AlA International Limited

& (Incorporated in Bermuda with limited liability)
4 I P’ HEALTH CERTIFICATE
REFPS

(NOT Applicable for Wealth Series) (T E AR E R )

Policy Number Name of Insured Name of Owner

REESRED ZRABSE FEA®E

Area Code Agency / Broker Name Agent / Broker Code .'_.:I';
B R EXBEMER / KEEB BB /KRR

Agency Code Agent / TR’s Name Agent/ TR’s Tel. No. 0042071
EXEARIRE BXE  EBRRESR EXE | EBRRBEESR

TR Membership Number %X X & 825515
(For Brokers only #4842 /) [ ‘ ‘ ‘ []anG ‘ ‘ ‘ ‘

Remark: If the stated AIA financial planner / broker / IFA on this form is not my current servicing AlA financial planner / broker / IFA, | give consent to him/her to
handle and follow up my request.

Bt fEE LR DR MR EIRRR /KL B BB T RAANE A H MK R SO/ B IEMER - AARSMMEEWRERHER

Please complete payor’s information for reinstatement or addition of Payor Benefit rider. S1ER &R ¥ BB IN (T 3% A tREEPH In324Y »
RHEEMARARH -
Other Policies EA{REESEHE (The following policies must belong to the same Insured / Payor T 5 2 REEBRE —ZRA [ FFA)

Please tick the appropriate box for application of reinstatement |:| Reinstatement &3%

WMERBERN, FHEESNZREAE EX R |:| Redating EFT{RE H 8 |:| Reinstate Agent BB E %8
Insured Name Payor Name
FRAMES - N

1. Occupation Title

2. Exact Daily Job Duties
AER®

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

DRAIEBME ETER/ BRI

STATEMENT FOR COLLECTION OF INFORMATION ¥}k 5k 284

(i) This questionnaire collects health-related information solely for the purpose of underwriting which is a process for the Company to evaluate the health risk of
the applicants and decide the application results. The underwriting process that the Company adopts should be fair and reasonable, and the Company should
explain the application results if requested by the customers.

HEEREREEEENENEERRRZAR  MZRRADRTMEREAZRERARIAERFERNERT - AR AKANZRBRFEARNFSE  TE
HER P ERBIBAFER -

(ii) As the applicant, you are required to provide the Company with complete and accurate information requested in this questionnaire to the best of your knowledge
and belief. Based on the information provided, the Company may have follow-up questions or enquiries that require you to provide further information for
underwrltlng purpose.

ERBEA  BTEERAMAME  RABSHERAADARETEREERNER - ARRARBFATRENEN  TRSRERENERESAMEZET
rE— *ﬁfﬁﬁﬂu{'ﬁﬁﬁzm °

(iii) If there are any changes to or updates of the information provided in this questionnaire after the time of submission of this application and before you receive
the Policy, you are required to notify the Company in a timely manner.
EETERZXARBREZETREIRENNWPRERABE PRENENFEMARERES  BTEEREBHAAT -

(iv) Even after an insurance policy has been issued upon successful application, the insurance coverage for you may be affected or the policy may be terminated,
voided or rescinded, or claims may be repudiated by the Company, if you have not provided the Company with complete and accurate information to the best
of your knowledge and belief according to (ii), or if you have not notified the Company on any changes to or updates of the information in time according to (|||)
EMEE R IRRAIESBRE - FET AR (i) IASHAAMEALAARRHEERERNER - FRE (i) FARERNEMRERERMR 2B
ART - BTHRBRETE %&EU%% AR IRAREE AL - AFEEBSE B RARE - IBBERE -

a

FTor Med|cal oroducts (Hong Kong region - including VHIS and non—VHIS basic plans or riders) g% an
REESIE
Please complete Miscellaneous Information, Part A— General Information and Part B—Health Information

AEHBREER - FR-EXERRCH-REEY

For other Non-medical products (including Life, Critical illness, Cancer coverage etc.) E A

Please  complete Miscellaneous Information, Part A— General Information, Part B—Health Informatlon and Part C —Supplementary Health Information
FEBREGR  PR-EASR 2B RESNRAD-KNEEEY

*Note If Applicant applies for Payor’s Benefit or Critical lliness Payor’s Benefit, please complete all questions on Payor.

IR BERRBVRAFSRERTRAFNBRE - BEBAEBRMMIRA ZRHEE -

. Insured | *Payor
MISCELLANEOUS INFORMATION 3#IR# ¥} : BEA | HEA
4. In the past 12 months, did you reside outside of your residential country or region for more than 6 months? YES| NO | YES | NO
EBE1EAR - ﬁE'Eﬁgﬁmwmlzdztﬂz@_g%m,\@ﬁ ? 2l 5 |2|=®
If 'YES’, please state details below: fi§ EIRMEAER
Country(ies) / region(s) Reason(s) of stay Duration 4 D D D D
ER /@ EEREA EEREA

Insured ZRA

Payor {3 A
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PolicyNumberRegszs | | | | | [ [ | | | |

Insured | *Payor

BFRA | HERA
5. Do you have any existing insurance and / or concurrent application for insurance on your life? (exclude policy in YES | NO | YES| NO
AlA International Limited) B | & | B | &

LRBERECEAREERFEMAMRE (FEERDRBRER)ERATZRE) ?
Remark: This question is only applicable for the coverage of Life, Critical illness, Hospital Income, Accidental Death and Accident | 5 D D D D
Indemnity, no disclosure is required for other coverage

e LREEEEARSRE - fK - ERAR  BEAETRENBENRERD - AtbRERFEFTELKRE

Company Policy Life Hospital Critical Accider_1t Accidental |Year of Policy|
ERAT Cuﬂr:ency =pa Income lliness Indemnity Death\ “Issue
REEH e FEBREAR FERIRR BINEE BT |REZBFH
Insured
FRA
Payor
A

6. Have you ever been declined, postponed or accepted on modified terms for life, critical illness, medical health, disability or
accident insurance? 6 D D D D
LZREBERFSE - ok - BE - BRABIMREFWIEESR - BESR - AHTEMRERBEREHERR?
If “YES”, please provide details:
i ‘B EIREES

Application date (year)| Type of insurance Final decision and

oy ’ the reason of the decision
HERE (F147) RIsEE R R T H R

Insured ZRA

Payor 5% A

PART A—GENERAL INFORMATION B —E&& ¥

Insured Z{RA : *Payor “f¥FA
7. Height & : Weight B85 : Height &5 : Weight B85 :
D feet/ R inches / I D pounds (Ibs) /& D feet/ R inches / I D pounds (Ibs) /&
centimetres (cm) / [EK D Kilogrammes (kg)/ A fr D centimetres (cm) / [E>K D Kilogrammes (kg)/ A fr

8. Smoking habit RIEZ R
Do you smoke or have you smoked in the last 12 months? 8 D D D D
BEREREREBE12EA NG ERE ?
For the purpose of this question, the meaning of “smoking” includes but is not limited to cigarettes, cigars, tobacco pipes,
chewing tobacco and the use of nicotine replacement products (such as e-cigarettes)

[RE ] ZUHRMENERFEETRNEE - Sh - B3  BERERELNTHZHER (HINEFE)

Type of tobacco product Quantity of consumption

BEERER REMHE

Insured ZRA

Payor 5% A

9. Alcohol consumption BRif
In the last 12 months, on average do you drink alcoholic beverage for more than 3 times in a week? D D D D
EBE12EAR  ARATHEAKAERRRABAIN ?
If “Yes”, please provide additional information:

%2 mEgEsEN:

Type of alcoholic beverage Quantity of consumption
RANE

ERERRmIES

Insured ZRA

Payor {3 A

10. Taking of drugs not prescribed by doctors [RAKEBERF ZED 10 D D D D
In the last 5 years, have you used any drugs (excluding dietary supplements) which are not prescribed by doctors (including
habit-forming or recreational drugs such as cocaine, ecstasy, heroin, methadone, anabolic steroids) for a continuous period of
more than 1 month?
EBESFR  BERAREEBIEACARCEEES &Y (BERBUSUHESEY ST FE - BEH 88K -
XD - EEHEERE T EREERTM) ?
If “Yes”, please provide additional information:
B RO ERHEZER:

Duration, frequency and
Type of drugs quantity of consumption

REYEE RERERE  ARERDE

Insured ZRA

Payor 5% A

11. Have you engaged in the following activities within the last 12 months or will you engage/ intend to engage in the following activities

within the next 12 months? 1
ERRERBE12EARARETEARRI2EARSEUTES ?
a) any hazardous sports or activities (such as diving, motor racing, mountaineering or rock climbing, parachuting, sky diving, (a) D E D D

hang gliding)
EAERIEER SRS (Flan Bk - BE - BILIRER - B - 52 - BEBART) 2
b) flying activities other than as a fare -paying passenger of a licensed air service operating within recognised scheduled routes. | (b) D D D D
RITED (TEEUANERE SN REHEEERMFHIZE LR AT E R IRE)
If “Yes”, please provide additional information or complete a separate supplementary questionnaire.

s RO ERHEZERRSZIMEBTERZBS o
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PART B—HEALTH INFORMATION Z#B — f@ B &= ¥t
Note for applicant(s): Questions of Part B do not require the applicant(s) to disclose information regarding the medical conditions or treatments below —
Cold / flu / sore throat, gastroenteritis / food poisoning (fully recovered), indigestions (no investigations required), acne, muscle sprained (fully recovered), thrush,
routine scan / blood test for pregnancy (normal result), routine cervical smear (normal result), routine health check (normal result), preventive vaccination, Hormonal
Replacement Therapy (menopause), infertility treatment or uncomplicated pregnancy, myopia / hyperopia / astigmatism / presbyopia.
HEAZRA : BENCHEEREUT RERLIAE —
BE/BE /R BEX/ 'RYHE (EFR) EEFR (BFERT) 22 IAERE (BE2R) - BOE EREAFHE/ MRER RBERER)
ERTERARZARE (RBRERER)  EHREERE REARER)  BAHRE AREZERGE (EFH)  TAARIKRZERBREFZNEZ
R ER B T e
12. Have you ever been diagnosed with any of the following diseases or medical conditions? Insured *Payor
CRERRED TARFREERR ? REA | HRA
YES | NO |YES | NO
2\ 2| &5 | R |5
(a) Cancer or carcinoma in situ SEAE S R = (a) D D D D
(b) Brain tumor R 2BHEAR o (OOO|0O
(c) Heart disease {UMEHH (c) D D D D
(d) Stroke (including transient ischemic attack (TIA)) & (BIEEEMEMERM - B8 [/)FhE] ) (d) D D D D
(e) Hypertension 1 I Bk (e) D D D D
(f) Diabetes mellitus or impaired glucose tolerance ¥ERAS B EFEM 22 (f) D D D D
(9) Kidney disease B (9) O D D D
(h) Prolapsed intervertebral disc or degenerative spine conditions #8828 e B #ER L MR R (h) D D D D
(i) Diseases or medical conditions requiring a medical device or prosthesis to be implanted within the body (i) D D D D
FEEABEERIEZRNERFRZEMRR
() Human immunodeficiency virus (“HIV”) infection ABRENRZHS (FLHHRS) B (1)] D D D D
(k) Congenital conditions (medical, physical or mental abnormalities that existed at the time of or before birth) (k) D D D D
ERMERR (ERHERRZAEFENEESE  £BGBEH ENER)
() Physical defects, impairments, deformities, and/or conditions affecting mobility, sight, speech or hearing ()] D D D D
BERME - TRE  BE - R/RFEFDED - B SEEOREONMRR
(m) Mental health conditions (such as depression, anxiety, schizophrenia, eating disorders or bipolar disorders) (m) D D D D
BHEERR (FIie SR FUIR - RRAANRINEE)
(n) Hypercholesterolemia or Hyperlipidemia 1= i&E B2k =, S ML AS AiE (n) D D D D
(o) Liver disorder (such as hepatitis B or hepatitis C (including tested positive), fatty liver or cirrhosis of liver) (o) D D D D
s (PIMZBRARAEFTR (BFNAZBERE) -~ BRHFRITEL)
(p) Multiple sclerosis % Z P RE{LIE ) D D D D
13. Do you currently have any of the following diseases or medical conditions? 13
B AREBE T IRBREEMRR 2
(a) Hernia i (178 [MBR ) @|O0O0O0
(b) Breast lesion (tumour / mass / lump / cyst / nodule / growth) $LER% (JEfR /1850 / B850 / Fe0E / 4560 /18 4) (b) D EI D D
(c) Uterine or ovarian lesion (tumour / mass / lump / cyst / polyp / nodule / growth) (c) D D D D
FTERINERE (BE/ER/IER/ BIE/BA/ E86/154E)
(d) Benign prostatic hypertrophy R AT 5IARIEAR (d) D D D g
(e) Gall bladder stone or urinary stone (renal stone, ureteric stones or urinary bladder stone) (e) I:I D D I:I
[EEASMRESE R (BEA BRESADERER)
(f) Cataract, glaucoma or retinopathy EREE + & X IR 1R AEFEE (f) D D D D
(g) Arthritis or other joint disorder BAE % = H th B &I R 5 (9) D D D D
14. In the last 5 years, have you ever had or been advised to have any regular or ongoing (such as monthly, every 2 months, 14 D D D D
half-yearly, annually) follow-up consultations or medical care with a healthcare professional (such as specialist doctor,
physiotherapist, psychiatrist) for any disease or medical condition?
EBESFA - LREOEKYIWEZERRHE (PINEA - SMER - B¥F  8F) AEMERRIRERNIEZHREEA
8 (PIINERIEE  MIEHEM - BHREL) NIREDGREREE?
15. Inthe last 5 years, have you been advised by your doctor to take any medications (such as to be taken daily / once per week / as 15 D D D U
needed as directed by doctor) for a continuous period of more than one month?
EBESFR  CREBHREBLEESTEY (PINRBLEETRER/SE-R/EFERN) RASPBRB1EANESEY ?
16. In the last 5 years, have you been admitted into a hospital?
e3ic) ﬁSiWy ‘SEE%){E%F‘D ? i 1° D D D D
17. Inthelast5years, have you undergone a surgical procedure (including endoscopy or biopsy) without being admitted into a hospital? 17 D D D D
EBEFR  BREBEHFERBEITEINESF (BEARERTUEAEMLER) 2
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PolicyNumberRegszs | | | | | [ [ | | | |

Insured *Payor
BREA | HRA
18. In the last 5 years, have you ever had or been advised to undergo investigations (such as blood or urine test, ECG, X-ray, YES | NO | YES | NO

ultrasound, CT scan, MRI, PET scan, HIV test, Hepatitis B test, Hepatitis C test)?

E%ﬁ%sfﬁw  BRAEGEZHSWEREZRSE (flnsm - BK - 0EE - Xk
R - ZERPFOAE - REFLAR) 2

If the answer is “Yes”, do your investigation result(s) include the followings ?

MBERE ‘B - CHRELRITEETINER ?

Normal test result is advised #F 4 R IEH

b) Abnormal test result is advised &5 EREE

You are still awaiting test / test result & [F SR 1@ 4 R

Test result is inconclusive or uncertain (retesting or follow up test is required)

BRRERBBERRTRE (FEEHNE— SRR

Medical advice has been sought or treatment is required for the test result (such as liver cyst / brain cyst / joint degeneration

or calcification / lung or breast or thyroid calcification discovered on imaging test, that may not require immediate treatment)

PRBLERCESREEERNFEET AR (N —LRAFZNEERWIERMTEE / KEE/BHRIHEL/

AR SAR R B R AR S 3L Sk R R AR H IR 851k )

BB BIRE  BOLE FETRE . | 18

] |
O m
] |
1 |

(a)
(b)
(c)
(d)

0 Oorcd
O OOo0Od
0 O0O0d
O OOo0d

(e)

19. Apart from anything you have already disclosed, do you have any of the following conditions?
BRTESEBENERIN  BRBETIIER?
(a) Abnormal bleeding (such as vaginal bleeding, rectal bleeding, nose bleeding or coughing up of blood) for at least one month
FEFHM (FlmeEHm - F - REMmZMm) =20 —{EA8
In the last 1 year, you had or have been required to have follow-up consultation with a healthcare professional (such as
specialist doctor, physiotherapist, psychiatrist) for any medical condition or sign and symptom
ERE1FR  ZETARERNAFHARERECES AT ERZEXREAS (FINERELE - WIEAREM - B8
BaE) MIREDR
(c) Other medical conditions or sign and symptom (such as lump, headache, persistent coughing, chest pain or epigastric pain)
that you are seeking or intend to seek medical advice

Hitf AR Sm B AER (BIANESR - 5878 « IS - AR LIER) MEETRTESRERZR

19

O
O
O
O

(a)

(b) (b)

(c)

20. [For insured children aged 6 or below only REARANBRRLUTZZERE]
Was the insured child born before 37th week of pregnancy and / or born with body weight less than 2.5 kg (5.5 Ibs)?
FRABREMEREITEAILAE » R/ RHERBEDLR250T (5.58) ?
If “Yes”, please provide additional information:

4 43"

B R O ARMHEZER

20 [

(i) Atwhich week of pregnancy was the insured child born?

ZRAEEZHW—EHE?

(ii) Body weight at birth
HAEREE

E More than 37 weeks Z 378
] 3237 weeks 32-37:8
[] 28—31 weeks 28-3138

More than 2.5kg (5.51lbs)
ZW25A (5.5188)

D 1.5—2.5kg (3.31—5.51Ibs)
1.5—252f (3.31—551%)

D 0.751—1.499kg (1.651—3.3Ibs)

0.751—1.499AfF (1.651—3.3%%)
Less than or equal to 0.75kg (1.65Ibs)
ZREDR0.75AF (1.658)

D Less than 28 weeks A28

21. Atyourbest knowledge, have any of your parents or siblings by blood been diagnosed with any of the following diseases or medical

conditions at or before age 60: 2

BB BB EXSR R BB KRB B RATRIUAEEDS T IRBRREREARR

(a) Cancer BIiE (a)

b) Coronary heart disease &M% (b)

c) Diabetes mellitus ¥EFR 5% (c)

d) Motor neuron disease & E) # 4 TR (d)
Multiple sclerosis % 3 4@k fiE (e)

f) Stroke /& (U]
g) Parkinson's disease & AE (9)
h) Hereditary diseases - including cystic fibrosis, familial adenomatous polyposis, Alzheimer’s disease, familial cardiomyopathy, [ (h)
inherited blood disorders (hemophilia, thalassemia, sickle cell disease), muscular dystrophy, polycystic kidney disease or
Huntington’s disease.

BEER - BREEMAEL  REEXBRERF - DIOBHMKE - RREOIE - BEEMORE (AR
J|OIREM) -~ NERE - SEMBRRT T EEHE -

If the answer to any of the questions of Q21 is “Yes”, please provide additional information:
EE2EAM-ERECERE ‘B BERUEzER

Which disease?

RS ?

OO
ENEEEEEE
EEEEEEEE
OO0

S HHEE M

Which family member?

MBS 2

Onset age of disease
TR
D age at or below 39 (395 L T)
[ ] age 40-49 (40-49%)
[ ] age 50-59 (50-59%%)
[ ] age 60 (60%)

Insured Z{RA

D age at or below 39 (395%E A T)
[ ] age 40-49 (40-49%%)

[ ] age 50-59 (50-59%%)

[ ] age 60 (60%%)

Payor 15 A

00042071---7
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PART C —SUPPLEMENTARY HEALTH INFORMATION: Insured | *Payor
PI B — PR bnfR R #: BREA | RA
22. Have you ever had: NO [ YES| NO

mREREE 2 £
(a) Any tumour, mass, cyst, nodule, polyp, lump, growth, or abnormal swelling? (a)

1EAIRESE - W3R - BIE - 45E0 0 BB EIR AR FIERER?
(b) Blood disorder, such as anaemia [ & » fla0& M (b)

(c) Sleep disordered breathing (including Obstructive Sleep Apnoea)? (For Payor and / or Insured age 16 or above only)
RIS (BEERZESE) (REAMIRAR/ETABRUALZZRA)
(d) Spinal or joint disorder (including back pain, neck pain, fractures or gout) ZHREEHHFE (BESRE - B - BFER)

(c)

(e) Thyroid disorders FHRIRE T (d)
(f) Eye, ear, nose or throat disorders (Do not disclose for allergic rhinitis, astigmatism, short sightedness, long sightedness or (e)

presbyopia) BLEE + B4 - BSENAR (RS BUE R - ERRELEBELSE) ®

) Nervous system disorder, such as: seizure or epilepsy ##& R &5, Hla0 : HhiEsEMN

h) Respiratory disease such as: asthma, bronchitis, tuberculosis (Do not disclose for influenza, coughs and colds that lasted for ()]

less than 7 days) FIRFLERR, flan: Bin - TREL - EZ (RE - ZRRBEFELINEREETELHR) (h)
(i) Stomach or intestinal disease, such as gastritis, haemorrhoid B Z s IBfEZF @ flw - L - FF& (i)
() Skin disorder &7 & %8 (1)]

(k) Female disorder, such as: menstrual disorder, abnormal pap smear (For female age 16 or above only) Z¥5&5% » a0 : A& | (k)
B EEREK (REART AR Lz Z1MH)
(I) Prostate disorders (For male age 41 or above only) BiZIAR%&R (REARN+—RRU L2 BH) ()

For juvenile Insured age 17 or below and apply for specific product(s) only:
REARTEERLUTZERAERRFEEZ;E -
23. (i) Has the Insured had or been told to have or received treatment for, any physical or developmental impairments or (i)
abnormalities or premature birth, sight, hearing or speech impairments?
ZRAREBEREE  IRESHNBERETIEBEEZ AR QEREER - SERE - XIRE  IRE - BEBIES
PEHE?
(i) Has the insured's regular physicians identified any delay in the insured's developmental milestones? (if)
ZRANEIDBERTERTEZRATEABELE?
(iiiy Is any of the siblings of the insured suffered from any birth defect/congenital disorders, developmental disorders, | (iii)
genetic disorders, intellectual impairments or autism?

ZRANABIBRREBEETERERE - HBER - EELRR - EHERRAEE ?

23

0 |0 00000 OO0 OO0 O |w§
0 |0 00000 OO0 OO0 O |«
] |0 00000 OO0 OO O

0 |0 00000 OO0 Og O |«

L] O
O
L] O
] [

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

BRARKE 22K FRADRUMNEEER > & [EEE | FEE - 24

24. (i) Are you now pregnant? If ‘'YES’, please state expected delivery date. (U] I:, |:| I:, |:|
ERERBEZ M ‘R FEBEEED-

MMA | DDH YYYY S

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

BETZEAR  ERECEZBEAIEEEMOERNRND - /42 G5 ABRE - EERHRBEMLLEZ SR
BLER B 1R R (Y E AR 2 ST IR O BE 2

FOR ACCIDENT INSURANCE PLANS ONLY S@E AR E MRS 25 I:, |:| I:, |:|
25. Have you and/or your Proposed Insured’s spouse, and / or any of the covered members ever been diagnosed with physical
defects, impairments, deformities, and / or conditions affecting mobility, sight, speech or hearing?
If the answer is ‘YES’, please provide details.
%ﬁ&k/ﬁﬁﬁmﬁ FRISEMZRRERTERES TRRE - TE2 B R/IPEZHEED 8D HEEIRED
YRR ?
fid “B" - EREFAER

If the answer to any of the questions 12-19 and 22-25 is “Yes”, please provide additional information as applicable —

ERN2E1VRRBLEBREMA—AMBEZERS ‘& & HEEANMBERBESTH -

Question
BB

Disease / medical condition

RIm | R

(a) Investigations that have
been performed
CETHRE

(b) Date of such investigation

EEBRERY

(a) Treatment that has been
performed
EEITHAR

(b) Date of such treatment

BERERH

Date of last follow-up
BEEZSHY

Present condition

]’

Name of doctor and name of

Hospital, where applicable

BEMERERER
(3@ )

Remarks: Please provide information as detailed as possible (e.g. provide year and month if exact date could not be recalled) for the sake of fair assessment in underwriting.

B FRERMERZEN (PINEREEEREANNERTREFORAND) UEEHQIFRRRE
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Declaration & Authorization

|/ 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) | / 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.

I, the Insured, have been informed by the policy owner that the Company will collect, use and disclose my personal information for the purposes necessary to process the
application for the policy, to investigate, to settle claims and to administer the policy once issued to the policy owner. | have read the AIA PIC and agree that the Company
will collect and use my personal data and any information relating to me in accordance with the AIA PIC. | consent that the Company will transfer my personal information
to the type of transferees as set out in the AIAPIC.

Furthermore, | hereby irrevocably authorize

(a) The Company to enter into arrangements with Panel Network Providers to provide specified medical services to me / us (if and as applicable).

(b) anyorganization, institution, orindividual thathas any record orknowledge of my/the Insured’s healthand medical history orany treatmentoradvice and thathas beenormay
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.

(c) TheCompanyoranyofitsapprovedmedicalexaminersorlaboratoriestoperformthenecessarymedicalassessmentandtesttounderwriteandevaluatemy/theInsured’shealth
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.

(d) The Company to access and use my / the Insured’s information in the Company’s record to verify my / the Insured’s information provided in this application.

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.
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.

BEHERE

FAIBMBBARER : BHELRFERBEZFABDRA/ BMABRBLEFFEZAR - O)AAEMRREALREFNEBARZALREALE-EERY
REEMER - AN/ EMTAABEARRER)ERAT UT-EER "B27" ) UERERRERKRE - 0 ERENTA - (EARBLEEZAERE
AR ~ FRFEMIEMREN D - EREEM » TRREER - AN/ HMARERFEZASTLVARZIRARSEACEBERREEATNEEAERT ATIRE
RER D MR - EXREMETEEACKRIARBEIRESIREMB(EBREEM) BEMELERD o (AN HMEFEILRE - SR - EoRSUMEBH
MR ZAFREERARER - TEEBREARKRERARFEERPEAE - o URBFERANEN - BEBNER/HFREFNESE (WF) - FELER
AN BMEXBRREFFORBINA - BREHK -

A ZRA CHREFEAMSAEHEEQARBNRE - EARKEAANEBEAGR LR NWAERERERT B BRAERSANEEERTRERAA
HRE - FACKERBEFAAMEAERRERAMLENEFEREATDVEUREREATANEAERRBREANEMER - RARZEATEERRAN
BAERTFAAMAAERKRERAFMBNERFEA -

BE  FALRE:

(@) EQRAAFRA/EMNZHEERAZARRBREAEETEEZBERYE (MER) -

(b) EMHMERFEEAN I ZRAZRERRRBEREMERLARCERERRERAA ZRADGZIEE  ABHAL - ABARNERREEN - THEHRE -
EMEARA I ZRAETREBERED - AN/ BRAZEEARBREATEZHREEOR - WREEZEXAHBEIAEBEY

(c) BARREAEARTHEBESEBAN XA/ ZRAETHFTZEFTERAR - AHEAN I ZRAZRERRVETELRTME - FREERFERER
B ABNEESEE - HEBRESRE  BXTRRY - BERREEZMELR - #R%  BITHEAE BEFRIBRABRZRNIRZHS - RRRAKLE
HEAEY  Fn - BHTRACENZEEBSLR -

(d) EQXREFRMERAA/ZRAEEATDDHEPHERRBERAA / ZRALLRBHRENES -

L REEEARLEE  ADRASMERRERRE  RIABEELRRPF AR EXSEMMNERRREEENEESE - RENFERIGEEREN
EERBRERRENETHIERIFZETIEERE -

BEEELE : CARAUTREBRFREIAZ - B EXR/ALNMNZL / EREARIBE B/ IBINRE/ MERTREE/ BBREIMRE (LUERER®E) RF - #R
AARUZEEXHRAFSE  BEEFTRMEEERE  2HRE  REMIPRAHHARYEZRENE (FEREER)  WEADTBARMAZRA
HRERRESR  REMAFTERE  AREREN - AR FREEFHE - BB / ABEEMHE -
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PolicyNumberRe8st®g | | | [ [ | | | | | |

PERSONAL DATA COLLECTION AND USE
| / We confirm that | / we have read and understood the AIA Personal Information Collection Statement (“AlA 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 AIAPIC. | / 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 AIAPIC.

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

BAERKREREH

BN BMERAAN I RMEHERAOAABAERKEZS (AIAMBAERBERSR] ) - &/ RMEHA
REBEARFEMEIEQXDTHUMEALTERERS FRJIFANEAEAERREAREA / BAHAKRA/
BRANREIRENEMER - TREAIABAENEERARERER - XA/ RANEREIFAIABAER
WERAMLENBEFERERELAAN / RMNEAERZEEE (WREEFHBER) VR (WREERMER)
BHTFAABAERBEZARMBNERFARA

AIAAE RN ER AN S RA TR AT HELE TR © www.aia.com.hk @ R A @ & A R R °

ol LJLLJLL ]

Sg\i?%nakt%%e%oflnsured » MMA DDH YYYY4E

(Age 18 or over)

(FER+N\BRRL L)

, ol UL L = ol LJLLILL LT
%ggiir% %fE iv;érg%'/ Trustee 7 MMJA DDH  YYYYF (Si;%r':ﬁteurrt?m g:: F:;w:ér{;{;]?;é%ﬁ;ﬁﬁ ) B MMA DDE  YYYYHE

(if other than insured, if multiple

owners, all owners need to sign)
(HFEZRA - MEZEFEHA

FEREAREES)

N
A

PLEASE SIGN & RETURN IMMEDIATELY BUT NO LATER THAN 14 DAYS 5% 2% B NEMMARNIER
PLEASE DO NOT SIGN ON BLANK FORM B E B Rk L=

Download our mobile app AIA Connect to
2 manage your policy anytime, anywhere!
THAIA [REE | FHREARUEER
EEEIRE |
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