
      

                          

 

 

    

  

 

       

 

 

 

 

I the undersigned

Healthcare Plan Annual contribution

Silver
Bronze

 Basic** None

 USD

 USD

  ***

     

   

* *

 

 

* Deductible and co-insurance only available for Silver and Gold plans . The combination of deductible and co-insurance options is not possible under this plan.
**  Bronze Basic plan offers a preferential rate with the same level of coverage as Bronze plan. By choosing Bronze Basic plan, the insured accepts to be covered 
at 100% only in a dedicated hospital network. Bronze Basic plan is exclusively available for expatriates in Thailand. For more information about this plan, please 
refer to the information leaflet.
***  1 000 000 USD annual limit is not available for Bronze Basic plan .
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Can I draw your special attention to the items 
highlighted with blue arrows          and these 
important points below…

Andy Williams

REPATRIATION ASSISTANCE
• Repatriation or medical transportation Actual expenses
• Transportation of the body in the event of death:
• Repatriation of the body Actual expenses
• Funeral expenses required for transportation USD 1500
• Repatriation of other family members Ticket (one way only)
• Return of the insured to the country of expatriation after «consolidation» 

Ticket (one way only)
• Early return in case of a serious illness or accident of a family member Ticket 

(round trip)

CIVIL LIABILITY
• Physical injury, material or consequential loss USD 4 500 000
• Material and consequential loss only USD 450 000
• Excess per claim USD 150

– Enter the Town or City you are in whilst completing the form



 USD

 USD        USD    USD            USD
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Read and approved

Signature of member

_________________

A C S –  I N S U R A N C E B R O K E R A G E C O M P A N Y 

1 5 3  R U E  D E  L ’ U N I V E R S I T E  7 5 0 0 7  P A R I S  –  F r a n c e  
T E L + 3 3 ( 0 ) 1  4 0  4 7  9 1  0 0  
Email : contact@acs ami.com       Web site : www.acs ami.com  

317 218 188 RCS Paris –S.A.S (Simplified joint stock company) with a share capital of 150 000 
€ N° ORIAS 07 000 350 (www.orias.fr)  
In case of a complaint, please write to ACS Complaint Service at our postal address. 
ACS is controlled by the ACPR, 4 place de Budapest, CS 92459, 75436 Paris Cedex 09 France 
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– Enter the Town or City you are in whilst completing the form

– Sign here



A C S  –  I N S U R A N C E  B R O K E R A G E  C O M P A N Y  

1 5 3  R U E  D E  L ’ U N I V E R S I T E  7 5 0 0 7  P A R I S  –  F r a n c e 
T E L  +  3 3 ( 0 ) 1  4 0  4 7  9 1  0 0  
Email : contact@acs-ami.com       Web site : www.acs-ami.com  

317 218 188 RCS Paris –S.A.S (Simplified joint-stock company) with a share capital of 150 000 
€ N° ORIAS 07 000 350 (www.orias.fr) 
In case of a complaint, please write to ACS Complaint Service at our postal address. 
ACS is controlled by the ACPR, 4 place de Budapest, CS 92459, 75436 Paris Cedex 09 France 

Question # _____                  Person: ___________________________ Question # _____                  Person: ___________________________  

Question # _____                  Person: ___________________________  Question # _____                  Person: ___________________________ 

Question # _____                  Person: ___________________________  Question # _____                  Person: ___________________________ 

Question # _____                  Person: ___________________________ Question # _____                  Person: ___________________________ 

I hereby declare that the above statements are full, complete and true to the best of my knowledge and belief, and that I have not declared or omitted to declare 
any particular that may mislead the insurer. It is fully agreed that the penalties which apply in the case of false statement, concealment or inaccuracy, are the nullity 
of the contract or the reduction of the level of coverage. 

I agree that in the case of false or incomplete statement, the insurer has the right to reduce the level of, or refuse, coverage. 

Signed in (town or city) _____________________ Date (DD/MM/YYYY) __________________ 

Read and approved 

____________________ 

Signature of the insured members aged 18 years old or more 
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– Enter the Town or City you are in whilst completing the form

– Todays date

– Sign here


