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American International Assurance
Company (Bermuda) Limited
(Incorporated in Bermuda

with limited liability)

REQUEST FOR CHANGE FORM / SUBSEQUENT APPLICATION FOR PERSONAL ACCIDENT CONTRACT

AR PRELHEE 2 A S R IMREE

Policy Number {REZSRIE

Name of Insured SR AEZ

Name of Owner %85 A&

Agent’s Name Z2Z B# £

Agent Code &% B 8515 / Area Code EHi#&5:

Agent’s Tel. No Z# B B4R EF

PART A ['I¥[{ PLEASE USE A SEPARATE FORM FOR EACH POLICY NUMBER.
Please tick the appropriate box #5758 BRI E"X" 5%

5 [ IR R

[J Cancel Autopay FVifJF IEPHEIER

- Premium collection via autopay will be stopped only after your request is accepted and
completed successfully by the Company. B EMEERME Q& E ARULEI RIZZRFEERICH -
- Any premium paid prior to the Company's receipt and approval of the request will not be
refunded. {EATfS 42y RICE] B 42 52 FREE TSR PRENIS N &R -

[] Premium Holiday " #j{22s ,

Only applicable to the following plans
- AlA Asset Accumulator
KIS T ) e

PUSH BT ) SEEL
- AlA Asset Accumulator (EDB)
KFS T TRt E (s R )

[[] Reissue Customer Number / Personal Identification Number
FREER R PR / EA S
(O Reissue Customer Number (CN) Hl’ﬁ‘kﬁ]?ﬁ & IR

QO Reissue Personal Identification Number (PIN) Ef 357 2 {E A 2578
The PIN issued to the above request will be sent to the policyowner's registered address by
ordinary mail. DL |- 5% i HH ML B0 (PIN) i & AR B 25 1 F R SR 2 B bk -

- AIG Capital Saver by AIA - Treasure Accumulator

AIGHEARMER A FIR AT E] i
Apply Premium Holiday Cancel Premium Holiday
O B TEERE O

if] TR
Premium Holiday will be processed only after the Initial Contribution Period and there
is account value in the Accumulation Unit Account.

[] Change Mode of Payment RId{]#7=¢
[ Annually 4g  [] Semi-annually 42454 [ ] Quarterly Zg

With optional payment method via direct debit through bank account.
FEBBRE A EFEHIRIT A O B EN AR -

*Apply payment method via direct debit through bank account.
HRERIFAMRE R IFCRRIT A OB BNk -

Applicable to policies started with policy prefix 'B', 'G' or 'M' only.
DEANREFETE BB, G B MR -

O

PSR ) FOTE T iRIBEERI ) SERiik R TAEREIEER ) AP HEEA T DT -

Note : If application for Premium Holiday is accepted, all existing accumulated FPDA
will be returned to the Owner

AR TSR ) RS o (R RS A RIRBLE G i S EnR G (REE A A

[] change Autopay Cycle for Monthly Premium
Btk R EHERR VA

Monthl *Payment must be via direct debit arrangement.
- VAR R R E R

*Submit Direct Debit Authorization Form to Cashier. 2 lﬁﬁcﬁ%ﬁ' KIS TR R

O First cycle HyiEiE O second cycle Hhigils

Change of autopay cycle will not be accepted for Wealth FlexiProtector.

S E B IRE N E A R E E AR

[] Term Conversion (B &G0 1o b @
(Please send this form to U&I Dept. with the appllcatlon form of new policy for approval

?ﬂ[ﬁ I %4f,4,¥'$ffﬁjflﬁkj'*‘ A )

Converted Plan Name
JHEEEF] £

Converted Amount

. c *Remaining Amount
LA O

R

CIR on Term Converted Amount

N ol A *Remaining Amount
FE 5 E I 5 b I S2 R R R A

“RIERERAE

New Policy Number 3 B 5505 New Plan #r=kat &l
*The remaining amount, if any, should not be less than the minimium amount required by the
Company, otherwise, all remaining amount and its attachable supplementary contract(s) will be
deleted automatically. FIERERA A ) R DA FIZRINIRAR SR - FRIFTERIER AR
S ECH IR & LB

] Correction of Personal Particular R'#f# * =7k

(ID copy/Deedpoll is required) EEHEAC 5535/t AR AR
O Insured A O Owner A
Name :
e
Date of birth: ID/ Passport No. :
HidH#H T SR EGE GRS
Nationality: MR/ DDH / vvvvaE Sex :
B - Rl

(L] Non-Forfeiture Option (N.F.0) %2l it [

Extended Term Insurance

Reduced Paid Up Insurance
FEHASE MR IR

PRERL I ORI

[] oOthers *4:

The Company reserves the right to accept or reject "OTHERS" requests in this box. Any reques\/s to backdate this form or any document will be automatically rejected.
» AR IR S BTG MR » TIAE L 2 ST SO R BER AR A% F T FA 3

J5 HoAty — PR G

BTG R -
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PoIicyNumberﬁE%ﬁﬁ%‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘

PARTB ¢ jﬁﬂ (Health Certificate is required except for reduction of face amount or deletion of rider(s). [1% Vi {0 U VIR S254 91 Iﬁﬁ}fﬂ_ﬂz ﬁjﬁ‘,ﬁiﬁﬁfﬁfj%;)

Section 1: 37— #[1J]

[J Change of Basic Plan a5l 4 a5t i emove / Reduce Medical Ratin IEquus on
, HBQW@ PR PRIV RED HM*/T e
Basic Plan : Face Amount :
SR AR [] Medical Rating [ ] Exclusion
Par Option : [] Participating [C] Non-Participating AR 1 g
ALFE 2 STAL oL [] Reduce Occupation Rating / Change of Occupation
[] Reduce Basic Face Amount to: ﬁ?@/ﬁK/WﬁEP Y DAEIE A
WS New Occupation : since
sy 7 fEWgH
[] Deletion of Supplementary Contract Zvifiif{ 575 Daily Job Duty :
H s
Employer's Name and Address :
i@ 1147 B il
] Addition of Supplementary Benefit i[5 [] Reinstatement &% [] Redating HZT{#¥ H
[[] Reinstate Agent iz g
|:| Reinstatement - Outpatient Basic Declaration {535- If&ER.O 2 {REREH
| hereby declare that | / the Insured do not require any regular treatment or long term medication and | / the
Insured did not suffer from any continuing medical condition for which |/ the Insured attended a doctor for
more than three times a year.
EIN éﬁzuﬂmA/xﬁéMX A R S S0 R 0 B 2 RIS — S PO 4R

Section2: 37 %ﬂi}

(a). Protection Accumulator/ D (b). Personal Accident Insurance - PAC Select 38 A & &4k
I:l Protection Advantage Rider
B 5 e/ 5 G RIS LAY Amount of Insurance {34
o " Basic Benefit 34 fih . —
Applicable to AA/CS only Adult 5 A Juvenile 5i#
S P o o S 2 i/ AR S A e X X
Accidental Death & Dismemberment US$ %5t 120,000 or / 5 US$ 3:5¢ 80,000 or / =% USS$ 35t 50,000 or / =% US$ %5t 30,000 or / 5¢
Amount of Insurance fr#§ (ADD) * 34361 i HKS #5576 1,000,000 0r /5% | ] HKS 57 600,000 or /3¢ HKS #7¢ 400,000 or / 5k | L_| HKS #56  240,000 or / 5
(US$ =7T) MOP;#[#1,000,000 MOP;4*#600,000 MOP;#F#400,000 MOP}#F#240,000
Subject to the minimum & maximum e
issue limits ZE7F RS B et AR Other Amount of Insurance  HAti{#4H $
I:l 10 times the annual Optional Benefits Tff fiiffEiE 4 Please specify the Amount of Insurance below 34 T 7 H &5 {48
premium of basic plan - - -
R B L]0 5 Accidental Medical Expenses Reimbursement Daily Hospital Income (DHI) £ H {EBe B
H FEEK H (AMR) 51 B R $ ( Not applicable to juvenile it ) $
Other Amount of Insurance
oAt R4 *The ADD benefit is guaranteed issued when the Insured has declared no physical impairment in the health declaration section and his/her occupation is
within class 1 to 4. In case the Insured changes his/her occupation or job duty or pursuits, you and/or the Insured shall immediately notify the Company in
writing. FE4ME L BB (RIRLS CR A2 O DGR S R AAERERE RO B AT (L S RS I R OB SIS 1 A A - AR A ~ T s i
$ {Efrfehiost - BISARe/ Bz (R AR R LT @A A FA i -
Note (for section 2): Life Non-forfeiture Provisions will apply. & GRS —#5) « Feiie "EHRSEEK ) ERSER -

Declaration & Authorization

Terms and Conditions of Part A & Part B: This request is NOT valid until (1) it is recorded as received by American International Assurance Co. (Bermuda) Ltd. (the "Company") during the life time of BOTH the Insured and the Owner
and (2) it is finally confirmed as accepted by the Company by way of Endorsement or letter. Receipt of this form by AIA Representative or your broker does not constitute recorded receipt by the Company. The final decision on the validity of
this form rests with the Company.

Terms and Conditions of Part B Section 2: I/We declare and agree that the mode of payment of my/our Life Policy with the same policy number will be adopted and that no insurance or request for change will be effected unless this
application has been recorded as received and approved by the Company.

Request: I/We request that this Policy be changed according to the above particulars. I/We understand and agree that a copy of this request will be attached to and form a part of the said Policy. Where this request relates to change of
beneficiary in respect of this Policy, I/we confirm that my/our previously nominated beneficiary or beneficiaries (other than the estate of insured), is/are fully aware of and has/have not objected to the contents of this ‘Request for Change' form.
|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. I/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 (applicable 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 I/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 I/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.

PR A B ¢ LGRS DA R A ISR B AR () IR A A (B SR WSO A R ) S A 1 F DAL E sERR A5 SLAE T TR M SCHBry e U
BRI RERCHCE A9 H RS R AR A B CHE] -

ZIRE IR ERK < AN/ T R AR BN / F M S R BARIRSRRS 2 AT OB B RS FCE] ~ P B o O B i R L R — A o

EEER AR/ BRAPIE I R OR B L R S - A/ BTG B R R R G 2 B A I T AR BRI ELR R OR AR — A6y - ANSEECZER A > RN/ BRAMERAN /Bl 7R
BEOR B ZAE AT 524 A RN Z ARSI E AR TSR SR L2 % i HLAGERR L FR S PR R S -

$)\/?3zfj§ﬁéﬂ)§jtl_l’é§l‘ﬂ_ﬂiﬁi RED ~ BRIE - 77 g;s& é@&/'ﬁ#ﬁi ABIFTINE @H}Z i“IE‘SZ@“”f LR iﬁﬁﬁ‘iﬁ:ﬁﬂﬁl_f‘“ﬁi foﬂﬁﬁﬁzi)\/ﬁzﬂa‘iE’Jﬂil)\ﬁﬂ‘iiﬁﬂtﬁﬁﬁzi)\/
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RIREE(E B o iATH . SRR « SRR B B  (EREE RIS - A /BRI LRl PN Gt e YA e
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1:

on on
Signature owaner/Trustee e MMZE]/DDFV/YYYY4E Signature of Assignee’Z % A\ %54 e MMZ]/DDFI/YYYY#
j—*] s /lf,'u B (if applicable#;ifii )
PLEASE RETURN WITHIN 14 DAYS B B4 ED
L =", - B
PLEASE DO NOT SIGN ON BLANK FOPRZKIJ\Q20f2 F 17 FF I?Jﬁ_ & OPPOSF04.0111



