Application Form

MyHEALTH
Individual

Medical Plans

. " [
Download our Easy Claim mobile app & . Q rlL
for quicker claims reimbursement! ‘\} %, LMG ‘
[ Insurance. International

april-international.com A Liberty Mutual Company INSURANCE MADE EASY




YOUR APPLICATION, STEP BY STEP.

L/

This is your application form. Complete it, signiit, send it.

An underwriting offer will be provided in 3 working days or less.

ONCE OUR OFFER HAS BEEN ACCEPTED,
IN 5 WORKING DAYS, YOU WILL RECEIVE:

V' Your full member's pack (by email)
This includes relevant documentation such as claim forms,
instructions, terms and conditions, and benefit schedules.

|Zl You will be able to download your member card containing
emergency contact numbers for requesting assistance services
or before admission to hospital on our Easy Claim app.



1. YOUR DETAILS

IMPORTANT NOTICE

The answers you give to the questions contained in this Application will form the basis of any insurance policy issued, and will be incorporated into the
contract. It is essential that you give accurate, truthful, and complete information for all persons to be insured, as inaccuracies may jeopardise
coverage or invalidate a claim.

Family Name:

First Name(s):

Date of Birth:

Height (em):
Occupation:

(Specify nature of duties)
Smoker:

Nationality:
Residential Address:

Postal Code:

Usual Country
of Residence:

Tel.:

Email:

Gender: Male O Female O

Weight (kg):

Yes O No O Marital Status:

ID/Passport No.:

Country:

If you wish to use a different mailing address please advise us

Mobile:

Important: this email will be used for sending your policy documents and claims-related communication which may include sensitive medical
information.

Family Name
First Name(s)
Date of Birth
Gender

Marital Status

Relationship to
Applicant

Nationality
Smoker

ID/Passport No.

Occupation

(specify nature of duties)

Height & Weight

FAMILY MEMBER 1 FAMILY MEMBER 2 FAMILY MEMBER 3 FAMILY MEMBER 4

Male O Female © Male @ Female @ Male @ Female © Male © Female ©

ves © No © Yes O No ©) Yes O No © ves O No ©

cm kg cm kg cm kg cm kg

Please use separate sheet if necessary. Please advise us if any family members to be insured do not live at the applicant’s Residential Address.



2.YOUR COVER

SELECT YOUR COVER
STEP1 The following modules form the base of your policy. Each member has the flexibility to select the cover they want.

If dependants will have the same cover as the Applicant, please tick here O and complete cover options for the Applicant only.

m APPLICANT FAMILY MEMBER 1 FAMILY MEMBER 2 FAMILY MEMBER 3 FAMILY MEMBER 4

. (O Essential (O Essential (O Essential (O Essential (O Essential
Hospital & . . . . .
(O Extensive (O Extensive () Extensive () Extensive (O Extensive
Surgery
O Eite O Eite O Eite O Eite O Eite
O Nil O Nil O Nil O Nil O Nil
(O THB 8,200 per visit (O THB 8,200 per visit (O THB 8,200 per visit (O THB 8,200 per visit (O THB 8,200 per visit

(O THB16,375 per year (O THB16,375 per year () THB16,375 per year () THB16,375 per year (O THB16,375 per year

(O THB32750 peryear () THB 32750 peryear () THB 32750 peryear () THB 32750 peryear (O THB 32,750 per year
Deductible (O THB 81,875 per year (O THB 81,875 per year (O THB 81,875 per year (O THB 81,875 per year (O THB 81,875 per year

(O THB163,750 peryear () THB163750 peryear () THB163750 peryear () THB163,750 peryear () THB163,750 per year

(O THB 327,500 peryear () THB 327,500 peryear () THB 327,500 peryear () THB 327,500 peryear () THB 327,500 per year
o Under Essential or Extensive, THB 8,200 per visit for children aged 0 to 10 will be selected by default. This deductible level is not available for members aged 1l

and above.
 Your selected deductible applies to the Hospital and Surgery module only.

(O standard (O standard (O standard (O standard (O standard
Medical O Premium O Premium (O Premium (O Premium O Premium
Provider . ) . )
Network e Under Essential, your network will be Standard by Default. Your network selection will apply to all modules selected.
o The Standard & Premium Medical Networks list is available at https://assets.aprilfr/april-international/Resources/pdf-resources-standard-and-premium-
medical-networks-en.pdf
(O Europe & ASEAN (O Europe & ASEAN (O Europe & ASEAN (O Europe & ASEAN (O Europe & ASEAN
excluding Singapore excluding Singapore excluding Singapore excluding Singapore excluding Singapore
(O Worldwide (O Worldwide (O Worldwide (O Worldwide (O Worldwide
Area of excluding USA excluding USA excluding USA excluding USA excluding USA
Cover

o Under Essential, Europe & Asean excluding Singapore will be selected by default.

e The area of cover chosen will apply to all modules selected.

e Services rendered outside of the area of cover are covered up to THB 1,637,500 per period of insurance and for up to 30 days of treatment only if they are
directly caused by sudden iliness or injury occurring during the first 30 travel days of any trip outside the area of cover..


https://assets.april.fr/april-international/Resources/pdf-resources-standard-and-premium-medical-networks-en.pdf
https://assets.april.fr/april-international/Resources/pdf-resources-standard-and-premium-medical-networks-en.pdf

2.YOUR COVER - CONTINUED

STEP 2

m APPLICANT FAMILY MEMBER 1 FAMILY MEMBER 2 FAMILY MEMBER 3 FAMILY MEMBER 4

Outpatient

Dental and
Optical
Optical included
with Elite plan
only

Maternity

Additional
Coverage

SELECT ANY OPTIONAL MODULES THAT YOU WISH

The following modules form the base of your policy. Each member has the flexibility to select the cover they want.

If dependants will have the same cover as the Applicant, please tick here O and complete cover options for the Applicant only.

() core

Full Coverin

Panel facilities only

Essential with
(O nil coinsurance

() 20% coinsurance

Extensive with
(O nil coinsurance

(O 20% coinsurance

Elite with
(O nil coinsurance

(O 20% coinsurance

« The 20% coinsurance only applies to your Outpatient module.

() Core

Full Coverin

Panel facilities only

Essential with
O nil coinsurance

(O 20% coinsurance

Extensive with
(O nil coinsurance

(O 20% coinsurance

Elite with
(O nil coinsurance

(O 20% coinsurance

() core

Full Coverin

Panel facilities only

Essential with
(O nil coinsurance

() 20% coinsurance

Extensive with
(O nil coinsurance

(O 20% coinsurance

Elite with
(O nil coinsurance

(O 20% coinsurance

() core

Full Coverin

Panel facilities only

Essential with
(O nil coinsurance

() 20% coinsurance

Extensive with
(O nil coinsurance

(O 20% coinsurance

Elite with
(O nil coinsurance

(O 20% coinsurance

() Ccore

Full Coverin

Panel facilities only

Essential with
O nil coinsurance

() 20% coinsurance

Extensive with
(O nil coinsurance

(O 20% coinsurance

Elite with
(O nil coinsurance

(O 20% coinsurance

« If you selected Essential, Extensive or Elite Outpatient with 20% coinsurance, the coinsurance will be waived within our Panel Network.

() Essential
() Extensive

O Eite

() THB163,750
(O THB 327,500
(O THB 491250

optional Outpatient module

(O Essential
(O Extensive

O Eite

(O THB163,750
(O THB 327,500
(O THB 491250

24/7 emergency medical assistance (included)
Telehedlth services provided by Teladoc Health (included)

(O Essential
() Extensive

O Eite

() THB163,750
() THB 327,500
(O THB 491250

() Essential
() Extensive

O Elite

() THB163,750
(O THB 327,500
(O THB 491250

Dental and optical is only available if you selected Hospital and Surgery Extensive or Elite, plus an optional outpatient module.
Maternity is available to women between 19 to 45 years of age who have selected Hospital and Surgery Extensive or Elite on a nil deductible basis, plus an

(O Essential
(O Extensive

O Eite

(O THB163,750
(O THB 327,500
(O THB 491250



3. UNDERWRITING QUESTIONNAIRE vszmavshda IMPORTANT NOTICE

Tdseadinmimdnyinaniiiieliaas lunaiamnseniuuseunmmamsunwnd Tunsdififidessds wieramluuila Tsadaseisi asia.app@april.com
masfnsmamsuwnifiiissuanmnsludweiidosuimaszama lidwlas idisisimamssiifedu ladeduluiuilanso fuisnsmem suwnaiuiuila

Please find below important definitions to have in mind when you complete the Medical Questionnaire.

In case of doubt, or if you are unsure, please do not hesitate to contact us at asia.app@apri.com

Medical treatments related to the questions within this application must be declared regardless of date of occurrence or treatment date.
ol a [P . . oy e

e  FAMANHNaELNDU Pre-eX|st|ng Condition

amwitfietneu dalsala o anmduthousemavnaiiunieainsle  fiddnumzetinnisenlandonavetnadase lui:

Pre-existing conditions i.e. any disability :

> fifineuszozinamaediudy tazfiuaesdy oM afiviuasening niea1ez ldnszninds nie

Which existed before the period of insurance and which presented signs or symptoms of which you were aware or should reasonably have been

aware of; or

> Aivinuiaemn w3 ld3unssnu ssnuilsa duuzih wis mesnseidesis muluses (2) Jroszpznmmsseiudiy wio

For which you have sought or received treatment, medication, advice or diagnosis in the two (2) years before the period of insurance; or

> fivinunmuindneuszoznmmsdseiusy waz lihwihuez lauaan wis lasumsdnm s lsn duuziih e minmeidedunie lufinw

Which you knew to exist before the period of insurance and whether you sought or received treatment, medication, advice, or diagnosis for it.

e snwi3a%a Chronic Condition

R A 2 dao ' ' 2 o 1 =1
Tsa armnuheniemsnanuilisnuazedlasdmilidnose liil
Adisease, iliness or injury that has one or more of the following characteristics:

> azdoafinmstiuiinfamunensunnifaaiiiemisszozonmiumalinsmse nien1I05IReD MINTITHMBIAZ/MTaNTMasel 3o
It needs ongoing or long-term monitoring through consultations, examinations, check-ups andor tests; or
> azdpsfinmsauanateealiod WioluszuzoNIUToUIIMINGAN 9 Ui
It needs ongoing or long-term control or relief of symptoms; or
> amvzdasimsilunniedlnou s dufiiamie Sudetuaniwisess vie
You need to be rehabilitated or specially trained to cope with it; or
> faasiammwituegetnd lufifiuua vie
It continues indefinitely; or
> whiinmud bifimssnsanw e saiu wie
It has no known cure; or
> amwdesuiundusndauseduualiinineznduandn
It comes back or is likely to come back;

o dmiudaasfifionudiue 60 D4uly For applicants aged 60 or above

dmsiamnauiiiendana 60 Tduly szdasihainonuniniesuawaaadivnnini bifu 6 @eunsuiumins laomsasasunwasdesinomanadee lui

All applicants aged 60 or above must submit a recent medical checkup report conducted no more than 6 months prior to the application date.

The medical checkup must include the following items:

>

anneulaiia

Blood Pressure

AR IR PR RN IR LIS LR [ olbhlo}
Complete Blood Count
mInTiaszdulusfusane
Lipid Profile

N0 TN TVINNUVBIGAD

Liver Function Test
mInTanaihanuaedla

Renal Function Test
mMInTanIvhnuessen Inseud
Thyroid Function Test
mInszduihaaluifen
Fasting Blood Glucose
NIATIINTALIN

Uric Acid

mMansdnNevidaaie

Urinalysis

N3 979997

Stool Examination

MAINULILNTIEN

Chest x-ray

maaTeaau lWiwile

ECG/ EKG

MIATIBRA NTNATIVIRIVINHA (LU-514)

Ultrasound Whole Abdomen
NMINTVFANTBINZLTIeaNgNUNIN A1 PSA (1awizidany)
PSA Test (Male Only)

MIATBAA NTNAEUHLREMIA NN AT (1RWNzHrT)
Breast Ultrasound & Mammogram (Female Only)
MINTRAAN TN TIhANAan (1RwnzHnd)

Pap smear (Female Only)

Tlsannuhmonumsanisenwasndufiupuveinmamsmnsavhiodaesu uasmvesnuinslunsldtenlvlmssudssiusonsofiasnismuias
Please note that the checkup report will form the basis of underwriting, and we reserve the right to apply underwriting terms or decline the application.


mailto:Asia.app@april.com
mailto:asia.app@april.com

3.UNDERWRITING QUESTIONNAIRE- CONTINUED

sz idrumwuasdvaionlsziuiy INSURED’S HEALTH DECLARATION

nInsTuaMnrIauanala g Mzduiionseiudviaefifyananieninms anuiduthouieamiaunddnsanail

Taona3ewinylutesiivisnzan

Please indicate if you or any person to be insured_have or have ever had any of the signs, symptomes, illnesses or disorders below
by ticking the appropriate box.

vhufilsziusorunw Uazdudin Uszdudverifimve nielsesusvvao e ldaeiu fuusiimsunso la o o
Do you have health, life, accident or hospital income protection insurance with other Insurer?

vnwasnnUfiesmasulsedudy tladulsedud tladeuly wiesnidnuszdudorununmde lu 6
Have you ever been declined, increased/loaded premium, accepted on special terms or been nullified for health insurance?

vhwaw 16 Sunmsida Mmsns9idess maiinsnudrlulssweuna niedszavaidmanolutie 5 Dikwsnmde s

Have you ever undergone a surgical procedure or investigative nature or hospitalized or had a major accident in the last 5 (o) (9)
years?
vihuas ldsunmauuzihnnunngiimadns lasnsdda niemianaifadofadndulaiissluldnsevimselu o 6

Have you ever been advised to have a surgical operation or investigative procedure which had not been performed?

u 5 Dtk vwas Id3un1saadiieds wu idnasdneniiuaed maanaduaiuiimin Wi massfuwiieamams nensing minmadaas 1w

mansenduile nials o o
In the past 5 years, have you ever been diagnosed/investigated with Chest X-Ray, CT scan, MRI, Pathology from a Biopsy,

Ultrasound, and Electrocardiogram or others?

vnuwawd wiamdsdonnfialng nislaaans amnuazidoaduaiinge lu
Have you ever had or currently have symptoms/diseases as the following details?

anufadndioduszuumadumels 1iu Tsaraeaandniauizess deasniau lsatonsaiudoss veuiia

Tsadadeszuumadumelafitiann lhfmendfiond fmlan laifluiden aaiiden uziSeea uazdun fid O re)
Respiratory Tract problems such as Chronic Bronchitis, Pneumonia, COPD, Asthma, Respiratory Syncytial Virus(RSV), ’
Tuberculosis(TB), Hemoptysis, Lung Nodule, Lung Cancer or others

anmdalndiApiuiale wu ladu whladudadsng wlala anzilaneuseilainman Tsavasaiaala Tsavlainsuaruiia

wazdue) i O o
Heart Problems such as Palpitations, Arrhythmias, Cardiomegaly, Congestive Heart Failure Coronary Artery Disease(CAD), ’
Congenital Heart Disease or others

anufadndAnnduszuunszaniazniiie 1wy Tsadulszavfidounaiiviidede dedniauizass Tsaimd desniausunous

nranfunisne navanfundsiuidugszam thandaiess lsanszanwiu wazdun i e o
Musculoskeletal problems such as Carpal Tunnel Syndrome, Chronic Arthritis, Gout, Rheumatoid Arthritis, Scoliosis,

Spondylosis, Herniated Disc, Severe Back pain, Osteoporosis or others

ANNAALNAADIAUITUUNNLAUMNT 11U ATz IBRIEDLER TS T3nura lunszinnzoina 91ns liten Az ldudsdu

Tsania luadou ideasanlumuduoms ldideu 3adaranna uzisn 1§ lvn 1iudu C fo)
Gasstrointestinal tract problems such as Chronic Gastritis, Gastric Ulcer, Dyspepsia, Irritated Bowel Syndrome,

Gastroesophageal Reflux Disease(GERD) Gastrointestinal Hemorrhage, Hernia, Hemorrhoid, Colon Cancer or Others

sansnan la fdaile foulwiu AounnimIedad dewidosenssmen feuilefwmIensia uazdun dud e o)
Enlarged glands, Polyps, Lipoma, Cysts, Tumor, Cancer or others

anuAaUNARBIAD a1 11 A0 9N 1TudaNITAN fafiu nziidinssniauvesmduna laniadniay denneudadniay ifesenyasmeidualsnvoamploume

WAL Lazdue) M C o)
Any problems about Eyes, Ears, Noses or Throat such as Cataract, Glaucoma, Chronic Otitis Media, Sinusitis, Tonsillitis, )

Vocal Cord Nodule, Sleep Apnea or others

Tsaufipaiudu uazauind wu Tsnanidsnay firluanid dudniauviion wie  lududidy dunds uzsedu waz due il o)
Liver and Gall bladder problems such as Cholecystitis, Gallstones, Hepatitis A or B, Fatty Liver, Cirrhosis, Liver Cancer or others

anufadndApfuszuuduiius idulsanuedlu Tsasufioonuwe Tsnddlan daide HIV Tsadananuunnlea uzifssananiunn uazdus id
Reproductive system diseases such as Gonorrhea, Genital Herpes, Syphilis, HIV, Benign Prostatic Hyperplasia (BPH), O (o)
Prostate Cancer or others

anuAaUndvessruumadulasiz wu i lule Jasnzawin nvelasniau Talasess nanemslanla daanzwfeauazdus di
Urinary Tract Disorders such as Renal Stone, Dysuria, Pyelonephritis, Chronic Kidney Disease(CKD), Nephrotic Syndrome(Ns), C (@]
Hematuria, or others



3.UNDERWRITING QUESTIONNAIRE- CONTINUED

sz idgumwassipeionilseiusis INSURED’S HEALTH DECLARATION

nInsTuaMriauana la o fzidudiondsziudnierofidygmnieonins anuivihouseanudatnddnaanail

Taonuaseamnglugeiivisnzan

Please indicate if you or any person to be insured have or have ever had any of the signs, symptomes, illnesses or disorders below
by ticking the appropriate box.

vhwawdl niemdadenmafiaung nielaaans amneazioaduaiinge lai
Have you ever had or currently have symptoms/diseases as the following details?

anufadndvesszuu Inaiouladiouazlsaiden 1wu armdulaiass lafinans lsamaadids 1saidenssnuimoan
Tsausimihninlunzusoadu o GBPD uziSswasiinnios uzifudaiionsn Tsanuwalsauvinddies uaz dus i

Circulatory and Hematology Disorders such as Hypertension, Anemia, Thalassemia, Idiopathic thrombocytopenic
purpura(ITP), G6PD Deficiency, Non-Hodgkin Lymphoma, Leukemia, Systemic Lupus Erythematosus (SLE) or others

anufaUndiApdusien1$vie 1wu iwnrnu amzeen Insessviinuiiu amzeen Insensivinnue uazdun did
Endocrine Disorders such as Diabetes Mellitus, Hyperthyroidism, Hypothyroidism or others

anudadndiApduszuudszamuazanes 1u Tsnandn Tsnvasaiienanasliiwes Tsaniaidosounsuend lunsu thadsuzisoss
iilesenluanas Tsavinaidonanad lsnwsAudu anudnden tazdus i

Brain and Nervous system disorders such as Epilepsy, Cerebral Aneurysm, Myasthenia Gravis(MG), Migraine, Chronic
Headache, Brain Tumor, Stroke, Parkinson’s Disease, Alzheimer, Autistic or others

msfaUndmaialae 1wu Tsaomaind suaesdn Tsadandna Tsadmas Tsauou lindy ansuszammuasu mzhdasnvih Tsadauan ms
WENENENEID LAzdun i

Mental Disorder such as Bipolar, Anxiety Disorder, Depressive Disorder, Insomnia, Hallucination, Obsessive-Compulsive
Disorder(OCP), Schizophrenia, Attempted Suicide or others

IMausieinen / Tsandui
Allergies

wanse lddenean lsaluaioudu o
Malaria, Dengue Fever, other tropicalillness

massn1an (Mulsaunandou) ilesenniuidonann ieulwsmaaniadnfai Uszsudoumn lusuiaueniaidonsandalng
thadszdndiou mavsasinidnnzdss dade 1hda HPV wienannaadthnuaanfiand anudadndinuiinudug
Pregnancy (including any complication), fibroid, endometriosis, irregular periods or bleeding, menstrual pain,

complicated pregnancy, HPV infection, or an abnormal smear test result, any gynecological disorder

Tsnfwmisdniay Auaduddmis Tsava
Eczema, dermattitis, wart disorder of skin

Tsafifludaaiuia anudadndmaiusnssy anuimsdaansniia niesnwisauansznudensiadon lm
Congenital, hereditary conditions, birth defects, deformities, or conditions affecting mobility

vnwean ldsuida lhialaia19 nie Thialalsumse la
Any COVID-19 or Coronavirus infection

anuAaUn@du ) /mIunetiu
Any other disorder / Injury

usnnnde 6 ui vhuidauduthe wie lésumaiunse s
Apart from item 6, are you currently injured or sick?

aribhumdisul semusmdedasuiesnm lsaszidmse I
Are you currently taking any medication or undergoing any treatment regularly?

e Tisaszy wila If yes, please specify
faatfuvinuguun3 nie ld? ‘ ) )
Do you currently smoke? C FUUKIURDNI120 10U Ao iu O suuvdnnni 20 musewdunam

Less than 20/day More than 20/day » i year

il Tsaszy aiia If yes, please specify

L © @ Whiskey € \iivs Beer © Tiiwine © 8uq Other
NUANLATRIANTR
ueanagainio i O U5mna a%aaz Amount per time

Do you drink alcohol? ;
© 94u Average frequency () a%atimes / O fuani week

© 3u~ Other




3. UNDERWRITING QUESTIONNAIRE- CONTINUED

Tsisi/
Tsiven

1amzan3 FEMALE ONLY

Tuszpz 5 Dk vnuasfianudaUadifududiug anudaUndvesswuufuiiusinands msninssn wielsaunsndou vie la aiu foudidun 15a
ni$ala ieunaaniadnfad ilesenuaan szsshanaan thadsedndeu
In the past 5 years, have you ever had any Breasts problems, Gynecological problems or Pregnancy-related disease or
n complications? Such as Breasts mass/cyst/tumour, Ovarian Cyst, Endometriosis, Myoma Uteri, Cervix Cancer, o
Dysmenorrhea

e Tseszy If yes, please specify

vuididsnssaegnie i ldlusaszueunsin e Tusaszy If yes, please specify
12 Are you preghant? > 1fau Months ©

fwvnuaoudian “lg” Tudanu (dnam 1-12) dadu Tlsalinoazidualumnadnsssil vnuenadesliuumsuaumemaunniifisdnra nenum wniiadn dusfuanuTu sy

SnuazsiEnWillaa
If you answered “Yes” to any of the above (Question 1-12), please provide details in the table below. You may be required to provide a further
medical questionnaire or medical reports, depending on the severity and nature of the condition declared.

Huatedsziudy
Person to be insured

Aanudafi.
Question No.

T50/mMEmamsUwnE/mnaLaas
Disease/ Medical Condition/
Sign & Symptom

fulomsusaafiaduafain
Date of first occurrence of
sign & symptom

AMHAPEIMIANDINT
Frequency of sign & symptom

NUALLBIANITIN

(szudie, uil, 3zpzanw0Imasnm,
Makda L)

Treatment Details

(including name, date, duration of
medication, surgery etc.)

Fuiiadaaue1ns tarnonamsuwngda Saae/
1dsunmssnuaiianan

Date of last follow-up medical
consultation/ treatment

fimssnwetadariieuiudszd, imananunis Yes @ No @ Yes @ No @ Yes @
Tesumssnuudailasiunie 1si?

Any on-going, regular, planned or
preventive treatment required?

Yes ©) No © Yes © No © Yes ©

fiomauaassioiilosannie 13i?
Any on-going sign or symptom?

No ©

No ©



3. UNDERWRITING QUESTIONNAIRE- CONTINUED

Tdsaszunuazdvausunnntilszine niaunniilsziaseuasrdmsuiverontsziudonaazvinu ynnviu lifiuwmelszid 1Usassudenade feguewlliuinmsmensunnd wie
anungnaiviunazangnluaseaua s ldwuniasunssnunluaing 3 Tirusn wniudidnuas liisawe iuasnsanuuena saaadisdnwSendvludweil Tunsdiivinu linowy
wnluang 3 Tirun Tsaszuin “hidivie lieowy” dhusnsil

Please enter the following details about the usual/family doctor for each person to be insured. If you do not have a usual/family doctor, please provide
the names, addresses and contact information of medical providers you and your family members to be insured have seen in the last 3 years.

Use a separate sheet if necessary. If you have never seen a doctor in the past 3 years, please indicate that below.

Name

Address

Telephone

Email

fvhuaey “Grap” Tuanamda 1 - 12 nsanliswaziduaiiordulsanazm ssnswena lugesindnuang
If you answer “Yes” in any question (item 1 - 12) please give details in the space below.

© onAcceptance  (©) AnotherDate:

I/We would like our insurance intermediary to have access to my/our policy details and claims ves © No O
transactions through their online account at https://members.april-international.com.

I/We authorise APRIL to discuss and/or share claims and medical information with my/our insurance
intermediary. Yes © No O

Intermediary Name Intermediary Code
Company Name Telephone
Email



3. UNDERWRITING QUESTIONNAIRE- CONTINUED

Bank Name

Bank Address

A/C Name A/C No.

Currency o THB @ UsD o EUR © GBP For all other currencies, please check with APRIL Thailand.

For international transfers to a foreign bank, note that your
bank may charge you fees for each transaction which will be

The following information must be provided for bank accounts outside of Thailand: L
your responsibility to bear.

Sort Code BIC (Swift) Code

Corresponding
Bank Details
(if applicable)

danuazasd uazduoean1viusim uoadnd Uszdudn $1da (unaw) daueziamws denafvduiiolsiusudennassninsmnua uagmniuaio siudy

1w dnand dailudimihideasomsiiuldaunguneidinmiens Tsasvuay dssidniidomions il ldsunnnauasswins i

Yes, | agree that LMG Insurance may collect, use and disclose the information to Revenue Department for the initial term and the following consecutive
terms. For non-Thai citizen, please specify the federal tax identification number (13 digits)

Taifif s i e .
Ail@suannIuasTAIns Wi
1ny O [G1] O . e
Federal tax identification number
No Yes

Please provide more details on a separate sheet if required.

1



4.PAYMENT METHODS

CREDIT CARD
(Visa [ Mastercard)
2% surcharge

CHEQUE OR BANK
BANK DRAFT TRANSFER

Annual payment O O O

» Cheques should be made payable to “LMG Insurance Public Company Limited”.
« Please indicate the policyholder's name, policy number and debit note number on the back of the cheque.

« Please send payment to:
APRIL Assistance (Thailand) Co Ltd
518/3 Maneeya Center North
10th Floor Pleonchit Road, Lumpini, Pathumwan
Bangkok 10330, Thailand

« Transfers should be made in THB. Please send full payment to:
Thai Baht (THB) Account
LMG INSURANCE PUBLIC COMPANY LIMITED

BANGKOK BANK PUBLIC COMPANY LIMITED /
BANGKAPI BRANCH

Account No: 105 - 322089 - 1- CURRENT ACCOUNT
Swift Code: BKKBTHBK

1. All bank charges will be borne by the remitter.

2. Please indicate your Policy Number and Debit Note number as a payment detail to your banker.

3. Please email accounting@aprilin.th the slip of payment with your Policy Number, name and debit note to us for our accounting records and to issue
an Official Receipt.

12
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5. ACKNOWLEDGEMENT & PERSONAL DATA PROTECTION ACT (PDPA)

I give consent to Liberty Mutual Insurance Company and third-parties including related entities, employees, agents, contractors & service-providers
(collectively, “Appointees”) to collect, use and disclose all personal data relating to myself or other individuals that | have furnished via any means in the
past, present & in the future, for one or more of the purposes described in Liberty Mutual Insurance Privacy Notice , including but not limited to
considering whether to provide insurance, carrying out due diligence, pricing, administering and servicing policies, communications, renewals,
reinsurance, collections, claims, accounting, audit, legal, compliance, research, analysis, information-sharing, surveys, data storage & backups. If there is
any personal data relating not to myself but to other individuals that I have furnished via any means in the past, present & in the future, | warrant that |
have obtained prior consent from these data subjects (or if they are lacking in legal capacity, from their legal representatives, guardians or parents as
the case may be) for Liberty Mutual Insurance Company and its Appointees to collect, use and disclose their personal data for the abovementioned
purposes and on the same terms herewith. | warrant that all personal data | have provided are accurate and complete, and | shall inform Liberty of any
changes to the personal data to my knowledge as soon as practicable.

D Please tick this box if you do not wish to receive any marketing communications from APRIL.

I:I Please tick this box if you do not wish to receive any marketing communications from Liberty Mutual Group or companies with whom it
maintains marketing arrangements.

CUSTOMER DECLARATIONS

1. I/We hereby confirm this declaration is correct and consent to disclose personal data to APRIL and the insurer.

2. I/We acknowledge that I/we have made my own independent decision in applying for the product selected with the premium information and
key product features informed by APRIL or my intermediary. I/we confirm that the relevant insurance product features are suitable for my/our
current medical protection needs and the premiums are affordable.

3 I/we (and my dependants where applicable) have read, understand, and consent to Liberty Mutual Insurance Privacy Notice and APRIL Privacy
Notice, and if my dependents are minors, | am providing such consent as parent or legal guardian of such minors.

4 I/we (and my dependants where applicable) agree that Liberty Mutual Insurance may disclose my information to the Office of Insurance

’ Commission for the purpose of insurance system governance.

5 I/we (and my dependants where applicable) have read, understand, and agree to the Brochure, Policy Terms and Conditions, and Benefit
Schedule.

6. I/we (and my dependants where applicable) agree to receive the policy documents and communications via the email provided above.

DECLARATION BY APPLICANT

I declare that the statements contained in this application form are correctly recorded, and that they are full, complete and true. | further declare that |
have not withheld any material fact and that except as declared herein. | will notify APRIL immediately if after signing this application and before a policy
is issued if | become aware of material facts not disclosed in this form, or if the health of any person to be insured changes such that any answer on this
form is not complete, and true. If a policy is issued to me, this proposal and the statements made herein shall form the basis of the policy between me/us
and Liberty Mutual Insurance. In the event that the provided information is not true or complete, | understand and further agree that the premium could
be changed; the insurance contract could be declared void; or the insurance company is entitled to deny its responsibility for any material
misrepresentation of non-disclosure. | understand that no insurance shall be in force until and unless the application has been accepted and the
appropriate premium paid

HuaroszAudb Insured Wnazvihmsunu* Authorize Person*

ufi 1deu T Date fudl 1dieu T Date

e . _ - o Tikasvuarwd@niug Please specify relationship to Insured person
*wneme: nssidudn sz sunudeadwannzdan/mnsen/aid/nssen/unsiviniiu,

wnwete1lszAusveudn 20 1 desliiian ansen wiedinasesasdade

*Remark: Authorize person must be Parent/ Spouse/ Child only,
If the Applicant age is under 20 years old, guardian must sign

aideu lasfninnuaaznssumsmiulazsuasnmMslsznaussfislseiusdiy (an.) WARNING BY Office of Insurance Commission

Tapudnminsduauamasmnde daziuvsiimeniadumalfias liswerdu lnumaunuaudygdsziuds aulszanangrnonwaaswsiviana s 865

The applicant must truthfully answer all questions. Any concealment or misrepresentation of the truth may result in the insurance company refusing to
honor insurance claims, as per clause 865 of the Civil and Commercial Code.

lusuanaaai

O sunudsziuimasiy Agent © wwinsziuiunesiy Broker License number


https://www.lmginsurance.co.th/en/privacy-notice
https://www.lmginsurance.co.th/en/privacy-notice
https://assets.april.fr/april-international/Products/pdf-product-myhealth-thailand-brochure-en.pdf?vh=b546be&func=proxy
https://assets.april.fr/april-international/Products/pdf-product-myhealth-thailand-terms-conditions-en.pdf?vh=0820d5&func=proxy
https://assets.april.fr/april-international/Products/pdf-product-myhealth-thailand-benefits-schedule-en.pdf?vh=196140&func=proxy
https://assets.april.fr/april-international/Products/pdf-product-myhealth-thailand-benefits-schedule-en.pdf?vh=196140&func=proxy

SUBMIT YOUR APPLICATION

SUBMIT ELECTRONICALLY

SUBMIT

Bg-

Save this file and send it to

asia.app@april.com

PRINT, SIGN, EMAIL

Mail to
Send the scanned copy to APRIL Assistance (Thailand) Co Ltd.
518/3 Maneeya Center North
10th Floor Pleonchit Road, Lumpini, Pathumwan
Bangkok 10330, Thailand

asia.app@april.com
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Underwritten by:

LMG Insurance Public Company Limited
14th,15th,17th and 19th Floor, Jasmine City Building
2 Soi Sukhumvit 23, Sukhumvit Rd, Klongtoey Nua,
Wattana Bangkok 10110, Thailand

Tel: +662 661 6000

Insurance.
A Liberty Mutual Company

MH TH 2025/06

Arranged by:

APRIL Assistance (Thailand) Co Ltd.

518/3 Maneeya Center North

10th Floor Pleonchit Road, Lumpini, Pathumwan
Bangkok 10330, Thailand

Tel: +66 2022 9170

Email: contactth@april.com

R, QPriL

International
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