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PROPOSAL FORM / lumialssiuganinuazatinivg

Please complete both sides of this form in BLOCK CAPITALS and return it to your Agent

or to NSI Health Care, Room 1404, 14" Fl., Liberty Square,
287 Silom Rd., Bangkok 10500. Tel:631-1582-4 Fax:631-1580. Website:http://www.nsihc.com, E-mail:srisaard@nsihc.com
ngounsanluAaailna 2 win Fafaussas uazdennd 181 14 le laadl uag, ias 1404, 4u 14 a1AnsALRSRAWAYS,

287 DUUAAN NN 10500, N5 631-1582-4 5413 631-1580 Website:http://www.nsihc.com, E-mail:Panya@nsihc.com

Name of Policy Holder: (Name in English)
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Home Address:

nag (Uu) Tel/lns: E-mail

Mailing Address:

aaunnnna Tel/ns: Fax/Inagns
Relationship Inpatient | Outpatient
DL " . Date of birth Expander | Total
Proposed insured(s) %”agt’mﬂsznunﬂ Sex To Pol. Holder Premium Premium .
(D/M/Y) e o co & & . | Premium | premiym
(English) (lna) LWA . anudunusny | deaul (deeuldud fmeeen |+
e/l o . . wiagaN
Hnansuasss oy n HAuATES
Total Premium for this Policy / Wetlseiugau
| enclose my cheque for B Payable to "Nam Seng Insurance PCL" / transferred to Thai Farmers Bank (Luang Suan Branch)
Saving A/C # 082-2-50333-0
Frmdnlsdadaanuanitu 1 &3ane "3 dhdudlsziude aie (uvnaw)" / TauRudiiydeeuning sunanndnsine
ANTMAIRIU 1a7 082-2-50333-0 unFanluAiaaiiuda
1. Do any of the proposed applicants have health, life or accident insurance with other insurance companies? If yes, please provide

benefits details. faatantsziuldvindsziugunin Tmivegimmelifuriinawield? drldnganliness@eanalslaminndunses

() No/ld () Yes/ld

2. Has any proposed insured ever had a request for life, health, accident insurance rejected, restricted or cancelled by another insurance
) e o a PR o = o aa on ao A ay,
company? If yes, please give details. Qm’m’mﬂi:ﬂumﬂgﬂﬂglﬂﬁ WuReulavFeaniandseiudin AUNIN ﬂqummm’mummﬂumﬂiu ?

() No/ld () Yes/la

3. Has any proposed insured undergone an operation, or been hospitalized or had an accident in the last 7 years? If yes, please list
Names of persons and reasons for treatment, and dates. lTuszeiziaan 7 Weiuwn draelseiuaglfFunisinsn wiadhsuniseiisa
wradhFunsineiuaulilulsaneiuna wiselssugiRmevizels?

() No/ld () Yes/la




4, During the last 5 years, have any of the proposed applicants suffered form disease, injury, or medical condition such as but not necessarily limited to
the following. (The Policy Holder can answer all questions on behalf of each proposed insured.) Tuszeziaan 5 Tk unnfueentlsziuanduila
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Proposed Proposed
Yes | No Condition/iliness Yes | No Condition/iliness
) ) - L Insured(s) . . — . Insured(s)
| W szdinsiduilae 4. o e | dszdAnsiauilae 4.
TE1a1e1LITiy TE1a1e1LIeiy

Psychiatric illness or nervous disorders Hypertension (High blood pressure) /
Tsnamvizelsatszan TanAonAlge

Low blood pressure or anemia
Eye disorder / A1uAAUNAe8967 TpnususAelafinane
Lung or respiratory disorder Disorders of blood or vessels
pwAnUnRvesenviesruLNMemela AuAnUNRYeRemsadwREA
Ear, nose, and throat disorders Disorders of bone, joint, muscle
ANRALINFY23Y A8 AN anuAnUNAzeeNszgn 4o néndi
Disorder of stomach, or intestine Skin, hair or nail disorder
Tsanszinnzvizeanld ANRALINFAYRIRIMI HN LAY
Chromic constipation/bloody stool Cancer, lymphoma or carcinoma / JEVIETEN]
mmiw’mBjnf;mﬁ/maqqmmﬂmﬁam Non malignant lump / Aewiasent siuuse
Prostate disease/urinary disorder Bodily deformity / A9INANI98459N 8l
TsasiangnusnnmaRuiiaans Acquired immune deficiency syndrome (AIDS/HIV)
Disease/disorder of reproductive organs Tariand /10 10 3
TsnauiinUnfiveseuaduig For women only:- / lan1Z&si3:-
Liver disease or condition / lsAviFaaIn1s09siu Have you had any of the following:-
Kidney or Bladder disease or condition / Tsa'la yiuaetegalsaselyiviels 2
High cholesterol or triglycerides / 1‘1131"1;1%&@%234 Breast disorder / Tsataaisinuu
Allergy / Timqﬁuﬁ Disease of uterus, ovaries, tubes or cervix
Thyroid disorder / laalnsassl ‘Emtﬁmﬂ"uum@n Fald vinsaly
Gout / Taawfing Menstrual disorder / Anufinnfgestlszaniiieu
Heart or Valve disorder Child birth / As2ALAT
AnuAnUnfivesialavieausila Other (Please specify)
Diabetes / TsAtLnmanm %ﬁq (ngwnszydiag)
Epilepsy / Tsnautinmy

If you answer "Yes" please give complete details. (Attached details if necessary) fvinunayld ﬂﬁ;mﬂﬁmﬂamﬁﬂm

Please state the name of the physician, hospital or clinic together with addresses which the applicant or persons covered uses regularly.
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All the above statements are true and complete to the best of my knowledge and belief and I understand
that the company, believing them to be such, will rely on them. I, do hereby, appoint Nam Seng
Insurance Public Co., Ltd. as the Attorney-in-face to request copies or any kind of information
regarding my health records or health condition from any physician, health care provider, or any
organization on my behalf until completion. A photocopy of this statement shall be as effective and
valid as the original.
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Signature of Applicant (Policy Holder) Date

WARNING BY INSURANCE DEPARTMENT, MINISTRY OF COMMERCE BROKER / AGENT NAME / CODE:
The applicant must truthfully answer all questions. Any concealment or misrepresentation of the truth may result in the
) GERBER THOMAS
insurance company refusing to honor insurance claims, as per clause 865 of the Civil and Commercial Code. If you have any
queries regarding this insurance Policy, please contact the Office of the Insurance Commissioner.
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(Underwriting Notes etc.) trina@loxinfo.co.th
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