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Application Form
TIP Premium Health & Accident Insurance Policy

Personal Health and Accident Insurance (TIP Health Care 25000)
1. APPLICANT INFORMATION R E AL

Name [] Mr. [Miss [IMrs. ....... % ....................................... Middle Name...........5ooeeeeiineeennnn.. Surname ....... &i ................................
ID/Passport Number ........ /€7\ 7']‘:— . ]\ %% ............... Work Permit No. ﬁi%"ﬁ?ﬁj%ﬁﬁ% .... Date of Issue 3%?? El ............ (Please attach copy)
DD/MM/YR (Date of Bn‘th) EEQEHEI ...... Welght (Kgs.)“.ﬁ.i.?i%. ..... Height (cm. )%,E ...... Race..... )\ﬁ ...... Nationality % ..................
Civil Status [] Single DMil?r?eEcll O Wylgc}?\!ved U ]j% vorced Current Address..... Iﬁ{iﬁﬁ ....................................................................................
Tel. No. ....... Eéaﬁ%ﬁ .............. E-mail ............ EX T Occupation........ H%% ..................... Position...... 12%‘ ..................
Type of Business..... ¥%W§ ....................................... Monthly Salary ﬁ R THB /Other Income........ ﬂij@”yj\ ......... THB
Company Name/Address ............coeeuvenen . *j:% ..................................................................... Tel. No. *gjﬁ%ﬁlfﬁ Al LExt
2. BENEFICIARY INFORMATION  BET-4x3Z By A N2
Name [] Mr. [IMiss UMrs........ % .............. Middle Name........... R Surname t@ ................ Relationship to Insurer ...... ’(’Tm ..............
Address........ {iﬁﬁ ................................................................................................................... Tel. no. ?EEE%% ..............................
3. Period of Insurance: From: .................. Bﬁt{ ................ at: ... hours  To: ...... ’fﬁgT E] ........................... at 24.00 hours
4. Please select plan of Insurance:
o TIP Health Care 25000
Plan 77V o
Planl 75 /1] Plan2 -°5 >0 Plan3 5 >3 Plan4 77 /4
Age (Years) ﬂiﬁ% [] 15-40 Years old [] 41-50 Years old [] 51-60 Years old [] 61-70 Years old
5. Premium Payment Options:
O cash B e
O Credit Card/ISSUET ..o oo, Card Number..............oooveeeeeeeeennn . Expiry Date ...........ccc.. i
O Automatic withdrawal/Bank Name. ...........vocoveeovererreeenne, Branch...........ocoovienann. ACCENO. .ttt e

Total Premium THB (Stamp & VAT included)

Health & other health related questions:
%FﬁL ifﬁefﬁ%% AmfRpa, X t&ifl}\{%iﬁéﬁﬁ DWW, MR I Mt CThAF AR Z SN LidH D £IH?

6. Do you have ‘or have proposed for Health Insurance, Critical [llness Insurance, “Life [nsurance or Personal Accident with the company or any other company?

O No2 O Yes, Explain: Bu LT RS

7. Have you ever been declined life insurance or personal accident insurance or had your insurance cancelled or had a renewal declined or had additional premium
. » , EMRRE TG EANGHRRANOIMAZHS S NI &v, RREMEnizC e, ElEfhInzi e, H2H0E
mposed for such insurance! zm 5 ORI BV TEINRMEZ S N LidH D £

O No VW% OYes,Explain: B B L Tl T e

8. In the past 5 years, have you ever been admitted or dlagnosed in a hospitalized or clinic for the following: any kind of Cancer, cyst Cerebro- Vascular Disease

HMESAELINIC, ROWTNNCDONWT AR TZZZM 222 DO I H5D LI oA, 2. MmEEBRRRET., OEL,
(Stroke), Cardiac Arrest, Myocardial Infarction, Chronic Kidney Disease or Kidney failure, Systemic Lupus Erythematosus (SLE), Hypertensmn w1th admission,

DATRESE, MR E 1AL, AT 7S F—F Aen. ABRES BT, JERRA 2 A ARG RMES L0, @HIRIER 251

Diabetes (with insulin administration), Hyperlipidemia (Treated with Statins to lower cholesterol), Obesity (BMI more than 33 up), Chronic Obstructive

KB AL AT )UK FEEEZ T TS E D), MWem Ll L, 181EEASE Tz R (coep), Mli5UIE, apsE7zidmv, TIEI7, LIRIEREE
Pulmonary Disease (COPD), Emphysema, AIDS or HIV, Thalassemia, Multiple Sclerosis, Crohn’fDisease, Hepatitis B or C, Cirrhosis of the leer Alcohollsm

gu? Dru/ﬁﬁ)use ngﬁt%gmgje};ﬁyﬁ 315;1 par{%?}/al]r%{(%{}zgaﬁl%sg pi@cél’f}ﬁ/g?ggﬁy 1rﬁ)gliroe)d t;ECLIT flarcoftjl\caédr%gs a}ﬁr{(dﬁz)thj:E s*ila:)]ug%/ 111ness F OB
O%OI\)JO RS m\?es, Explain: e B I L T T e e
AR
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HESERNC, ERID DA RICEARPLEIC OV TIER 2RI 720 WHBZRITENTD LI LiddH b £ [I3v) O

9. In the past 5 years, have you ever been treated or been issued a prescription by a physician for any pain or illness or surgical procedure? (If yes, please explain

Z DERORZMINE LI ADRMZ TR 7EE W, )
details of diagnosis and treatment provided for that incident).

W Z [E4A N R
O No O Yes Explain: ....... Cib‘ S E/EEHH L’T < f: ?—_f e,

BUE, K. FHR. E3SEELINCBI L T, BERIOE R TR 5 A OULELIGH 2 32 1) TRIEH T A
10. Curgen’tly, are you rez:g:)tfgring from any procedure or treatment for any illness, accident or substance abuse under the supervision of a physician?
A1VAY A

O No O Yes, Explain: IV, BIALTL T,

AR, ERRE, ARG MR« cr A 2R 8, BERMRE, B DB eke, IIRE - IRIREZZF 72 L 13H D £ Hv
11. In the past 5 years, have you ever been subjected to Radiographic exams, NngJeag Medic'izlﬁe evaluation as MRI and CT 'Shcan, Ultrasound, Biopsy, EKG, Blood
TV DA, MEDMIZIHS ?lJ\ 129 578, ERIDRRNE EZBING. BRUREZZI W7V = o @%%B%EMSE’J
and Urine Test? (If, yes, please specify the doctor’s order and diagnosis as to declare the reason of test and the place of hospitalized or clinic where test was done).
WK TREALTEE G ) 13 B N
O no vz O ves Explain: ...... Lil‘ . EFEHH LT<TC él‘\ ............................................................................................................
BERT B WV B FEEO N RHHVLEIC DWW T H W - i 220 2 e MH B, IEKHBRERZZT 2 X2 fRENZICEMhb 5T,
12. Have you ever been diagnosed and evaluated by a physician for a surgical procedure of any kind or instructed to undergo a major biopsy but have not
THERMLTIOROBERS D T 3] DAL EEIOIHS KIEABSE - ZB LY Y =y ¥ OXHE KHIC CRAEEL, |
proceeded to do so?

If yes, please specific the name of Physician and the hospitalized or clinic

KoolaNNB3aludbAu

=4 N = \
O No VW OYes,ExplamLib"ﬁHﬁLT(téb ...................................................................................................................

13. Are you currently in any abnormal state of health, (such as pain, tumor, abnormal bleeding, and presence of any cyst or any other condition that you have not
BUE, Jeax, BEEE, MEHIM, SHROFE, ZOM S h O SERHIRBICH D GH 5., ERIDBZEPRT 22T TWIRUVIRREIX D D F9hv
seek medical advice or treatment?
. NEAN N3] oE, SHLTIZE W,
O No LA O B TR 25 4 1Pt

%ﬂﬁ\ %K‘I&J‘f@%i 72 S h o EE RO =hic, EHMNICULTSEZIR L TV E 3 hw

re you currently on regular prescription medications for a congenital disease or any chronic disease or not?

14.

- M [N e =5l . s
Ono Wz O Yeskaxljalain medication and diagnosis: ”i lﬂj . @ KRN HE)EHEP@EHJ% }:W&E%% e .E./E.E.n H < 7’ g b\o .................................

TRBRELKIH DRSS

RATIFICATION OF THE INSURED
TRERZLKIE & R L O TER L@ b . AREREIKIE, TRERSIKIE D HIE U Je A CRBRREZF 78T LARTIC IRBRSRI B DM B 72 I3HG LTz

As agreed between the insured and the insurer, this policy does not provide coverage to the insured for injury or illness or any complication thereof obtained or acquired by the insured
1535 « PIRB ZCZ NS 2 BOHEIC DV T, FFESINZ NG L T 55 (ED)ICTOEDIRIEN TV R E2RE ., REENE I 2
prior to the issuance of this policy as stated by the insured, except if indicated in any endorsement of identify disease-specific coverage issued. The insured acknowledges and agrees to

MEZRIELEVED & LE T, RREEKEIL. NSO AZH 502 ICENTHERRL, AET560LLET,

these terms and conditions in all respects.

IS ﬂx@%ﬂéﬁﬂ@ﬁi%h‘“)% I %T%%C&ﬁzzbléﬁﬂﬁbi?o X7 ZIKEFH&%‘LCJ:Dﬂ%\%&éh%HlVﬁ/{)bX’fﬁE@

This 1s to certify that the above information are true and completely correct to my knowledge, and I authorize all m\edical‘mst}tutions that have treated me to provide all and necessary
WRZTO. R IEHE LT T N T OESGBED. FAORMEI Xl E DB - ZWNC BT % /272 1E# 72 DHIPAYA Insurance Co. (PLC)
information relating to my medical history and previous treatl;nents and diagnosis, includin‘g any results of HIV virus testing as required Elthis application to DHIPAYA Insurance Co.
WKfitd s e 2R LE T, K%&Li%ﬁﬁ%’%ﬁ'ﬂi% DEEA, HIAGIE, YIS K2 RN T LR TRES N2 DL LE T,
(PLC). This document is not an insurance contract. The applicant will be protected once it has been verified by the Company.
10t NSRS . N N 14 1o |k [0 5 & Y =N . s -
TR IO, Ty u ot e Company 1 Sost s d disioud o P Anan 1SR Te ) Restt ) ot b s o e DptiEance, Commission, QG
WUTIRE, i, FIRdHC L2 TICFFAILET,
the benefits of insurance business governance.
Accbhig 1M e ghidhion Sl tHe Tbured Wi dpp1y s hbtndnee poficy Tor the Incdne taaduction? 7 -1 ]
N3V | DEE, PRRIZRIE I, Eﬁ(ﬁ%ﬁﬂﬁt{ﬁb\ HEDMRBUEHC B9 2 1572 i AR Revenue Deparmend I 7S « A9 C &% C CICRFAIT 26D L LEHT,

[ Yes, I'hereby authorize the Company to disclose and forward the information relating to insurance premium to the Revenue Department according to the government

regulation.
O B B T B MBI B T B & A IR E N NR ) TH B 5O WS fupayer lienitioaion o) T FEA < FEE L,

In case the Insured are Non-Thai Residence who have duty to pay income tax, kindly specify your taxpayer identification No. ..............ccooeiiiiiiiiiin .

No W&
O TRIERNC B9 2 1572 A SIS « 260192 & e A\DIRIEIE, (RRZHIE DMK & 72132 Ofth

The consent to disclose and forward the information to the Revenue Department will be in force until the Insured have an instruction of cancellation or any alterative.

A EL: IR P LR LY A HAH
Applicant Signature: ................c...oeene. s Date of Application
H H i
(e ) Day ..... Month...............Year..........
[ pirect Client O Agent D0 Broker coeeeeeeeeeeeeeeeeeeeeeeee e License NO. ..ccveveiininiininiininnns

REMINDER OF THE OFFICE OF INSURANCE COMMISSION
As stated by civil and commercial law clause 865, if any of the answers above are proven to be fictitious or not true then the insurance policy can be immediately terminated

and any or all claims declined.
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