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Name of the insured: (Name in English) adougo (Height) G.l. (c.m.)
WualoWs:Aune ([Ganuine) dwitin (Weight) nn. (kg.)
Date of Birth (3/A/J 1NR) Mailing Address/ anunfnsio:

Tellns: E-mail/alua:
Nationality/arysi: Occupation/onB:
Beneficiary / yjSuwaus:losu Date of Birth (3/A/U 1fin) Gender/ 1WA Relationship/ AowauliusAudionus:Aure
1.
2.
3.

MEDICAL QUESTIONAIRE uuuaauniu
Kindly answer the questions below in respect of each proposes insured for each "Yes" answer please provide all necessary details include hospital and doctor/surgeon's name
address/phone/fax, condition, nature/date of treatment, current status, and other relevant information.

nstumauFNUAUELd mMnludelaniuelonus:Aunenou Td" nsrunldsteazdennsidusounudeueoiund/fasiung, o, nutelasinsAwryinsans

ano:msidudos Ustinnia:auninissnun anwdoauu ta:doyadus Aiieoden YTES Iﬂi?j‘
1. a. Are you currently covered by any medical policy? (Include a copy of the policy and benefit schedule)
vnu:drulisupowAUAsauINNsUsssUUs:Augunwiasel? (nsunuuaiuINsusssIUS:AUNEY la:msuNsUsssUUs:Ue) O o
b. Has any medical of life insurance application been declined, rated, restricted, or cancelled?
MuregnUnias iudeus:nu 1ludeulundosnianus:nuguniunseus:nugdmisely 2 O o
c. Are you currently applying for health, life or accident insurance with any other company?
vnu:drulguAuerius:nugunu 830 nSe alAnAlINUUSENauNSol? OO

2. In the past 10 years have you had symptoms of or been diagnosed or treated for any of the following:
Tus:ze: 10 @ Auuun MuirelonMms nSelAsunsdtodelsa nSesumsuuinsnunusieludnSelu
a. Speech defect, hearing loss, sight loss, congenital or chronic condition or iliness related to your sight, hearing, or speech?
Ao wuUnWseulumswn Msgruidensliu gruidensueotiiu emsiifuusidugn  Isadeso nstfudosiingodoniunisueniiumslagu nSeniswa
b. Respiratory or allergic condition, asthma, emphysema, COPD, pneumonia or bronchitis or other breathing problems or disorder of the eyes, ears,
nose or throat?
s:uunotaumelo amsnoud vieudn quaulivwey UsnannuiZash Uandniau nasnaudniau ndadnymsiunisimeld ndandw@aunfivaum v oun Aa
c. Psychiatric or mental disorder, fainting, blackout, mood change, drug alcohol addiction, seizure or epilepsy?
IsAdn nSalsAus:an NUAaR 91suNiUsUSIU ARG Saansiawin ausninSoaudwiy

d. High blood pressure/hypertension, chest pain, cholesterol problem, dizziness, lung, heart or circulatory disorder?
pwaulaningy AoWIASER Bunthan s:ulnladinesaaliaungd Juow AWTAUNA veulan ol s:uulnaideularn
e. Kidney stone, venereal disease, or disorder of the bladder, prostate, kidney or genito-urinary tract?
toluln IspRnsiemuiwAguIuS, AWBRUNALauNS:w:Uda1: seuanviuin Tn ndas:uuduius-nuiaudaano:

f. Gall stone, pancreatitis, ulcer, hemorrhoid, colitis or stomach, liver or bowel disorders?
tolunudnd Augaudniau twa saanounns dlddniau Isans:wn: ndanduannisilieonusu nda ald
g. Sciatica, back pain, joint pain or rheumatic, arthritis, muscle, joint or bone disease or condition?
Uonun Uoando Uondendasunmn.dedniau Isandenduenmisingonundwide de ndens:an

h. HIV, AIDS, AIDS Related Complex, or any blood or immune system disease of condition?
louled 1ond nduemsiingadennulsalond nalsaa:ndusinistovidoniia:s:uuNTAUU
i. Skin, hormone, gland disease or condition, diabetes?
IsAansanaduanisuan month, dasluu, sou nSelsaiuwoiu

j. Injury, illness, disease, or birth defect, or condition other than as note above?
msumdu Budos Tsa AwaEAUNARIDULIGIITA nSeana:Taq uenimdeonis:uldgtudu
3. Within the past 15 years have you had cancer, tumor or cyst, or been treated for suspected cancer or tumor? If so, please specify
Tus:e: 15 URuuuasiiu:o deven Gar nairslAsunisitasnuningodeunuu:Sonse 1evennSelu? diny IUsas:y

gigjojo|o|o|o/gjg) g g
ggigjoojo|ojg|g) 0o |g

4. 4.1) Are you currently taking or have any medications or treatments been recommended or prescribed? (please list)
rudrinurnanlAsugmSemssnunlneuu:twevuunensoll (MUlUsAS:URIEN ta:uuASUUS:NIU)

[]
[]

4.2) Do you take: MuglAsSUEMUSIENISTWETNSENU?
a. Insulin, or other Blood sugar lowering medicines gosluuaugauNSogasiuuBLY NSoennouALs:AUtMalUEaR
b. Blood pressure medicines 81AJUALADUAULATNED
c. Blood thinning medicines (Anticoagulants), heart medicines enAouAUMSIBVFDUELIan nSeesnulsamelo
d. Nitroglycerin or other heart medications gnlsamlo
e. Cholesterol lowering medicines enouAUS:AUluTUTUEDR
f. Prednisone or breathing medicines (i.e. inhalers or nebulizers) fJ'lQL’JuuTvSom|ﬁﬂoﬁus:uum\)lﬁumﬂT0 (18U NsgaA, NSWUEN)

I
I

5. Have you been admitted to a hospital, medical centre, clinic or sanitarium in the past 15 years? If so, for what? And for how long?
Tus:e: 15 URuuwriueeiBugUoslulsowenuia anuweunalosnssy Aatn nSeanuiindunsel Anfs, Wwesnwersua:s:ezoanuuirils

Medical Questionaire Form Ver. 2007/08



Yes No

B Tl
FOR WOMEN ONLY:- Have you in the past 10 years had breast disorder, disease of uterus, ovaries, tubes or cervix, menstruation disorder, ] ]
gynecological disorder or pregnancy-related disease or complication? If so, for what?
fw:ans:- us:e: 10 UAniuuriuaetlsaifeonuifmuu Tspineoiuunan Suld resvli AowdAUNFueVUS:IFoU AMUTAUNFuBVS:UUEUIUS
nsauassrnselsansndeuwseli mlg IUsas:y
6. Have you been advised to have any medical test or procedure other than as noted above? If so, please specify ] ]

muirglAsuAu:iinsoogunSedsmMsaulauenindeniniis:ulawnuwsel anls [Usas:y

7. 7.1) Do you currently smoke pipes, cigars or cigarettes and how many packs do you smoke per day?D Packs o0
Jpouunuguengu,3ms ndoeunsndelli ting riuguiiuduounisausiadu
7.2) Have you ever smoked? If so, for how many years? ruingguunsnsalii? fing guuiuund C] Years U
And when did you quit? ua:i@nguidoln Years U
7.3) How many drinks do you have per week? ruAlIASeALNDIeanagedidus uouilnFodUA i [ ]

8. Are you diabetic, have you ever had elevated blood sugar levels, have you ever taken insulin or other blood sugar lowering medicine? If so, for how long? ] ]
muidulsaivmounsely, murebs:Audimaluideniivgudunselunse muirslasuesesluuBuyaunseesAouAs:AUtMaluideansel Nl 1IuuAdIAIDeTR

9. Have you ever had a heart attack, any heart problems, chest pains or angina, irregular heart rate, treadmill stress test , cardiac Catheterization, if so, when? [ [
rured Isarlo Trumineanuicibonmsidunthen WkbiAudaUNA msnageumsiAuzaoiol msaouidfonselu? Mg iDuuwonsibeln

10. Have you ever had any trouble breathing, asthma, emphysema, pneumonia, bronchitis in the past 10 years? I:I I:I
mupeBdrumifeaAus:uunIaUED naufin Usnauou nasnaudnau Tugoo 10 URtuuw3all

11. Have you ever had problems with the veins D arteries D or nerves D in your legs? |:| |:|
ruReidymifigonunasnidontng D niaonIdonmn D V|§ale‘ruUs:a1nD Tuowiselu

12. Do you have high blood pressure and have you been treated for high blood pressure within the last 5 years? ] ]
rudruaulaingoia:iunslasumssnuneanulsaruAulanngy Tudon 5 URtnuumSelu

13. Have you ever had a stroke, mini-stroke (TIA) or dizzy spells, lost consciousness within the past 10 years? If so please specify: |:| |:|
ruAeoNMsNuaDen, Nasmidanauan, nSedonstursy:, MuAaRAlUEoD 10 URthuuwseld duae [Usas:y

14. Have you ever had any surgical operations? If so, for what? And when? riurglasumsuaandall duaswwina:ls na:ijeln o o

15. Did your parents or siblings (brothers / sisters) die at less than 60 years of age? If so please list age and cause of death. D D
UM u1sm nSeryrlditionven i 1FeE3AnousIgASU 60 TNSeluiti NSUNS:Us EIa:aWINYBVNSIZEEIN

When you answered "Yes" to any of the questions on the above page of this form please give details in the space below or on additional paper as required.
dnumeu T8 TuAnwninahounduiunsruniiseasdenfudendiuanseluonasimiiFy

All the above statements are true and complete to the best of my knowledge and belief and | understand that the company, believing them to be such, will rely on them. | further understand
that the premiums quoted above, or elsewhere, unless otherwise advised by LMG Pacific Healthcare, are quote in respect of me and my family being resident in Thailand. | do hereby appoint
LMG Insurance Company Limited 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

dudwesusend deroudnuRudidunowesonnds:ms SuiugodAteds:Auenusent InausumudeyalulurusionUs:nuiediiud Trlauesiminggntiodndwida:ASaUASIUBNIWID
wdnenfeus:gagluds:nalng mndesinavvevdwivbuionseunUaluisuaouesy duieugsuliiussnusniandruyius:Auneli usnond i weueus ol USEN tealBUB Us:uie $1n
Tumssavansensudayansomeduunoniuinds:aRnssnuweunala:gunuws neveudwiFlion iwndlsuweuandeaniuwenuiaosnsy néeevrnsduln ATOURNMSaNsUISauIREaU
g e qunuwendwsiadountodwslAnsiievdunmuineueontivieneusunol dwaauysnisuReoiuAuatu

Applicant's Signature: Date: (DD/MM/YYYY) D D D D D D D D

VU (Woaleds:Aune) Ui (A 1ew T)

e N [ M
WARNING BY INSURANCE DEPARTMENT, MINISTRY OF COMMERCE BROKER / AGENT CODE: -
Asieulnensumsus:iune ns:nsovwnelive SHAFDINY Wenth DD DDDDD

The applicant must truthfully answer all questions. Any concealment or misrepresentation of the truth may

result in the insurance company refusing to honour insurance claims, as per clause 865 of the Civil and BROKER / AGENT NAME: Sosinu / uendn

Commercial Code. If you have any queries regarding this insurance Policy, please contact the Office of

the Insurance Commissioner. Kaniana Chungkasemsook

ualeWs:NUENSUNBUAINURILUEBUNUMLADUITUDSUNNTD nsUndangatnavaowifioln aIdumnn

Tiusengisuds:nuneufiaslusnemaulnunaimnumudninyils:Auneniuls:udannauNg LW s NS 865 - J

mnbdrymia 9 1Rgonunsusssus:nuNed UsnAndavaru:ulRoNNSUNSUS:AUAY NS:NSI0WNtLE
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