qI™

AlA International Limited

N\

(Incorporated in Bermuda with limited liability)

HEALTH CERTIFICATE

BEFHE
(Only Applicable for Wealth Series) (RBRARHME R )

Policy Number

Name of Insured Name of Owner

G

P3472013

REESRES ZRABSE FEARA

Area Code Agency / Broker Name Agent / Broker Code

B R EXEMER  KLER BB /KRR
Agency Code Agent / TR’s Name Agent/ TR’s Tel. No.
EREARIRI BB EBARES EEE | EBARBRES

TR Membership Number %X X & 825515 (A
(For Brokers only fE {442 )

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

‘ [ ]ANG

handle and follow up my request.

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

Please complete payor’sinformationforreinstatementoraddition of PBrider. Ml B iE 1R 3 2038 in 4 3% A R &P INE2 4 - SBIEBFARAEE -

Other Policies EfI{REE 3L (The following policies must belong to the same Insured / Payor T %I Z{R

B5/E

7R

BRE-ZRA/ARA)

Please tick the appropriate box for application of reinstatement
MEREEN, AEEENEERE LXR

[ ] Reinstatement %%
[ ] Redating TR A A

[ ] Reinstate Agent RFEEMEEE

Insured Name

ZFHRAHS

Payor Name
ARARS

Occupation Title

B

Exact Daily Job Duties
B BRI

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

DNEEBUE /[ EEZEB/ PR

*Delete if inappropriate &M & B &

Present height and weight
BEES/8BE

Height of Insured
FRAES

Weight of Insured
ZRABRE

Height of Payor
ARAES

Weight of Payor
TRABE

ft R /cm EXK* | Ibs &/ kg BRFF*

ft IR / cm EK*

lbs % / kg A fr*

Insured A | Payor fiRA
YES®Z | NOEF |YESZ | NOF
5. Have you ever been declined, postponed or accepted on modified terms for life, critical illness, | 5 D D D ID
medical health, tisability or accident insurance? .
BREBERFSR - % B8R SEIBIMBEHIEEIR - HEIR - BHNLHEIIMRER
1EREHRTR ?
6. Do you fly other than as a fare-paying passenger or engage in any hazardous sports (e.g. diving, | 6 g D D D
motor racing, mountaineering or 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. . .
LREESUNTHBERT (URRESHREERMBIERIN) REMRBKRES (0
Bk - BE - BLRER - RREAZ) 2 R AREFAENRZIMEEEEZES -
7. Did you travel or reside in other country for more than 6 months in the past 12 months? If ‘YES’, | 7 D D D D
please state details below: . . L o
EBRETEAR  BRAGINEMBEARKEREETBRBAMEA ?2M "2 - FREFMAER
Country(ies) BE1Z Purpose & & Duration 32 B B 5
Insured Z{RA
Payor {7 A
8. Do you smoke or have you ever smoked cigarette(s)? If ‘YES’, please state details below: 8
FRARESIZEERE 2 M 2" - BRTHIEHEFE O O O O
Average Daily Consumption Date ceased
BRFHRAS FIEBE
Insured ZRA
Payor 5% A
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 AlA International Limited.
Mzt AN/ RPBRPERRES 2 EREAA / RABERKADRBER)ERARDRENER (0F) T2HEF -
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PolicyNumberRE8gz#E | | | | | | | | | | |

Insured Z{&RA | Payor ffRA
YES® | NOF |YESEZ | NO&F

9. Do you have any existing insurance and / or concurrent application for insurance on your life? If | 9 g Q D D
‘YES’, please state details below:

CRECHREARETARE 21 2 ERTHEREE

Compan Policy Life Hospital Critical Accident | Accidental | Year of Policy
%1%%% Currency =i Income lliness Indemnity Death Issue
REEW | T | ARAR | BRRER | BINEE | BHARC | REZBRFH
Insured
—'—1
Payor
FRA

10. Have any of your natural parents, brothers or sisters before the age of 60 had cancer (e.g. breast, | 10 D D D D
colon or rectum, ovary or other types of cancer), diabetes, heart disease, Huntington’s disease,
polycystic kldney disease, stroke or any other hereditary disease? If ‘Yes’, please state details below:
CHBEERE  RPAKEAEATRUNDE HEE (P UE - EBREBE - DEE
REMEE) - BRF - OBF TREERKRF NEMEZEBR - PRASIIHMGESEERE ?
5 "R BT RIS

Relationship B3{& Disease(s) &% Onset age 7R3 F R

Insured SR A

Payor {45 A

11. Do you consume alcohol on a daily / weekly basis? If ‘YES’, please state details of weekly | 11
consumption below: D E E E
LREBRIGEHRHE M ‘" - BFRTIZHSEHHAE
Insured 1R A : Payor f$5XA -

Tick if applicable | Type |Amount (per week)| | Tick if applicable | Type |Amount (per week)

BETSMEVEE| BE | 88 (BEH) BETSMEVEE| BE | 88 (BEH)
D HB;%’ ___ can(s) i |:| ?E%% _ can(s) i
[] gg‘ __ glass(es) & [] g?g __ glass(es) &
] Sgﬁ’:g _ unit(s) Ef ] %,’J’/'g _ unit(s) Bz

Remarks &5 :

Beer: (1 can = 330ml) HH : 15 = 330 H
Wine: (1 glass = 100 ml) &% : 14f = 10027
Spirit: (1 measure = 30ml) ZUE : 1847 = 30=7

12. Have you ever received counseling, medical advice or treatment for any of the following? If ‘YES’, | 12
please provide full details of condition, dates and any treatment (whether prescribed or otherwise)
or complete a separate questionnaire.

LREBATHZEMAMESTHE - BEZAAZAR 2 "B @ FHEBEBERFE - BHARE

BE (BEEFHET) WHAENIUESSIEREZES -

(i) Any chest or respiratory problem (e.g. asthma, bronchitis, sleep disordered breathing (including | (i) Q g D
Obstructive Sleep Apnea), tuberculosis or other respiratory problem including nasal bleeding)?
§except influenza, coughs and colds that lasted for less than 7 days)

TAMBSIERAGRIE (fl : B SEEL - EiﬂEﬂ?Lﬂ&Faﬁﬁ (BIEHER 2= BE) ~ &%
REMTRBESHE  QFREN) ? RE ZRREBEFEOREXEBRL)

(i) Any heart problem or chest pain / discomfort (e.g. rheumatic fever, raised blood pressure, | (ii) D Q D
angina, murmur, heart attack) or other problem of the blood or blood vessels?
EROEBEFRPOER/TE (P BRERR - smE - &% - VBT - 0
BfE) - REMFESRMERRF?

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

EMELRGREE I (BERRIFRFTEE) - 5 BIEFBHM ; FAE - BERSULR
REFBRASRRE - BEER - RO MWHRRE - FERBHFARRRRE ?

(iv) Any mental or brain disorder or problem affecting the nervous system including depression, | (iv) D Q Q Q
schizophrenia, psychosis, anxiety, autism, learning disorder, epilepsy, paralysis, numbness,
dizziness, prolonged headache, loss of balance or fits?
EAREREBASINENYEERS  QENE BPSR  BBAE - £&8 -85

BBEE B B AU EE - SN - Efﬁ‘%i’i$1§fmﬂi% ? |
(v) Cancer or tumour, cyst, lump, growth or abnormal swelling? v

FEAESESE - BIE - B - BEYRTERER?
(vi) Any skin disorder, pain or other problem in your back, spine, muscle or joint, gout or other | (vi) g

physical dlsab|llty or condltlon affecting S|ght speech or hearing?

EAREEE - B8 B NARESERRE IR FH‘EE{‘&% SRR R EMEZE

BqA - ﬁ%ﬁﬁéﬁ*ﬂﬁ%éﬂ’ﬂﬁr’?

0o
O o
O o

13. Do you plan to attend, or are you currently attending or have attended in the last 5 years any | 13

hospital, clinic or doctor for :

LRETESRIE » ABNBERFREEAER - DARNBBES

(i) Investigations such as X-ray, scan, biopsy, ECG, blood or urine etc. (Except general medical | (i) D D D D
check-up, annual medical check-up and employment check-up with a normal result and without
any follow-up consultation or treatment)?
=L Bk - B OERRR C LEE - BORBRE ? BEARERLEFTEIE-
AHAZCAENPT S RRERABRER

(i) llness, operation or other medical advice or treatment not stated under any previous questions? | (ii) D D D D

SR BREIRR MR « MRS HRAR ?
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PolicyNumberRE8gz#E | | | | | | | | | | |

Insured ZRA | Payor {18 A
YESE | NOE |YESE | NO&F

14. Have you ever received, or do you expect to receive, any counselling, medical advice, treatment or | 14 D] D D D
any test(s) in connection with AIDS, HIV infection or any sexually transmitted disease?
EREBES  RITHBEIHEIBURF  HIVREREAEEEBEMERNERAREHE B
B RES AR

15. In the past 10 years, have you taken any habit forming drugs (including but not limited to marijuana, | 15 D] g D lj
amphetamines, ecstasy, hallucinogens and cocaine) or been treated or advised in connection with
your alcohol consumption or the taking of drugs?

RBETFR  BRECRBEH LBNER (BFEET AR - 2t - BEH - ROBR
AFA) RBERRE - RESJRAEYHEEZ0FIHE?

16. For female age 16 or above (REBAR+TNEEL EZzkM) 16

(i) Have you ever had any consultation or treatment involving female organs, or had history of | (i) D]
irregular, painful, or excessive menstruation or any other problems?
{g%g%iﬁﬂé%ﬁﬁFuﬁ%ﬁﬂé?z‘ﬁiii%ﬁﬁ CRBLAKHRERER  BERBRS - RHM

O s ¢

(if) Have you ever had, or have been advised to have investigations and / or treatment of the cervix, | (ii) DI
uterus, 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.)
LEERAERESR T2 F= WNE -RE - -NESIEEIBRER/FAE
WEEK - AREMRETRTFN - #FFASRE RERRRDE HRKARE - NHER
EXNEAEMAERKABE? (§ "R - BFW L EERERERIAUMERN )

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

;ﬁ;ﬁ:&&ﬁ [ER2hR | ﬁﬂ;}%—#l\'l{?:lﬁibuﬁﬁ%ﬁ T [EER REEE

iii) Are you now pregnant? If ¢ ’,
please state expected delivery date. ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ | ‘ ‘ i Q D]
LHRERDER MM 'R FEBEED- MMA  DDH YYYYE

(iv) In the past 12 months, have you suffered from or had disseminated intravascular coagulation | .
during pregnancy, ecto picpregnancy, hydatidform mole, miscarriage, termination of pregnancy (iv)
due to foetal problem or any other pregnancy or delivery complication not mentioned above?
BETZEAR  EREARZHEEEFESMMERNERM - S/ 2 - HEK - ABRE -
R HRBEMZ L RERH U LR ERRNEMER S EIRGEE?

O
O
O

O

17. For juvenile insured age 17 or below and apply for specific product(s) (RERR+E&ER | 17
UTzERAERBFIEEZE)
(i) Has the child had or been told to have or received treatment for, any physical or developmental | (i)
impairments or abnormalities or premature birth, sight, hearing or speech impairments?
FRABEABEE  IRSHNBEYATIIRERZ R  BREAER - FBHRME - X3
BE IRE BEQESEE?
(i) Has the child’s regular physicians identified any delay in the child’s developmental milestones? | (ii)
ZRAEAENTZELERTERTM/ WEEARETE"?
(iii) Is any of the siblings of the child suffered from any birth defect / congenital disorders, | (iii)
developmental disorders, genetic disorders, intellectual impairments or autism?

ERABNABERRDBEEMERRE - HERE - BEWRE  EHERNERE"?

O
O
O

18. FOR ACCIDENT INSURANCE PLANS ONLY RiB AR ZEIMERETE 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.

BR | RZREAS ; R/ EMZRKERSEEASRBERE - K - [B5 - BER/ REMARRM
FETE  RE  FEEIR/FEEME R BRMHEHFEER -

O oo 0O
O Oo

o oo
O o

If any of the answers to questions 5 to 18 is “YES?, please give full particulars below by noting the question numbers.
LHEESEE18EMER - MEEMER" " » iz
Disease / Tests done

Question | B / BERSE Onset Date / Details of Treatment / Date of Last Attack / | Full name, address and phone number
sgoE (attach ré orts if available Date of Test Done Result Consultation of doctor(s) or hospital
I B e BB A H FHARRNBRRER BERE/BYAH | BRIEDELESRE U REREFE

B EARERRE - WE)

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 AlA 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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PolicyNumberRe8st®g | | | [ [ | | | | | |

BEHERAE
FANIBMBAREE : (CHEEAFERZEZIHIABDAN / HMBEBEAFE ZAR » 0)ANBEMARNKREBLREAFIZERIATRIEUALE-—HAERGH
STERFIER - AN/ EMTBABRKBRBERF)ERAIE UTFT—EEA "S07" ) UEMENAFRME - M ERERA/  ETRIEBLEREHEFEN
R~ RERIREREN D » FoOREIEM - ATEWREEY - o)A/ EMHAEREREUELEARIRARBEACEREIREEATEFEARAERS TRERE
BN MR BREBMETEEAIRIARBERRERRELE(FBREEA) BEMELERD ° (AN / RPERGEIL RS  BR - EXENEEHNZ
Wz AERENARER  THEEBERARKERHPFEEIDETE - ) WFFEBENEN  BEBHER / RFRBAEE (1F) - FELEREAN/
EMEXEBRERBFNRRPAA  BHRHK -
BE  AALRE:
(@)EANEBRFEELRN | ZRAZREBERRRFESEDERRAACHERBAIEAEANZRADEZEE  AEIAT  AEATERFHEN - TEHE -
BMEARAN/ ZRARTHBRKESD » MAANZRAZERAREZATSSHEEEIR - WREE 2 EARBAEBEN » (D)ELARAREMERTHGELER
18T BAAN/ZRAETHIZ 2BETEIONE  WHAA/ZRAZRERDETECRTE  FREEXFERARECEBENEHESE - WELRS
gg;g?&;mm EEEREBZMAER  ERE  BRFWELRE  BEFRIBRABRLRNIRZHFS RERBATRRAEY - S0 BHTRELCED
SESLE-
i REEEATLEE - ADARMAERRERRE  RIABEERRARPF - HR > TRSUBMAENKRRSEEOEESEE - RENERIEEREN
CERRAERRSNETEIERIEAETAEEE 28N/ AMBEAEBREN\ 2 ERERA / RIFBELRKPBREEBR)ERDARENER(IE) T2 -
BEEER : OYRAETRERFREEIAL - AR ER/ALINM 2L FREARRE S/ IRINRE/ MR TREE/ MBREIMRE (UERERRE) B5E - #R
ARRWZEEMHRAFEEHE  BEETRAEEENE  2HRE  REMIHNRAMMAMEcRERE (FBREEM)  UEAQXTRARMEZRA
MERFRER  REMAFERE  FREREN - AATAREBENEE - EEK / HE MR -

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 AIA PIC.

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

e
BA I EOBEREA I BPCHERBEAAIABAERKERZRE ( [AIAMBAERKERHE] ) - KA/ KMEH
REAZREXRHFMAREQARFRUEMSZREMS GEIFENETAEAERRERAEA / BHAREA/
BN RESBRENEMER > ATRBAIAMBAERKEZHKRERFER - XA/ HFANBREERAIABAER
WEBHMBRENRFIEREZEAA / RANEAEREESE (WREEEFBER) RM (MREBERMER)
BIHNFAABAERINERARRNERAZA ©

AIABAER W EZ AN R AL T4 TH : www.aia.com.hk @ &A@ & A FRE ©

ool LJLL L]

Sg\ig{;%naktl%eé)flnsured » MMA DDH YYYY4E

(Age 18 or over)

(FET N\BEL L)

_ o LILLILL L] L = oo L JLLJLL L]
?égﬁniwr%%ig%r/ﬂustee » MMA DDH YYYYE (Si;%?ﬁgrteh:;F;i\)/:ér{;g;éfgﬁi) » MMA DDE  YYYYE

(if other than insured, if multiple

owners, all owners need to sign)
(HEZRA » MESEFEA

FEREAERES)

-

PLEASE SIGN & RETURN IMMEDIATELY BUT NO LATER THAN 14 DAYS :F#Z2#% I B NER4ARAIER
PLEASE DO NOT SIGN ON BLANK FORM iF7 T = &R/ IE L=

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