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Tusaman

>
p | cLENnT NO.
Fj’uﬁau ﬂaiﬁﬁfﬂfﬂuﬂmt?ﬁumsﬁwﬁﬂLLE!:Ei\Ea?ngwiﬂ'i:ﬂalﬂs‘gﬁﬂlj'a‘:fuﬁu fashununemin / Agent/Broker Name
QﬂaLﬂﬂﬂ‘i:ﬂuﬂEIG]EJ\]@]QUHWQTNWWNRQTNL{'HQEGT]T]EIQ ﬂ'?'iﬂﬂﬂ@]?JEJL'ﬂQ'ﬂ'i\JZﬂ“]
gaUnmelAUSENAS U Laslisns Sumnawlnamaunwanudyon
UssinTan enHUSTHIANINIIEUNILATWIHYE eNHNes) 865 luewaumiaufi / License No.
Warning from the Office of Insurance Commission siadumy/ e / Agent/Broker Code
In pursuance of Section 865 of the Civil and Commercial Code, 9
an insurance applicant is obligated to disclose all statements truthfully. || tusuewendssinai / Application No.
Concealment of any fact could be a ground for the insurance company . _
to deny contractual claim. nsNssTHlssUABauN / Policy No.
\ F L\
TursaeUssiuiadsainnanddey sfafeougunnedisandas wouf 1
Ordinary Life Insurance Application Form with Detailed Health Questions Type 1
CEMRN Fn0vafigaiuieyadiuyanatesuaionUseiuiawasngandaanisuatonsaiuse
Rl Questions about applicant’s personal information and details of insurance application
@ Houazwnanavestjuoionseiude (Mwing) / (Thai)
| Applicant’'s Name — Surname
i (nundengw) / (English)
| Bouamnuanaids / Former Name — Surname
: LA (Jow WYY =l
| Gender Male Female Nationality
| 01 1 hle LAou W.A.
, Age Years  Date of Birth Month B.E.
I Laﬂmsﬁtﬁuammul Document for Identity Verification
| a & as = o
C Otesussdwnvssowwand | | | [ | | | [ [ | | | [ |3unweey
i ID Card No. Expiry Date
o [ wiieAewdiume Laufl TUHHADNY
| Passport No. Expiry Date
I (U naewim / House Registration (J 8uq / Others
| . . - 2 - ] .
aoun W / Marital Status (] laa/Single (] ansa / Married (] wshe /Widowed (] vaein / Divorced
@ fNoguaznringu / Residential and Business Address
|
| @ floganamziauiin / House Registration Address
: thwauft / Building Number wgfhy/onmns / Village/Building nyft / Moo
| asen/yey / Soi 04U / Road wv/ehua / Subdistrict/Tumbol
: we/9ne / District/Ampur 9% / Province
| swalusweild / Postal Code Insérithu / Tel.
| ; . U T i
| @ vousunAWwevdtyund (nsedliif Anyusine)
i Country of nationality (in case of non-Thai nationality)
' @ aenwufivnemy/ Business Address 9nAns/ Building
| A v "
| Lavfy/ No. i/ Moo mson/voy/ Soi au/ Road
! wy29/enua/ Subdistrict/ Tumnbol Lwe/8wne/ District/ Ampur
| :
| 9116/ Province swalUswelig/ Postal Code InsAmrifiren/ Business Tel.
' @ flagfilaqiiu / Present Address
| =] ] =] £ . . .
| OJ mmauﬁaamummﬂuum/ House Registration Address (] 8 Tusaszy / Others, please specify.
| tiwiavh/ Building Number nyjtin/aas/ Village/ Building
: v/ Moo ason/yoy/ Soi auu/ Road
| Wy9/eua/ Subdistrict/ Tumbol wwe/onwne/ District/Ampur K
I J9nia/ Province swalusweie/ Postal Code ~
: InsAwitingg/ Tel 2-03-05-3391
|
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@ amuﬁwmn'ﬁumsé’mﬁmanm-i/ Mailing Address

O fegmanziemutim [] ﬁmuﬁﬁ’m’m O naggﬂaquu
House Registration Address Business Address Present Address

@ dayanisdaee / Contact Information

mwmummﬂs*aom”tﬁumﬂ’[zmagamsmmma?ma*mu’ium-s’iﬂu'imsmmnunsuﬁﬁm‘smuns;
| give consent to the Company to use the following contact information for insurance policy service.

mesie prene 1) OO0 DO0O0O

dla ('Eﬂ'iﬂ'smummaaﬂqumww’fﬂmmmu) .
E-Mail Address (please specify in capital Engllsh letters 0ﬂly)

@ Wovsumlfanavsulsiuiauds riusiesnsiidadensussssiusiudelusuunia (nganidenidiaodelationtl)
After the Company approves your application, in what form do you want the insurance policy to be delivered?
(Please select only one.)
(] wuunszens (] wuudidnnsefind lasdndvmudina (e-mail) AWlfuLSEN
Paper form Electronic form to the e-mail provided to the Company.

TNRADINSIHIAFILONEITUARINISIUISH LA /m‘aLaﬂmiaumnmzlaauanmﬂﬂsusssuﬂi..nuﬂﬂ (*uaamu%mmwmaﬂmi
maﬂs*mﬂmsﬁ’ﬂmmmaanmmmuaLannsaunﬁ[mmuu*) Tugtuuvia (n‘gmmanmawa‘immamo)
In what form do you want the receipt document and/or other related documents besides the insurance policy to be delivered?
(*For documents that can be electronically issued by the Company only*) (Please select only one.)

[] wuunszans (] woudiannsedind laedademudwa (e-mail) AR LLSEN
Paper form Electronic form to the e-mail provided to the Company.

HHNBWE) | mnlu'lﬂ?mﬁn'ﬁ‘amﬁ\s WioUSEnlisnnsndndonsusssiissiuds enansuanemssudu uas/mienansufiieatiion
HoNNNSUSIAHUTEIUAY Modlannsefindld uSEnasdadulrimluiuunszany

Remark: If the delivery method is not specified or the Company cannot deliver the insurance policy, receipt document
and/or other related documents besides the insurance policy electronically, the Company will deliver them in paper form.

918W1529n / Present Occupation onBwdue(dnd) / Other Occupation (if any)
@1Lndg / Position @ / Position,
Snueuzanufivh / Job Description dnweuzonufitih / Job Description
anundzgsna / Business Nature anwodegsnia / Business Nature
s1elesiol / Annual Income v /Baht  shaléied / Annual Income un / Baht
WUUUSEAWE L aUsiuie wasiBmsthsadoussinsda / Insurance plan, premium, and mode of premium payment
@ = . a & o & = = =
s : PMEUDWTNUAE (L) | Iaadenseiins (um) SIUAZLDUGLWHLAN
19821896 / Details Sum Insured (Baht) Premium (Baht) Additional Details
wuussAuelisassy _ _ uuuUssiuAgnan
Insurance Plan, please specify details. Main Insurance Plan
deyrynaiein / Ridet seEadn
_ GIIEHITEH i
doyeyiisen / Ridet Cov_e[:lage Years
Foyyniiandin / Rider ey .
w5 _ syplziiandase
doyouninaidin / Rider Jenlseiusde il
Foyouniaudin / Rider Premium ~ Years
R , / Rige Payment Period
é’rgaﬂwlmmu/mder siia / Type
doyua@EN / Rider () feuiluua
E : Participatin
deyeynsiéin / Rider L PeHing
- O] Gisiduiumwa
saudes=iusi / Total Premium Non - Participating
ofiduilunalion [J vosuiduduan/iia O hludrsudevssiude O adifuusaniemsazan
Option if there is Dividend Receive in Cash/ Cheque For Premium Payment Deposit with Insurer

(mnliidenisladsniloinegi usima=fedndonvesuiiubuan/ia)
(IF the applicant does not choose any option above, the Company assumes that the applicant will receive dividend in cash/ cheque.)

AN stsaidayssuny ] shendon (Jsw3iwou (] swoewenw [ 5wd (] thsailals=iuiuasoian
Mode of Premium Payment — Monthly Quarterly Semiannual Annual Single Premium
FINBHNTTWSonluavalenUsxiNTIail / Premium paid with this Application U / Baht
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dsain () Buan (] 155t U] whaiBasidn/as [ 8wq Wsaszy

Paid By  Cash Credit Card Cashier Cheque/ Draft Others, please specify
(J \#m sw1a1s / Cheque : Bank @ / Branch
w@ufiida / Chegque No. \Hrasiufi / Cheque Date
O Sulewiniaydusemiasii/ Transfer to the Company’s Account No.
fe1ny8/ Account Name 5%1A15/ Bank a1/ Branch

Tusuduingn/ Lanmsms'sumumun [ Temporary Receipt/ Premium Receipt Document No.

Andiau minimsdse mumﬁsmuaﬂs fuAEeIausn guatenls: nuﬂamaa[msu‘imumumm’n/wﬂmma@amssv Bumaaviifiszyinodiv
dmsumsiszBudmiudeyssiuionadal N‘EJEILE"HJE fufadoolasuluiadasumud s iuie/lenasuaamssuiuanusen

Warning Once the first premium installment payment is made, the insured must receive a temporary receipt/receipt document
according to the number stated above. For the next premium installment payments, the insured must receive a premium payment
receipt/receipt document from the Company.

e & & G e - I} .

toyagdrsudiaszinge / Premium Payer's Information

0 HUSLEJ’]‘U‘E‘H‘HJWEILﬂu&]ﬁ‘?‘iwmﬁlﬂ‘i“ﬂuﬂﬂﬂﬂﬂﬂuLEJ\} / The applicant is a _premium payer.

OJ rgZIataﬁﬂ‘i‘ﬂuﬂﬂwﬂﬂLUHQ’U‘TS"LUEJU?MEJ@‘JHG]HLB\? lUsaszymeanBun Gl / The applicant is not a premium payer. Please specify details.

?J‘é)tl.ﬁm’mﬁﬂﬂﬂ@dﬂjﬁﬂ‘hmﬂﬂiwﬂuﬂﬂ / Premium Payer's Name — Surname 01y / Age U/ Years
o7 / Occupation AMNENWUS / Relationship

Asudsdend (hilassydamutivevdsudsles RtoTuuomneg i)
Beneficiary (if the allocation For each beneficiary is not specified, the Company assumes that all allocations are in equal proportion.)

TouasNana LavdseaepUssiEu/migAoifuny

r? o $08AYY
“5utlsslag 21g(T) [ANdNWUS|  /lonasimieouuasigoanly oy %
Eeneﬁuary S Age [Relationship| D Card No./ Passport No./ Address ;li?;ﬁg;{!t
Name - Surname Documents Issued by Government 0

riufidssnuiiansolstiugunwnsesziuguaime o dosiiudadonaniituusEminioustndunsolu?
Do you have life insurance or health insurance or accident insurance or about to submit those applications to this
Company or other companies?

(O Taifi / No (O #/ Yes é3 / Details are as follows :
UMD ULE = UAY (Un) / Sum Insured (Baht) | . . _ unishiugy
e - — WHYALYESIEIY HuatvAUnsaly
uSEn /Insurer e 1sA%EUsY quUBILHe Daily Benefit | _Is the Contract
Life Critical Illness Accident Currently in Force?

ﬂ’mLﬂEQnﬂ{]LﬂS VRN quqmﬂmﬂﬂsmuﬂﬂ Wanulasdeuly dvsumsueos:iuit WemsuenauAngdanuudy
W3ONSUDGIDDNLUBINTHESTH MNUSHNHMSoLSEMIunSala?

Have you ever been declined or postponed or charged for extra premium or changed the conditions for the application or
reinstatement or renewal of a policy by this Company or other companies?

(J Tsivme / No O e diae lUsaszysieanden / Yes, please specify details.
u3sEn / Insurer dne / Cause Wiole / Date
rnuawrelAeLaneLEwaa viaamsiandiavseli? (©) rmudmSansiniAFesanffiuoanagediiuissamiolsi?
Do you take/Have you ever taken addictive drugs or substances? | Do you consume / Have you ever consumed alcoholic beverages reqularty?
(] lsaw/Bimenaw/ No/ Never | (O Taidis/Tshvmeidin/ No/ Never
(] waw/imeaw/ Yes/ Used to take | (O #in/wmedin/ Yes/ Used to consume
lusaszy/ Please specify details. : lusaszu/ Please specify details. ##Ha/ Type i
yin/ Type 1530/ Consumption | Usannd/ Consumption 136/A59/ Bottle/ Time
Aanad)/ Frequency A%o/&uav/ Time/ Week | A/ Frequency ASo/danyi/ Time/ Week
st/ How long have/ had you taken? 1)/ Years ! ﬁummu/ How long have/ had you consumed? 1/ Years

O ianiaw ifie/ When did you quit? O vandw die/ When did you quit?

w1 3110



| |
| |

(0 ruguvSetnsguyns wieenguatiadumela? / Do you smoke (1) dmgy/ Height 3.31./C.m. ¥win/ Weight n.n./ kg.
| /Have you ever smoked cigarettes or other tobaccos? " Tuseu 6 FewfiisnhmiinduesTu Bl aovidels?
| (O Ligu/saegu/ No/ Never Within the past 6 months, does your weight fluctuate?

|
| gu/imegy/ Yes/ Used to smoke : O Mf.ﬁ:ﬁ'“/ No ¥ _ )
: Tsassay Please specify details. | ) gagué Yes lsaszywmnn/ Please specify details.
| USaay/ Number of cigarettes W/ per day, Wi/ Increase______ n.n./kl;g.
. gusmin/ How long have/ had you smoked? 11/ Years | Ofgaa/bDecdrease__n.n./ .
| O \angu il / When did you quit? | awneNEIBHNaauw a9

. Cause of weight fluctuation

ANOHLNYIAL FUNTWIDILAAALKATOUASIUOIRUBLONUS LAY
Questions about the health of applicant’s family members

yaraluasouad (Jon 1san andfl nssen Avevsindanua/Msounsan) vourinu waldsunisifiaasanunnginiuvsomeiiv
Isamla IsAnaeadenanes lsanzse lsawnmanu lsala lsaanudilafings nmswenenuzndmmerseanmsihemoia lsalfon vise
IsalSasruanay Tsaead (HIV) visels?

Have any of your family members (father, mother, husband, wife, siblings) ever been diagnosed with heart disease, stroke,
cancer, diabetes, kidney disease, hypertension, suicide attempt or mental illness, blood disease or hepatitis, AIDS (HIV)
by a physician?

|
|
|
|
|
: (O G/ No
|
|
|
|

(O iiw sniuluseszysoanduamw: Solsa fiyanatuaseuasarudiundenetii
Yes (Please specify only disease that your family member has or used to have.)

GEBIE) AnonaLnedUszINsBuTensansinenlsmuaouaietsemi ,
eIy Questions about the medical history or treatment of the insurance applicant

@ el rieraufionns dedeluUinsalu? / Have you ever had/ Do you have these following conditions?
I [ Tdwee/laifi / Never/ No
(J we/d / Used to/ Yes

mnaeindeidofl lsariaTeomainys:yemsuamsine euseadaadua (aeuldsnnin 1 de) _
IF you used to have or currently have, please specify condition and treatment in below table (you can answer more than 1 choice).

!
|
|
|
s = I g ' = -
- O msusaruRaUnG O thanieolzess . 9Msluszndne 6 how  Lawizans / Female Only
| Impaired Sight Chronic Abdominal Pain Al )
i O neniegauusy O Feurioteluion Conditions in the QO masewassa / Pregnancy
| Muscle Weakness E‘Fmgt_e”;?'slor Past 6 Months _____\oiow/ Months
AW i) ood in Stoo : =. =
I uwimmgwm [ x O oomssewmds  Olsaunsndeou nienn:
' DT DL e Fatigue unsnfoulunsavasss
UI0ATHITHUSEO5Y Ascites g
| 2! Sy O Tides WAZARDALIAS
| Chronic Severe Headache (O rieuidaisass (5059 Bradiancy anddoli
' fudszams Chronic Diarrhea Chronic Fever €gnancy and delivery
| LAt o = ¥ complications
: AMNEAN . O fdeauululasa: O Ispfiwiitoss - doss
| Loss of Sensation Hematuria Chronic Skin O \donvanfiadndinig
O lase50 O 1hatiaizads _ Disease LEREEDE ‘
| Persistent Cough Chronic Artﬁh[’algfa AFn%ljmal Vaginal
' O ledwben O AN HTINIETINILAWLDY Bleeding
' Hemoptysis %elf - Injury Attempted
' O wilesiefiaung O nudea
' Abnormal Tiredness Purpuric Ra.gh
L O BurSawiunihnen O admufiowiie
} Chest Pain Lump
' Oladu
' Palpitation
|
| 91015 / Condition Fu/iion/d Aisuiionns / Date of Onset 91n15i)99Uu / Present Condition
!
|
!
|
|
|
|
|
|
|
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ruesl@suN1sIHgs ¥5a5uNssnun nsaauiadunaarnunneinthallulsa ausiansTinaR e alN?
Have you ever been diagnosed, treated or advised for having any of the following diseases by a physician?

(] Tsivms / No ]

ime / Yes

mniAg nsanrezosrnaiudes O uwazszylsanazmsinenmussandaadiuans (@eudaulduinnd 1 o)
If yes, please tick (O and specify diseases and treatments below (you can answer more than 1 choice).

O lsAnaseidoaliuanay
Stroke

O Tspanuaniden
Alzheimer's Disease

O lsmlaansatanontay

Lung Disease or Pneumonia

O = - g =1
O lspsursanoldaining

Liver or Biliary Tract Disease

O lsadudausniau
Pancreatitis

O lsAwmanu
Diabetes
A’ . = %‘
O iiaven fiaunsaniun
Tumor, Mass, Cyst

O lsroad nanRAnMauNnsay

AIDS

O Tsantiowdy
Scleroderma

O lspdunnnd/lsAouwie
Paresis/ Paralysis

O lspanuaulafiagy
Hypertension

O lsArieuiia
Asthma

O Tspfingsteso
Alcoholism

O Tsala
Kidney Disease

O lsalnsaua
Thyroid Disease

O TsAuz15
Cancer

O Tsamalsa (melu2l)

Venereal Disease (within 2 years)

O lsafia
Stone

O lsAnnshinau

Parkinson's Disease

O samlas
Heart Disease

QO lsadndlsa

Tuberculosis Disease

AYU _
Jaundice

O lsatiedniau
Arthritis

' ¥ o
O lsasdanvuniola

Lymphadenopathy

O TsAIauny
Mental Illness

(O fimsn19snme

Physical Disability

O lsmifn
Epilepsy

O lsAnaseifan
Vascular Disease

O Isaunalunodvenwis
Peptic Ulcer

O iala
Splenomegaly

O lsaufin
Gout

O lsAoduoad
SLE

O lsatuias
Depression

O Tsavdon
Blood Disease

lsm
Disease

Fu/dow/T) Aldsunsiieds/
m‘s"s’nm/s'iaﬁaﬁomhmmﬂﬁ
ﬂﬂmlﬂumﬂmmn’mmaﬂ 139
Mssne vsesviiodunalaginng)
Diagnosis/Treatment/Advice Date
(Please specify whether you
have been diagnosed, treated
or advised by a physician.)

NansIHsE/Msinen/msestio
gownelasunwng wazenmsiagiu

Diagnosis/Treatment/
Advice Result
and Present Condition

dnnywenuiamieae/sne/
aodeunalaeinni
(rnsagounnglélsasz=y)
Medical Center for
Diagnosis/Treatment/Advice
(Please give physician's name,
if possible.)

®
G

meluszas: a5 Uik rwAsuaEy wsameuwmaoLm'sumssnm’iu'[wmnma #3oLRElASUNISATIVFINN H30
mseasiaieifiadelsa (Wn anudulafie n1sesieilaamn: msesrndnyistd mseasiadon m'scsrsmaumﬂa (M RI) ANSAIIT
9ANTIYIR NTATINALNNITADINADY MIATIFUNNINUNTH msasraraulniiale n1sasaatuiie mMsasiafiuiasovioniAs
NSATIUULEN) ViFoSUNIsHIGH wsam'suummmﬂLm‘nmmuﬂwuumauwmmoLaanmasm'ﬁsnm’lm ws0lH?

During the past 5 years, have you ever had injury or illness which required hospitalization or undergone medical checkup or
diagnosis (such as blood pressure, urinalysis, x-ray, blood test, MR, ultrasound, endoscopy, mammogram, electrocardiogram,
biopsy or any other special tests), or surgery or advice from a conventional medicine physician or an alternative medicine physician?

(J Giwe /No  ([J e duae Tuseas=ysneanbea / Yes, please specify details.
o AONUWENLNATINSI9/5eN
I w’m/ Wwow/T HAMSATIe/Smn (mnsafie W AlelUsas:y)
Disease flfFumseaa/Snen Examination/Treatment Result Medical Center

Treatment Date

(Please give physician’s name,
if possible)

w1 5010



Andia 16. AouRNENd mSUNsYatenlssIuNady ry L RNENIREAUguN wrSalsAS LS
Question No.16 Additional questions for health rider and critical illness rider application

@ rueeldsunsitads wiasunsinun risaulodainaanunnginionmsniothaiulsa ausianistiesmauiinsela?
Have you ever been diagnosed, treated or advised for having any of the following symptoms or diseases by a physician?
(J Blwme/T3ifi / Never/ No O
wniAg ngadmezasninaluges O wasliszyoimsvidelsamusaanBaaduans (@aulduinndn 1 tio)
If yes, please tick O and specify symptoms or diseases below (you can answer more than 1 choice).

Ael/H / Used to/ Yes

O thersu:zlunsy O QRuA O dadelumtunans O sounenBasniauEess
Migraine Allergy Otitis Media Chronic Tonsillitis

O lyviagniay O naseaudniauizess O nsawnadou O qovddniay
Sinusitis Chronic Bronchitis Gastroesophageal Cholecystitis

O l&aou O sadaunns EEFIUX Disease O nszgndunduiaiion/aa/iion
Hernia Hemorrhoid Q HATMNEAS Spondylolisthesis, scoliosis,

O nuousaonszgnedon (O faudon Perianal Abscess spondylosis
weorTuLANUs a7 Osteoarthritis (O dunBeu LULEUINLEUISDSY
Herniated Disc O eofiadin Attention Deficit Chronic Tendinitis

O doylnsonagniasayfiad Autistic HyperEctty

Disorder (ADHD)

Endometriosis

Fu/dow/ AlssuNsTiede/ amuwmmammaa/snm/

o o

IsA
Disease

mssnen/eeiiedunalaaunme

Hszynidumslesumsitest v5e

mMssnen ieeuladonalasinwng)

Dla nosis/Tt reatment/Adwce Date

ease specify whether you

HAMSTadE/Mssnen/mseoiio
donelagunng wazenmsilaging

Diagnosis/Treatment/
Advice Result
and Present Condition

audiodoinalaauwng
(mnszBounndldlisaszy)
Medical Center for
Diagnosis/Treatment/Advice
(Please give physician's name,

ave been diagnosed, treated

or advised by a physician.) if possible.)

|
|
|
|
|
|
|
|
|
|
|
|
|
|
|
|
|
|
|
|
|
|
|
|
|
|
|
| i
@ dmsuuolonUsznune (nstidaumsusTIwazduaungn) / For the applicant (in case the applicant would like to give additional details)
|
|

m‘ss‘usaaamu.maﬂgummmngﬁmemmEJmsﬂg‘ummsmummmnaasmfmsemaLmosﬁzjmmwnﬂmﬂmsmaLm\msemﬂ
ansgannioANHTINEelumMsUTUUTIMsUJAMamMsmBonssindnlszine (ngrane FATCA) vavifuatenssiuae

Certification of status of the applicant for being in compliance with the intergovernmental agreement between the
Government of the Kingdom of Thailand and the Government of the United States of America for cooperation to improve
l the international tax compliance and to implement FATCA (the US Foreign Account Tax Compliance Act)

@ nssusevanu: / Certification of Status

@ LT RITRL Ussnafiiie mnm?Jean‘uﬂsvmﬂamemusm%se{u
Does your nationality and country of birth relate to the U.S.?

J i/ No
(J filsasty / Yes, please specify
O feadymdawwanu / U.S. nationality holder
O fialulszimaanigawsnn / Was born in the U.S.
O maé‘mmmamsnuua*mmhﬂ?mﬂﬁmsamsm/Was born in the U.S. and is a U.S. nationality holder.

g 4
Part 4

Leda

|
|

|

|

|

|

|

! @ mmﬂumammﬂuanaumﬂs,mm@unuﬂaamasamoqnngﬂmﬂhﬂs.mﬂamgeL.mm (Green card) vi5ald
| Do you hold or have you ever held U.S. green card?

| () Gidiu / Never

I (J vwu/ Yes

l D wedlnnaziunatiody / Yes, but it is no longer effective.
|

|

|

|

|

|

|

|

|

|

|

|

THUATHNADE
its expiry date

nsei iursawmaitiu Iﬂseswmaﬂ‘n
If you hold or used to hold U.S. green card, please specify your U.S. green card No.
rufinihAdennSlduninsuasswinsuesUsanAanssowmsnns ol
Do you have an obligation to pay tax to the Internal Revenue Service?
(] Tsisi/ No (J &/ Yes
muuammLﬁuuxmmasj{uﬂamﬂamw;mmmmmaﬂsmauﬂ"ﬁum'smumumﬂsuamj-immﬁﬁmgmmm’[fjﬁsalu
(i munaq’iuﬂ‘s*mmawifgmmmamouae 183 au’[uﬂﬁgmﬂmum)
Are you considered a resident of the U.S. for the objective of tax U.S. collection? (For example, you have
residence in the U.S. for at least 183 days in previous calendar year.)
() Ts / No

() &/ Yes

i 610



@ AN3usev / Representations and Warranties

| 1. anSuNTIUN USENUssitin ( "UsEN") uuaanuwsamawgummmngﬂmﬂ FATCA
2. ihminsunswhuSinduiuseonusiusiu 1 visedleweioyales vosiwidn fiusuninrhiidos Dawmes DNIUIENTUNASE
TMIJ':Tmmﬂ“ﬁ‘i@@ﬂdﬂ‘LLT]HLWB‘UQUG]@I’]Nﬂ{]TW’]EI FATCA
3 mwm@'%wa:;;amummwmwnsaaﬂamaﬂgummuﬂgﬂmﬂ FATCA WHunido aamatus*ama’mmﬁuﬂ
4, mmma*uw‘ﬂﬁusunﬂmummumsmaﬂmmaoamwﬁsavmda’im ﬂ?J’}WLmLﬂEILLQGI’)HUUWT\I’)HQHHH’W AINSADNUENSD
JoyanifenulaomlinnainedtosiulsanAanigasm maluszaznan 30 TuiuuaniEmsiwaeua donusviseoya
5.Iunsmnmwmlmﬂ@mauaaa@nu 3. waz 4. hmdlEansnuusSenlumsseuioyavesinmdludimiiaomunaigle
UsunavisosnulsnetineUgUGaHngviang FATCA

. lacknowledge that a life insurance company (“The Company") have obligation or need to comply with FATCA legislation.
2. l acknowledge that it is necessary for the Company to collect, use or disclose my information as the Company has the

duty to disclose same to local or foreign governmental authority(ies) as required by FATCA.

3. l agree to provide any additional information, in writing and within a specified period, as per the Company's request to
ensure compliance with FATCA.

4. | agree to inform the Company if there is any change of status or information that | have provided to the Company earlier,
in case such change relates to the U.S., within 30 days after the date of change of status or information.

5. In case | do not provide the information as stated in (3) or (4) above, | consent the Company to have the right to report
my information to local or foreign governmental authority(ies) to ensure compliance with FATCA.

—
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Does the applicant intend to apply for the personal income tax exemption according to Tax Law
: J ﬁmmﬂs'aaﬁi Laz ﬁuaau’[ﬁu%ﬁmswﬁu?ﬁmdauaﬂﬂmmﬂﬁauaLﬁmﬁuﬁau'swﬁuﬁﬂ@ianiuasswms FNHANLNMT 38NN
| fiNSHASTNINSHMHA uasrnEuatenlssiuieivgenemna (Non-Thai R95|dence) ﬁGLﬂumuﬁmﬂmadLaamm Guldenungnaneg
| NEENHNT Iﬂiﬂ‘id_ltﬂ‘ﬂﬂ‘iﬂﬂmﬂNLEEIﬂ"IEﬁGmJQW NNINATINING LA
| Intends and gives consent to the life insurance company to send and disclose data of premium-related information to the
|
|
|
|

Revenue Department according to its prescribed rules and methods. If the applicant is non-Thai resident who is obliged to
pay personal income tax as stated in the Tax Law, please fill in the tax identification number (TIN)
issued by the Revenue Department

[ Tdflmnutlszave/ Does not intend to apply.

1. hwidhweEuinmeaounnieluly Avolesidiai ndotosunasildnouiiuunnddasivqummiamnassomnusms
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| hereby confirm that every answer | have given in this life insurance application and every declaration to the attending
physician are true and correct in all respects. | understand that if | omit to disclose any fact, the Company may decline
the application and contractual claim.

2. thwian LLEl“/WS'EINLmH[G\ﬂ?jE}USSTN Suzanlrunng wiousunUs=iuiy wioaonuwenuna ﬁiaumﬂaau‘im Fofltloyagunw
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| and/or my legal representative give consent to physician or insurance company or medical center or any other
individual(s) that has my and/or the minor’s information pertaining to health, disability, sexual behavior, biological
information, genetic information, or racial information or will have in the future, to disclose such information to the
Company or its representatives for the purposes of insurance application, underwriting or policy benefit payment.
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| and/or my legal representative give consent to the Company to collect, use, or disclose my and/or the minor’s
information pertaining to health, disability, sexual behavior, biological information, genetic information, or racial
information to other insurance companies, reinsurance brokers, reinsurance companies, legal authorities,
medical centers, physicians, medical profession personnel, life insurance agents or life insurance brokers for the
purposes of insurance application, underwriting or policy benefit payment.
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| understand that if | withdraw the consent given to the Company under item 2. or item 3. above, it will affect the
Company’s underwriting, insurance policy benefit payment or any services in connection with insurance policy,
which will consequently cause the Company to be unable to perform as stated under the terms and conditions of

the insurance policy, with the result that | will not be able to receive coverage according to the insurance policy.
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| hereby acknowledge that the Company will collect, use, disclose and/or transfer my personal data as well as my
sensitive data for the purposes of insurance application, underwriting, insurance policy benefit payment according
to the Company's Personal Data Protection Policy as shown in [www.muangthai.co.th/en/privacy-policy The company's
Personal Data Protection Policy]. | also acknowledge that the Company will disclose my personal data to the Office
of Insurance Commission (OIC) for the benefit of an insurance supervision and promotion of life insurance
business according to the laws pertaining to life insurance and the Office of Insurance Commission. Details
of the OIC's collection, use and disclosure are subject to the OIC's Personal Data Protection Policy as shown in
www.oic.or.th,

6. Weihwiintlawme fioyadivyanayavyrradulananainyesinwinléliusEniNe MsyaloUssiuAE NSRNSTNSULSE W]
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In the event | disclose personal data of any other person(s), besides mine, to the Company for the purposes of
insurance application, underwriting, or insurance policy benefit payment,

(1) mwLms*usa\aLua.,sum.,ﬂu'nlﬂmmaﬁaumﬁugﬂﬂaoua,ﬂ’nuﬁuusmﬂacvaaaa'muﬂﬂauaoumaauﬂmwmtﬁmeiem
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| hereby represent and warrant that | have already verified the accuracy and completeness of personal data of
others that | have provided to the Company. | will keep the Company notified if there is any change to the given
personal data of others.

(2) IwInFusovazSUYTEAWIN mwmlmumwauﬂaumammsnmﬁaﬁmmoﬂgﬁmﬂauﬁwwn'mnm'smw 14
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| hereby represent and warrant that | have already received consent or have relied on a lawful basis for collecting,
using, disclosing and/or transferring personal data of others in pursuance of applicable laws.

(3) tmiinsusesuazsusEMeh thwinldudouleinefuasesloyadiuypnavestsEnunyaradwdiug [www.muangthai.co.th/
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| hereby represent and warrant that | have already informed the others of the Company's Personal Data Protection
Policy [www.muangthai.co.th/en/privacy-policy The company's Personal Data Protection Policy]. The Office of
Insurance Commission (OIC) has already been notified by me about the objectives of the collection, use,
disclosure and/or transfer of personal data for the benefit of an insurance supervision and promotion of life
insurance business according to the laws pertaining to life insurance and the Office of Insurance Commission.
The OIC will collect, use, disclose and/or transfer personal data of others according to the OIC's Personal Data
Protection Policy as shown in www.oic.or.th

(4) tmwdndusevuaziuls:NuITLSENULATdINUAMENS SN SANATL LLﬂ;Fi\JLﬂ%Nﬂ'ﬁ‘lJSmSUﬁiﬁﬂﬂﬁaﬁ’uﬁﬂﬁﬁu’ﬁmﬁU
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| hereby represent and warrant that the Company and the Office of Insurance Commission can collect, use,
disclose and/or transfer personal data of others according to the objectives specified in the applicable personal
data protection policies of the Company and of the OIC which might be amended occasionally, as well as all
objectives specified in this document and in other related insurance application documents.

(aaﬁa)/{Signature) rd
( )

Nuatolseiuay
Insurance Applicant
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If you terminate the policy before its maturity, you would receive benefit stated in surrender value schedule in the
policy (if any) which may be less than the premium paid

1 = ﬂ' L) B o i =3 G!-{' A ﬂ' L b e e
2. neuavansfioBalArnungoiesidouANNgNADITRIAInUNNT0SNASINTY tRDANNANYSadaY AU SeANAY
Before signing the document, please check the answers once again to ensure the completeness of insurance contract.
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UseiusTeinsnunlaalmnantiaelas roau msmumLuaiU?numuwmmﬂLuumﬂmmLasama‘[u 30 4 LG THALSEN
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If you wish to terminate this insurance policy due to whatsoever reason, you can return the insurance policy to the
Company within 15 days after receiving the insurance policy from the Company. In the event the Company has already
issued an electronic insurance policy to the insured, the insured does not need to return the insurance policy, and
the Company will return to the insured the remaining premium after deducting actual health checkup expense and
the Company's expense at the rate of 500 Baht per each insurance policy, except in case of sale of insurance policy
through an electronic method, the Company will return to the insured the paid premium in Full without making any
deduction. The Company shall completely return the premium within 30 days from the date of the Company's receipt
of insurance policy termination request. However, if you have already made a claim request thereunder, you will
have no right to terminate the insurance policy.

‘U"IWLQ']IG\EJ'THLLB“‘MT‘I&\‘]G’I']N?.!E]FI'J'INI‘HLEJﬂH'I‘SQU‘IJ%LLH’J ‘a"JNT‘IdSUT]S’}UH‘[EJ‘U'IEJF’]NﬂiEJ\??JBHQHQMHRHHUBOUTHY] LA
dnenu AU, LWad 39 aomﬂuaﬁahmumau

| have read and agreed with all of the contents stated in this document, and | have acknowledged the personal data
protection policies of the Company and of the OIC. Thus, | hereby affixed my signature below.

Wyun N LG

WAL
Writing at Date Month B.E.
(agT0)/(Signature) (av@io)/(Signature) #
( ) ( )
WeW/MmunuUssiWTie/AnaninUssigie NUDLNUTEAuNY
Witness/ Life Insurance Agent/ Life Insurance Broker Insurance Applicant
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