AlA International Limited
(Incorporated in Bermuda
& with limited liability)

Q1%

HEALTH CERTIFICATE f2Essng®

Policy Number {RE5ERE Name of Insured ZEATEZ Name of Owner G5 A4

Agent /Broker Name %5 /Rici4 ﬁger;XBrokel;go?(e %%E%%/%ﬁﬂ%ﬁ g%g?&?%%%%m
rea/Agency/Broker Code SRS
Big/ B sa B/ RATHERNER

00042039

Please complete payor's information if PB/PBCI is attached for reinstatement or if PB/PB(CI) is applied.

BN PR R B ST PR B PO (< R A PRIGER ISR BRAE T SRA RIGE IEERIE - BRFREE NP & 2 A —3 - FRRE ARG R -

Insured SZ{f A Payor fiICA
Name 4 : Name #:%, :

1. Occupation Title %157

2. Exact Daily Job Duties H & %5

3. Nature of Business. Please give employer's name and address.
INEIEBEE /R AR /SRR

4. Name and Address of your Physician. Please state date,
reason and result of last consultation .
FHE IR AN L - WERS R HI -~ R
R BeAER

5. Present height and weight Bif7 55 /88 & Height of Insured  Weight of Insured Height of Payor Weight of Payor

ZRAS® ZHRANE (RN

* Delete if inappropriate 3 HF: 5%

[REVN:: &

IR/ emE>R™ Ibsfi/kgZN T* IR /em)E K>

IbsfzkgA T

Insured 2fg A| Payor ffgk A

Yes £ |No 7 |Yes /&| No %

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.

WET AR BREERG TR TR/ 32408 LE? M "2"  FREHRER CERRE) KBRS AT ©

Insured SZ{# A : Payor {5 A

e |(O/OO|O

7. (a) Have any of your natural parents or siblings had heart disease, stroke, high blood pressure, diabetes, kidney
disease, mental disorder, hepatitis (or is a hepatitis carrier) or any hereditary disease? If 'YES', please
provide further details of onset age, current age, age of death (if any), relationship and condition(s).

TR AR ~ SR b O A DR ~ TR~ IR - BEPRI ~ B ~ R ~ 1P AR GRORIT A ~ e
ﬁ;%{ﬁ PSS 2 A 2" FEERHCARA RS - BURER: - JECAH - BIR R BURBEGEIR REIFEHTZ R -

(b)Have any of your natural parents or siblings, who before the age of 60 had ovarian, colon, breast orother types of
cancer? If 'YES’, please provide further details of onset age, current age, age of death (if any), relationship and
condition(s).

EHHRA AR ~ SRR AT BRLARTE T A IS « RIS - ZURSCLMEE 2 4 2" FHeUCERmRRE
#e ~ BURFEEL ~ BT ~ BAR N EURBEIEIR RN EEHEE R -

@) OO0 0O

o) (O[O0

8. 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 using any tobacco products, please state when
and for what reason, e.g. doctor's advice, etc.

R B GRS AEAERES (EEEE - Fil - S RIHBERE) 2" 2" SR TS - METE L
W AT RE R A O BEAEIH HARIR R - B04n - ReEE A s -

Averagg Daily Consumption Number of Years Date Ceased Reason

Type
FES RS FRFER 5 FH A8 51 H {2 IR A

Insured 3Z{% A

Payor KA
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Policy Number {#BE55E ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘

Insured ¢ A| Payor {5k A

Yes | No 75 |Yes &[No 7

9. Do you drink alcohol on a daily / weekly basis? If "YES", please state daily consumption (average) and type of drink, | o | (]| [ | [ ([
i.e. beer, wine, spirit,etc. B
OBRRER /SRR 2 i 2", FEHER /2 ISR CPYY) BalnafEss - RISy - 257 - 700 -

Insured : Amount Type Payor : Amount Type

ZIRA W HiXH (NEIONRE - s HiXH

10.Have you ever received counseling, medical advice or 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

R TR FRDm R - BRAWERaR 2 "2 S ERET - BT E SR (LR T

HIFERIZORI B R S M B R -

(a) Any chest or breathing problem (e.g. asthma, bronchitis, sleep disordered breathing (including Obstructive Sleep 10(a) |:| |:| |:| |:|
Apnea), tuberculosis or other respiratory problem including nasal bleeding)?

R AT (AT (AN © W ~ SCSRAEAE ~ DN et (EoRIER S BE) ~ ML B H P28 B A -
FERED 2

(b) Any heart problem or chest pain (e.g. rheumatic fever, raised blood pressure, angina, murmur, heart attack) or  [10(b) |:| I:l |:| |:|
other problem of the blood or blood vessels?

%ﬁbbmﬂ’ﬂ%@%ﬁﬁcﬁ’@uﬁ%ﬁ (B = R EBEEN ~ IR ~ L ~ DB ~ LRS- B IR s R
e ?

(c) Any digestive system problem, liver (including hepatitis or hepatitis carrier status), stomach, bowel or rectal 10(c) |:| D |:| |:|
bleeding, any kidney, bladder or genitourinary disorder including renal stones, endocrine disease, diabetes or
thyroid gland problem?

ERNECRIATRE - BT (CERERF R R EE) - § - BREBEN - £ ~ BEEOLR B A TE AR -
BB G ~ PRI ~ BERRP S R IR 2

(d) Any mental or brain disorder or problem affecting the nervous system including , depression, schizophrenia, 10(d) I:I D D D
psychosis, anxiety, autism, learning disorder, epilepsy, paralysis, numbness, dizziness, prolonged headache,
loss of balance or fits?

ATARTHE TS 5 BRI s B R A - B HIEE ~ R - AT - AR - EP - BRI - T -
B ~ R~ B REIEEE - SRR 2T S 2 wolOlololo
(e) Cancer or tumour, cyst, lump or other growths of any kind? JERESERE ~ FEfE - @SR S H {4y 2 ©

(f) Pain or other problem in your back, spine, muscle or joint, gout or other physical disability or condition affecting  [10(f) Ogo(g|d
sight, speech or hearing?
R ~ A ~ WL SRR AT B R o e R A B AR BT R R B ~ BRI AIEE R AR 2

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 :

RRGITESHIE ~ S FNRE L E TR - 2R mER

(a) Diagnostic tests such as X-ray, ultrasonogram, blood tests, CT scan, biopsy, ECG, urine or other investigations |11(a) |:| |:| |:| |:|
other than a general medical check-up or annual medical check-up, with a normal result and without any follow-
up consultation or treatment?
— SR ARAAIDOL ~ AR - BRI ~ RS - e LR BRIRECH A iR 7 (SR T
W — S sRER I T S iSRS

(b) lliness, operation or other medical advice or treatment not stated under any previous questions? 11(b) |:| |:| |:| |:|
DA SRR IR ~ T MR rE i saam ?

12. Have you ever received, or do you expect to receive, any counselling, medical advice, treatment or any test(s) in 12 |:| |:| |:| |:|
connection with AIDS, HIV infection or any sexually transmitted disease, or do/did you have any symptoms of
fatigue, persistent diarrhoea or unusual skin lesions?

BREYER ~ S TERZ BB  HIVHE ST i M B B0 s 2 BRI - B3 ~ e aUT
TR B HIBURAS ~ RIS S ST I EE eIk ¢

13. Has any application for or reinstatement of life, critical illness, accident, disability or medical health insurance on 13 I:I D I:I D
your life ever been declined, postponed,rated or in any way modified?
ORI HEEFR - e - BN - BRI R B R PRI a2 IR - THEZ IR - TSI MRE e
WAEKIBEK ?

14. Do you fly other than as a fare-paying passenger of a licensed air service operating within recognised scheduled 14 |:| |:| |:| |:|
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 provide full details or complete a
separate supplementary questionnaire.

RS 5 5 et R 1 - 2EUTMElRiHEisEE s (P10« 288 ~ 20 - KgAK 5 SiidEn
FERTEHMBEREE GEEDER=MAZM "2 RTINS I ME S R -

15. Have you ever taken any habit forming drugs (including but not limited to opium derivatives, barbiturates,marijuana,| 15 |:| |:| |:| |:|
amphetamines, hallucinogens and cocaine) or been treated or advised in connection with your alcohol consumption
or the taking of drugs?

R A IR R ERAYEE s, (LR (EA LR ES TR ~ TOERZIRNE ~ RINE ~ ZeFFMlid ~ REIB B m]-RIKD B R
W, R SE YT T S IG IR B ?
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Policy Number fe®se®8 | | | | | | | | | | |

Insured 3Z{R# A | Payor ffgk A

Yes 2 |No 7 [Yes /& |No 7

16. For female only 274 :
(a) Are you now pregnant? If "YES", please state expected delivery date. MMA [ DDH YYYYA: 16 D I:I I:I D
FBHER I © L SR - @)
(b) Have you ever had any consultation or treatment involving female organs, or 16(b) D D D |:|
had history of irregular, painful, or excessive menstruation or any other
problems?

SRR M B B IR SR B ia i - B8 E AR D - R
W% ARG RS ?

(c) Have you ever had, or have been advised to have investigations and/or treatment of the cervix, uterus, e IO OO0
fallopian tubes, vagina, ovaries or the breasts, such as ultrasound, mammogram or surgery, cone biopsy,
colposcopy or been advised to have a repeated pap smear within 6 months? (If ‘YES’, please submit a copy of
investigation report for review)

RS TS 75 WIVE - Bl SV S/ BHEE AR ~ AR E T
flir ~ SIS E - EEEsE - CRBARE S MEA ERCRERRE? (W 2" B
FAREERSRIARLIER <)

For Lady Care Protection Plan 3 FH jA#5 {5 BB (e st 21 -

(d) Have you ever had plastic surgery? &2 & # AT BE5BE T T4 2 16e) 1 ||
For Lady Care Protection Plan with Optional Benefits 3 F /A 4% 15 25 B {5 {1281 oz, v B {5 ot 2 2k -
(e) In the past 12 months, have you suffered from or had disseminated intravascular coagulation during 16(f) |:| |:| |:| |:|

pregnancy, ectopic pregnancy, hydatidiform mole, miscarriage, termination of pregnancy due to foetal
problem or any other pregnancy or delivery complications not mentioned above?

WE—ER - BEAHE SRR EE IS LI E IR - =M - FAEG - BUEIRE - RIERH IR
A% IR 1A L 8 B B L 13 2 R B O 2

17. FOR ACCIDENT INSURANCE PLANS ONLY FER R EIMERET 81
(a) Are you left-handed? 2 S /ATEHZE ? 17(a)
(b) Do you have any physical defects, impairment, deformities and/or any condition affecting mobility, sight 17(b)
and/or hearing? If the answer is "YES", please provide details below.
f&gﬁﬁ%‘%iﬁ% ~ BRI R/ BRI TS B T ~ R R/ SR 2 i T2
RS -

O O
O O
0O
O O

FRELL T 22 Mt

If any of the answers to questions 6 to 17 is "YES", please give full particulars below by noting the question numbers.

LARSEEAE I TR - A EMERE R Rl

Declaration & Authorization

I/We hereby declare and agree that (a) I/We have read the application or the same was interpreted to me/us, and the answers entered in the
application are mine/ours. (b) I/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 AIA International Limited. (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.

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.I/We hereby declare that my/our answer(s) to
Question 8 is completely consistent with the information (if any) that I/we have previously disclosed to AIA International Limited.

Important Note:Payment does not guarantee immediate approval of the application. The reinstatement/addition of rider/change of plan /
increasing sum assured/removal of exclusion/removal of medical rating, whichever is applicable, will only become effective when we receive the
relevant documents, including but not limited to the health certificate and the full premium, and provided that we accept and approve the
satisfactory proof of the insured’s current health condition and other necessary requirements. We reserve the right to void any application.
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Policy Number fRsge®s | | | | | | | | | | |

AN/ BAVE R A : (2) ERERREL A G S S AT AR A/ BRI 3 5 I » () AR A/ BAMIAER B B O B RS R R A L PREE L
b —EEZ RS RRIIERE - AA/EMIRE B FR R B ARAR (CUN R "EAR ") L2k R &g - 40 B2 AR
AR L RS A AT ERT HRERS ~ R IRIR R TA0CT) » SEEEUN » TSIV EIES » (o) AR/ BT S RERERE I F AN S IR ALEAE IR 2
FAGERN R A AHLHER T AT IR CR B > THRLERGE ~ SECRE AR AN IR ek 5 SR B R R EE A 85T - (D AN/ BeAPM IR L HR
i MR BT INEERT L FREE RS B N RIRHE S - IR e E B R i R i T T 5 -

& RAILIIHE

(@ EMAIRSSBEA AN/ SZ RN BEREGIRIT S E S TG BaE AT R b S R B R AN/ 2R ARSTGZ A ~ MR AL - B FEREH R
B AT o BIEAR A/ SZAR AR BERAAES] » AN/ ZRAZREAR N NERARE ZIAEB IR » PSS < IEAR BRI AR RS A -
(b) B4 FISRAL T H AR PR B B A A LBR AT - B A/ SR AGETTPITTR Z BEHERTAL BalIE - S A N/ S2 R A BERGIRDUE T AL ST Aty - VR BEE
AREIET B AR L A BRIRAHE R - B LBRe s o (HARERAY - WA S AR GRS ~ BERRIA « EEATDIRERE - BN ESUER AR R
JIRZINE ~ RILRRAR ALY  Fit - e T R bEYC S RE L -

A R E A ARLRGAE - AN FEIR AT AR RO - B URMERALR R RS ~ SR ~ SO A B e (R 35 A BRI I - BRI ZIREK
EERUESD - B XS R A S AT MR EORERAE T A E5E R - 2 A A/ BRIIRE 2 2 ZE B AR AR e AR O (IS ) AR
A FI BRI EOR (AR )58 2ARAT -

EERIE: RO R I ARG RO A2 o FREHTE AN NI NS K / SE SR A RIS /RN AR/ MIBR A OR S/ MIBR AR MR (CUEIE Ry
HE) > RERAA FBCZARRASCAT: > BFGEANIR AR I & B A TR WAL R S HESZ IR AR IR REERDEE] » R HABFT R 2R - Tihy
IERAERY - AR F R RER S AT -

PERSONAL DATA COLLECTION AND USE

I / We confirm that | / we have read and understood the AIA Personal Information Collection Statement ("AIA PIC").

| / 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
collected and utilized in accordance with the AIA PIC. | / We acknowledge and consent to the transfer of my / our personal data
outside of Hong Kong (for policies issued in Hong Kong) or Macau (for policies issued in Macau), as the case may be, for the
purposes and to the types of transferee as set out in the AIA PIC.

The updated version of AIA PIC is available for download from its website: www.aia.com.hk, and is made available upon request.

i A E RN EE K

ARNIBAEZEARNBRAT R S A AIAE A BRI ( TAIMEA BRI | ) o AAN/BAMEHKFELE
ARHEE T ECE A BIANRE AR RS ~ SR BEF AR ERE A &R B AR ASBRAM B ASBAMHY PR BB
ERYHAME R - ATARIBAIAE A BRI R B o A A/ERAFTAIZ S R ERAIAfE A & RN SR IR Pt B B
B DU AR A AR A E R RS (AR B T v 38 ) sl P (A AR B TR P TG 38 5 A1 - ALAIE N BRI SRR HH Fip
Y ERREA -

AIAE AN E RN AR TR T A LU fdHE Tk © www.aia.com.hk » s af[a)E A FZRHY -

on
Signature of Insured (Age 18 or over) 7 MMH/DDH/YYYY4E
XA/ \BREELE)

on on
Signature of Owner/Trustee R MMADDHNYYY4 Signature of Assignee ' MMA/IDDHNYYY4E
(if other than insured) BN S
FHNEEASS (MIERZEA) (if applicable 41138H)

PLEASE SIGN & RETURN IMMEDIATELY BUT NO LATER THAN 14 DAYS %8 #%AIRHMEAEN 14K PR
PLEASE DO NOT SIGN ON BLANK FORM #77J4£42 (1551 35
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