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We’re glad you would like to join us.

Together, all the way.”
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SECTION 1

wenluA1ze
Application Number

A o o @
TANNANIUN Cigna Global Health Thailand
Product Name

wiutlsziude weulsziuguniwssiud@anes O wrutlsziugunwszsuings O W3 TUgIN WIS AN BN O
Insurance Plan Silver Health Gold Health Platinum Health

Yrayagianilsenune

INSURED INFORMATION

ANTMWTR G Fanaw WNANA
Title First Name Middle Name Surname
LA Fuiin (Gwipewd) 21 wwiin AGN
Gender Date of birth (DD/MM/YYYY) Age Weight (kg) Height (cm)
wnneannslsraawmiadeRiumng foy Usznatiuioy
ID/Passport Number Nationality Country of residence
=
BTN
Occupation
Nagilaqrii

Current Address

ﬁi 1 d‘ - 1 v 1 lg‘ 1 o
Pagivenisainee (Isnsey onlulaneglaqiii)
Correspondence Address (Please specify, if not Current Address)

- -

wasinednwn (sviaLlszinag — 1wag) wasunWng (aviaLlzina — 1was)
Telephone Number (Country code - Number) Fax Number (Country code - Number)

wasnsdmmeaaun (sWalsuna — lwes)
Mobile phone Number (Country code - Number)

S
BALNR
Email

PR = Y o @ < Ac a ! = a1 = ! ! 'q !
ANIGLLYE viseengy viza lananinmmauwnuiilainlugeg 12 meuinunvizely T O Tl O
Have you smoked, or used tobacco or nicotine replacement products in the last 12 months? Yes No
v 1 10 1 v 1 1
oausaula AngULMEINIWARG? UaEININ 20 O 1NN 20 O
If yes, how many per day? Less than 20 More than 20

pFuLszTeau vuneds yanataraninaslniunadlsslaaunia@ediniiesangimmsaniEsm suigentssiuiassyluluaieeendssiuiai
Beneficiary means the persons who are eligible to receive the Accidental Death or Total Permanent Disability monetary amount from the
Company, as declared by the Insured / any Dependents if applicable in the relevant sections of this Application Form.

Ll v 'd v ' a « P Ls
AnanugFunatlszleruasmeslfin 100 Wesdun
The Beneficiary proportion must total up to 100%.

yiuLseTemm 1 dnanuyiunatlszlamu % ANNANTTUEALg@NLsTIUAE

Beneficiary 1 Beneficiary proportion Relationship to the Insured

GTIEAN AnaaugFunatlszlamy 9% ANNAuTUaiLgNLsTiUe

Beneficiary 2 Beneficiary proportion Relationship to the Insured

yiudselenu 3 Ananuyiunailszlamu o AMNANTUSALYNLTIUAE

Beneficiary 3 Beneficiary proportion Relationship to the Insured

NN9ANAININEITNL TSI NeBaANTELNANA O malusuele O
Insurance Policy Delivery By Email (as specified above) By Post

neglunnsdnaannalilswiie
Mailing address

Nagilaqiiu (Muszyaem) NegivanIRnmAe (ANNIZYIN6L)
Current address (As specified above) Correspondence address (As specified above)
Nagau Wsnsey

Other address, please specify
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DEPENDENT 1 INFORMATION*

v 1 1 1
ANLNIMNTD i Tanang WINEANA
Title First Name Middle Name Surname
v [
A Fuda (Fuinewd) 278 gty ATUG
Gender Date of birth (DD/MM/YYYY) Age Weight (kg) Height (cm)
wneaetinslsraawmide fiunng dey# Uszmetiuvieg
ID/Passport Number Nationality Country of residence
a

AT
Occupation

A A A 9 a o ac a ! a4 oA ~ ! ! 'q !
ARLGLLY viseengu vize lanansinmawnuiilaiulugeg 12 meunnuniiel T O Tala O
Have you smoked, or used tobacco or nicotine replacement products in the last 12 months? Yes No
maueauls AngULMEINIWARI? UaEINN 20 O 1NN21 20 O

If yes, how many per day?

TN NATE b A
Relationship to the Insured

Less than 20

More than 20

HFUnAL: leunian s laiu RusaangURmMAEa I URLYANANINDN29&WTAN 155 ;

FnaougFunatlszloruarnadluiv 100 wlesdun

Beneficiaries eligible to receive the Accidental Death or Total Permanent Disability monetary amount from the Company:

The Beneficiary proportion must total up to 100%.

Ananuyiunailszlaau %
Beneficiary proportion

LIRS Y
Beneficiary 1

AnanugiunadsslaTu %
Beneficiary proportion

piulesTam 2
Beneficiary 2

AnaaugFunatlszlamy %
Beneficiary proportion

yiutlezlemu 3
Beneficiary 3

vayapaglualnss 2¢

DEPENDENT 2 INFORMATION*

ANANuaiuyaylugLnse
Relationship to Dependent 1

ANANRUEUYeylugnIs]
Relationship to Dependent 1

ANANuaiuyegluaLns
Relationship to Dependent 1

ANLNIMNTE 70 Tanang WNEANA
Title First Name Middle Name Surname
WA Fude (uwinewd) 1Y) Thuin Ag
Gender Date of birth (DD/MM/YYYY) Age Weight (kg) Height (cm)
wnneaninslsraawmiadefiunng Koy UszmeliuTiag
ID/Passport Number Nationality Country of residence
=
BANTN
Occupation
P " = Y oa o < ac a ! = ' 21 ! ! ‘g !
ANIGLLYE viseengu vize lanansinmawnuiilainlugeg 12 meuinuniiel la O Tl O
Have you smoked, or used tobacco or nicotine replacement products in the last 12 months? Yes No
mausaule AngLLMEINIWARG? U@ENI 20 O 1NN 20 O

If yes, how many per day?

ANANTLELgaLlsTiU
Relationship to the Insured

Less than 20

More than 20

> dao Yy o - o o £ o oo
LFUNAL 3z TemuniEN S 3L Rusea g TRMAETA LN WRUYWNANINNRTRWTIAN LFEM :

dnaougFunatlszlosuazmecluiv 100 wesdun

Beneficiaries eligible to receive the Accidental Death or Total Permanent Disability monetary amount from the Company:

The Beneficiary proportion must total up to 100%.

AnanugiunadsslaTu %
Beneficiary proportion

piuesTamu 1
Beneficiary 1

dnaaugiunatlszlamy %
Beneficiary proportion

yiudselem 2
Beneficiary 2

1 v s
Ananuiunailszlamu %
Beneficiary proportion

v -
giunlezlamu 3
Beneficiary 3

ANANRuETUYeylugnig2
Relationship to Dependent 2

ANANTuaiUyeglugLnse2
Relationship to Dependent 2

- ¥
AuANAuaTUyeylugnIs2
Relationship to Dependent 2
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DEPENDENT 3 INFORMATION*

AR i Fanang WHANA
Title First Name Middle Name Surname
ML Fufin (wipewd) 218 Hnrin AU
Gender Date of birth (DD/MM/YYYY) Age Weight (kg) Height (cm)
wnneaetinslsraawmiadeRiumng &y Uszmeliumieg
ID/Passport Number Nationality Country of residence
1IN
Occupation

A A A 0¥ a o a0 a ! a4 oA ~ ! ! 'q !
ARLGLLYE visoengu vise lanansinmmawnuiilafulugag 12 weuniunizely L O Tala O
Have you smoked, or used tobacco or nicotine replacement products in the last 12 months? Yes No
v 1 [ ' v 1 1
oausaule AngULMEINIWARGL? 1aanaN 20 O NN 20 O
If yes, how many per day? Less than 20 More than 20

ANNANTuaALgeNL sz
Relationship to the Insured
uNaUse Ui s lndu Ruanaang iR Eaa UAWR U NNAN TWO NI RWITNAN 151 :

AnaouyFunatlszloruarnadluiv 100 wesdum
Beneficiaries eligible to receive the Accidental Death or Total Permanent Disability monetary amount from the Company:
The Beneficiary proportion must total up to 100%.

yiuLseTem 1
Beneficiary 1
AEIERAL 9
Beneficiary 2
yiudselem 3
Beneficiary 3

1 v -
Ananuiunailszlamu
Beneficiary proportion

Ananuiunailszlaau
Beneficiary proportion
dnanuyiunatlszlamu
Beneficiary proportion

- v
o ANNANAUsTUgRelugn1IL3
Relationship to Dependent 3
o AMNANAUsTUgeelugnige3
Relationship to Dependent 3

o  PNENRUsTUYRYlugN9E3
Relationship to Dependent 3

wayapaglualnmss 4¢

DEPENDENT 4 INFORMATION*

v 1 1 1
AILNIMNTE i Tanang WINEANA
Title First Name Middle Name Surname
WA Fuda (Fuinewd) 278 19N ATUG
Gender Date of birth (DD/MM/YYYY) Age Weight (kg) Height (cm)
wnneaninslszaawmiadefiumng &y UszmeliuTiag
ID/Passport Number Nationality Country of residence
1IN
Occupation
ARLGLLPT viteengu sivelan@ndummaunuiilafiulumg 12 weufinmmwiely T O Tl O
Have you smoked, or used tobacco or nicotine replacement products in the last 12 months? Yes No
oAnmayla AgUMENINIUREGY? UBEN3 20 O 11NN 20 O
If yes, how many per day? Less than 20

More than 20

- v
At HATE b Ay
Relationship to the Insured

wFUnALs: lerunian s la i RumaangURmMAETa I URLANANINDN29&WTAN 15 :

FnaougFunatlszloruarnadliiv 100 wlesdum
Beneficiaries eligible to receive the Accidental Death or Total Permanent Disability monetary amount from the Company:
The Beneficiary proportion must total up to 100%.

yiudselem 1
Beneficiary 1
yiudselem 2
Beneficiary 2
v «

yiutlezTamu 3
Beneficiary 3

Ananuyiunailszlaau
Beneficiary proportion
dnanuiunatlszlamu
Beneficiary proportion

1 v -
Ananuyiunailszlamu
Beneficiary proportion

o AMNANAUsTUgeelugnIIy4
Relationship to Dependent 4
o ANNANTUsTUgeelugnIIv4
Relationship to Dependent 4

- v
o PNENRUsTUyRglugLnIz4
Relationship to Dependent 4

k2 | v ' v ' ' ' Y ' v v
ymsimesianzesyelssiuienisegansareientsriuiantengiugdy (20) darludidnsleiy sonegluuluneyiinasesuazaznessinsuennig

mﬂéw%?uu‘llﬂmwm R1LAN
* Any dependent children of the Insured or of the Spouse of the Insured over the age of twenty (20) years old will not be eligible to be
included under the parent(s) policy and will need to apply separately for their own policy.
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#UN 2: ANNANATRITILAAN
SECTION 2: COVER SELECTION DETAILS

TuBnamuANANATEY (TWikewd)
Cover start date (DD/MM/YYYY)

\RBNRIDNUAAIINANATEN ilan nlanenuanigemsn 18T Bniu A aedns Aalls O
Select your territory cover Worldwide Worldwide excluding USA Asia, excluding China, Hong Kong and Singapore

nssnewentnauuueaelunazsgihaszuedl

INPATIENT AND DAYPATIENT MEDICAL TREATMENT

ADNANUIURUANNFLEAZILLIN
Choose your deductible

8o O 812,500 O 825,000 O 850,000 ) 8100000 ) 8250000 330,000 O

wenasidunanlaane s 0% O 10% O 20% O 30% O
Then, select your cost share percentage

wanauuRuen lganasngega 866,000 O s165,000 O
Choose your out of pocket maximum

ANNANATRILWNLAN

OPTIONAL BENEFITS

v v U 1 3 1
ANABNNIIANNANATETNIFNARe L TvEe lu
Do you wish to upgrade you plan with any of the following options:

ﬂﬁ?;ﬂiﬂﬂWﬂﬂU’]@LLﬂUQﬂ’mu@ﬂ FBNNIT O 1&19]@\‘17’1’]5‘ O
Outpatient Medical Treatment Yes No
A o a o a !
LADNANUIUNUAIMNILINARIULLTN BO O 85,000 O 816,500 O 33,000 O 850,000 O
Choose your deductible
weniesdunanlganeasn 0% O 10% O 20% O s0% O
Then, select your cost share percentage
RANAWIBEWAN I HAEITINGILA #100,000 O
Choose your out of pocket maximum
WIATUATNNIN AANNNT O lumeanng O A5y
Mother and Baby Care Yes No For:

glantlsziuge

Insured

2 ¢ o o d
yagluginiszandun
Dependent name

wanwengunanlaanasan 0% O 10% O 20% O 30% O
Select your cost share percentage

v X%

nslmBnsssymnadssmalunsdign@u seenns O Tumeanng O
Medical Evacuation and Repatriation Yes No
N1IATIAGUNIN FIENNNT O (LN O
Health and Wellbeing Yes No
NN9INEANANAZYIUANTIN AIANNIS O lumeenis O
Vision and Dental Yes No
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SECTION 3: HEALTH QUESTIONNAIRE
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Please tell us about past and present medical history for all applicants to be covered under this Policy. Please note - we require you
to disclose every aspect of the medical history for all applicants. This includes telling us about any changes to any medical conditions,
treatment or medication or any outstanding, ongoing or repeat medical tests that have been suggested.

If any applicant fails to inform us about a condition which we reasonably believe to have existed prior to the Policy initial start date
(whether the condition was already present, the applicant had symptoms, or taken advice from a medical practitioner); this could
(subject to local law and regulation) result in us reducing the amount of any claims payment which the applicant is due or in refusing to
pay a claim or claims related to such condition altogether.

Once this application has been submitted we may need to contact the applicant for further information before we can finalize the cover.
If any applicants needs help completing this application, please contact us. If the applicant is unsure about the answer to any question,
the applicant should make the enquiries necessary to allow an accurate answer to be provided.

If you answer “Yes” to any of the questions below, please specify in detail the diagnosis, symptoms, any diagnostic tests, pathology
staging if appropriate, surgery, treatment and medication. Also the dates of diagnosis, surgery, investigations, treatments, medication
and consultations, the date of last symptoms/consultation/treatment, the current status, and the name of applicant who answers “Yes”
to the question.

fyzainlsziumelaiunisinm nageu visensadea viewnalaiunisitiade visaRdtyno ¥ieaIns Tes:
Has any applicant received treatment, tests or investigations for or been diagnosed with, or had any signs or symptoms of:

SL‘HI/Yes O 13J1°ﬁ/No O

G a X = a  a Aa a = a X g ¥ X
ugzifertinla iesen viranaznaaioyFuTnfiaung sanis Faile Tam newiely
1 winu bl sisensiaseyruiniindnAvesedeaslas

Any type of cancer, such as, but not limited to: tumor or growth including
polyps, cysts, breast lumps, moles or any benign growth.

puRaUnFla 2e9ivla vsensluaBeuladio wu Uanmnen vilane pausy /Yes O 12 00/No O
Talings Aaainamaseagilsavaaninen lsavaanidasiila lsavaanienialasy

Wlamuialng vaan@esliines @asaasiiala (heart murmur) fi@en vise lsaf
2 \AAaNANIREAgAFI

Any heart or circulatory disorders such as, but not limited to: chest pain, heart
attack, high blood pressure, high cholesterol, vascular disease, coronary artery
disease, angina, irregular heartbeat, aneurysm, heart murmur, blood clot or
thrombosis.

Iﬁ‘ﬂ‘ﬂﬂﬂm@ﬂﬁ@uﬂ\i Iﬁ‘ﬂ@ll“ﬁﬂ ANNRALINATRsENee viERsULLEAN L°]]‘LA ”L:uma?u kNl l1/Yes O LLNIWNO O

ﬂqmmm“ Ana@AnN W1InudL salaiwes lsasuea (MS) m@‘imﬂ@@nﬂa%mM@m
g ( Iﬁ‘mmmmmﬂmiﬂﬂmmmﬂaﬂﬂﬂa‘zmm’lmzuuﬂi:mmmunmq) aitlszamin
U@

Stroke, epilepsy, brain or neurological disorders such as, but not limited to:

migraines or headaches, dementia, Parkinson’s disease, Alzheimer’s disease,
multiple sclerosis, nerve disorders.

sL‘IJI/Yes O VLJJGLﬂJI/No O

mmmﬂﬂmlm UANFL l’I,L"’] ﬂj‘ﬂLﬂ’ﬂﬂ L“Hu VLTNHW@ﬂIﬂ‘LI uqluim siuaniay Tavnang e
4 1@"3 178 LaAA ﬂ’]i‘LL‘ﬂ\i[ﬁl'ﬂ‘ﬂ'ﬂ\‘iL@ﬂﬂN@ﬂﬂﬁ]

Any liver, kidney or blood disorders such as, but not limited to: fatty liver,
kidney stones, hepatitis, anaemia, HIV or AIDS, clotting disorders.




ANERLNFYRINsnla mfaavuumqmuum% m@nmw‘lm m@ﬂmmmumum
v Tspdinviey vaeNaNeNaL Tiﬂﬂfamﬂmﬂuwfm (COPD) Tsmiianils viza Ravils
AnLau

Breathing or respiratory disorders, or any allergies or skin conditions such as
but not limited to: asthma, bronchitis, chronic obstructive pulmonary disease,
dermatitis or eczema.

slfnl/Yes

hﬂﬂjl/No

ol

Tfrmmmm ﬂﬁqwmﬁuvl,%?ﬂilﬂ[ﬂ%’] ﬁﬁ_lﬂ’r]u m‘mm ‘m‘ﬂ ﬂmmmumm@ﬂ L“Iju ﬂﬂ‘Wﬂﬂ
Tspsaausn AL Talugeund nanlnasion ‘Eﬁ‘ﬂmimtﬂiﬂmu IBS) lsnlAsyiu m”l,a“lmm
AnLgy

Diabetes, any thyroid conditions, pancreas, gallbladder or digestive problem

such as, but not limited to: goiter, pancreatitis, gallstones, acid reflux, irritable
bowel syndrome, Crohn’s disease, colitis.

la/Yes

13J1‘ﬁ/No

mMglen m@qngﬁmLﬁqLL@:nTt@ﬂ L;ﬁu %@ﬁnmu Uane et amds iBusniau lsann
@Lauﬂizmwﬁmmm@ﬁ@ (CTS) 18LAA9% mimmﬁumx@mmm PALLNAY LAZNANH
aan

Any musculoskeletal condition such as, but not limited to: arthritis, joint pain,

gout, back pain, tendonitis, carpal tunnel syndrome, dislocation, fracture,
sprains and strains.

11/ Yes

13J1°ﬁ/No

nazaeereLLaany mmwumuwuﬁ L°TJ‘L! ﬂ’ﬁ‘ﬁlﬂL“]]ﬂsluﬁ‘u‘Ll‘LW]’]\‘lLﬂuﬂﬂ@ﬂv ﬂﬂu‘ﬁﬂ
Ui‘ﬂﬂﬂﬂl‘u&lﬂﬂﬂ ﬂmmmmnm“m ﬂmmmmﬂu@umw ﬂ@ﬂﬂﬂ'ﬁiﬂﬁﬂim HAZTAANAN
PNINANLAL

Urinary, reproductive, gynaecological or genital condition such as, but not
limited to: urinary tract infections, fibroids, menstrual problems, testicular
problem, enlarged prostate and prostatitis.

sl"TJI/Yes

13\]1°]jl/No

mqwmummwwlmj m@mmwmmmmu@m@ﬂm/mﬂﬂﬁm&wmm 1 A8
FaAs e Vitelanensuniaeddn (luTnans- bipolar) lsANNsNURALNG

Any mental health conditions or alcohol/substance abuse such as, but not
limited to: anxiety, depression, stress or bipolar disorder, eating disorders.

la/Yes

13J1°]j/No

10

ﬂ?ﬂmmﬂﬂﬂmlﬂ"l‘ﬂﬂ\i N RSENY i70m8 mu mwu ﬁ]’ﬂﬂi‘”@ﬂ ’ﬂﬂﬂﬁ“”ﬂ’ﬂ/][ﬂ’]@ﬂﬂ Wﬂﬂmﬂ
mmmmamﬂmﬁu I‘i‘ﬂmtl\ﬂu‘ﬂ lriadniay (& Lﬂﬂ@NﬂﬂﬂL@‘U VisamaNnauTasniaL

Any eye, ear, nose or throat disorder such as, but not limited to: glaucoma,
cataracts, detached retina, ear infections, hearing loss, tinnitus, sinusitis,
rhinitis or tonsillitis.

la/Yes

hﬂﬂjl/No

n

ﬂmmmmﬂuﬂu VRNN28PL 11 NNIAELNLL BEWTLL N3N e Toyniu
ﬂmuﬂmmmu(ﬂumm) Fau ANNRALUNRYRIWEeN

Any dental or orthodontic issue such as, but not limited to: crowns, bridges,
implants, wisdom teeth problems, braces, gum disorders.

la/Yes

LLﬂﬂ"ﬁl/No

12

w94 5 Tenuun lesunnsundn visesunissnesn lulsaneuna

In the past 5 years has any applicant had any surgical procedure or been
admitted to hospital.

11/ Yes

13J1°]5/No




farandthe annay m@mmifau"] vmﬂuimnmqm 3 4/Yes O 914%/No O
ifmmmmamﬂmmqvmwlﬂuﬂqam Viznaad 1&1'3’1@“’191‘5‘1_@’]LLu"’uﬁ@’mLLW‘V]EI

Lﬁﬂ‘lﬁﬂLL‘WV]EI Miﬂﬂﬁ?quﬂ@ﬂ@’mLLWV]EIMi‘ﬂ]lEJﬂW]N MQ?JF;INL?J‘LA ﬂ’)ﬂﬁl‘ﬂﬂﬁ‘ﬂﬂﬂ’mmﬂ ne
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13 |&la

Does anyone have any illness, condition or symptom not already mentioned?

Please include details of any known or suspected issues whether or not
medical advice has been sought or a diagnosis reached, for example: joint
or muscle pain, inflammation or discomfort, recurring or persistent cough,
changes to a mole, changes to urinary or bowel frequency.

flsznuen i“umﬁm&’ﬂm:] FANANITAIINA ﬁmumﬂLmﬁumﬁﬂmiu‘[i\iwmma 190 11/ Yes O Tul1/No O
mmmmmmmmimmm mmmum@ﬂ'}smqqsm:mmmummmuﬂwﬁ%uuu@y
AaLLhelueRn Feelallananiis

Does anyone take any medication, receive treatment of any kind, is currently
awaiting any test results, have any daypatient or inpatient hospitalization
scheduled, or expect to have a review or follow up for any current or past
medical problem not already mentioned?

14

ﬂﬁ%WNﬂ‘ﬂNLﬂﬁ‘J“ﬂ’ﬂ\iﬂU@\WlNﬂ m'a”lﬂu Qﬁuu'ﬂﬂﬂ]’]i{lﬁ\? m‘m ﬂ’ﬂﬂiiNLﬂﬂ’]ﬂUﬂWW ‘Wm slﬂ]I/Yes O 11;1‘73/N0 O
ﬁaﬂvmﬂmm ﬂ’]ﬁ‘LﬁuLiﬂ mﬂmaﬁmmu’l,uwm mmuluwumﬂi”munﬂwum ‘Wu‘WI‘iﬂ
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M?‘ﬂLﬂi‘ﬂ\Wﬂ?‘Muﬂ mmumuma‘ﬂmﬂummﬂmmﬂ 1/1?@ mj‘uuma‘muummm@ﬂ
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Does any applicant’s occupation involve any of the following: Off-shore
work: diving, sporting activities or performing arts; sailing or time spent at
sea; working in areas of natural disaster, medical epidemic, conflict or civil
unrest; working at heights or underground; working with explosives or heavy
machinery, protection services or flying a small aircraft?

wineay “la” TwAnnee 15 NgNUANIRALIBEATRIRNTN
If you answered Yes to question 15, please provide details of
the occupation.

Ausugaianilsenuvglamuu

FOR FEMALE APPLICANTS ONLY:

fyzanszimdiamnula MNAIFIATIN YTeYsTMINNIAIANTEINHINIENNIFIATINYEE i - 1404
Is any female applicant currently pregnant or undergoing fertility investigations or O O
Yes No
treatment?
v 1 v v v

MﬂﬂNN‘ﬂﬂLﬂ’]ﬂﬁ‘”ﬂuﬂﬂﬂm\mﬁiﬂﬂ ﬂﬁﬂ\i[ﬂ\‘]ﬂi‘ﬁ‘ﬂ mmmmqumuummmmmm LLZ‘]“’ﬂﬁ‘m’]LL@\?QﬁN‘D@Lﬂ’]ﬂ?”ﬂuﬂﬂ m@@ﬂummwmnsnfaumummw

ﬁ?’ﬂi&l 1147’]?04‘7134‘]]'&L’ﬂ’lﬂTwﬂun?_lvm.lx‘i'a?_l’i‘wﬁ')'Nﬂ’]i‘ﬁli")@ﬂi"ﬂi‘mﬂ’mﬂ')vﬂﬁﬁ‘[ﬂ\?ﬂi‘ﬁ‘ﬂ n@m’nmmﬂmmmmmmu °luwuv1mum\1)
If any female applicant is currently pregnant please confirm the expected due date of the baby and advise if the applicant has any

complications relating to the applicant’s health or the baby’s health. If any female applicant is undergoing fertility investigations or
treatment please provide more details (in the space below)
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Please Note: We will require a copy of the latest medical report for the related condition if any of the medical questions above have been
answered yes.
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DECLARATION FOR ALL APPLICANTS
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I hereby declare that | have answered all questions accurately, honestly and completely. The duty to answer the Company’s questions
accurately, honestly and completely applies in respect of each person who is covered by this Policy. | warrant and represent that | have the
consent of each Dependent to disclose the personal information, including the sensitive personal information (e.g. medical information)
contained in this form to the Company. | confirm that each Dependent is aware of their duty to answer the questions accurately, honestly
and completely. (Please note that if you are declaring the above on another person’s behalf, it is your obligation to keep evidence of the
consent you are providing hereto of the actual declarations and consents.)

In the event that it is found that I, or any Dependent (if any), do not answer all questions accurately and completely could result in Cigna
reducing the amount of any claims proportionately. | acknowledge and agree that careless, deliberate and/ or reckless misrepresentation
by myself or any Dependent (if any), could result in the Company rejecting claims, not returning any premiums paid in (except for where it
would be unfair for the premiums to be retained), reducing the amount of any claims paid and/or cancelling the Policy.

I hereby certify that all the above statements in this insurance Application Form are true in all aspects and agreed that, this insurance
application is considered a part of this Policy. If I, or any Dependent (if any), give false statement or do not disclose any truth, |, or any
Dependent (if any), hereby consent to the Company to deny any claim settlement or terminate the Policy and I, or any Dependent (if any),
do hereby, appoint Cigna Insurance Public Company Limited or any person authorised by the Company, as the attorney-in-fact to request
any kinds of information of mine and any Dependent (if any), health record or health conditions from any physician or healthcare provider
or any insurer or other organisation or any person (who has my health record or health conditions or results of any HIV test) on mine or any
Dependent’s (if any) behalf until completion. Where local law permits, a photocopy of this statement of authorisation shall be as effective
and valid as the original and I, and any Dependent (if any), understand the concealment may cause the Company to deny issuing the Policy.

I hereby confirm that | have carefully read and understood this Application Form and accept that the information provided within this
Application Form will be used as the basis of mine and any Dependent’s (if any) contract of insurance.

I, and any Dependent (if any), consent Cigna Insurance Public Company Limited who has mine and any Dependent’s (if any) medical
record to keep, use and disclose to the Office of Insurance Commission for the purpose of insurance business controlling.
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Does the Insured wish to submit health insurance premium for personal income tax deduction?
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Yes, | wish and consent Cigna Insurance Public Company Limited to disclose my insurance

premium to the Revenue Department (Thailand) according to the rule and method stipulated by A7

the Revenue Department (Thailand). If the Insured is a non-Thai resident who has responsibility Tax ID no

to pay personal income tax according to the tax law, please state the Insured’s Tax ID no.
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SIGNATURE OF THE INSURED
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Signature
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Applicant Name
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Date (DD/MM/YYYY)
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SIGNATURE OF LAWFUL REPRESENTATIVE
aneiiade
Signature

TRNILVINNNTUNU
Lawful Representative Name

v v 1

HNTENINTUNY (mfﬁm@L@ﬂﬂi"ﬁuﬁﬂﬂ”\ﬂuuﬁﬂﬁﬁmqv)

Lawful Representatlve (|n case where the Insured |s aged eighteen (18) years old and over but under twenty (20) years old)
mmLﬂuNm”mmiLmummLﬂumwv UA/NITAN ‘1/1?@ Nﬂnﬂi@qmm{mmmmuu

Lawful Representatlve must be only Father/Mother or Legal guardian
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Relationship to applicant

Fum thiau 1

Date (DD/MM/YYYY)
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In accordance with Sections 19 and 21 of the Civil and Commercial Code, if the Insured is aged eighteen (18) years old and over but under
twenty (20) years old, the Insured’s Lawful Representative must sign the insurance application on the Insured’s behalf. Applicants under
the age of eighteen (18) years old are not eligible to be the Insured under this Policy.
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REMINDER OF THE OFFICE OF INSURANCE COMISSION

The applicant must truthfully answer all the questions. Any concealment or misrepresentation of the truth will result in this insurance
contract becoming voidable and may result in the insurance Company refusing to honour insurance claims, as per Section 865 of the
Civil and Commercial Code.
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FRAUD NOTICE
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Any person who, dishonestly and with intent to make a gain for themselves or cause loss to another, or to expose another to a risk

of loss: (1) makes an application for insurance or makes a claim under a Policy containing any information they know to be untrue or
misleading; or who (2) in making an application for insurance or a claim under a Policy dishonestly and with intent to make a gain

for themselves or cause loss to another, or to expose another to a risk of loss fails to disclose information which has been asked for,
commits fraud. The Company will investigate any claims or applications for insurance which the Company has grounds to believe

may be fraudulent. Committing fraud may result in your Policy being terminated and any claims you make under not being paid. The

Company may, for the purposes of the detection and prevention of fraud, share information relating to suspected fraud with other
insurance companies and/or with law enforcement authorities.
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HOW THE COMPANY WILL USE YOUR INFORMATION
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The Company will collect, use, store and disclose your personal information, including sensitive information (in particular, information
relating to your medical history and any medical treatment you may have or have had), in accordance with the relevant data protection
legislation. The Company will collect and will use your personal information, including sensitive information, for the purpose of carrying
out our obligations under this plan. This statement also applies to personal information of any Dependents detailed on this Application
Form.

The Company may share your information, including sensitive information, with other Cigna companies, carefully selected third parties
including any broker you appoint to act on your behalf, other providers of services under this plan and authorized healthcare providers,
where necessary to carry out our obligations under this plan. This statement also applies to personal information of any Covered
Persons detailed on this Application Form.

Any Covered Person has the right to request a copy of their personal information held by the Company. We may charge a fee to provide
this information.
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I acknowledge the collection, use and disclosure of my personal and special category data by Cigna for the purposes
required by the contract of insurance | have entered into.
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SPECIAL OFFERS, PROMOTIONS, PRODUCTS AND SERVICES
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The Company would like to keep in touch with you to keep you updated about special offers, promotions, products and services which
the Company thinks will interest you. The Company will not release your information to any third parties.
DNANINBINITFLANIANIVBYAAINAIL AU NFWIINLATRIMNE TR

If you would like to receive this information, please tick here
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How would you like us to contact you? Email Telephone
A A

ANLNDTR

Signature
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Please note, we only accept payment in Thai Baht.

Wlein gz iusde ANTUAANL]
Net Premium Duty Stamp
FALNN9ENTTNL SELAAU
Payment frequency Monthly
A8NN9119v RN 11R9LATAR / LALIR
Payment method Credit/debit card
WuELaItRTAIAR/AALR
Credit/debit card number
UNIALABINIIA O 1
o MasterCard Visa
Useinnuesting
Type of card = 0
yp aufiunamea (O 118
American Express Solo
I v
TenlsnguunLng

Name as it appears on the card

Juaanlms
Start date of the card (MM/YY)

~ X v o
N Welsz e
Tax Total Premium
O 78 3 AU O sed O
Quarterly Annually
TauRu

Bank wire transfer (Annual payment only)

(We will call you on receipt of your application to provide the relevant details)

O A1 1T Y11 BLaAnIaL e
Visa Debit Visa Electron Delta
O WL TN (@WITRNUIENT) WA TR (UUNTNF)

Maestro (UK Domestic) Maestro (International)

Tununang
Expiry date of the card (MM/YY)

IPAANNLADANY (Fla13uanANUMAngAIRR/ANTATEINIL Tunsilanating aulEiu Bnaned azilfna4nanuwnifsALeIN8w)
Security code (This is the 3 digit number on the reverse of most cards. For American Express cards, this is the 4 digit number found on the

front of the card on the right hand side)

nyEufiureyainsashaialn tuluesyhensusssuvielu?
Please confirm that the payment card is that of the policyholder?
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If the cardholder is not the pollcyholder, please
state the relationship to the policyholder

Spouse/partner
Fwpewd \in yieiing
Date of birth of cardholder (DD/MM/YYYY)

&eymmynating
Nationality of cardholder
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Is the bllllng address the residence address you have provided for your policy?

wnnaya lugnaes ngansvyIaNaTiagdnss luLAstizamu
If no, please provide the full billing address

ARNTA/NIINLUDT

iGi O ol

Yes No

giunalsyiemy O RN O
Other beneficiary Employer

O aunTnluasaumia O LIy O
Family member Other

1 O sl

Yes No

O

O
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Credit card authorization: | authorize Cigna Insurance Public Company Limited to charge my credit/debit card account for the insurance
premium. This will continue until the instruction is cancelled, and | will provide written notice to Cigna Insurance Public Company

Limited.

ANTUARN1B91TRI
Cardholder’s signature
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Date (DD/MM/YYYY)



TispsauuwasuiinsanvayansumumMsainavisamalilsudlelily
Please return your fully completed form by email or by post to:

Cigna Insurance Public Company Limited u‘?gﬁ’ﬂ%ﬁqﬂguﬁ’uﬁﬂﬁqﬁ’m(wqw)

7th and 10th Floor °nu7l,m°'°nu10
Q.House Ploenjit Building ANANS AN ALNALAR
598 Ploenchit Road 598D UULNAUAR
Lumpini WUNANNY
Pathumwan LR NNIU
Bangkok 10330 \

NPILNN 10330

Thailand szindlng

Cignathailand_broker@cignha.com

u.

Together, all the way.” /\(\Clgna

“Cigna” and the “Tree of Life” logo are registered service marks of Cigna Intellectual Property, Inc., licensed for use by Cigna Corporation and its operating subsidiaries. All products and
services are provided by or through such operating subsidiaries, and not by Cigna Corporation. This product is distributed in Thailand by Cigna Insurance Public Company Limited.
©2020 Cigna.
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