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Complete and Send to E-InsureThailand 


Only if paying by credit card 
 


AXA PAYMENT FORM 
 
 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


 
 
 
 
 
 
 


 
 
 
 


 





		Text157: 

		Text158: 

		Text159:                    

		Text160: 

		Text161: 

		Text162: 

		Text163: 

		Text164: 

		Text165: 

		Text166: 

		Text167: 

		Text168: 

		Text169: 

		Text170: 

		Text171: 

		Text172: 

		Text173: 

		Text174: 

		Text175: 

		Text176: 

		Text177: 

		Text178: 

		Text179: 

		Text180: 

		Text181: 

		Text182: 

		Text183: 

		Text184: 

		Text185: 

		Text186: 

		Check Box187: Off

		Check Box188: Off

		Check Box189: Off








WARNING: Department of insurance. The applicant should disclose all the facts you know. Any nondisclosure shall make the policy issued 
hereunder void able. The company has the right to void the contract and refuse claims according the Civil Commercial Code Section 865 


PARTICULARS OF PERSON TO BE INSURED 
Applicant’s Name Nationality 
Date of Birth AGE                    YEARS                    MONTH 
ID. Card No./Passport No Height(m)                     Weight(kg) 
Marital Status         Married       Single         Others (please advise) 
Address 
� HOME � MOBILE � EMAIL 
Occupation/Position Company Name 
Company address 
� OFFICE � FAX 
Corresponding address       Home         Office        Others (please advise) 
Beneficiary 
Relationship to the applicant Effective Date (1 Year) : From 


PARTICULARS OF SPOUSE TO BE INSURED (APPLICANT 2 ) 
Spouse’s Name : Nationality 
Date of Birth AGE                    YEARS                    MONTH 
ID. Card No./Passport No Height(m)                     Weight(kg) 
Occupation/Position Company Name 
Company address 
� OFFICE � MOBILE � FAX 
Spouse’s Beneficiary 
Relationship  


PARTICULARS OF CHILD TO BE INSURED (APPLICANT 3.1-3.3 ) 
3.1. Child’ s Name AGE                    YEARS                    MONTH 
       Date of Birth Height(m)                     Weight(kg) 
       ID. Card No./Passport No Class 
3.2. Child’ s Name AGE                    YEARS                    MONTH 
       Date of Birth Height(m)                     Weight(kg) 
       ID. Card No./Passport No Class 
3.3. Child’ s Name AGE                    YEARS                    MONTH 
       Date of Birth Height(m)                     Weight(kg) 
       ID. Card No./Passport No Class 


QUESTIONS FOR  ALL APPLICANTS PROPOSED FOR INSURANCE (Please tick the appropriate box) 
                                                                                                                                             NO            YES 


AXA Insurance Public Company Limited 
Lumpini Tower-23 Fl., 1168/67 Rama 4 Road, 
Thungmahamek, Sathorn, Bangkok 10120 
Tel: 0-2679-7600, 0-2285-6385 Fax : 0-2624-
9111 


th


SmartCare Optimum
HEALTH INSURANCE APPLICATION FORM


1. Does any one of the applicants proposed for insurance hereunder have health,  
   life or accident insurance with other Insurance companies? 


2. Has any one of the applicants proposed for insurance hereunder ever been  
   declined or accepted on special terms other medical / life insurance plan?   


3. Has any one of the applicants proposed for insurance hereunder ever undergone a surgical  
   procedure of investigative nature or hospitalized or had a major accident in the last 5 years? 


4. Has any one of the applicants proposed for insurance hereunder ever been advised to have  
   a surgical operation or investigative procedure which has not been performed? 


5. Has any one of the applicants proposed for insurance  hereunder had special treatment  
    with x-ray, Ultrasound, CT Scan, MRI Scan, Biopsy, Electrocardiogram?  
 


 







 
Remark:  If your answer is “Yes” to any of the above questions, please provide details such as name of insurance company,    
reason of decline or acceptance on special terms, nature of surgical procedure etc……………………………………………………. 
……………………………………………………………………………………………………………………………………………………………….. 
………………………………………………………………………………………….……………………………………..……..………..……………………………
………………………………………………………………………………………….……………………………………..……..………..……………………………
………………………………………………………………………………………….……………………………………..……..………..……………………………
………………………………………………………………………………………………………………………………………………….……..…………………… 
HEALTH DECLARATION OF ALL APPLICANTS PROPOSED FOR INSURANCE(Please tick Yes or No and fill in the box) 


Item NO YES Name Date of  
Onset 


Date of 
Recovery 


1. any respiratory disorders, lung trouble, asthma, allergy?      
2. any heart, myocardial or cardiovascular disease?      
3. any skeletal - muscular system disorders, joint disorders, 


rheumatism, arthritis, gout or back trouble? 
     


4. any digestive disorders?      
5. any enlarged glands or any form of cancer, tumor                         


non-malignant tumor or mass or cyst? 
     


6. any eye, ear, nose or throat disorders and abnormalities?      
7. any liver and gall bladder disorder i.e. hepatitis cholecystitis, 


gallstones? 
     


8. any reproductive disorders and sexually transmitted diseases?      
9. any urinary system disorders?       
10. any circulatory and blood disorders?      
11. any thyroid gland disorders i.e. hypothyroid, thyrotoxicosis?      
12. any brain and nervous system disorders and cerebrovascular 


disease?  
     


     
     


13.  Are you currently suffering or ever been following disease? 
       Autistic     Epilepsy     Renal disease/left with one kidney     
       Diabetes  Tuberculosis    S.L.E    Thalassemia    Dwarfism      
14. Except item 13 are you suffering or injuries?      
15. Are you currently taking any medication or undergoing                   
       any treatment regularly? 


     


Remark   If your answer is “Yes”, please give details of the treatment received, name of medical practitioner and the hospitals or 
clinics providing the medical treatment hereunder  : 
…………………………………………………………………………………………………………………………………………………………..…
………………..……………………………………………………………………………………………………………………………………… 
…………………………………………………………………………………………………………………………………………………………… 
…………………………………………………………………………………………………………………………………………………………… 
…………………………………………………………………………………………………………………………………………………………… 


We declare that the above answers are full, complete and true and agree that they shall form part of my/our application which shall be the 
basis of the contract of insurance. We also agree that in case of any claims we authorize any hospital, physician or other person who has attended 
to us, or examined us or is authorized to maintain medical records, to disclose when requested to do so by AXA Insurance PCL, any and all 
information with respect to any illness or injury, medical history or treatment. A photocopy of this authorization shall be considered as effective and 
valid as the original. We understand that this insurance will not commence until the company has approved my application. 


 
 
 


……………………………………………………………………………….                         …………………../ ……………/ …………………. 
Signature of Applicant                         ( Application Date : ddmmyyyy) 


(for and on behalf of all persons to be insured)  
 Agent / Broker ……….………………………………………………………… 


                                                 2006-10-11-4000             
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E-InsureThailand.com  
Preuksa Village 9, Soi 3, 9/38 Moo 2, Rangsit, Bueng Yitho, 


Thannyaburi, Pathum Thani 12130 
 


Tel: 081-927-0829 (Eng.), 02-990-8355 (Thai/Eng.)                       Fax:  02-990-8356 
E-mail: insure@e-insurethailand.com                                                Website: www.e-insurethailand.com 


 
This application can be filled-out on your computer and e-mailed to me. But, the signature pages must be 


printed out and signed. You can fax or e-mail me the signed signature pages 


   
For Your Information 


 
 You can fax or e-mail the completed and signed application back to me 


 
 We also need a copy of your passport ID page or Thai ID card. Please convert the 


colored photo to black and white, if you fax.  
 


 Premiums are paid annually. You can pay by credit card or by cash.  
 


 Cash payments can be made at Siam Commercial Bank ( Don Mueng branch) paid to 
e-insurethailand.com Account # 105-258316-5 


 
 You will be covered immediately for accidents after we receive your paid 


application. Coverage for illness starts 30 days later. 
 


 Allow about 15 business days for the policy and hospital card to be issued. 
 


 Once we receive your policy and card we will notify you, and then, send them to you 
by registered overnight (EMS) mail. 


 
 Any medical condition that existed at the time of application will be excluded from 


coverage. 
 
Please let me know if you have any questions. 
 
Tony Dabbs 
Expat Support Svcs. 
Tel: 081-927-0829 
Fax: 02-990-8356 
 
 
 
Which makes more sense? When buying directly from the health insurance company you become their “insured.” When 
buying through E-InsureThailand you become both their “insured” and our “client.” And, it doesn’t cost any more money. 








ชวงอายุ (AGE)


1 ตรวจรางกายโดยแพทย (PE)
Physician  Examination (PE)


2 ตรวจความสมบูรณของเลือดและภาวะโลหิตจาง(CBC)
Complete Blood count  and Screening of anemia (CBC)


3 ตรวจวัดระดับน้ําตาลในเลือด 
Fasting Blood Sugar  Determine (Screening for diabetes mellitus)


4  ตรวจปริมาณไขมันในเสนเลือด (Cholesterol & Triglycerides )
Serum Lipid Determine (Cholesterol & Triglycerides)


5 ตรวจประสิทธิภาพการทํางานของไต ( BUN & Creatinine )
Renal Function Test ( BUN & Creatinine )


6 ตรวจหาความผิดปกติของตับ  (AST & ALT)
Liver Function Test (AST & ALT)


7 ตรวจคลื่นไฟฟาหัวใจ (EKG)
 Electrocardiography (EKG)


8 ตรวจหาอัตราเสี่ยงของการเกิดโรคเกาท  (Uric  Acid)
Screening of risk factor for Gout (Uric  Acid)


9 ตรวจการทํางานของตอมธัยรอยด  ( T4,T3 )
Thyriod Function test ( T4,T3 )


# ตรวจหาสารชี้บงมะเร็งตับ (AFP)
Hepatocellular carcinoma marker Screening Test (AFP)


# ตรวจหาสารชี้บงมะเร็งลําไส (CEA)
Collon cancer marker Screening Test (CEA)


# ตรวจหาสารชี้บงมะเร็งตอมลูกหมาก (PSA) - ผูชาย
Prostate gland cancer marker Screening Test (PSA) - MAN


# ตรวจมะเร็งปากมดลูก  (PAP SMEAR) - ผูหญิง
Screening for cervix cancer  (PAP SMEAR) - WOMEN


# ตรวจมะเร็งเตานม ( MAMMOGRAPHY) - ผูหญิง
Breast cancer  Deternine  ( MAMMOGRAPHY) - WOMAN


รวม 14 รายการ (TOTAL 14 ITEMS)


55 ปข้ึนไป 
55 Years 
and above


รายการตรวจสุขภาพ MEDICAL CHECK UP LIST


ต่ํากวา 55 ป 
Below 55 Years old


รวม 6 รายการ (TOTAL 6 ITEMS)
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