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In case of edit, erasure or strike out, please affix your name with the same pen.
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Name and Sumame of Insured Person (Please Specify Prefix) Gender  Male Female
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Date of Birth {dd/mm/yyyy} Age Year Weight kg. Height cm.
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Questions about the applicant’s health and disease or treatment history.
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Do you have a good health, no mental and physical abnormalities and/or disability or no illness caused by AIDS or HIV or any critical illness?
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Yes No (Please give full details)
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During the last 3 years, Have you consulted any medical advisor, or received any treatment, blood tests, blood pressure, urine, X-ray, heart test or

something else?
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Yes No (Please give full details)
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Statements giving, giving authorization, giving consent
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I confirm that the answers in this application that I have given, including the answers to the authorized medical examiner are true and correct in all
respects. | understood well that if I do not provide full disclosure the company may decline the application or deny the benefits payment.
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I hereby authorize physicians or other insurers or hospitals that have my past or future health records to disclose all information to Ocean Life

Insurance Public Company Limited or its representatives for the purpose of applying for insurance coverage or benefits payment.
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I hereby authorize Ocean Life Insurance Public Company Limited to record, use, and disclose the information about my health and my personal
information to other insurers or reinsurers or person in authority or health care providers for the purpose of applying for insurance coverage or

benefits payment or medical treatments.
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REMINDER OF OFFICE OF INSURANCE COMMISSION

Give answers to all questions ahove truthlully etherwise the company may have caused to deny Hability under this pelicy in accordance with

section 865 of the Civil & Commercial Code.
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