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Power of Attorney and Consent for Medical History Disclosure
Consideration NO./ INSUTANCE CONETACE NO.....oviuieiviceieeeseteeeeeeteeesseeeseeeesessesessasssses s sssssessssesessssessssssseessssesassssesssssssssssessessesessesssesesssssesasessaneessssasessssassassssessssessssassssesssesssssnsenesssnsanes
Name - SUrname Of INSUrANCE APPUCANE / INSUMET. ..ottt se e s ee e ss s eseesesessessesaes s st esass s s s assssessessssesssssssesesesansssseseseessseessessasesssessssasassassasansssenssneessnens
TN ERIS LBEEET, Luurieieeiieieiteie ettt sttt st e e st s s bbb bbb s st Q€
residing at house NO......coovrveverrirririeenn. Tambon/Subdistrict AMPhOE/DISErICt...vucvievreiereeeeee e PrOVINCE...cooveeveeeeeeeee e
ID Card/Passport No acting as

QO insurance applicant or insured
a Legal representative or legal guardian of insurance applicant or insured (In case an insurance applicant or an insured is a minor)

a Legal heir or guardian or curator of insurance applicant or insured

Declaration and Authorization of Medical History Disclosure

|, as stated above, give consent to the physician(s), medical center(s) or relevant person(s) who has Personal Data, health information and medical
recordofme or ......ccoevveeeeeinn. in the past and/or the information pertaining to the insured’s death (“Data”) to disclose the Data to Muang Thai Life Assurance
Public Company Limited (“Company”), life insurance agents of the Company or employees of the Company to act as a legal authorized person to proceed and
contact to receive the aforementioned medical history from attending physician(s) or hospital(s) or any medical center(s) that has or had provided me with
medical treatment or health checkup as if they were my own actions in all respects. A copy of this letter is regarded as equally effective and complete as the

original.

Declaration of Personal Data Disclosure
O | give consent to Muang Thai Life Assurance Public Company Limited (“Company”) to collect and use Personal Data, religion on my ID card
(collectively referred to as “Sensitive Data") for identification to authorize the contact to receive the aforementioned medical history from attending physician(s)
or hospital(s) or any medical center(s). This consent also includes disclosure of such Sensitive Data as necessary to hospitals or medical centers, the Company,
units with duty to collect/pay policy benefits to allow the Company and the agencies to collect and use the Sensitive Data as necessary and required by law for

the purposes of policy benefit payment, claim payment, any operations regarding insurance policies and for any purposes which benefit me.

| acknowledge that by not giving consent and by changing the scope of consent, withdrawing consent, objecting, requesting for erasure or destruction
of Personal Information, it may result in the Company being unable to manage or take any necessary action on the insurance contract and may affect services
and policy benefit payment. In this regard, | have already acknowledged the Company's Privacy Policy on www.muangthai.co.th/th/privacy-policy. In this regard,
the expression of my intention by marking v* in O constitutes that | have given explicit consent to collect, use and disclose the Personal Data according to the

purposes specified above. Hereby, | have signed as evidence thereof.

Scan for details of Privacy Policy

Sign Personal data provider/Grantor — SigN......ccccceeeeeveereree s seseees Grantee
( ) ( )

Sign Witness Sign Witness
( ) ( )

*Sign Consent grantor Relation

Remark : 1. In case of signing by fingerprint, signatures of 2 witnesses must be completely provided.
*2.In case of a minor (not over 10 years old), a father/mother/legal guardian is required to sign and specify the relationship.

*3,In case of a minor (over 10 years old but less than 20 years old), a father/mother/legal guardian is required to sign together with the minor and specify the relationship.
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http://www.muangthai.co.th/th/privacy-policy

Suggestions in Filling the Form
The grantor giving authorization and consent to disclose medical treatment history has to fill in personal information and sign all documents.
The grantor giving authorization and consent to disclose medical treatment history comprises:
. Giving authorization and consent to disclose medical treatment history as an insurance applicant/insured
- In case an insurance applicant/insured is not a minor: Give authorization and consent by themselves
- In case an insurance applicant/insured is a minor:

In case of a minor (not over 10 years old), a legal representative or legal guardian of the insurance applicant/insured such as father,

mother or legal adopter of the insurance applicant/insured shall give authorization and consent on the minor's behalf.

In case of a minor (over 10 years old but less than 20 years old), a legal representative or legal guardian of the insurance
applicant/insured such as father, mother or legal adopter of the insurance applicant/insured shall jointly give authorization and consent

together with the minor.
. Giving authorization and consent to disclose medical treatment history as an heir of the insured

- The legal heir of the insured such as father, mother, spouse, child (sui juris) shall give authorization and consent to disclose medical treatment

history.



