bulging or Herniated Discs)

38 - lsmAnuiaUnd w%aﬂﬁjummslﬁmﬁ’mﬁwﬁa dasianIanszgn (Muscle, Joint or Bone Disease or Condition)
- onatheda desnay dagunneed (Joint Pain, Arthritis)
- TsAuWg#des (Autolmmune Disorders)
- nq‘ﬂ‘w%ammimmLﬁamlaﬁ'ﬁmﬂ (Any Degenerative Disorders or Diseases)
- TsafvrianTennuiinunfvesiovite QRukEIvite fu aafis Tl dx
(Any Skin Condition, Atopic Dermatitis, Urticaria, Moles, Lumps, Rash)

39 - simarnuAnUn@ieaium 11 ayn Twsulavis Ao (Disorders of the Eyes, Ears, Nose, Sinuses or Throat)

9
- daule Aanszan Aediu FvUszane mﬁuammﬁa@@LﬁaﬂﬁiuaaLﬁu
(Pterygium, Cataracts, Glaucoma, Retina Disorders, Blindness or Visual Loss)

310 vhwasdunzss wieen noih vioieldsunmanseiiedevietiinineiliAeadesiunnss vialesonviola?
dee Tanszy
Do you have any history of cancer, tumors or cysts, or been investigated or treated for suspected cancers or tumors?
If yes, please specify.

311 amivihuidelaiumsinendn g lnaduuzihnaunndwislad? dlg Tdsaszy
Are you currently having any treatment or medications recommended or has been prescribed by a physician?
If yes, please specify.

4 Tuszey 10 Druan vnweedr3ns @ lulsewentna soiunenuanTnIsn Aain vie aowinilwdols?
&3 Tosnszydauazfiaguasaniuneruia massnadu / maduihefidhinw uazszeznaiinm
Have you ever been admitted to or been treated at a hospital, medical center, clinic or sanitarium in the past 10 years? If yes,
please give the name and address of the hospital, the illness or injury, date of treatment and for how long you were hospitalized?

)

Fu/dowd A5nsn FoaounenuIa AIfanelin WNANITINE u«?‘{ammumﬁnmﬂ%mqm
Treatment Date (DD/MM/YYYY) | (Name of Healthcare Provider) (Diagnosis) (Result of Treatment) (Latest Follow-up date)
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IUUNBUNN - soitiov (Medical Questions - Continued)

T1/1p8
Yes

Tallg/laime
No

5. mwwmm%whifu (FOR WOMEN ONLY) :

5.1

' o v & 1 ~ 29 '3
umasiasstegnioly? dls lsaszyegassd
Are you pregnant? If yes, please specify number of weeks of the pregnancy

........................ e / Weeks

5.2

Tuszez 10 Diinuan weeilsaviaansfnUnfiieriuue sagn $vld vie¥els 1hnsagn Yszdiden szuufusiug
mi@?ﬂﬂﬁﬁw%amﬁﬂaamqmimﬁﬂmammn%au miuﬁh"mm w%amﬂ%’umimaﬁﬂﬁ]ﬁaLm:/w%a%’nmm:]:ﬂummﬂw‘%alﬂ?
fle Tamszy

In the past 10 years, have you had any diseases or disorders of the breast, uterus, ovaries, fallopian tubes, cervix,
menstruation, reproductive system, abortion or miscarriage? If yes, please specify.

5.3

uneAranyATHInawnialid? Have you had a prior child delivery?
WNIARBANIIUTITIY Surgical Delivery/C-Section?

Yes No 7 year

6 vhuweelaiuAunzinlinsiaitadey ansganin nieiinsdulausniniteniniszylideduniala? dlelusaszy
Have you ever been advised to have any medical test, medical check-up or procedure other than as noted above?
If yes, please specify.

6.1 tagturhuguengu 3n§ vieynivieln? dly vhuguidusmaniniusdein?
Do you currently smoke a pipe, cigars or cigarettes? #3% How many sticks do you smoke per day?
........................ NI / Sticks

6.2  yhudnaTosinffueanagaanioli? dls lsnssy (@wnleemdadediuany)

Do you drink alcohol? If yes, please specify (average units per week consumed)

7. vhwagldsunsaafiee wu WBueisle 39 sunw nsenda viainanInemaunndla 9 WunIdesndssnsianiely
Fuas Tusnszymenainans uine uazwanse
Have you ever had any special medical examination (such as MRI, CT Scan) any surgical, or procedures e.g. endoscopy?
If yes, for what? When? And the results?

8. vihwuaey “lg/ime” Tudonufinasnludedeaudeleadonioniontineazidealugesinediuas nialuonaaisds
When you answered “Yes” to any question in this form, please give details in the space below or put on additional paper.
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Application Form for Health and Personal Accident Insurance “Long Stay Visa” HEALTH INSURANCE PCL

nas;lLmmwmuumumwmwmﬂi 17 UeE aummmwmmmmmua Fo wardwdudnleiuisng demadesunacil Fwdidilainande
YazAudeiusgng Imﬁuamiﬂaawawaua“luiummmmm fufednedud Tnedadeindrmduas ﬂiaumwawwwmﬂwmnaﬂuﬂi welnguazdinian
Lsuﬂﬁamwmwaﬂimmamauamiﬂummmmﬂi fudeil waz/mioluwenasdule @d) mwmimaﬂmmawuaﬂﬂwamﬁwmw uay/viauuiinlazif
N3INBIVDIDINLIN

wananidmddueenld 3N wdRe aved Ysznuganw 909 (wrew) viedunuildsuneudunannuigny Seee rienudeyanie
dedwnniuiinsziinsinemeuia MInsIvgenw LLay/mmJauamjm‘wmaqsmwLml@mﬂuwmﬁﬁwmma MIEDUNENLIANTNTIH WI009ANT
dula AdTuinrSenmudssnaufearudmdn niagan el mdIauLana e fnmnEneYe LN TR N WAL Fuatiy

dwdndusanlduivng daiy 19 wazilawe ‘UE]N@?J@Q‘?J']WHJ'] e ﬂamfﬁ]iﬂLﬂEJ'Jﬂ’LIE\T‘].IJ‘I']W‘IJQGSIJTWLT\]TWaﬂib‘YIﬂﬁ Awne mamamwwm AnNEae
macﬂammmu@mwmiwmimm_lm ﬂﬂLNﬁNﬂ’l?U?”ﬂﬂUﬁiﬂﬂﬂﬁ AAE (ﬂﬂﬂ) mawmamwnmmmammgwmﬂ mammmmammwma L‘WE]‘U? Toal
EL%ﬂ’liﬂWﬂUﬂLLﬂﬁ?ﬂ‘\)ﬂivﬂ%ﬂEI WiaLWﬂﬂ’li‘ﬂﬂL@’lﬂivﬁ%ﬂﬂ nIamIsneldiuauninosid vieUszleminenisuwng

All the above statements are true and have been completed to the best of my knowledge and belief, and | understand that The Company,
believing them to be such, will rely upon them. | further understand that the premium quoted above or elsewhere, unless otherwise advised by Pacific
Cross Health Insurance PCL are quoted in respect of me and my family being residents of Thailand. | do understand that the quoted premium in this
document and/or other documents (if any) may be loaded in regard to my health information and/or health record.

| do hereby give my consent to Pacific Cross Health 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.

| hereby give my consent to Pacific Cross Health Insurance PCL to collect, use and disclose information pertaining to my health and any other
information to insurance company or reinsurance company or the Office of Insurance Commission (OIC) or legal authorities or medical professional
personnel for the purpose of Insurance Business Compliance or The Company’s underwriting decision or benefit payment decision or medical use.

nwuds:nuduniw (Long Stay Visa Plan) 1I9ndsUsinaunisiWa1stunsuls:nune (Document for underwriting)
Platinum 1 1) duuniedatfunie : Copy of passport
Platinum 2 2) wamIRTIgIMINAINuuUNaIH dmiugiendsziudeiiony 65 Jauly
Platinum 3 Physician Examination Report when the insured age is 65 years old or over)
Other.
RreleUsznuie aedadofunulaerausisn Tu/ e/
Applicant’s Signature (n3dinguetondsznunedildussgiifnig) Date/Month/Year

Guardian’s Signature
(Applicant on behalf of a Minor)

AL D WYDIRIBNIIWAKENIINNIANN LA R EINNTUIznaVsINIzAwA (A1N.)

TimaumaudduauanNasindes ninglendsziudednUadaanunais visunasdoanusuduiaaziingt
FuTenfianduanadygdizinAseudssiianguaneLNILaz NI GATENIAIT 865

U o s as kg

agndsznudedanduwlades

WARNING BY OFFICE OF INSURANCE COMMISSION (OIC)
The applicant must truthfully answer all questions. Any concealment or misrepresentation of the truth may result in the insurance contract
becoming void under Clause 865 of the Civil and Commercial Code resulting in the cancellation of the policy.

UsziuienI9 Direct iuaig,:ymeamﬁ Kanjana Boonmuang
® sunulsznuinndne Agent License No.  A0001-00096

werinUsznuwiuidne Broker

ussn |||Jm7\|n nsaa |Js nuaurnw FI/ (NIFEBU)
152 piestnfinedaunds u 21 ¥ae 21-01 nuuanamile waedan wawiein NNy 10500

Pacific Cross Health Insurance PCL
152 Chartered Square Building, 21st Floor, Room 21-01, North Sathorn Road, Silom, Bangrak, Bangkok 10500

T:+66 24019189 | F:+66 24019187 | E: contactus@th.pacificcrosshealth.com | www.pacificcrosshealth.com Application Form Rev. Apr/2019 | 05





