@AYA.SQJ:L%Q HEALTH INSURANCE !’ROPOSAL FORM
o§seneqEned :adlgnge

2eBr3000d
Proposal No. PR/

2003[gq§ (IMPORTANT NOTICE )

srodo0foqoisSoion s oo ooy ooepSy SR e SDqfe Shcopiirong opferlost BB
edlcodaaofssenigaps 091:epS[g8(Gs corogticoniaom v§Boudelogigp:ann [g§copBorodeiund vurcSih v§Budeuagt§§veGs sa0meaagzus g§epS[gdoopd

You are to disclose in this proposal form fully and faithfully all facts which you know or ought to know, otherwise the insurance effected
may be void. No cover attaches until premium has been paid.

aneds§jImon |:| oSieqiened |:| [g&:c0§eomaepdloyoogamesd D poomae[ggoyfieneqamosd
Type of Insurance Health Insurance Critical lliness Insurance Micro Health Insurance

3050010908 @905 32000592 (AGENT'S DETAILS)

Bobenicpuderngd BSentapoangcs
Agent’'s Name Agent’s No.

amodsaadfgopel 32g053ec005qp:(PARTICULARS  PROPOSER)
effgagesep

Proposer’s Name

0088:q)8:32008000:09320905

For Individual Customer
88800m1905¢00E _
880qi0008905 egiooepd
NRC / Passport No. Date of Birth

(. [§§08Ec038 cogrescdap(gddon
20pbecdt (@0g5epBR8[Gs: copSocbagaBet mpicdgapi)
Occupation If you are foreigner, you are- On work visa/
visit visa/ others

g ops/e ops D © ) D ) oode

Ethnicity Gender Male Female Height Feet Inches
Béecndeqmalgmcs D o§ D &
BoSmccord§ Marital status Single Married
Weight Lb
g33065(gE Im0d0o0pEIR05

For Corporate Customer

63005665[gdl engrbenondiqpiod ofsaad(giagrsEae0p g:ozedigq$ cdebdooh

Please enclose the following items with this application.All documents (Copy) from No.1 to No.4 are required.
|:| Myanmar Companies Online (MyCo) certificate such as Certificate of Incorporation or Certificate of Registration for Overseas Corporation
[ ] MyCo Company Profile-Address

|:| MyCo Company Profile-Officers List and its detail information page

|:| MyCo Company Profile-shareholdings List and its detail information page

055005 Sicoicd
Phone No. Email
5085 Building No. ([pago5/ciciaagd’) Street (co&:) Ward/Village (q80305/eoqsgp) Township (BgcS) City @)
65660860
Address
odSopefaoplopsd
Purchased Units

0§8use[ogie0ioglsspS:(PREMIUM PAYMENT TYPE)

2¢=g3cdconde coofcor D (R)c0 é[Bba0s D (6)co 08860 D oodcdronpbicor D

Corporate Insured Monthly Quarterly Biannually Lump Sum

08Biqéioonde (€)co ood[3be0r D 8aysonpSicor \:‘

Individual Insured Biannually Lump Sum

J
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0f|:d00:9&§oncizngodancooSqp:(BENEFICIARY’S DETAILS)

:0pd of150105
Name Phone No.
888001908008
888010003905 o
NRC / Passport No. 65q5c880»
0025060 Address
Relationship
egroomepd
Date of Birth

géoefoyfgrag

Statement

coodoeamn oy§teneqmaegaees

Current Health Condition

o1 0§390p3 (p) 0 20382 s0apo§ade 08:o0bgdop(gn eeoie8gEs craopdug(gE: (esooooSgls

$8050p00[g8:32d3008)1 a80:6000056 a8 [032:696[gE:qp: §30l00coon

Were you given a prescription for any medication or did you undergo any medical examination,

check-up or treatment. (Including hospitalization and surgery) during the past (3) months?

g§3e0m () §83038: oyfineqimafgmes
Health Condition in the Past (5)years

J10R§36007 (§) $695038: 632005 A0z sBlgooniond eepdlelop sogpo§ade 08:00dgdug[gé caoodgty
a0gduggé: (es0:§onad(géa §8oSapao[gl: sadlmol)i eenieana’a p§lorp:sd qfgigp: §8dloocoon

Were you given a prescription for any medication or did you undergo any medical examination,

check-up or treatment (Including hospitalization and surgery) because of the diseases and

injuries in the table during the past (5)years?

%L

oé’iD

eog=o§:[§8: 6]80§§0 ﬁ
Hypertension Yes D D Angina Yes D No \:‘
§ohn eogiadlEd§ $091[0g05000:905(g8: D |:, scdmadqbeepd D o§ D
Heart / Blood Myocardial infarct 'Yes Heart valve disease Yes No
Pressure
$cpiefgdioodas:
Arrhythmia Yes D D
Bieg00560:0384(g8: D D Biego05e03:e[o3p805EE: | § D o§ D
é-e.?oors Cerebral Haemorrhage Yes Cerebral infarct Yes No
Brain B:eg005603:09050[o3
o€melgresmnadeogionfgé: o§
Subdural Haemorrhage YesD D ool "y YesD NOD
Cerebral arteritis
8cSoqeepd D ] 8cSmoforcgpiaepdl D o (]
Depression Yes No Schizophrenia Yes No
8051 amgelop
:28pnchedEepgcbugdigé: o§ :20005e6pa o§
St | e Mental disability S e I i W e
32q05g[gE:
Alcohol addiction YesD D
8905 :e905eepdl(c3a80a005) ofigoqEoyd o§
Lung Lung disease (TB etc.) YesD D Asthma YesD No D
2003361 320005 PO
5 opobendiol § o§
eogpadand aopodmbadogéieepdl )
S:c?l:nach, Liver, Renal Nephrosis YesD D :ﬁfﬁﬁagf;nent Yes D No D
Kidneys P
32038:036 6qo38 o§
qjtVSC\?= Cataract YesD D Glaucoma Yes|:\ No D
Eye ES 9
CYJGCPO
Retinal disease YesD D
08001209 320505
(on8eon1 8 aonfgbean me:mfy%gSewéU?cﬁeow
AN 000
m&omou?o?is:m) Malignant and benign tumors YGSD D
Cancer, etc.
tumor(cancerous)
\_
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eog:08:9a8qpiegigl:
Lipid profile YesD

Bejeepdl :e08eeplqbisn o§
o Diabetes YesD Inflammation of joints YESD No \:‘

]
No ]
orers ﬂ;fgs;in Yes D :li D :c:e?’ifc fever Yes\:| QN<§2> \:‘
]
]

oSo$eq[ed:
o3eBooq[g YQSD

Infertility
20:a38ea0ds §rpB6me0dim20§05 o§
Uterine tumor YesD Ovarian tumor Yes\j No \:‘
:§r008:08:00§
For Women

q8oommafod o§ aogeBoomieagp o§
Breast tumor YesD No \:\ Abortion Yes\:| No \:‘

2109§3607(§) 6250381 avomz€edi§eancepdlst cB8aSaahepadelopé §8c5npoo[g: (Bewpod) soepofelgoopd
a590[8: 6520560102098 000p653508 (q)q05 $E320005 soepo§ cde 06120598 up[gEn e soigEn cpoogdog[gt:
(280:§0005[g8: 32013208)1 6801602305 § P [o30:696§E:qp2 §3cloocoon L D :ﬁl D
Do you have any surgery or prescription to take medicine, treatment (Including hospitalization) medical

examination or checkup from doctor seven days and above from the first day of taking treatment to the
last day due to the diseases and injuries excluding in the table during the past 5 years ?

0§20305a8805¢
Physical Injury
61 005§ ea[gE 320§ B80S[gE: conSegpé: efgegpiodopt AB8a5q058ip (Bewpod) pbescnt§Ees:
§loa8:es[g8 (3B0pdd) coqpdiaue§(gtsé salgriecan BB8a5§jpa8iaqp: §dlooconn D o D
Yes No

Are you visually impaired, or have a damaged limb (or) performance disability (or)

spine deformity and other defects?

(00) 208052:88:
Part

(5) mecgmes

Condition

(0) eepdlmc[geresdoons8edioaneono3 cmpSBEogroopimds $8 c©

Stability of the condition of the disease without worsening year month

(20) s2e[opimqSs

Cause

(c) =o[gésnq (008)Aldl (p)dldl
Vision (Left) Spherical (Right) Spherical

aso:od[ge:
Medical Check-up

g1 g§3e0m (0)§63038: X-ray §oS[g8s Ultrasound §oB[gés CT Scan §oS[gls saoomroopedesoigén ECG §o5[gen
Brobglucogiodfgisl mgpieomn odesogypicd S0p38n gue§aopdeagEd§oopiuy eoocBged qdloocoon § D o§ D
Were you informed any abnormality after taking an X-ray scan, Ultrasound, CT Scan, Yes
Tissue sampling, ECG Scan, urine test, blood test and other check-ups during previous
year?

(o0) 06:2089803000856c0 $6 ©

Year of check-up year Month

(0) gop§oopdsagod
Abnormality

J
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P

.

Gr (0)¢(9)32B curg§ionderagd ‘§” vrewBigoonidon eenaioa8aneon:80B [gpigadeord

If you answer "Yes" for the question (1) to (5) please answer the details in following.

(o0) eepdh B§oSandepmanpd

Name of the disease or injury|

(5) @01 eeorofiznopd
Name of the clinics
or hospital

(0) cood§=scfgmes

odesoicsed
Examining

0GB

croaqpadanéBs

Current condition
Cured Undergoing

Treatment

[]
Mefgmeseoné[opdessdgdlon ceorefiogilgoopd(3Sss:

coogé
If it is still being monitored, the frequency of clinic visit is Month

Monitoring

(386

Times

9389
Year to

(20) 08:006[gEx 08 e0iga cpoofgliomco ©

Examination, check-up, treatment period, From Month

;efgmeseoné[gpdessd

(g

Others

Month

95608

Year

() opooop eoqpofal Biepipploprqodfon eeliaf

Any specific instruction from attending physician

88080503808§6021820p3 eepdlcongam

Self-Identified Symptoms

Q@ 02$3600 (6) comagd: eamaddegpdlcongamygp:ad (0)0o5c0a5d] sontgdlaccoon
08o§:56:505[g€x o3 Bmaa i oqg€n 0brognigls gt snee[goiaagolgblgta
Have you ever suffered these symptoms for more than a week during last (6)
months? Fatigue, Weight loss, Diarrhoea, Nausea, Skin disease

§
Yes

[]

4

No |

mEamnaepdlgblgé:
Cancer Disease
o1 ood§Eeg§ 3208 cEemaapdgbdgidlaocon

Have you ever had cancer?

§
Yes

[]

o§

No |

ofeSo}

Pregnancy

@ cood§aBuSof§esdloocon odeupo’ epoBecnlgl oBuSo§ogiecoesnma§(g: [g8esoopSup
08062003 coogamgp: §iloocoon

Are/ have you got pregnant now or have Amenorrhea, Nausea and vomiting symptoms?

§
Yes

#26[§o0p5 “§ [§8don cooS§mad§ a8 9es[g8esean ofuSosgielompt: sogpo§ody econabéena’ ooégeuidaée

If you have answered '"Yes", please submit recommendation letter from doctor about normal pregnancy at present.

[]

o§

No |

(g

Others
201009 (2§00)08) 83600 (o j)comeazé: ee0ic8e o005 dloocoon

Do you smoke now (or) during the last (12)months?

660:08862000500p8 56

How long have you been smoking?(Year)

6505602050008 Ge0:86meqE0305

Daily amount of cigarettes

6020050098
Yes

egop
Daily

[]
L]

054
el

0&8londg
Occational D

oo 32q0588[g§ e0005daocoou

Do you drink alcohol?

65089¢§6a0005dl0con

Do you drink alcohol everyday?

oeg0g€ 6pSgieaxnaSdloocss

How much alcohol do you drink a day?

6000050008
Yes

ogod
Daily

.
L]

6200054

No |

08dlondg
Occational \:‘
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4 [gpropgadypisé smoedcon§escfgmes
Insurance with Other Companies
o 1o §eredo? :mlgpiamedopgaBypiogt coneidon

Do you have or have you had this insurance policy with any other insurers?

anedmgdsepd

Insurance Company Name

adlco8medd
Policy No.

00S0q00p8306d 3030308
Purchased Plan

ooSuqoopSonsdeaeq@Eeogad
Purchased Unit(s)

30092009008 9 e

Insurance Period From To

0§6g05
Affidavit

ap1320005665(GAl [geBeodeodyp: ¢§on§dlelo3p8:sE 886l cocd§oy§ierce: sacgencssacS: (gpdecSgl:  [§8delompE: 0§smndBgcloogs
I, hereby, guarantee that the information provided above are true and reflected my current health condition.

qo5[gEamigEoy§ienay; com8: D weoms: D

Health condition upon visual check Good Bad

0800056200005¢05

Witness Signature

:080005620m:6p5
Witness Name

8880019056008 32905
NRC no.

ofjeeadagropf op§besdgeaopd @agodesacondypioopl og§6a8§uslorpSaoniaog] mpsan§eddgbeloptisé edagnod codsdon ofesdiggedypioops op§6sE

sepagsBamudongadoden(ogriog€ o€Blgnpdoopd saegslgdeeqs cosomaopdeloypE: elog(graabiloogbe

| hereby declare that the statements made by me in this Proposal are true to the best of my knowledge and belief and | hereby agree that this
declaration shall form the basic of the contract between me and AYA SOMPO Insurance Company in the event of the Proposal being accepted.

9038 90 © 988
Date day month year
amedmedlgop
Proposer
c00de0d
Signature

:0pd

Name

7
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