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

Q1%

HEALTH CERTIFICATE EHIAE

Policy Number RE SRS Name of Insured FRAZR Name of Owner &8 AR
Agent / Broker Name Agent / Broker Code #¥#8 /&R{L%RE Agent / Broker Tel. No ', ]
BRI REnR Area/Agency / Broker Code EEE /I REBRER

B/ E¥EE / KEARIRE

TR Membership Number (for Brokers only) PIBA ciB ANG 00042055
EERRIERT (EHELER) D D D

Please complete payor's information for reinstatement or addition of PB rider. #1E BRI NI A SRERMT IISE4LY - SEHERMNRAER -
Other Policies H'E{#E5%HE (The following policies must belong to the same Insured / Payor 312 R EEE BRI —3Z R A 1 T3A)

Please tick the appropriate box for application of reinstatement U Reinstatement 5%k

AOEREEIERN, SEEHE NS E X 8k O Redating FET{RE HIA [ Reinstate Agent HIS{ERE¥E
Insured Name Payor Name
ZRABE: NRABE

1. Occupation Title {7

2. Exact Daily Job Duties H7EHR#

3. Nature of Business. Please give employer's name and address.

ANFIEBIEE [ REARE [ g ik

4. Present height and weight BB / fEHE Height of Insured Weight of Insured Height of Payor Weight of Payor
ZRAS ZRARGE (e ON=d INE N L

* Delete if inappropriate Z&5MIERANE FHE

ft R /cm JER* Ibs 7% / kg 2T ft IR/ cm JER* Ibs B / kg DT

Insured RZRA | Payor figkA

Yes i | No 75 | Yes /& [ No &5

5. Have you ever been declined, postponed or accepted on modified terms for life, critical illness, medical health, disability or accident | 5 DI U D D
insurance?

REYEHRRE S0 - a5 - B - BEBEIMRRIREEEZ R - EZR - AR ESMRE SR AT ?

6. Do you fly other than as a fare-paying passenger or engage in any hazardous sports (e.g. diving, motor racing, mountaineering or | 6 D D D D
rock-climbing, parachuting, sky diving or hang gliding etc.) or intended to do so in the future? If ‘YES’, please provide full details or
complete a separate supplementary questionnaire.

BREG2HBFTAZEIRT (LIRS 5 1y SR RAFIEERSL) BUTAIfaksodis (fi4n « ¥k - FE5 - B4 188 - BhAREQRE) ?
fi§ 2" - SRR R S I M AR R -

7. Did you travel or reside in other country for more than 6 months in the past 12 months? If ‘YES', please state details below: 7 D D D D
EdETZEAN - BT EEE MBS ESEEERAEA 204 27 - GERiERnE

Country(ies) BI% Purpose J5i[X] Duration ZE{EF

Insured Z{F A

Payor {fEA

00042055----4 Page 1 of 4 OPPOSF07.0919




Policy Number {RESSERS

Insured ZHEA

Payor ff#A

Yes & | No 7%

Yes & | No 75

8.

Do you smoke or have you ever smoked cigarette(s)? If ‘YES’, please state details below: ) D DI I:I D
ERERESG SR ? o 2T o SR TR
Average Daily Consumption Date ceased
BRI AR (A1 =E ]
Insured 3Z{EA
Payor fIEKA
Note: | / We hereby declare that my / our answer(s) to Question 8 is completely consistent with the information (if any) that | / we have previously
disclosed to AIA International Limited.
LA [ R R 8 (B FEBUAN [ FAMBEAE A A FRERER (R G ERA Al FR iR (A SRR -
9. Do you have any existing insurance and / or concurrent application for insurance on your life? If ‘YES’, please state details below: 9 I:I I:I D D
BRECTHBIECHFHTARE 2 M 2" - SR TR
Company Policy Life Hospital Critical Accident Accidental Year of Policy
HRRINE] Currency =k Income Iliness Indemnity Death Issue
PRELEHE {EBEA L FEPARBR TEOMIEE HAMEC PRELIETE A
Insured
ZRA
Payor
A
10. Have any of your natural parents, brothers or sisters before the age of 60 had cancer (e.g. breast, colon or rectum, ovary or other |1 D D D D
types of cancer), diabetes, heart disease, Huntington’s disease, polycystic kidney disease, stroke or any other hereditary disease? If
‘Yes’, please state details below:
TEHPBIE AR ~ SUsB IR 2 AE N BR ARSI e (BN - ZUH ~ SRS E G ~ SNELRSHARE ) ~ BEDRAA ~ Ll ~ 221
IR ~ RIS TR ~ HESHAGE SRS 2 M 27 0 BN TYREIRE ¢
Relationship B4 Disease(s) EfF Onset age JREF M
Insured Z{EA
Payor {RCA
11. Do you consume alcohol on a daily / weekly basis? If ‘YES’, please state details of weekly consumption below: 11 D DI D D
BREER MR 2 2" - SR TYEITENISNE
Insured ZfRA: Payor A
Tick if applicable Type Amount (per week) Tick if applicable Type Amount (per week)
FEE FAI VSR A Wi (F2EH) FELE FAIN_EVSR A B (F2EH)
D Beer W17 __can(s) fi D Beer 17 __can(s) fi
] Wine 287§ __ dlass(es) UJ Wine 7 __ dlass(es) #f
J Spirit 7 | __ unit(s) i ] Spirit £ | __ unit(s) A
Remarks figik :
Beer: (1 can = 330ml) mis: 1 = 330= T}
Wine: (1 glass = 100 ml) £/ : 1#f = 100Z 7}
Spirit: (1 unit = 30ml) i : 1847 = 307}
12. Have you ever received counseling, medical advice or treatment for any of the following? If 'YES', please provide full details of |12
condition, dates and any treatment (whether prescribed or otherwise) or complete a separate questionnaire.
RZ A A IS REIR DU 22 S0 ~ BTG ? 08 2" - SRERE RIS © FIRIFTE A (B A5 T B R ZOR
PR SISME R I -
(i) Any chest or respiratory problem (e.g. asthma, bronchitis, sleep disordered breathing (including Obstructive Sleep Apnea), | (i) D u D D
tuberculosis or other respiratory problem including nasal bleeding)? (except influenza, coughs and colds that lasted for less
than 7 days)
AT AR g A0 SN R R AE P RE (U0 = D ~ SRR ~ MR, e (R PR MR 2 S ~ it A s L At P 257 Y RO » AR VR M) 2
(FRRR ~ R R B R A -ERERRSL)
(i) Any heart problem or chest pain / discomfort (e.g. rheumatic fever, raised blood pressure, angina, murmur, heart attack) or | (ii) D DI D D
other problem of the blood or blood vessels?
AT Lo AT P3G ARSI RSP SER ~ EINE - Lo - LRSS - CRREER) » BRCAI WS e 2
(iii) Any digestive system problem, liver (including hepatitis or hepatitis carrier status), stomach, bowel or rectal bleeding, any | (iii) D D] |:| D
kidney, bladder or genitourinary disorder including renal stones, endocrine disease, diabetes or thyroid gland problem?
EHALRARRTE - FF (TR R EE) ~ B~ BeEEHI R~ B R AR MR - Wis®a ~ Mo
PR ~ BRI SR IR 2
(iv) Any mental or brain disorder or problem affecting the nervous system including depression, schizophrenia, psychosis, |[(iv) |:| |:| D D
anxiety, autism, learning disorder, epilepsy, paralysis, numbness, dizziness, prolonged headache, loss of balance or fits?
ATARPR S K BRI 5 B A R B IR ~ Ko 2~ SEEEOGEN ~ SRR - TP - BREERE - RO MBI ~ RO
SE ~ RITTEE - SR8k L P ©
(v) Cancer or tumour, cyst, lump, growth or abnormal swelling? (V) D D] |:| D
FEE R - PN - JEBE - AW IERER ?
(vi) Any skin disorder, pain or other problem in your back, spine, muscle or joint, gout or other physical disability or condition | (vi) D D D D
affecting sight, speech or hearing?
RN R FIRE » 50 ~ e ~ LSRR AT B M » i Rl E At B R P A AT s iR T~ BREEREIAIEERE R % 2
13. Do you plan to attend, or are you currently attending or have attended in the last 5 years any hospital, clinic or doctor for : 13
BRETHEIIE ~ SO E R NIRRT - e B % -
(i) Investigations such as X-ray, scan, biopsy, ECG, blood or urine etc. (Except general medical check-up, annual medical | (i) D Q D
check-up and employment check-up with a normal result and without any follow-up consultation or treatment)?
—BEAR AL ~ fil SRR DR - BRIEERIREE ? (AR R IE R T S — R BARIN BT B R B
AR
(ii) lliness, operation or other medical advice or treatment not stated under any previous questions? (i) D u D D
DA RS A 1 e B8 ~ Tl H A Bk s sia it 2
14. Have you ever received, or do you expect to receive, any counselling, medical advice, treatment or any test(s) in connection with| 14 D D D I:l

AIDS, HIV infection or any sexually transmitted disease?

R ~ SET RN ~ HIVH IR R PR BT (AN A RIS « B - IR fTina
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Policy Number {RESSERS

Insured S2EA | Payor ffEA

Yes = | No 75 | Yes & | No 7

15. In the past 10 years, have you taken any habit forming drugs (including but not limited to marijuana, amphetamines, ecstasy, |15 D D D D
hallucinogens and cocaine) or been treated or advised in connection with your alcohol consumption or the taking of drugs?
FOREAAEN - BUR AR RS L ARV (BRI KRHR ~ 2o Etiany ~ BUERR ~ RRLIMR TR IR ) s KRR - W RE sk F 2

16. For female age 16 or above (FEARFABREELE S ZMk): 16
(i) Have you ever had any consultation or treatment involving female organs, or had history of irregular, painful, or excessive (i) D D D D

menstruation or any other problems?

BORE YA B R R B AT » B0l AR BIRE N - W sOR% » A ERIRIE ?
(ii) Have you ever had, or have been advised to have investigations and / or treatment of the cervix, uterus, fallopian tubes, vagina, | (i)

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.)

BAEGREYERR T =S - T8 - WONE - 2 JUERAERRE R | BEH » A - LSRR A ST - PR

WAt - BsHSEHRA - MR - SRS H B e 2 (W 2" - 350 L ARRE RSB AR DIBEER - )

For Lady Care Pro with Optional Benefit or Lady Care Protection Plan:

TR TRER ) (RESH BRI RS - R T RERR ) SRR
(iii) Are you now pregnant? If 'YES', please state expected delivery date.
BEHERGIRA M 2" - S E -

O
O
O
O

MMA DDA YYYYE (iii)

O
g
O
1

(iv) In the past 12 months, have you suffered from or had disseminated intravascular coagulation during pregnancy, ectopic (iv)
pregnancy, hydatidform mole, miscarriage, termination of pregnancy due to foetal problem or any other pregnancy or delivery
complication not mentioned above?

WET AR - EREEEAIM SRS N E L - =M - wEE - S RE - KIS LB RE R A R Rl g
A H A A BRI F SR ?

a
(|
O
O

17. For juvenile insured age 17 or below and apply for specific product(s) (FEERART-EERELLT 22 5 R FiEEZ ) 17

(i) Has the child had or been told to have or received treatment for, any physical or developmental impairments or abnormalities or | (i)
premature birth, sight, hearing or speech impairments?

ZRGAFRE Y - SRS M SR IR AR - AR - SRk - SR - SOl - PR EGEE SRR

(ii) Has the child's regular physicians identified any delay in the child's developmental milestones? (i)

ZRGRERN R AT Y TR M / E EAREEE ?

(iii) Is any of the siblings of the child suffered from any birth defect / congenital disorders, developmental disorders, genetic (iii)

disorders, intellectual impairments or autism?

ZRSUE AR T A RS KB - BETIRRE - BN - BT IRRESR E PAE ?

18. FOR ACCIDENT INSURANCE PLANS ONLY FUEFIR S IMEsRE &1 18
Do you and / or your Insured’s spouse, and / or any of the covered members have any physical defects, disability, impairment,
deformities and / or condition affecting mobility, sight, speech and / or hearing? If the answer is 'YES', please provide details.

SR | B2 RICHE 5 R | BTS2 R B R AT S HSHRES - 9K R - shia R /| siH MR 89 TE) ~ B - SiERaETI R | B
PEE? g 27 FEIRGLEERR -

O oo 0O
O 0o 0O
O 00 O
O OO0 O

If any of the answers to questions 5 to 18 is "YES", please give full particulars below by noting the question numbers.
S E S I8IHRE T - AEEEREE" - Ftule:

Question | Disease / Tests done Onset Date / Details of Treatment / | Date of Last Attack / Full name, address and phone number
REBE P | hebata Date of Test Done Result Consultation of doctor(s) or hospital
(attach reports if available e | BRI AR AR, | e | mR A BER AR A, L R R

A EAER S AT)

Declaration & Authorization

| / 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 | / 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 or levy (for Hong Kong policies), until this certificate is received by the Company during the life time of the
Insured and the Owner 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. (e) the correspondences, including notification letter & / or pending memo etc (if any), of
this application will be delivered to me via the Insurance Intermediaries, who submitted this application for my / our policies.

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 | / we have previously disclosed to AIA International Limited.

Important Note: Payment does not guarantee immediate approval of the application or at all. 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 and any required amount, including but not limited to the health certificate and full premium, as well as any outstanding levy
amount due and overdue (for Hong Kong policies), and provided that we accept and approve the satisfactory proof of the insured’s current health
condition and other necessary requirements are met to our satisfaction. We reserve the right to withhold, refuse and/or reject any application.
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Policy Number {RESSERS

RN/ BAVEH AR : (2) ERSEILFRRE B S A AR A/ BRI A B A . (D ARA/BA MR R AT R A LG B —
EEFIT SR MIIERE © AR N/ BRI AR (BB GRRA R (CUF—@ Ry “BAF" ) DUESRER R B AR - 21 iR RT - (iR
PEAEREEERAE T ERYHIES ~ FRETIRIE AR EESSC)T - SECREI N - IR RS o (O RN/ BRI SRR IS LA Z R A R A AEAERBRER A
HA R EEARHER T AT RAE R BT - LGS ~ SO IIRANRIE (el kB R 2 B PR e (R AR B AD) BAGRIMEEZES8T » (D)
ARN/BAVEGEELHGT ~ HEAR - SECRECHIIIN ISR FAHARE B FIRGHER, - GBI MR BRsRF S AR R A S L HEERT 5 - (o) BEHEHERRAY(E
%ﬁ%@%}&iéﬁgég/ﬁﬁ%@%ﬂéﬁ @) - EERSH AN/ AR AR R A BEGaE -

’ LUPHE
() EMIEIRREBEA AN/ Z RN REGIRTU SR RS TG BA A ROk B M R B R A A/ R ARSIR B ~ ML MB A FRIERARE
B T » BIEAR A/ ZRAFECEEERRES] - AN/ ZRAZEAN RN G ZISZE SN - WS 2 EABBIARRE A - b)Y BN
FISUTAA AR AT B B B A B LT > AN/ SR AEI TR B FRATAL B - AN/ SR A BERGIRDUHEI T BRSSPl > 1R R B A RS fe HL4
LA RARIIE SR EL © PR LB el - (HAANERGS - ISR kA R MRS ~ BEARIS ~ BT DiRERT - BUIW S A BB SIR RIS ~ 0%
AL BHENEEY) - B4 B T R LEYZ S B R -

A1 R A ARLRE > AN G FTEAEeRs RO o S ARTER B IR ERET ~ MAR ~ SECREIIRIBL L35 OR 35 BRI S0 - BRI ZOREGARE
%g*ﬁ&;t ' ﬁié’#ﬁﬁ?iﬁ‘%%ﬂ@ﬁ’:‘@?%ﬂﬂ%ﬁ?ﬁﬁl?EJTTX‘ EETE o 2. RN/ BAMEYIHE R B A BN /BB E R AR b (BRI AR Rl EERY
B Q) SE SR

EHERIE: A RE RSN AL - AR A0/ SIS s/ SRR CR g T B /S IR/ MR R 2/ IR AR S MR (LU A ) R
o AR A FZ ARSI B e R - AR RN ERGEENE - 2WRE » KR SCamARE < e e (FBREEM) - IR
INFHERRHHEZ IR AR REIEERT - RHMATRE SRR - JTRIERARK - RAFREHEFIE - 5K/ SR G -

PERSONAL DATA COLLECTION AND USE

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

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 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.

A R EE e {5 A

AN BAMEZEAN [ FRATE R S B HAIAE A E R EEREBA( " AIAE A B RHICEEEEH | ) -

AN | BRAFVE A R [F) FE AE A R A Pk Bl & 20 BRI LT iR TS ~ AmBdsds G T E A B R B AN | BAMEk
AN | BRI EE B MR AR AIAfE A B RHEERE I EE e i - AR 1 BATAIR K FE R ERAIAE A ERHIL
SRR Pt H AYTL-TH OUEREAR A 1 FAMROE A B R B S (AN IR B AR T R 38 S P (AN PR BEA R P TRE 28 52 4 - ALAfE A
BRI EI B R AR A -

AIAfE A B RS EERE IR B ATRR A T A LU #EHE N EE - www.aia.com.hk > Sz aJ a2 F]ZEHY -

On
Signature of Insured (Age 18 or over) # MMH /DDH /YYYY&H:
ZIRNFE AR+ B L)
On On
Signature of Owner / Trustee #  MMH /DDH /YYYY4E Signature of Payor »  MMH /DDH /YYYYH:
(if other than insured, if multiple owners, all NN 24
owners need to sign) (if other than owner
FHAN I EEEAES [ZEIESESPN)
gﬁgf%ﬁ}\ IESARE A TEBEASETE
R

Download our mobile app AIA Connect to
manage your policy anytime, anywhere!
THAA [RBE | FHRERREAUEER
EIREHRE |

PLEASE SIGN & RETURN IMMEDIATELY BUT NO LATER THAN 14 DAYS 525242 BIEHMEARER AR PRER
PLEASE DO NOT SIGN ON BLANK FORM ZE7J4EZ8 FFRs F2ss
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