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SPECIAL PERSONAL HEALTH AND ACCIDENT APPLICATION FORM 

 

 

 

 
1.  

 
  ........................................................ . ................ 

Name-Surname 
        

Gender         Male          Female 
.......... 

Date of Birth 
 .. ........   

Age                            Yrs. 
 ...................... .............  

Nationality 
  

        Identity Card No.  
 ......................................................................................... . 

    Passport No. 
 ......... ............... 

Residence Address           House No. 
.. ....... 

Village No./Moo    
. ................................. . .. 

Village/Mooban 
. .  

Building 
... ......... 

Room No./Floor  
... .. . 

Lane/Soi 
... ... 

Road 
.......... 

Sub district/Tambon  
... ..  

District/Amphoe 
......  

Province 
... ......... .. 

Postcode 
......... 

Home Telephone No.  
. .........  

Mobile Phone No. 
 . .. .........

Email 
2.  

 
  ........................ . . 

Name-Surname 
 ......... .............. ..

Relationship to the Applicant 
3.  

Period of Insurance 
 ...  .............   

From                                                                                      At                                     Hrs. 
    24.00     

To                                                                            At                       Hrs. 
4. ......................

Package Plan 
5.  

Health and Other Declarations 
 

 
 

Are you having/have you ever had/are you aware that you have/have you been diagnosed or examined and given advice or suggestions by a 
doctor as having any of the following diseases? (Please put  
please provide details about relevant medical treatments and current symptoms.) 

 Diseases /No /Yes /Additional Detail 

  High Blood Pressure/ 
Hypertension (HT) 

   

HIV/  HIV/ AIDS/ IMMUNE 
DEFICIENCY SYNDROME 

   

 Diabetes mellitus (DM)    
 Thrombosis    

  Cirrhosis    
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 Diseases /No /Yes /Additional Detail 

  Chronic renal failure (CRF)/ 
Chronic kidney Disease 
(CKD) / End State Renal 
Failure (ESRD) 

   

  Pulmonary Edema    

  Heart disease    

  All type of Brain disorders    

  Hemorrhagic stroke or 
Ischemic stroke 

   

 Psychosis    

  Hematologic diseases    

SLE/DLE   Systemic lupus 
erythematosus / Discoid 
lupus erythematosus 

   

   Thalassemia    

 Kawasaki's Disease    

  Bronchiectasis    

/  
 

Emphysema / Chronic 
Obstructive Pulmonary 
Disease: COPD 

   

 Splenomegaly    

B C Hepatitis B,C Virus    

 Cancer    

 Leukemia    

 Alcoholic Disorder/ 
Alcoholism 

   

 Epilepsy    

 Paresis/Paralysis    

 Parkinson    

 Alzheimer    

 Chronic gastritis    

 Migraine    
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Would you like to claim for personal income tax deduction with this health insurance premium? 

  

      Non-Thai Resident)  

 
Yes, and I permit the insurer to send and reveal the information about this insurance premium to the Revenue Department. 

 
 If the applicant is a non-Thai resident, please enter the taxpayer ID number given by the Revenue Department 

  
 No 

 Diseases /No /Yes /Additional Detail 

 Malignant Cancerous 
Tumor 

   

 Hyperthyroidism    

 Herniated Disc    

 Osteoporosis    

 Loss of extremity limbs 
From illness 

   

 Loss of extremity limbs from 
accident 

   

 2019 

(COVID-19) 
Covid-19      

: 

additional treatment details as follows: 

1.  Hospital name 

....................................................................... 

2.  

length of hospital stays ............... days                                                                                     

3. 

What type of patient room do you stay in?  

  Inpatient Room 

length of stay

............................................  days 

 (ICU) ICU Room 

length of stay

............................................  days 

 Any Diseases    
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Reminder of Office of Insurance Commission (OIC) 

The applicant/proposer has to give all answers to the foregoing questions truthfully. Provision of false statements and concealment of any facts shall 

render the insurance contact to become void under the policy in accordance with section 865 of the Civil Commercial Code. 

 

 

 

 
I hereby request the insurance company to provide the insurance policy with the terms and conditions according to your standard policy and I declare that above 
statements are complete and true. I agree to have this application form included in the contract between I and the Company. Should there be any false statement 
or any truth being concealed, I agree to let the insurance company cancel this insurance policy. Besides, I also authorize the insures/s of this insurance to request 
for any kind of information regarding to my personal health treatment or health condition records from any physician, hospital, clinic or any other organization 
which has any of my health information. 

 

 
fice of Insurance Commission for regulation of insurance business. 

 

 

 

 

 

 

 

 

 

 

 
 Direct 

 
 Agent   

 
Broker 

 
 License No. 

 

..  

 
Signature of Applicant 

................. .......... ...........  

/ /  
Date/Month/Year 


