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This application can be filled—out on your computer.

Guidelines

* You can fax or e-mail the completed and signed application back
to me

* We also need a copy of your passport ID page or Thai ID card.
Please convert the colored photo to black and white, if you fax.

* Premiums are paid annually. You can pay by credit card or by
cash.

» Cash payments can be made at any branch of Bangkok Bank,
paid to e-insurethailand.com Account # 229-0-83005-4 (Laksi
branch)

» Coverage for sickness will begin 45 days from the date that
MSIG receives your paid application.

* Allow about 15 business days for the policy and hospital card to
be issued.

* Once we receive your policy and card we will notify you, and
then, send them to you by registered overnight (EMS) mail.

» Any medical condition that existed at the time of application will
be excluded from coverage.

Please let me know if you have any questions.

Tony

Expat Support Svcs.

Tel: 081-927-0829

Fax: 02-884-0430 ext. 38393
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Pléase complete this proposal form in full before returning it to the Company.
Healthcare/Medical Insurance Proposal Form

1. dayan lUvasgddansuassa
General Information of the Policyholder

#o-dnNaaINaaNINGIIN TN
Policyholder’s Name Occupation
nagdayuu WeTN (M)
Current Address Employer's Name
Poduedn
Employer's Address
Tnsdwvl Tnsas
Telephone No. Fax. No.
Faunngusziem Usziangsna
Family Doctor's Name Employer s Business
Nagupaunngusziin FOUMNNEUTT |:| Tan UeAY wihe nen
Family Doctor's Address Marital Status Single Married Widow Divorced
NUYAT-5M AU
. Number of Children person(s)
2. wuudsznuasndan (wuulssiudeiivhudandmsusivhues wazandnluasizashuazasuiluwuudeniu)
Insurance Plan to be Selected Your selected plan should be the same for all the applicants.)
wuudsenudenidenlaun
The selected plan is -
uaUsslemifindnidon |:| aulduan MINDDAYNT NUANTIN auq ey
Optional benefits selected OPD Maternity Dental Others, please specify
3. gazdaayavdyataszNUNBUAASTIY
Details of Persons to be Insured
o a4 oa Yoo |, d. o ol ANUTNWUS
A b v @ b4 Y]
Fa-anaeuaissiude m/mm‘;/ﬂ rl;ﬂ(ﬂ L;Neg mzuhft) al-?eti‘l%f Uszinantinande Futaanausssy | dessRus
Name df persohis to be insured Date of Birt 9 9 Usual Country of Relationshin to Premium
Day/Month/Year | (M/F) (Kgs.) (cm.) Residence . P
Policyholder
Wedsziudesu
Total Premium

4. pguaadNEINUFNINYBINYBLEIUTEN U Y
Health and Other Declarations of the Persons to be Insured

1. uLe Nwmmﬂi”nunﬂﬂuau | Nﬂswnunﬂaunmn wiaUsziugummagiuudinuiausinaudnwiala
Do you or any other person to be insured under the policy currently have any Personal Accident or Health Insurance Policy with the Company or any other insurer?

Py M Tﬂim“wa
G No DNYes

If Yes, please give details

2. ula mwmmﬂiwnunﬂnuau d| Lﬂﬂﬂﬂﬂ{]lfdﬁmi?}mmﬂ’i nuﬂﬂaunmn Usznudie maﬂsvnuawmwwsalu
Have you'or any other person to be insured had a proposal for Personal Accidént, Life, or Health Insurance declined’by an insurer?

|j34 LAY L@gl fLag Iﬂsniywa
No Yes If Yes, please give details

3. uuaz N“llE]LE]’l'lJiyﬂunEIﬂuE]u 9 Na?lmwaummuwmﬂwialu
Are you ahd all other persons to be insured in good héalth?

Ijmau‘usm wys0id alalaaysal Tﬂim"wa
No

Yes If No, please give details °
4. mu%sammmﬂi“ﬂunﬂﬂuau 9 wadSnmunwndlusses 12 Hau maLﬂﬂlmumLl,u”uﬂmvlﬂisqwmmawsawuNmﬂ’;;‘mmiui”ﬂ” 5 ‘d‘ﬂmummalu
Have you ‘or any other person to be insured consulted amedical practitioner within the last 12 months or been referred to a hospital or specialist with the last 5 years?

Ij,n (A LAe fiag Iﬂsmwwa
No Yes If Yes, please give details

5. mwsammmﬂi AUNBAUDY ‘] wanaunnnsnmalulsinenua maamuwmmaaﬁln meluszaznm 5 ﬂnmumwialu
Have you or any other persons to be insured been admitted to a hospltal or other medical facility within the last 5 years?

|j34 LAY L@gl fLag Iﬂsniywa
No Yes If Yes, please give details

6. VI']uWiE]N“ZJE]LE]’]‘IJiuﬂuﬂEJﬂuEm 9 wavsanawnvludwauanale w3l
Do you or'any other person to be insured engage in any hazardous sports?

|:| Taivae LAel e Iﬂinimﬁa

Yes If Yes, please give details
7. nyanldaaanane 3luges wae wislhtag mnhuvsespaUssnufsaudu 1 wenis liwelasumsitane iy WaalasumssnmEnNans Ly

aﬂ(?ll,l,auﬁﬁ)ﬁmuﬁnﬂE]’\ﬂ']il,ﬁ)uﬂ’;ilﬂﬂﬂalﬂuwiﬂlu?
Please indicate ctick 3) whether you or any other person to be insured have been diagnosed or treated for the following conditions, please provide details:
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Taiee | wow
No Yes

Tsa, anmzmsiiuthe wasmssnwlse
Disease lllness, Treatment

44' v £ £
HanuaiUsznung
Name of Person to be insured

FOIUNENUIANSNEN
Treating Hospital

Iunmannlse
Date of Recovery

TUNSY
Guthe
Date of Onset

mmﬂu‘[awmmwsam
High or low blood pressure

ANNEnUNAYadanvIBIdUEen
Disorders of blood or blood vessels

Tsarwnvmnunssluiuludengs
Diabetes or hypercholesterol

TsefinUndzasilanisauila
Heart or valvular heart disease

Tspuz3a
Cancer

fowiiasansiialaiseuse
Non malignant lumps or tumors

Tsaiansalsadseanm
Psychiatric illness or nervous disorders

Tsanszimnznsamsthanaesasa
Stomach disorders or abdominal discomfort

DINSNOIHNNIBNBITNITDS
Chronic constipation or diarrhea

Tsaaldluansaaldidn
Intestinal or bowel disorders

Tsnfuuazgand eImsnnaes dundes
Liver or bile diseases

TsalovSamadutlaane
Kidney or bladder diseases

Tsadangnuann vsadidamduaadasnns
Prostate diseases or urination problems

Tspvaeadensd a‘uwuﬁ NWI0ANABMININE
Sexually transmitted diséases

anuinUnfvaslan ssuumadiumela
Lung or respiratory disorders

Tsagfiuw vaudia
Allergies, asthma

Tsalnseas
Thyroid disorders

aNuiaUn@uaIm
Eye disorders

ANNHaUnAuas ¥ A AN
Ear, throat and nose disorders

ANNRaUnGreInszan naniiie o e
Disorders of bone, muscles, joints, or gout

ANNRUNRYDIRIIT WY AU
Skin, hair, or nail disorders

TsmzaLmus
Breast disorders

Mzthaviasiiay
Pelvic palns

Tseuhenfunaan Sald viaviasald
Diseases of the uterus, ovaries, or tubes

ANNHAUNRDITLY
Menstruation disorders”

AMUNNITYNTHNNE
Bodlly deformmes

Whwinuiin/an 45 nn. Luamﬂ il
Loss or increase of body weight over 4 — 5 kgs.

5. A13UIN0DYUDDY
Warranty to the above Declarations

‘mwLmLm“mmLmﬂi”ﬂunalumaumnﬂummimmﬂmmmmm WJ’NWLAL‘]JHW)’WN’"W\ILLﬂ“‘@NUTmW\’W\‘H’WWW’]@’WU
WAz L‘nmmﬂwﬂuuu uazilldaz Lﬂﬂ‘ll’rmﬂﬂilﬂ LE?JWLLNJH’EW}’WWN‘LWI umﬂ'amuwnﬂﬂtmmmnmwmmuuﬂa
Lﬂumwuwmmmmﬂivmwmmﬂimunﬂnumww Lmmn’L@mwniuﬁﬁmwumummmmuﬂ‘lum-umm
1J?Wﬂuﬂﬂfauuﬂmumswmamwuummumwu,mm’mu drmiduaz u-ummﬂifmunwﬂmﬂumulwummiau
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ﬂiwﬂuﬂﬂﬂi"ﬂn’\i‘lifjﬂi‘ﬂ\iﬂ’]au‘luuﬂ "Lm

1/We hereby declare that the information given on this Proposal Form is true and complete to the best of my,our
knowledge and belief, and that |,we have not omitted any relevant information or material fact. 1, We understand that the
above given information shall form the basis of the contract between the Insured Persons and the Company. |/We also
understand that this Proposal Form will be subject to underwriting approval and acceptance by the Company before
cover can be granted. I/We authorise any hospital or doctor who has attended me/us to release any information related
to medical treatment to the Company in supporting Underwriting or Claims consideration.

{oansne) unugeatenlssiudenanue
Policyholder ¢ on behalf of all applicants).

EN%IB
Signed

o
AUN
Date

AU/ ANEWIN Wd

Agent/Broker _ KanokwanDabhs -14M1638

AMLiauraInINNIsUIENUNY fl'iu‘Vli’N‘W'lm"dEl

11/]GlB’Llﬂ'm'lN‘LINGI‘HM']NWJ']NQS\WIWLIB uauuuuwmmanmﬂummﬂgmﬁmwmuNﬂmuammﬂiwnunﬂlm mwﬂiumaﬂgwmﬂuwma wWdlnd 101 865

REMINDER FROM THE DEPARTMENT OF INSURANCE, MINISTRY OF COMMERCE:

Give answers to all questions above truthfully otherwise the Company may have cause to deny liability under the Policy in accordance with Section sss of the Civil & Commercial Code.
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Credit Card Payment Form

ngannsanuuunedy uazdaunndnauiiues / Please fil the form and fax to number 02 3691741

o v o o
Tagiandsziuns

Insured Name

NUNELRUNTNETTH Wenlsenunainasnisdise
Policy Number Total Premium ( Baht)
Fagnaiins waneaalnsAniiiasnsia
Cardholder's Name Telephone No. for Contact
I:I 1TmsAn I:I finsunaLnas I:I (3U / Silver I:I Tnumdlaw / Titanium
Visa Card Master Card a4 / Gold WNRARUY / Platinum

UNELAVI AT

comver [ [ [ T W T T T M T T [ M TTT]

TUNNAREURLIRT adanENata

Expiry Date of Credit Card Signature ( anafladaiReiUANUEUAUNATRTIATAR )
un
Date

131 153 104 1o A Usziude (Uszwalng) a1 1908 n.Lw‘niféﬁmimJ W2NLN9NEL lATiaE9N9 NTEMNY 10310

MSIG INSURANCE (THAILAND) CO., LTD. 1908 New Petchburi Road, Bangkapi, Huay Kwang, Bangkok 10310
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2. lunstinandl vizanssen wiseny A TrsuilarunadintnsinshndnluiRunudiontseiug winanadiendsziudie
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3. lunsalnfnatmansandunssunisesiisndienssiude feslinlideiusesismuny netududgieting
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There is a credit card charge for payments made using a 3rd party's

credit card See below. No charge if the insured is the card holder
UANUILAAIN 3 NIt FaNAN9 N3 vilesriude HNuN19FRTRIATRRSATLITRA FaeinsrANs s TlaNANLBN fAatl

- 17m3 VISA / MASTER d3v4n Titanium / Platinum F@99152A8998 e NANIRAN = 3.15%+VAT7%

-1Tm3 VISA / MASTER Usztnn Gold / Silver Aa99192A8993: 8 INNIAN = 2.5%+VAT7%






