
CARE ELITE CE1 - VND 10,000,000,000 CE2 - VND 20,000,000,000

Inpatient

Outpatient

Maternity

Dental

Personal Accident (PA) Sum Insured Amount: ____________________________

Discount Options   20% Co-payment (-25%)
  Asia coverage area (-10%)**

  Southeast Asia coverage area (-20%)***

Discount Options   20% Co-payment (-25%)
  Asia coverage area (-10%)**

  Southeast Asia coverage area (-20%)***

CARE CROSS CC1 - VND 1,000,000,000 CC2 - VND 2,000,000,000 CC3 - VND 5,000,000,000

Inpatient

Outpatient

Maternity

Dental

Personal Accident (PA) Sum Insured Amount: ____________________________

CARE FIRST  CF1 - VND 100,000,000  CF2 - VND 250,000,000  CF3 - VND 500,000,000

Inpatient

Outpatient

Maternity

Dental

Personal Accident (PA) Sum Insured Amount: ____________________________

Discount Options   20% Co-payment (-25%)

This application and all attachments will be part of the Healthcare Insurance Policy Package.

Signature & name of Insured Person 1: _________________________________________________  Date: _________________________________

Signature & name of Insured Person 2: ________________________________________________  Date: _________________________________

Signature & name of Insured Person 3: ________________________________________________  Date: _________________________________

Signature & name of Policyholder: ___________________________________________________ Date: _________________________________

(*): Please attach the list in case the policy has multiple Insured Persons.
(**): Exclude for Hong Kong, Singapore, and Japan;
(***): Exclude for Singapore.

(if Policyholder is different with Insured Person) (day/month/year)

(day/month/year)

(day/month/year)

(day/month/year)

APPLICATION FOR CHANGING OF PRODUCT

Name of Policyholder: _________________________________________________________________________________________________________________
Policy No.: _________________________________________________________________________________________________________________________
Name of Insured Person 1*: ______________________________________________________________________________________________________________
Name of Insured Person 2*: ______________________________________________________________________________________________________________
Name of Insured Person 3*: ______________________________________________________________________________________________________________
Current Plan: _______________________________________________________________________________________________________________________

Request to change product as below:

6th Floor | VNPT Building | 1487 Nguyen Van Linh Street | Tan Hung Ward | Ho Chi Minh City | Vietnam
Tel: (+84 28) 7306 9669 | www.pacificcross.com.vn | Email: inquiry@pacificcross.com.vn


	1: 
	e: 
	f: 
	2: 
	3: 
	4: 
	33: Off
	43: Off
	34: Off
	35: Off
	36: Off
	40: Off
	41: Off
	42: Off
	39: Off
	21: 
	38: Off
	37: Off
	44: Off
	60: Off
	22: 
	45: Off
	46: Off
	47: Off
	48: Off
	49: Off
	50: Off
	51: Off
	59: Off
	55: Off
	52: Off
	53: Off
	54: Off
	61: Off
	62: Off
	56: Off
	63: Off
	64: Off
	71: Off
	65: Off
	66: Off
	67: Off
	68: Off
	69: Off
	70: Off
	h: 
	i: 
	k: 
	l: 
	m: 
	j: 
	b: 
	n: 
	x: 


