PREMIER
INTERNATIONAL
HEALTHCARE

GLOBAL

INDIVIDUAL APPLICATION FORM

SECTION A : LEAD APPLICANTS DETAILS

Title Surname

Sex M F First Name

Nationality Passport No. Date of birth

Height (cm) Weight (kg) Age last birthday

Occupation Smoker Y N

Residential address of the the country where you are to be located

Address

Town/ City

Country

PostCode/ Zip Code

Email Address

Home Country

Country of Residence

Work Contact (Tel.)

Home Contact (Tel.)

Elected Country

(for elective medical transfer. Must be in same geographical area)

Coverage details (please tick one box only on each line)

SECTION B : YOUR CHOICE OF MEDICAL COVER

Programme

In-patient only D Programme 2 D Programme 3 D

Geographical area

Area 1 Europe only D Area 2 Worldwide excluding Area 3 Worldwide D

Deductible

USA, Canada & Caribbean
uss7s |

Nil [ us $500 [ |

Us $1,000 |

Payment Option

uss2s0 |
Quarterly D

Semi - Annually D

Annually D

Additional cover available (please tick for a quotation)

Life Cover || PA [

Travel Insurance D

ToTAL ANNUAL PREMIum USD

SECTION C : ELIGIBLE DEPENDANTS TO BE INSURED

Title| | |

Surname

Sex M F

First Name

Passport No.

‘ Date of birth

Address

Age last birthday

Town/City

Country of Residence

Nationality

Occupation

Height (cm)

Weight (kg)

Relationship to you, eg son, daughter, wife/spouse

Smoker ‘ Y ‘ N

Title ‘ ‘

Surname

Sex M F

First Name

Passport No.

Date of birth

Address

Age last birthday

Town/City

Country of Residence

Nationality

Occupation

Height (cm)

Weight (kg)

Relationship to you, eg son, daughter, wife/spouse

‘Smoker ‘ Y ‘ N
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(continued)

Title ‘ ‘ Surname

Sex M F First Name
Passport No. ‘ ‘ ‘ Date of birth
Address Age last birthday

Town/City Country of Residence

Nationality Occupation
Height (cm) Weight (kg)
Relationship to you, eg son, daughter, wife/spouse Smoker ‘ % ‘ N

| confirm that all dependent children live in my household, are dependent solely upon me for support, and, if aged 19 to 25, are in full-time education.

SIGNATURE OF LEAD APPLICANT DATE

)
)
]
1

* |f you have more than three dependants please use an Additional Application Form.

Y )

SECTION D : STATEMENT OF HEALTH

e Please answer Yes or No. If Yes, please specify details in the space provided on the following page.

e All information supplied will be treated in strict confidence. All material facts including those relating to these questions must be
disclosed. Failure to do so may invalidate the policy. A material fact is information that would be likely to influence the insurer’s
assessment and acceptance of this Application Form. If you are in any doubt whether a fact is material then it should be disclosed.

Lead Applicant | Dependant 1 Dependant 2 Dependant 3

Yes Yes No Yes Yes

Is any individual pregnant?

Are any inpatient or outpatient medical/surgical or dental procedures or
oral surgery (including diagnostic testing) recommended/contemplated?

Is any individual currently taking medication?

Does any individual use tobacco products?

000 go
000 go|s
O00 go
000 go
O00 go
O00 go|zs
000 go
O00 go|z

Has any individual been examined by or consulted with a physician or
doctor or received any medical treatment in the last 5 years? (routine check
ups, minor ailments (coughs and colds) of a non-chronic and non-recurring
nature can be ignored)

Has any individual ever been denied medical, dental, optical or disability | [ ] (] ) (] ) (] (] (]
coverage or been quoted anything other than standard terms for them?

Within the last ten years has there been any disease/impairment of or any treatment for any of the following? If yes, please give the disease/impairment,
year of onset, duration and treatment details in the space provided on the following page.

Lead Applicant | Dependant 1 Dependant 2 Dependant 3

o)
w
&
n
>
»
=
(2]

AIDS/HIV
Alcoholism/Substance Abuse

Arthritis

Asthma
Back/Neck/Spine

Blood Vessels/Heart

Bones

Brain/Head

Cancer

Carpal Tunnel Syndrome

Diabetes

Ears/Eyes

Epilepsy
Gastrointestinal Disorder/Intestine

Hereditary Disorders

Hernia

(0 o o
(00 1 O 5
(0 o o
00 o o 5
(0 o o
00 o o w5
(0 o o
00 o 1 o W 5

Immune System Disorder
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(continued)

Lead Applicant | Dependant 1 Dependant 2 Dependant 3

N
w
o)
»
o)
»
o)
1%2]

Kidney/Bladder

Liver

Lungs

Mental/Nervous Disorder/Nervous System

Paralysis

Reproductive System Disorder

Rheumatic Fever

Seizures

Sexually transmitted infections
Skin

Stroke/Blood Pressure/Hypertension

Surgical Operation
Thyroid

Tumour /Growth

0] o o | O

00 o 1 O W =5
O00000000000ooOoo
00 o 1 o O WO =5
O00000000000ooOoo
O0000000000DoOo s
0} o 1 O O O
O0000000000DOoO0 s

]

Ulcer

SECTION E : STATEMENT OF ORAL HEALTH

(ONLY COMPLETE THIS SECTION IF YOU HAVE SELECTED PROGRAMME 3)

Please indicate if there is an oral/dental condition needing treatment by any individual requesting coverage.

Lead Applicant | Dependant 1 Dependant 2 Dependant 3
Yes Yes Yes Yes

Routine dental examination in the last year?

Any fillings needed?

Any crowns needed?

Any denture/bridgework/implant needed?

Missing teeth needing replacement?

Damaged teeth needing repair?

Gum problem needing treatment?

Root canal treatment needed?

Any teeth needing extraction?

Periodontal disease needing treatment?

00000000000
00000000000
00000000000
00000000000
00000000000
00000000000z
00000000000
00000000000z

Orthodontic treatment needed?

Use this space to complete extra information required for Section D and E. Continue on a separate sheet of paper if there is insufficient space.
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SECTION F : DATA PROTECTION

LAMP Insurance Company Limited assures you that all your personal and medical information will be held in strictest confidence and in
accordance with applicable legislation. Personal data may be passed to other companies with the LAMP Group or given to third party providers
in relation to services which we provide to you, and may be transferred by electronic or other means. You have a right to know what information
is held about you, and to amend or delete any data we hold which is inaccurate or out-of-date.

SECTION G : DECLARATION

e | hereby apply for membership to the Premier International Healthcare Plan.

e | accept the benefits terms conditions and limits provided for in the terms of the insurance company ltd.
¢ | understand that this Application is subject to written acceptance by LAMP Insurance Company Ltd.

¢ | confirm the correctness of the statements and information contained in this application. This clause will constitute a condition precedent to
the payment of the benefit provided for in terms of the Plan. We accept that LAMP Insurance Company Ltd will be relying on such statements
and information when agreeing to accept this application. LAMP Insurance Company Ltd reserves the right to investigate where uncertainty
exists about the validity of information provided.

e |, the applicant and the listed dependents, agree to being called upon to submit such medical examinations and tests as LAMP Insurance
Company Ltd deems concerned.

e | acknowledge that LAMP Insurance Company Ltd reserves the right to cancel the membership of this plan if any amount due is not paid by
or on the due date concerned.

e | agree to give LAMP Insurance Company Ltd immediate written notice should any changes material to the assessment of this application
occur before the date upon which LAMP Insurance Company Ltd the opportunity to reconsider the terms of acceptance. This will give LAMP
Insurance Ltd the opportunity to reconsider the terms of acceptance.

AUTHORISATION: To all physicians/hospitals/healthcare institutions/insurers/medical or hospital service providers/employers: You are
authorized to provide LAMP Insurance Company Limited information concerning healthcare, advice, treatment, supplies, absence (including
those related to mental illness and/or AIDS/ARC/HIV) relating to me or any members of my family for whom coverage has been requested.
This information will be used to determine eligibility for coverage. This authorization will be valid for twenty four months from the date of
signature of this form.

SIGNATURE DATE

NAME

N
|

Please return this questionnaire to:

Premier International Healthcare Ltd.: Asia Pacific Office
sth Floor, M Thai Tower, All Seasons Place,

87 Wireless Road, Lumpini, Pathumwan,

Bangkok 10330

Tel: +66 2 654 1150

Fax: +66 2 654 1151

Email: sales@premier-ih.com
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