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Group Life Insurance Application Form (For Insured Person)
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In case of edit, erasure or strike out, please affix your name with the same pen.
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Questions about the applicant’s health and disease or treatment history.
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Do you have a good health, no mental and physical abnormalities and/or disability or no illness caused by AIDS or HIV or any critical illness?
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Yes No  (Please give full details)
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During the last 3 years, Have you consulted any medical advisor, or received any treatment, blood tests, blood pressure, urine, X-ray, heart test or
something else?
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Yes No (Please give full details)

malfifeud maneudnie uazmslinawubuoen

Statements giving, giving authorization, giving consent
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I confirm that the answers in this application that I have given, including the answers to the authorized medical examiner are true and correct in all
respects. [ understood well that if I do not provide full d]SCIOSuTE the company may decline the application or deny the beneﬁts payment.
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I hereby authorize physicians or other insurers or hospitals that have my past or future health records to disclose all information to Ocean Life Insurance
Public Company Limited or its representatlves for the purpose of applymg for insurance coverage or henefts paymcni

3. ‘1]"|WHHEIHEJEJ?J1HU§'H‘FI ilﬂlﬂ‘l.l 1‘]1’ uazialny ﬂlﬂmﬂﬁ]‘i\\lﬂﬂﬁﬂﬂq‘lmWW LLE‘I“"UFJHEHJSQ‘IHWN'I AevsHmlsziudy wieudiin
sziunvde H‘iﬂﬁu’.)ﬂ\ﬂuﬂilE)']UWﬂ'mﬂ{,]ﬁiJ"iﬂ H‘iﬂ‘l}ﬂﬁ'lﬂiﬂ’lﬂﬂ'liimﬂﬂ L‘:"lﬂﬂﬁ"ﬂﬂlﬂ'lﬂﬁuﬂunﬂ WionIoudunm

NIUHITU Hi‘ﬂﬂﬁ'ﬂﬂ‘]ﬁﬂﬂ'\dﬂﬁ!mﬂlﬂﬁ,

I hereby authorize Ocean Life Insurance Public Company Limiled to record, use, and disclose the information about my health and my personal
information to other insurers or reinsurers or person in authority or health care providers for the purpose of applying for insurance coverage or benefits
payment or medical realments.
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Do you desire to exercise the right regarding income tax exemption under the Tax law?
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I desire to exercise my right regarding income (ax exemption under Tax Law and allow to Ocean Life lnsumnce Publlc Company Lmuled for subnm and
disclose the information of premium to Revenue Department in accordance with rule and procedure as prescribed by Revenue Department and in case of
foreigner (Non —Thai Residence) who is Tax Payer under the Tax law shall identify Tax ID Number which received from Revenue Department
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D vl“”ﬂ'ﬂ”lli ?Nﬂ I do not desue to exercise my right regarding income tax exemption under the Tax Law.
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EMINDER OF OFFICE OF INSURANCE CO! SSION
Give answers to all questions above truthfully otherwise the company may have caused to deny liability under this policy in accordance with
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