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REARRE
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BRARE

RIS A 9% 5 /Policy no: G

A5 A 4 Fr/Policyholder:

2 1A R 45 /Employee /
Member No:

M AR NIk 4% /Name of
Proposed Insured:

B 4HEF5%/1D Card No. or Passport
No.

H4: H #i/Date of Birth
MM /DD /YY

PE5/Sex: [ #£/Nationality BEARIR L/ Marital Status 11% 5 %/ Telephone No.
O 5 Male O 5 Single  [17%4% Widowed I3/ Hai Office:
O %k Female O E4& Married [ E54& Divorced # 8 HLiE Mobile:

A. {R[ENZ Details Of Life Insurance Applied For:

PR T e R 4 R ;
1. RIRFRERKE DER A E 7 I 24245/ AIA Group High End Product Total Sum Assured KHTAEN R SIFor AIA user only

2. WK N Bt (5 HABERK AR / Group Life Sum Assured (including other
insurance company)

7 NEL %
Group Life NEL

3. BELRIS N BRI R R TRl (& HAd RIS A =)D /Critical lliness Sum Assured (including
other insurance company)

AR NEL #ifE
Critical lllness NEL

4. PR B EAMAF R (A IREE AR /ADD Sum Assured (including other EAMER NEL %%

insurance company) ADD NEL
B. #ARR GBI (25 L R4 H) . Declaration of Proposed Insured Member (please tick or fill in): ~ #/Yes 75/No
1. PR ARG IR ANSRIGSH? & “R” , Eird
Do you have any life insurance coverage? If ‘Yes’, please specify: |:| |:|
ACIEZY ¢ PRI 0 TSI H 3

Name of the insurance company: Amount of Insurance: Effective Date:

2. WAREANIIAF RIS . NS A a g BRI B2 5 0 Rt IR g/ EAE e & “-7 , il
Have you had any application for life insurance ever been declined, postponed, rated up or modified? If ‘Yes’, |:| D
please specify

3. BEORBS AT AT GRS 23 /) 38 ORG24 AT Bl ? 5“0, 1 uti:
Have you claimed from any insurance company? If ‘Yes’, please specify: |:| |:|

4. IEAEEGRES IR AL ®AT, B A A OMIE K B0 SNSRI RIEEh? A T, IR A,
s AN — AL Il AR A F
Are you engaging or do you contemplate to engage in any private flying, scuba-diving, mountain climbing, or any D D
hazardous sports? If ‘Yes’, please complete the related questionnaire, and return to the Company together with
this application form.

5. (EARMI. INEhECHEEILIC . B g R AR B A = H B IE I BIRE R R, 1B
Have you resided in the following countries for more than 3 months or planned to go to there: Africa, region of D D
Caribbean Sea, India, Myanmar or Thailand.

6. ST IETHRIFTAE AR E X G AN ORAT . TR 25 27, TR (A & BRI R E XA MBIX
Are you planning to go to other countries or overseas for traveling, working or living? If ‘Yes’, please specify the |:| |:|
date and the destination.

7. REGEL L 124 H Bk RIZEARK M 12 A H B, A EE L ISR EivE BR LR A 90 Rukbl F?
S, M E Hh A .
In the past 12 months, have your ever been resided or have you planned in the coming 12 months to reside D D
consecutively for 90 days or longer in the United States, Canada or Western Europe?
Yes, From to Where

8. TIEFETR KHLA 250 /ML ? Will you spend more than 250 hours a year on flight? ] ]




9. BUMEEHL K H# 514 ? Present occupation and daily duty

10. H R AL L O e ? 53R  Please state your present residential address, and country of origin:

C. B NEREFR (Ao S Ll F%iH) : Health Details of Proposed Insured Member (please tick or fill in): & Yes 75 No

1. a. Hill&&. ki S5 JEOK AT A
Body height & weight body height _ cm body weight Kg
b. eI F5—4F AR IS L Bk AT A
Change of body weight in past year increase / decrease Kg Reason:

2. BB GEUEERZWIGIT . ST AREIRH 251 ?

Have you been or are you receiving any medical treatment, surgical treatment, or prescribed medicine?

[
[

3. a AT TIH? R, TN iF, YIx. a. [ O
Do you smoke or have you smoked? If ‘Yes’, please state duration year, pieces / day.

B O LR, A5 WA i AL K% I )
If you have stopped smoking, please state the reason and date

b. RTINS Y, # R, K F, . M (il b. [] L
Do you drink alcohol or have you drunk alcohol? If ‘Yes’, please state duration year,
type of drink , quantity ml/week

HBLCAE L, A5 s R A R I )
If you have stopped drinking, please state the reason and date
. LT B BB RHTRAN . HKOALA 2 -4 | o

Have you been advised or warned by your attending doctors regarding your smoking and drinking habit

?
4. £ HERLTY In the past five years, had you
o BEMEERE (LK. Xk UHE. BEESRE) HERRE? o O | O
received Blood tests, X-ray, ECG, ultrasound or any other investigations, and which resulted abnormal?
b, HRRAEBGIT CT. MR, Pk, pomust. MirI, 0o s iy 2 . [ | O

received or been suggested to have CT, MRI, Pathological examination, endoscopic examination, EEG, ACG
or any other investigations?

WRLIT ARFARL BRI ? c. [] ]

received Consultation, surgical treatment, hospitalization?

o

5. BTASRFEERGL: Do you have any physical disability: a [ u
a. VUG, fiE. F4E. RAEBUR? four limbs, facial features, loss of fingers or toes?
b. A W s R GRS 2 vision, hearing, or disturbance of central nervous system? b. [ O]
C. CHME. MUER. DUBCEKTFAR. LRI, BAT. EBEACR R TS KA ? c. O] O

Spine, thorax, deformity of four limbs, fingers or toes, limping, any physical defects caused by poliomyelitis, or
any other physical defects?

6. AT NHIRIR. WS KA R PN B B 1T
Have you suffered from, or have you been told to have, or have you received treatment for the following conditions: | a. |:| D
a.  RESKE. REIE. B Bl R, O AR AREFEN B2 RIS T s

S REVRERL. L, XU, M R X (i, MR, SRR e, HRA

g ALATET AT R ARSI BRI P AL SCTTR

recurrent dizziness, recurrent headache, fainting, chest discomfort, chest pain, palpitation, shortness of
breathe, unable to recline, cyanosis, idiopathic purpura, epistaxis, recurrent gum bleeding, hemoptysis,
hematemesis, oedema, abdominal pain, right upper quadrant pain, blood in stool, blood in urine, proteinuria,
mass, eye pain, impaired vision or hearing, blurring vision, idiopathic hoarseness, swelling joints, painful
joints;

b. HR. F. &. WRsk O fE1%R; disease of eye, ear, nose, throat, or mouth;

c. U, BUENIL. WUEFRARE. ZREMMRE. MERREGEE. VRS, SHRmE. BiE. & ¢
W DU RERRRT . Tk tliok . 0 RERRAT & H & AU T 85k epilepsy, myasthenia gravis, muscular
dystrophy, multiple sclerosis, Parkinsonism, poliomyelitis, mental disorders, deafness, dumb, functional
deficit of four limbs, varicose veins, disorders of intelligence, and any other deformity or defects;

d. MAFWIY. RSN . KRS SRR . WL MBIV . BRI o 1 | O
K. FEITAL 800 S LA F . BRI AR
malformation of blood vessels, cerebral aneurysm, retinal haemorrhage or detachment, optical neuropathy,
iridocyclitis, glaucoma, cataract, blindness, myopia above 800 degree, retinopathy;

e. REESCER. WEmE. RN, FRRZE. M. AU SCREYIK. g, A, i e. [ ]
chronic bronchitis, asthma, lung abscess, pulmonary embolism, pleurisy, emphysema, bronchiectasis,
pulmonary tuberculosis, pneumoconiosis, silicosis;

f RRMER . RO, O, RIBPECIER . ERMOIER . Sittbomr. oMz, opeg, | £ O | O
TR ML A DR DR

0O
O O




high blood pressure, constrictive pericarditis, endocarditis, rheumatic heart disease, congenital heart
disease, ischemic heart disease, myocardial infarction, myocardial hypertrophy, aortic aneurysm, cerebral
vascular accident, arrhythmia, cardiomyopathy;

g.  FRIEEHEN . FFEEG. FERRAN. NGRS, FBRMOR. R MH3ES . ARgh A foRMERRE % g [] ]
HAET . B AL Bt g RIS NTE
hepatitis carrier, liver cirrhosis, liver abscess, liver stone, hepatitis, hepatosplenomegaly, fatty liver,
cholecystitis, gall stone, pyogenic cholangitis, ulcer, bleeding or perforation of digestive tract, ulcerative
colitis, pancreatitis, anal disorders;

h.  BR. BERGEEIEE. IR IKEEE. BN, B KRS A, KBTI, h
nephritis, nephrotic syndrome, abnormal renal function, uraemia, kidney cysts, nephroptosis, renal stone, ' |:| |:|
deformity of urinary tract;

i BERRR S R RO AR . TEARHLAE L BRIR  FRRIRECFAR SE IR BE T RO . FORIRATTL B R |
HLRETURESRIRAE S 4 408 2 GO i [ [
diabetes mellitus, gout, acromegaly, hyperpituitarism or hypopituitarism, hyperthyroidism or

hyperparathyroidism, thyroid nodule, hypothyroidism or hypoparathyroidism, overactive adrenal gland or
underactive adrenal gland, or any kind of endocrine disorders;

oo CHTEME . BUMRUESEN RIEBCEIE MR AL B, B i n
malignant tumour, or benign tumour, polyp, cyst, or growth;
k. MUAW. A, SFRITM. SRS E R MR R G« R BOAS BRI k [ ]

haemophilia, leukaemia, any kind of anaemia, purpura and any other kind of blood disorder, or have been
advised not to donate blood;

Lo RUBPESCH R RRIBIERY R . REVEATIIIE . IRIFAE . T8R0T K Fe e S 40 AL 435 5

rheumatoid arthritis, systemic lupus erythematosus, collagen disease , scleroderma, and any other
connective tissue disorder;

m. . B AT O e E RS R G50%;  disorder of thoracic spine, cervical spine, or lumbar spine, or any

disorder of skeletal system; m- |:| |:|
n. PR RS ERZGAIE F RORE . B FRXE; sexually transmitted disease, any habits of alcoholism or drug

consuming, or any kinds of dizziness; n. |:| |:|
0. ERHRIALLERIBIINLIEW . any other diseases or conditions are not mentioned above o. [ ]

7. ERERECE G B BRI 520 (AIDS ) ARIIEIT &, RIEGTT, W ELE 6 MHARSE—HE T
AR MR, RCRR. VT BRE . RESEE R S R
Have you and your spouse received or contemplate to receive any medical counseling, investigation or treatment D D
in connection with AIDS, or at anytime in the past 6 months had any of the following symptoms for more than one
week continuously: weight loss, anorexia, night sweating, diarrhoea, enlarged lymph nodes, or any unusual skin
lesions?

8. a. MY SHBUEEA SMUER B OIEF . FFE RN . FEIR . RS . S54%00
WUEFRARAE . 2R MERIGE . SRR AR b R AR R KR s &, Fe R SO R i #
Have your family members had suffered from or are your family members suffering from high blood pressure, a. D
kidney disease, heart disease, cysts of liver or kidney, liver cirrhosis, diabetes mellitus, mental disorder, D
leukaemia, tuberculosis, muscular dystrophy, multiple sclerosis, cancer or any growth, or been found to be
hepatitis B carrier, or any other kind of hepatitis carrier.
b. BMHEZEEPEEA 60 SHykitm, # “&”, WwiHERE: Any of your direct family members died before b.
age 607? If ‘Yes’, please specify

O
O

9. Zi&EH: Female only:

a. REEATERN? 5 “2&”, ik H: Are you now pregnant? If ‘Yes’, how many months? a.
AL ARSI Have you suffered from mastitis, disorders of breast or female genital
organs?

c. WHTEHNIESAE. BESEE M. 4EESO%; Have you suffered from endometriosis, abnormal vaginal | c.
bleeding, or sexually transmitted disease?

d.  FEREHEEHE NELAE.  Any family members have suffered from breast cancer?

OO0
Ooogd

0

PLE C A i BTSN “” #, Wi [ S i e s i A -
If any answer to the questions under the above section C is ‘Yes’, please provide full particulars below by noting the question number.

Z A\ 75 B Declaration:

1. REEB SEHBAE RS0 035 SOOI 5 30075 B S BRR S G 1R, BB, WA FLE AT o AL
| hereby declare all the above declaration and statement made in this application form, and any questionnaire or documents related to this
application are true, otherwise, this application for insurance coverage under this Policy may void.

2. RNEBOIBOREE AR A BEBE 2T RIS A F) BAR ATV AL, A ORI S B 2 A A A e SIE M ST

| hereby authorize any doctor, hospital, clinic, insurance company or any other organization to disclose to the Company any of my
information related to my insurance coverage applied herein.

AN S 2538 H W Jeth i1
Signature of Insured Date (dd/mm/yy) / Place



