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The Applicant must truthfully answer all the questions in this application form. Any concealment or false statement may result in the insurance company refusing to pay claims,

according to The Civil and Commercial Code, Section 865. Any query about the policy can be consulted with Thai Health Insurance Public Company Limited or Office of

Insurance Commission at Telephone No. 0-2515- 3995 or Hot Line 1186
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In case you do not declare or fail to declare each of the question, the company shall consider that you declare decline (No) in that question.
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I, the applicant, declare that above statements in this application form are true. Should there be any false statement or any truth being concealed, I agree to let the company cancel
this insurance policy. I, besides this, assign Thai Health Insurance Public Company Limited to request for any kind of information, or to take a photocopy, regarding my
personal health treatment or health condition records from any physician, hospital, clinic or any other organization on my behalf. A photocopy of this application shall be valid as
the original.
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The Applicant allows the company to collect, use and reveal the truth about the Applicant’s medical records and other information to the Office of Insurance Commission (OIC) in

order to regulate the insurance industry.
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