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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.
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Please enclose the following items with this application. All documents (Copy) from No.1 to No.4 are required.

|:| Myanmar Companies Online (MyCo) certificates 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-shareholding List and its detail information page
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Declaration
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Health Condition
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Were you given a prescription for any medications or did you undergo any medical examinations, check-up or treatment (Including hospitalization and surgery)

during the past (3) months?
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Were you given a prescription for any medications or did you undergo any medical examinations, check-up or treatment (Including hospitalization and surgery)

because of the diseases and injuries in the below table during the past (5) years?
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Heart / Blood Pressure Hypertension Yes No Angina Yes No
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Brain Cerebral Haemorrhage Yes No Cerebral infarct Yes No
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Subdural Haemorrhage Yes No Cerebral arteritis Yes No
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Kidneys Renal Nephrosis Yes No Renal impairment Yes No
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Eye Cataract Yes No Glaucoma Yes No
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Cancer, tumor Malignant and benign tumors etc. Yes No
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Others Lipid profile Yes No Diabetes Yes No
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Rheumatic fever Yes No Inflammation of joints Yes No
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For Women Uterine tumor Yes No Ovarian tumor Yes No
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Breast tumor Yes No Abortion Yes No
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Do you have any surgery or prescription to take medicine, treatment (Including hospitalization) medical examination or

checkup from doctor due to the diseases and injuries excluding in the table during the past 5 years?
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Physical Injury
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Are you visually impaired, or have a damaged limb (or) performance disability (or) spine deformity and other defects?
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Were you informed any abnormality after taking an X-ray scan, Ultrasound, CT scan, Tissue sampling, ECG Scan, urine test, blood test and other check-
ups during previous year?
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If you answer “Yes” for the question (1) to (5) please answer the details in following.
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Do you drink alcohol? Yes No Daily Occasional
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How much alcohol do you drink a day?
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Insurance with Other Companies
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Do you have or have you had this insurance policy with any other insurers?
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1, hereby, guarantee that the information provided above are true and reflected my current health condition.

o o Co C S co 2 Q < c 0o < < < < Qe c o cc Ce <
Qﬁ:ﬁa?cg:xrf QOO33E)§ WEIDOPEPG BEPIYFPTOEDRYAIPD Qﬁogma?qlmqp:f.g :;;Qjmsamm(ﬂa:aacoT ?@q.:ea(rf na]ecocumacﬂaoeu
| accept AYA SOMPO Insurance Company will be relying on such statements and information when agreeing to accept this proposal.
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AYA SOMPO Insurance Company reserves the right to investigate the validity of the information provided where uncertainty exists.
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| acknowledge that AYA SOMPO Insurance Company reserves the right to cancel the membership if any amount due is not paid or on the due date

concerned.
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| 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 from the basic of the contract between me and AYA SOMPO Insurance Company in the event of the Proposal being accepted.
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