muﬁﬁum“nunmaw (Policy No.)

AN AN REEN

USUN nsolng-lons) Us:AUB3a D (Urisu)
AY/ @9l 9 91A1T § MBS LNTUA TN 9 U 1, 20-27
OUUWTETIN 9 WL LBAFIBTINY NINWAYIUAT 10310

nSYIngl nona 3. 0 2044 4000 guidgnénaaius Tns. 1159

Tenulnu / vopmsusnuBsaa www.krungthai-axa.co.th

Tusmwuevaaunvavna:/nSadooransusssii Service request form |- -
ma-muar]a @Tm‘smi
Distributor name

(%

gfsnasasiiunsiwasuuyasioyalunsusssdld / Who can complete this form

NLoWIEnU 13D @“mizL‘Uﬂﬂixﬂuma@iﬂauﬁm / Policyholder or Assignee, whichever is applicable. 31;{@@‘[13{“%»]5

Distributor Code
iﬂgaaﬂsﬁ"}aﬁﬁmizq / What information to be provided

MNBaININGTIN, Fe-ana flendsziulariuaziBuafidaonisiasuuiag / Detail of request and all the policy

Insdwiifladia
numbers you want this request to cover

Mobile No.

AUABUNITITUSNIT / Simple steps to file a request

1) \danuanafideens / Select your request

2) nsendayaliasudau / Complete this form

3) avaefiads(@edu)imieurufiliflSiumeu3svd / Sign the form and use the same signature as recorded
in the policy file

4) dd‘luﬁwaLﬂﬁauuﬁa\iﬁmé’\m%ﬁwﬁammu@"ﬂlﬁﬁmﬂmmu / Mail to Krungthai-AXA Life Insurance office or
submit to your agent

a L4 - - .
IUASLAYANITNDGIIN / My policy information

Fo-umana flendssiude
Full Name of insured

ivUszanUsesnsu
ID card No./Passport No.

Fo-nwana §eszideyseiudy
Full Name of Owner

IapUsTAFUTTsTU
ID card No./Passport No.

1. ﬂs::mwmsn“smsﬁé'imnﬁ(n‘gmﬁnianiﬁ)ga’lﬁmuz'i'au)

My request for change (Please select and only complete the section required)

awdsuulaviiod uazdauanisfinse PoLABUIBMISURUwAU / Wuiuna
Y Y . e .

Contact Information Dividend option
aulasuulavipyadiuunna voldansyan NIl
Update my personal Information Non-Forfeiture Option

. Y . .« p
aasueIn / 35msdssidedseiudy 10ABDDNE / NAUAUTNIUSNINDIW
Payment mode / Method Policy reinstatement

PanpularININsTINYSEiUA N (nIusTeigines
walaw) Account value withdrawal
( For Universal Life Only )

sothsuduisAnfiasnsusssiginesusalal
Top up for UL

oApuudasSunadsslom Wasuudavdug
Beneficiary Other

wasuluulseiude/AnuSuedseiudy / WWedseiudanan(Uul) / fuonisniis
Basic plan/Sum insured/Premium(UL)/Rider

fluaneu 2559 1/5




2. Pauasuulaciag uazdayanisinsa / Please update my contact information

mnylnsinianse Insdwvisiatia Tnsewnithu

Contact No. Mobile Residence
Tns@wiivineu
Office

Blua

E-mail Address @

fiegilagiiu dwsufiasde | 1avi, wyjieians

LRZEILaNENT Address No., Village/Building

Current address and BDE, DUU VR

mailing correspondence Soi, Road Sub-district
SUND/LDA WA
District Province
alysudld
Postal Code

i iBusenlvivisndveainsuasdayaimasiubiug
| do notallow KAL sends news and notificationsvia email

3. maLﬂﬁﬂuLLﬂmﬁagadﬁuqﬁﬂa / Update my personal information

D Fo-ana §lonvseiudy
Insure name

D #o-ana gzt

Owner name

WwavnsUszssy / waivilsdaifunms
ID Card / Passport No

WwpNTRIsUIzssy / wanwisaatfiune
ID Card / Passport No

U hau Tiia
Date of Birth

U heu Diin
Date of Birth

wWisuwavaedudienyssiudy
Insure Signature

wWasuwavasidudtissideyseiu
Insure Signature

4. P1apuIANIEIsELDY / A5MsBseidlsenunY Payment mode / Method

Wwasusan1sEseidedseiusie / Change of payment mode

D 5781 / Annual D 318 6 LU / Semi annual

D 978 3 19U / Quarter D LAY / Monthly

WasuIsn1sP1seideisenuny / Change of payment method

D intiudsunmssnlud® / Bank Autopay

D Wntdinsiasindnlud® / Credit card

ngzmll,Lu‘Lmé’ng’mw’l\‘iiwmimw%aﬁ[yﬁ’]
aadsuiasaiudsniunisiasuie
ana / Please submit relevant document
proof together with this application for
change of name

nemsthssnefouasdedifayseiu
dush 650 UmrBRBuLAzFBINTTY
dedssiuitSsnmmievndiyd
Unsiasindalud@viniu / Monthly
mode must have premium at least
THB650 per month and apply
payment method for direct debit or
credit card recurring only

TsnsemlodeBusenrinanayssiuy
Snluifndenasunuazsinayniod
H5U1A1T 3D &NUNTRILATAM Please
submit automatically deduct premiums
form and copy of bank passbook

or credit card
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5. sathsziluiisindiay nsussslgfiviasunalail / Top up for UL

Dma‘ﬁﬁmﬁﬂﬂizﬁuﬁﬂLﬂmﬁuﬁmw TIUI

U / Top up for UL

6. Wisuudasgsunaysclumi / Beneficiary

Fa-umana
Vs o
fsuszlami

Full name of beneficiary

AA 1Na
Date of Birth

g
Age

ANNENRUS LY
nysziunpaniu
§iDV5¥1/Relationship
to Insured

WwrlszilTzu
Beneficiary Identity No.

Spaz (%)
Share (%)

7. Wasuwuudsenuay / ukueidsenudiy / iedseiudenan(UL) / syt

Basic plan / Sum insured / Premium / (UL) / Rider

wasuuuudseiuay / Suuuteidsenuns / Wedssnunsuan(UL)
Basic plan / Sum insured / Basic Premium (UL)

gpdsuuuudseiudennda
/ Change of plan

gaRpudunutuiondsesiussannin u
/ Change of sum insure

sofpwisyssiudovangineiusaladl (Ju
/ Change of UL basic premium

¥ .
a a

WYDTUWANLAN / Rider additional

Ny LiNaLAN / Rider

UURULDNUIETUT / Sum Insured

2uNLAN %I WaBULUAY syaWaLAN / Rider cancellation or Rider Sum insured change

Ny LiNaLAN / Rider name

gnLan / Cancel

RIREGIEN
Coverage change

FuSuelseiude v
New Sum Insured

I

I

seuldnugSurszlomineldnsusssiuse
fudvarud ndstomadugios:
Tomimamedort dsuylmaifonuadol
wingFuuszlomiaulvailily 9o ansm
adl n33en ieymsRvElanUTeiuiy
nmswasusgFuyszloniaziinailald
SuamnuiuzeunnuITE LAty

/ Beneficiaries name as this change
will supersede the previous designation
and beneficiary change will be effective
when getting the approval from the
company only , if the new beneficiary
is not father , mother husband ,wife

or child of insured

mawasuulasuuudssiuuasiuandu
wseiusenIus N ea Ty
fnsamiumsld a fuasusevd
nsusssl maiayuseiuasyinld

a Mudnsussslusnuasnnsssdsenan
fslaifiyaeniduantindu Request for
change plan and sum insured amount
of ordinary life policy can only be
done at the policy anniversary which
sum insure increasing will be
applicable only at 1 st policy
anniversary and no cash value
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8. aawlasuisn1ssuiuasnu / Sutluwa / Dividend option

D 1. 5U1Sudn / Cash D 2. thlythszdeysziuse / Premium reduction D 3. avldfuLSm / Accumulate

9. valH@nByannsusssd / Non-Forfeiture Option

D gpidsunsusssiidunuueneszazian / (ETI) I want to change my plan to Extended Term insurance plan

D wpudsunsusyaiiduuunldidudusa / (RPU) | want to change my plan to Reduce Paid Up insurance plan

10. 29/0D1Y / NAUAUSAIUENINEIIHN / Policy reinstatement

D 206DDNENINGTINUULEDUNAY / Backdate

Dmam’amqmuﬁiiﬁ wuUABuIUENE NN / Redate

D?Jané’umﬁﬁzL‘ﬁﬂﬂizﬁuﬁﬂmnquﬂﬁnﬁﬁuﬂﬂﬂisﬁuﬁﬂ / Resume from premium holiday for UL

sofpusunug [u3ns W / Change servicing agent to

e L33 / Agent code

J L4 s ¢ a [.4 o
11. FansuyafnsusIsilssiuds(nsussslgiinesusalan)

Account value withdrawal ( For Universal Life Only )

D B0pUNAAINTNSTINY AU T 1M / Account value withdrawal

D Uszasd lauidhudsunas ( Wsauuuduniudsunamswiusn )Transfer to bank account

e | ] JL L]

|

12. alal,ﬂfi'ﬂul,l,llmﬁ'uq / Other change not mentioned in the above section

Tusaasluaes 30 u arenthowiu
Puduiu/Suiluna dSmsunsusyn
Hybrid Tsiasnsnwdsuisnissudu
Neduls Please submit this form

30 days before dividend payment
date and dividend option change

not applicable to Hybrid product

4/5



ABusauuazanaviiaiusanyfiiaungvauny Foreign Account Tax Compliance Act #a9an3§ala3n (nguuy FATCA) / Agreements to comply
with Foreign Account Tax Compliance Act of United State of America (FATCA)

FNTLNIUN U3EN n@dm—uamﬁ Useiudin 9iin @vnsw) (‘U38n”) eneideyniuvSadavdfifea ngvany FATCA TumstidmiBusenuazanassism
sansasfiunseghoniivadneladesalud Lﬁaﬂﬁﬁﬁmuﬂgﬂma FATCA / | acknowledged that Krungthai-AXA Life Insurance PCL. (“KAL”) has binding to comply
with FATCA. As a result, | hereby agree that KAL may take one or more of the following actions for the purpose of ensuring that KAL complies with FATCA.

n. miﬁ]mwmj"aga mﬂﬁﬁ?aga l,l,a:mﬁLL%‘)'\‘lmiLﬂﬁﬂuuﬂﬂoi\lmuw%ﬂ'aga / Agreement to provide information and to notify the change in status or

information
FrwdhBugsnuszanasliuisnidamedoyala AussndmhiidesdamedevihprumaigiulssmandesmdssmafifiuguanmsufoRmungvany FATCA /

| hereby accepted and agree that KAL discloses any information to any governmental agency whether inside or outside of Thailand for the purpose of complying
with FATCA.

iwwr«%ﬁuaauLm:mnaﬂﬁﬁ'mjaw“iuLﬁumuﬁu?ﬁw%’mmaLﬂuwﬁqﬁamﬂuiwzL’smﬁﬁwum /| hereby accepted and agree to provide KAL any additional
information that KAL has made a request in writing within the specified timeframe.

Fmihanasiezudsliussmnuistunsdimaudsuwasamuziadeyaleq Admiiasudlifussnlideunhid mnaousvdedeyaiiudeuwaniy
ﬁmmLﬁmﬁaoﬁuﬂimﬂw%ﬁaLaﬁm maluszazina 30 iufiuLwﬁuﬁﬁmsLﬂﬁ'ﬂuuﬂa\mmuwﬁaﬁaga / | agree to notify KAL of any changes in my status or information
from what was previously given to KAL for the case that such change is associated with the United States within 30 days from the date of change.

. Nmmmﬂ:ﬂﬁ‘ﬁaga / Failure to Provide Information

Tunsdliidwialsidaya widusenuazanasliansiuuisnlumsinms w fnenndwuduleq fdwihdansldsumansusssissiusomudimun
I‘ﬂungwma FATCA / If | fail to provide information, | accept and agree that KAL may withhold taxes from any payment that | am entitled to receive under the policy
as required by FATCA.

Tunsdifiussmesldansvinns w Aswmungvene FATCA e lslidayamungvany FATCA uisndasdeilsdevannambidmiiuanvienansvdngleq
vidofviisFefududauisnihdminbifimhidedomilussmaaizawim meluszpzina 15 utuudiuildsumisdevannan ddmidlivfiamusuannanls
visniiansvnms o Ahsrndunuiuleq Adwidansldumunmsmidssiufemaiimualilunguang FATCA 18 el nademilseudemsldansvnms a s
LATMIUBNNEIMINET u%ﬁmzdemﬂﬂwn‘iéawmﬂauﬁ\a‘*ﬁwwLa’ﬁmuﬁagﬁﬁhwLé"\tﬁﬂﬁu‘%ﬁvmmu / In case KAL will withhold taxes as required by FATCA, KAL must
make a request in writing that | am to submit any evidence or issued a certification letter that | am not obligated to pay taxes in the US within 15 days after receiving
the written notice. If | fail to act as requested, KAL will has the right to withhold taxes from any payment | am entitled to under the policy as specified by FATCA.

The request in writing by KAL will be sent via registered mail to the address that | have given to the company.

nslimbuduuazmsusudunszas§ienuseiuse / Declaration and authorization of the insured.

msmBuduuaznsueus1unavegienysziudb / Declaration and authorization of the insured.

1. dmdasliddusuindasuyndeuludeswdsuulas nudsdesunasildmeuiuwmidnnagumwiiuanaedmmiszms deimiudiladin ndwidbivoas
Faanuady viEnensssufiasmasudseiuduuasuiasmaine Sumansasysl
| confirm that all information provide in this policy change form including all statement given to the doctor is true. | understand that if | declare any false fact,
the company is able to refuse the insurance and policy payment.

2. dwidBusenliuwng vieussmseiuddu wisanuwenna FeiseiRgunmwassimiiinusnvieiasidusiolulusnanamede e hiuruism viagunu
PavuiEniionszeesziudeviamsieumansusal L
| consent to the doctor or other insurance companies or hospitals keeping my health record to provide my health records to the company or company’s
representative in purpose of insurance application or policy proceeds.

3. dmiihdusenliuism dafiy 19 wazdawe daifisnseiinfugunwuasdeyasevimiisoussnssfudeviauisnsfududevdomisenu fifisnnanangvane
wiayasnamemsuwng amszetenyseiuduniamsieiununsusss wiadszlamimemsuwndle
| permit to the company to file, use and disclose my health record as well as my personal information to the company, re-insurance company or any legally

authorized person or doctor in order to apply for the insurance, proceeds or medical benefit payment.

v A o A

aneflafodionussiute/giavdevssiwgsulou T wau aefadaws / Munulseiudin / wemhyseiudin T wau U
Signature of Insured / Owner / Assignee Date Signature of Witness / Agent / License Broker Date

nMsARMNEAIUE NstUAsuLLaY / Track status of up your request

mnviudasnsinaasaus nsiasusdasmiadasnisioyaidinda sansafindsldantesmedsialuil

ANAITUNUS

www.krungthai-axa.co.th D i 1 59 'X‘customer-care@krungthai-axa.co.th
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