& American International Assurance
Company (Bermuda) Limited

4 I P (Incorporated in Bermuda
with limited liability)

HEALTH CERTIFICATE  {VSGEfH

—m|

Policy Number {REESRIE Name of Insured ZEALHZ Name of Owner 5 A&
Agent’s Name B2 E# 7 Agent Code &% B2ETE |/ Area Code Eifi#%k Agent’s Tel. No & Z B R R EE

Please complete payor's information if PB/PBCI is attached for remstatement or |f PBIPB(CI) is applled
Shnp &2 AT DELS

01 R 1 (R M T LS (o A SR M S w2 A SR R M :
Insured x{%)\ Payor HTJ\)\
Name ¢, : Name #t: £,
1. Occupation Title 15
2. Exact Daily Job Duties H i i #5 -
3. Nature of Business. Please give employer's name and address.
NEEBWE [ EEAE [ R
4. Name and Address of your Physician. Please state date, reason
and result of last consultation .
SR R R R el - NGEEIR R SRES < H - ISR R SR -
) ! - Height of Insured Weight of Insured Height of P Weight of P
5. Present height and weight il & = / f4 8 TR L T {;%g}t;'%ayor P elg\éﬂoi ayor
* Delete if inappropriate |l A~ FH 75
ftPY/em/Eif * Ibs@lkg;‘. I % ftffemE £ * Ibs?lkg /NS

Insured Z{RA| Payor {3 A

Yes &2 | No 75| Yes &2 | No &5

6. Any loss in excess of 7 Ibs / 3.2 kg in the last 12 months? If "YES', please give exact amount and reason, if known. &2+ —{H H A » 6 D D D D
B E RS GRS / 3. 28T E? M "2 SRR CGEEE) REFE/ AT -
Insured Sl * : Payor {3 A
7. Have any of your natural parents, brothers or sisters died or suffered from heart disease, stroke, high blood pressure, diabetes, kidney disease, mental
disorder, hepatitis (or i |s a hepatitis carrier), cancer or any hereditary disease? If 'YES', please provide further details of age(s) , relationship and cause of 7 D D D D

death or condition(s). ZHIFIAARE ~ AL IRIZ & Esm\mr cRE, >~ IR~ RERRSE - B - KR R (BRI SRR ) -
FEE BT A I@%F BA FIRBRIE T ? R TR SEERUVE B ~ T R R b R BB R R R
. Do you use or have you ever used any tobacco products (including but not limited to cigarettes, cigars, pipes and chewing tobacco)? If "YES' please state
details below. If you have stopped usmg any tobacco products, please state when and for what reason, e.g. doctor's advice, etc. 8 D D D D
[SRLAESETA PR g S s - = Jil B RSEPEEIET) 2 [kl > G SRV o il T e [T
Bl FEAVIE TR > (I AR

©

Type B fiTE Average Daily Consumption [Number of Years

5 -~ = - ERWES
SRR B W 4R Date Ceased {5 |- Hi{§ | Reason £ - JF[X]
Insured ~F{R *~
Payor {{# * :
9. Do you drink alcohol on a daily / weekly basis? If "YES", please state daily consumption (average) and type of drink, i.e. beer, wine,
spirit, etc. EURARFR/ FEEIENERE ? "2, R/ R IR SOR (R ) BalirfiaE - R - B0 - JU0PEE - 9 D D D D
Insured : Amount Type Payor : Amount Type
TN ek R F# " Bk e

10. Have you suffered from or received treatment for any of the following? If 'YES', please provide full details of condition, dates and any treatment (whether
prescribed or otherwise) or complete a separate questionnaire. #4756 i 84Kl F 414 R 2 1aE 2
fia "R EEHEAA RN  BIIRIATE VAR (B AR T B ORI PR SR AN B2 4 -

(a) Any chest or breathing complaint (e.g. asthma, bronchitis, tuberculosis or other respiratory problem including nasal bleeding)? 10a I:l
FEART R Sl R (AN Wl ~ SRR ~ IS A A PR 25 T R AR ) 2

(b) Any heart problem or chest pain (e.g. rheumatic fever, raised blood pressure, angina, murmur, heart attack) or other problem of the 10b D
blood or blood vessels? {Tfal. LI B 1A (1A © BORPERE RN - IR ~ O ~ OIS ~ OIBERS) - SUHARIVE S E P 2

(c) Any complaint of the digestive system, liver (including hepatitis or hepatitis carrier status), stomach, bowel or rectal bleeding, any kidney, bladder or 10c I:l

urinary disorder including renal stones, endocrine disease, diabetes or thyroid gland problem?
EMELRERE - T (REFRSNTFEE) - B~ BRERIN  EfR - BEREORERRHESR - BREEA « IR ~ BEIRR SRR R 2

oo oo
oo oo
oo oo

(d) Any mental or brain disorder or problem affecting the nervous system including epilepsy, paralysis, numbness, dizziness, prolonged headache, loss of 10d D
balance or fits? {F{l i sl i 415 Sk 5 sl IR S 20 RAE  ELFEIUNT ~ MBI ~ PR - B - RIVIBEDR - SOC R ihe 2

(e) Cancer or tumour, cyst, lump or other growths of any kind? J#fiE sidifg « $EfE « [EBE o AT Ay 2 10e I:l

(f) Pain or other problem in your back, spine, muscle or joint, gout or other physical disability or condition affecting sight, speech or hearing? 10f D

FHR ~ e ~ VLA SR ETAHE sl e - i s B B R BT (T b )~ BRAS e TR B e
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Policy Number {RESEiE

Insured Z{RA| Payor fizk A
Yes &2 | No 73| Yes &£ | No 7

11. Do you plan to attend, or are you currently attending or have attended in the last 5 years any hospital, clinic or doctor for :
R A HSRBUE ~ SU@ R AFE NPT - 2Rz

(a) Diagnostic tests such as X-ray, ultrasonogram, blood tests, C T scan, biopsy, ECG, urine or other investigations other than for routine employment 11a I:l I:l I:l I:l
purpose? LRSI ML MR ANIENOY « ARG - BRI - ERASHREY - TEHSAR - L L Vﬁﬁé%Ef@%ﬁ”iﬁﬁ(lg’ﬂ%lfllﬁfTZWJfT%ﬁgiﬁﬁl??ﬁh ? 11b |:| |:| |:| |:|

(b) lliness, operation or other medical advice or treatment not stated under any previous questions? Ll [ £ RER A HE S A0 ~ Tigsi B etA S st

12. Have you ever received, or do you expect to receive, any counselling, medical advice, treatment or any test(s) in connectlon with AIDS, HIV infection or any
sexually transmitted disease, or do/did you have any symptoms of fatigue, persistent diarrhoea or unusual skin lesions? [&FL K eTHE 0 « g9 47 g o= 12 D D D D
W HIVERFRED (2 (7 i s oot R ~ IR R B S AR S TR - RIVTIEE T e ﬁ‘ v R Y R 2

13. Has any application for or reinstatement of life, critical illness, accident, disability or medical health insurance on your life ever been declined, postponed, 13 I:l I:l I:l I:l
rated or in any way modified? U2 @SR - @Ik - RO - IR BRI IR B FHE (RIS AR IR E IR  ZURITERIMA B BUE USRI 2

14. Do you fly other than as a fare-paying passenger of a licensed air service operating within recognised scheduled routes, engage in any hazardous sports
or events (e.g. motor sports, climbing, scuba diving), reside (or have resided) overseas for more than 3 months in the past 5 years? If 'YES', please 14 D D D D

provide full details or complete a separate supplementary questionnaire.

ﬁ"‘u#iﬁﬁﬁrﬁiﬁ?’iﬁfmﬁﬁk ULl SHEEEIESH (B0 2865 - 5511 KIEK)  BSRE R FEATE AR R (R ER = H?
7  BHEIEOR S A B P -

15. Have you ever taken any habit forming drugs (including but not limited to opium derivatives, barbiturates, marijuana, amphetamines, hallucinogens and
cocaine) or been treated or advised in connection with your alcohol consumption or the taking of drugs? #4552 75 g £ a0 LR 28 5 CRLIEE R (L g 15
D) ~ LR R ~ KU - ZEfludl ~ RATHE R TR IR S RIARY, W ol P SR T B S M i 2

16. For female only /5 : MMJJ | DDH YYYYEE
(a) Are you now pregnant? If "YES", please state expected delivery date. #3545 2 /518141 ? "2 " HHE T THAEL - ‘ ‘ ‘ ‘ ‘ 16a
(b) Have you suffered from any disorder of the breast or reproductive organs including abnormal smear test(s) and irregular menses?
R R (TP S A T S R s » AR TE R o AR 2 46823 2 16b
For Lady Care Protection Plan i F 1> 5 {7 BB R R e 2181 -
(c) Have you ever had plastic surgery? 16¢
SRR AT P AT RS B Tl 2
For Lady Care Protection Plan with Optional Benefits 5 i fi> $5 {if: BUBF (i {52 31 81 52 mT B i 2 43
(d) In the past 12 months, have you suffered from or had disseminated intravascular coagulation during pregnancy, ectopic pregnancy, hydatidiform mole, | 16d
miscarriage, termination of pregnancy due to foetal problem or any other pregnancy or delivery complications not mentioned above?
WE—FEN - BRERG SR SRS E NN - = - fEE - SUERE - KR R RE MR L R DLV A R R i HAt 1 it
IR OF S 2
17. FOR ACCIDENT INSURANCE PLANS ONLY H@HREMEEst &
(a) Are you left-handed? #2772 T8 % 7 17a | []
(b) Do you have any physical defects, impairment, deformities and/or any condition affecting mobility, sight and/or hearing? If the answer is "YES", please
provide details below. 5 {TAa] S REE{ES « FEHE - T Ko/ SRILAUR WL 20 7B ~ WAL Be/ SRR 2 /i T2, - FSTELL N 2R pERE A 2okt - 17b |:|

If any of the answers to questions 6 to 17 is "YES", please give full particulars below by noting the question numbers. Filt556ZE 17 HEME D - AETAIEE"Z" >

O o og | o
O o og | o
O o og | o
O o og | o

OJ
RN
OJ

Declaration & Authorization

I/We hereby declare and agree that (a) /We have read the application or the same was interpreted to me/us, and the answers entered in the application are mine/ours. (b) /'We hereby certify, on behalf of myself/ourselves and behalf
of any person who may have or claim any interest in the said Policy, that each of the above answers is full, complete and true and I/We understand that American International Assurance Company (Bermuda) Ltd. (hereinafter called the
Company) believing them to be such, will rely and act on them, otherwise the proposed application , reinstatement, change or addition may be void. (c) such application, reinstatement, change or addition shall not be considered as
effected by reason of any money paid, or settlement made in payment of, or on account of any premium, until this certificate is received by the Company during the life time of the Insured and is finally approved by an authorized officer
of the Company. (d) if my/our application, reinstatement, change or addition of supplementary contract be accepted by the Company, the Incontestability and Suicide Provisions thereof shall have effect from the approval date of my/our
application, reinstatement, change, or addition.

I/We DECLARE and AGREE that any personal data and other information relating to me/us or my/our policy(ies) or investments contained in this application or collected, obtained, compiled or held by the Company by any means from time to
time may be used, maintained, processed, stored, transferred, disclosed and/or shared by the Company for the purposes of processing, administering, implementing and effecting the requests or transactions contemplated in this
application or any other applications made by me/us from time to time, promoting or providing subsequent or other services or products to me/us, direct marketing, data matching and/or communicating with me/us. /We further
DECLARE and AGREE that the Company may transfer, disclose, grant access of or share such personal data and other information to or with individuals, entities and/or organizations associated with the Company and/or to or with third
parties (including, without limitation, reinsurance companies, claims investigation companies, industry associations or federations, fund management companies, financial institutions, or service providers) selected by the Company, in
each case whether within or outside of Hong Kong (applicable to policies issued in Hong kong) / Macau (applicalbe to policies issued in Macau), for any of the aforesaid purposes and/or for the purposes of providing administrative, data
processing, data maintenance or storage, telecommunications, computer, payment or other services to the Company in connection with the operation of its business. I/We understand that l/we have the right to obtain access to and to
request correction of my/our personal data held or controlled by the Company. Such request can be made to any of the Company's Customer Service Centres. If /we do not wish to receive marketing information or materials, I/we will
send an opt-out notice to the Company, in which case my/our personal data and other information would be included in a centralized customer opt-out list that may be shared amongst the Company's associated partners for reference.

Furthermore, | hereby irrevocably authorize (a) any organization, institution, or individual that has any record or knowledge of my/the Insured's health and medical history or any treatment or advice and that has been or may hereafter
be consulted to disclose to the Company such information. This authorization shall bind my/the Insured’s successors and assigns and remain valid notwithstanding my/the Insured's death or incapacity in so far as legally possible. A
photocopy of this authorization shall be as valid as the original. (b) the Company or any of its approved medical examiners or laboratories to perform the necessary medical assessment and test to underwrite and evaluate my/the
Insured's health status in relation to this application and any claim arising therefrom. These tests may include, but are not limited to, tests for cholesterol and related blood lipids, diabetes, liver or kidney disorders, acquired
immunodeficiency syndrome (AIDS), infection by any human immunodeficiency virus (HIV), immune disorder or the presence of medications, drugs, nicotine or their metabolites.

Notes:1.The Company recognizes the right of individuals to privacy and shall at all times keep all results of any such tests confidential and use thereof shall only be for the purpose of applications for insurance, reinstatement, change
or addition with the Company and any claim under the policies issued pursuant to such applications. Except where such disclosure is required by any proper Government Authority or by law, the results of such tests will be released only
at your specific request or consent.2 /We hereby declare that my/our answer(s) to Question 8 is completely consistent with the information (if any) that l/we have previously disclosed to American International Assurance Co. (Bermuda)
Ltd.
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on

Signature of Insured (Age 18 or over) %~ MM*|/DD[/YYYYF
ECIN-EAGE RUN- 2 ES)

on on
Signature of Owner/Trustee % MMZ]/DD[ IIYYYY Signature of Assignee ¥ MMZ|/DDJ HIYYYY =
(if other than insured) e YN e
KA N/BREAZS (MIEHEA (if applicable 43 )
PLEASE RETURN WITHIN 14 DAYS FEEBRIARABRRE page 2 of 2 OPPOSFO7.0710

PLEASE DO NOT SIGN ON BLANK FORM 7/ EZ HHEK 5=



