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Application for Migrant Workers Covid-19 Health Insurance Benefits
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F %| % 18: The agreement for the application of Migrant Workers Covid-19 Health Insurance from the insurance company.
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contacted Covid-19 and hospitalize at hospital. Confirm from the insurance contract, | agree

the benefit of Migrant Workers Covid-19 Health Insurance should pay for my treatment hospital directly.
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herby agree the insurance company may collect, process and use my personal information (medical records, medical

treatment and health examinations).
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