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PERTANYAAN MEDIS / MEDICAL QUESTIONS

* Mohon berikan informasi tentang riwayat kesahatan Anda. Semua informasi yang dibenkan alean dirshasiakan. Info lengkap dan akurat dari Anda akan membantu kami dalam marnyelaks|
risiko difi Anda. Setiap orang yang akan dimasukan dalam polis periu mengisi formulir secara lengkap. (Orang tua diminta untuk melengkapi dan menandatangani formulir atas nama anak).
Kindly provida information on your medical history. All Information provided is kept in strictest confidentialify. Your complete and accurate respanses will assist us to properly underwrite your policy. Each
person to be included in the policy is required fo complete an application form. (Parents are required to complele and sign the application form on behalf of children).

1, &), Apakah anda saal ini dilanggung oleh polis asuransi kesehalan lain? (Jika “Ya" mohon lampirkan salinan polisnya dan cakupan

manfaal)
Are you currenily covered by any medical insurance policy? (If “Yes™ please provide us with a copy of the policy and benefits schedule)

b). Pemahkah formulir asuranst kesehalan alau jiwa dilolak, dilakukan kenaikan atau dibalasi? (Jika “Ya" mohon dijelaskan)
Has any medical or life application been declined, rated or restricted? (if "Yes', Please explain)

) pernahkah polis asuransi kesehalan alau jiwa dibalalkan, dilarik kembali, dilakukan kenalkan alau dibalasi? (Jika *ya™ mohon
dijelaskan)
Has any medical or life policy been cancelled, withdrawn, rated or restricted? (if "Yes”, Please explain)

2. Pada seliap saal sebelum permohonan ini apakah anda pernah mengalami gejala dari atau lerdiagnosa, diperiksa alau diobali uniuk
seliap hal-hal dibawah ini: (garis bawahi hal yang spesifik dan jelaskan di bagian yang lersedia)
At any time prior to the application, have you ever had symptoms of or been diagnosed, investigated ar freated for any of the following:
(undertine the specific item and expiain in the space provided below)
a). Gangguan bicara, paralisis, kehilangan pendengaran, cacal fisik, kelemahan, penyakit kanganital, kelainan benluk atau penyaki
genetik alau kondisi kronis?
Speech defect, paralysfs, hearing loss, physical defect, infirmity, congenital liness, genetic deformity or disease or chranic condition?
b). Asma, kelainan pernafasan alau alergi alau gangguan mala, fefinga, hidung alaw lenggorokan?
Asthma, respiratory or allergic condition or disdorder of the eyes, ears, nose or throat?
¢). Gangauan menlal alau kejiwaan, pingsan, kehilangan kesadaran, perubahan keadaan emosional, kecanduan alkohol/cbal-obalan,
epilepsi/kejang?
Psychiatric or mental disorder, fainting, blackoul, mood change, drug/alcoho! addiction, seizare or fit?
Hipedensi, lekanan darah (linggl atau rendah), nyeri dada, masalah kolesierol, pusing bemputar, gangguan jantung/peredaran darah?
Hypertension, (high or low) blood pressure, chest pain, cholesterol problem, dizziness, heartor circulatory disorder?
. Balu ginjal, penyakit kelamin, atau gangguan kandung kemih, proslat, ginjal atau saluran kelamin-kemih?
Kidney stone, venereal disease, or disorder of the bladder, prostate, kidney, or genito-urinary tract?
7). Hepalilis, ulkus, wasir, radang usus besar alau gangguan perul, empedu, hali alau usus?
Hepatitis, ulcer, hemarrhoid, colitis ar stomach, gall bladder, fiver or bowe! disorder?
@). Scialica, nyeri punggung, sekit sendi alau remaiik, penyakil arlrilis, penyakil alau gangguan olol, sendi alau lulang?
Seiatica, back pain, jaint pain or rheumatic, arthritic, muscle, joimt or bone disease or disorder?
h). Kelainan darah alau gangguan pembuluh darah?
Blood abnormality or ood vesse! disorder?
. HIV, AIDS, Kompleks berkailan dengan AIDS, alau indikasi mengenai gangguan sistem kekebalan alau darah?
HiV AIDS, AIDS related complex, ar any indication of blood or immune system disorder?
). Kanker, lumor alau kisla?
Cancer, tumor or cysi?
k). Gangguan kulit?
Skin Disorder?
1). Diabetes melitus, gangguan kelenjar alau hormaon?
Diabetes meilitus, glandular or hormenal disorder?
m). Demam remalik, asam ural, malaria atau hemia jenis epapun?
Rheumatic fever, gout, malaria or hernia of any kind?
n). Gangguan kandungan alau penyakil alau komplikasi yang berkailan dengan kehamilan?
Gynecological disorder or disease or complication associaled with pregnancy?
0). Penyakil lainnya, gangguan alau cidera?
Any other ailment, impairment, or Infury?

d).

o,

3, Apakah anda saal ini sedang melakukan pemeriksaan kesehalan alau mengkonsurmsi obat-obalan alau menenma pengobatan
dalam beniuk apapun yang direkomendasikan alau diresepkan? (rincian dengan dosis)
Are you currently undergoing any investigations or faking any medications or receiving any from treatment recommended or prescribed? (list
with dosage)

4. Apakah anda pernah menjadi pasien rumah sakil alau sanitorium uniuk pembedahan, observasi alau pengobalan dalam 5 tahun
lerakhir ini?
Have you been a patient in a hospital or sanitarium for surgery, observation or treatment i the last 5 years?

5. Pernahkah anda merokok atau penggunaan lembakau cara lain? (jika *Ya" mohon berikan kelerangan jumlah konsumsi (bunghkus)
dan lamanya menggunakan lembakau)
Have you ever smoked or otherwise used fobacco? (if “Yes” please advise the consumplion (packj and duration of tobacco use)
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r-ger

Yes No Yes No Yes No Yes No
OO0 000U
OB LRCE O O S0
BETEN W Iyl .

O ™= RCE O O S

O & 0 O OO0
O S CH O O st
O & LRI O (3 SLSE

O A 8 IG5 O O R0
OO0 OO 00
[ & LB O O] gLl
WEVEE W .
OO0 0O0ed
O & e O O ELIEC
O=LEH O OLE]
EECH N W iNRE] W
O &L O O ELISL)
OO0 O 000
1 &4 8L E 00 L §LIRC]
O& 000 0000

OO0 00004

O 00 0000

o= 00 o000

PT. Malacca Trust Wuwungan Insurance Nama PT. Malacca Trust Wuwungan Insurance




PERTANYAAN MEDIS / MEDICAL QUESTIONS

* Jika anda menjawab “Ya" alas peranyaan 1 sampai 5 dialas, berikan rincian lenghap leanasuk sejarah medis, diagnosa, jenisftanggal perawalan dan pengobalan yang dilenma,
tanggal konsullasi lerakhir dan laporan medis lerkail dil. (Jika lembar tidak cukup, mobon menggunakan lembar lempisah untuk setiap Tertanggung).
If you answered "Yes® to any of the above questions 1 ta 5, please give complete delalls including medical history, diagnosis, nature/date of care and treatment received, date of last
consultation and refated medical reparts, efc. (If the space provided is insufficient, please use a separate sheet for each Insured Person)

% Mohon berikan nama dan rincian kontak dari dokler pribadi atau dokter untuk setiap Tertanggung.
Kindly provide name and contact details of your personal physician or dector for each Inswred Parson.

Demanknisayamanga]ukanperrrnrmanmﬂsmdmhanmmmmam&nmmmﬁmemmmmMﬁmm benar dan tercatat akurat sesuai dengan
pengetahuan dan keyakinan saya.

smmammmmmammm.mﬁsimﬂs,nrnannm.mmmmmmmmwm.mwmmmm.mamm‘
mmanmnmmma:anmuimmmmmm,mmnmmwmmmmmmmm
kuasa ini harus dianggap sah sesuai dengan aslinya.

Saya selanjulnya memberikan kuasa kepada Perusahaan untuk memberikan data pribadi saya termasuk namun tidak terbatas pada kesehatan dan rincian kiaim yang terjadi kepada perusahaan reasuransi
dengan mana Perusahaan memiliki atau mengusulkan untuk memiliki hubungan atau kepada setiap agen, kontraktor atau provider pihak ketiga yang menyediakan layanan kepada Perusahaan berkaitan dengan
operasional bisnisnya tersebut.

Dawnmmenyatakmdanmiujuhahwammmmmmmm.MsMMimmmmmmmth
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mmmmmmanmmmmmmmmmmmmnmmmmmmmm

[ hereby apply for a policy to be based on the above statements and declare that, to the best af my knowledge and belief, all answers to the foregaing questions are correcily and accurately
recorded, and that they are full, complete and trie.

| hereby authorize any licensed physician, medical practifioner, hospital, clinic or other medical or medically related facility, insurance company or other organization, institution or person, that
fhas any records or knovedge af me or my health, to give to PT. Malacca Trusl Wawungan nsurarice any such infarmation. A photastat copy of this authorization shail be as valid as the original.

| fusther authorize the Company to provide my personal data including but not limited ta health and eatifs of the claims incurres to reinsurance companies with whom the Company has ar proposes
to have dealings or o any agent, contractor or third party service provider wiho provides services to the Company in connection with the operation of ils business.

| hereby deciare and agree that the Palicyholder shail have the authority to deal with, recelve or request for infarmation from the Company concerning the Insured Person(s) in relation in any claims
or matters arising from the policy issued pursuant to this application. | further agree that payment of any benefits heraunder to the Policyholder or Insured Person(s) In refation to all claims shalf
constitute a full discharge on the part of the Company in relation to such claims.
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