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AlA International Limited
(Incorporated in Bermuda
with limited liability)

STEPUP MEDICAL PROTECTION PLAN APPLICATION

FORM [E&ILE | BRiRETEIIRIREEE

FOR INTERNAL USE ONLY R#tpnEpis

Policy Number Agent Code & ¥ B 55

Agent Name Z #8258

Agency Code &4 B 4 BIim3E

|:| Agent

[ Ipcase [ |Non-DCase ] Normal Med uw

[ ] cs Verified 06502010

IMPORTANT NOTES EE}5~

- You have to disclose in this application ALL material facts, which shall
form the basis of our contract, otherwise the policy issued may be void or
voidable at the option of AIA International Limited (the "Company"). If you
are in doubt whether a fact is material, please disclose it on the
application.

-You are advised to pay premium by crossed cheque payable to "AIA
International Limited".

- Application with Applicant other than Proposed Insured needs to complete
question 1-14 only.

AT REE LER—VIEHCER, FAEMIAFRE B AR
RE(RA)ZEHNB NS LERLIRE, TRIAQREEMERZR
BEEHEY. METEER—HRETEE, WHKEFEALRFELR
.

EEBUBIR T EHMRE, HREEE [ B RE &R BRAF ] .

Jil3

RFALIEEZRA, BFEATRESREL14.

Please complete all relevant items carefully and mail to AIA Corporate Solutions, 12/F, AlA Financial Centre, 712 Prince
Edward Road East, Kowloon, Hong Kong (Please mark “StepUp Medical Protection Plan” on the envelope)

HNVAZRERTBEEEBNEATERTI2EABAESHDOIERMEREHE (EHEEER [ Z0E | BRRERE)

Applicant
PERSONAL Proposed (when the Applicant is not the Proposed
DETAILS Insured Insured)
BAZH : EZHA BARE

(e EEE AEESZ R A)

1. Have you been insured by StepUp
Medical Protection Plan / Journey 0 ves 2
Protect Medical Plan before?

EEBEA [ L8] Baeeigy | L No®
[ T2 {RERIRRE 1157

(This Plan can only be purchased once
per lifetime. Therefore, it is not suitable
for clients who purchased StepUp
Medical Protection Plan/ Journey
Protect Medical Plan before)
(tETEIE%E R ATEE—R. B S
MEAREHESR [ L 0E ] BERE
sHEl/ T2RRBEREIZER)

This field is only applicable
for Proposed Insured

HRABRAREZRAES

2. Enrolment Period:

(If you are AIA group medical scheme
member, please answer this question)

[J Within 30 days since joining AIA group medical scheme
BAREH: A2 AR EBLE A RS H B30 R N

(yzh —EFERERRETIEE, & [] Within 30 days since AIA group medical scheme anniversary date
I LA AR DR RAE A BIR B A 4 H 230K

[J Within 30 days prior to the termination of the membership in AIA group
medical scheme
(End of AIA group medical scheme date: )
RAFBEREEERET SRS 2L ARIB30RMN

(RSB AR RIRT BRI B

)

[J Within 30 days prior to the birthday of age 65
65 AT30R A
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Policy Number {REg 315

3. Name of Company:

UNGIE4 -4

4. Group Policy No.:
W ES{REa/mER:

5. Member ID No. (10 digit number
shown in the group medical card):

MEMmE (FEEEET RN
¥

6. Name in English:
BHEE:
(As shown on HKID card, use BLOCK
letters)
(UEESNERE, BRAEIEKER)

7. Name in Chinese:

R HE:

8. Relationship with Proposed Insured:

BEZRAZHE:

Self / Spouse / Children
AN/ BB/ FE

9. Sex:
5 ] male B4 (] Female &% (] Male B1% J Female «it
10. HKID Card No.:
BASNESRS:
11. Nationality:
B
12. Date of Birth:
HERE: Age Last Age Last
--- --- Birthday --- --- Birthday
MM B DDH YYYY£ BEEL MM A DDH YYYY#| gEesm
13. Marital Status:
IEIRARR: ] single k& [0 married B [ single ki& (] Married B1&
] widowed 888 [ Divorced & [] widowed % [ Divorced &

14. Applicant's Correspondence
Address & Contacts Telephone

Numbers:
FHFE A BRI L & EEEERE:

Flat / Room =: Floor 12 Block FEZ(:

Building / Estate Name AE/Bif&H:

No. & Name of Street / Lot No. 82 & SEE/ L SEE

District / Country (& /B :

Telephone Numbers E:E5EHS

Mobile Office
FIREH: ALk
Home
fE=:

I:I Apply for Internet Service "AlA e-Advice"
7 [ R EFRME | 4 LR

Email Address

EERHAL
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Policy Number {&&8

B

DETAILS OF INSURANCE APPLIED FOR 1% {RER:EEH ¢

15. Currency Er#&:

M HK$#ET

16. Mode of Payment #& A=

[ Annually 444 I Monthly B #5*#

* Direct Debit Authorization Form or Credit Card Deduction Form must be completed and sent to the Cashier Office of the
company. (Monthly mode autopay via bank account or Credit Card Account. Non-monthly mode autopay via bank account or

company designated Credit Card# Account)

For monthly payment, Applicant is required to pay for the initial 3 months premium.
* HAREETITRE

}5II! IF A SR B AR IR IR TP AR AR E ZRITIER F450)
£#28 www.aia.com.hk > E}iiiﬁ > {%ﬁ%ﬁﬁﬁ > BENEERNAY AR
Hﬁ%ﬁ%z ATRBIEE R Z R

# Please visit www.aia.com.hk > Customer Support > Premium Payment Channels > By Autopay for details.

=Fﬁ+?ﬂﬁz’ﬂ%]ﬁ§2l§!$’\7%§){‘ (AMREFTRRERRITPORERF+

17. Plan Name:

AR

Basic Plan A& {RfE*

R . _ O plan 1 5t81—
For non new joiner of AIA group medical O plan 2 28—
scheme applicant, higher plan selection an A : -
than original group medical insurance LI plan 3 5HEI=

scheme, simple underwriting is required
(Please answer questions 20-34)

" e R A B RS Bl A
FRFELL R A 2 B R BRI IR S

sHEl, F|EITHEBERRE GEEIES 20-34 &
)

18. ?;’E;fgslkl:?equest: L1 Policy Date Effective From {RE54 % HEA
[] English Contract & &%

EEE ASLIARIER, RISBEEELAL.
e-Bankin EF\ERARFS

Change of e-BankIn" form.

nercE [ EBFNERMRF | BREFHEBNEEZRITAO, &

MM B

If applicant does not have special request, we will default to issue Chinese Contract.

To apply for e-Bankin to transfer policy benefits to a designated bank account, please submit "Request for Application/

132 [ BT NERBRFS | Biah/ Bk,

DD H

YYYY 4

19. Owner Information & A& # (For Juvenile Application Only H i@ A 52 E Z $% R EERE)

Name in English Name in Chinese Relationship with Proposed Insured Age ID Card No. / Passport No.
E3ei e BUEZR A Z R Fy SRS | RS

SIMPLE UNDERWRITING B #EF

Proposed Insured

HEZHRA
20. Has any application for or reinstatement of life, critical illness, accident, disability or medical health 20. | YES NO
insurance on your life ever been declined, postponed, rated or in any way modified? = =
BREGHRBFESE. BE. BN BEIBRRESEFERFHIEEZ R, HMEZR. AHE O O
FIMRETIE S LIEER?
21. Do you fly other than as a fare-paying passenger of a licensed air service operating within recognised | 21. O O
scheduled 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.
EABUERZSMRIERMEW,. SHEMNCHIEESRES (Hiw : FHH, Bl KEEK ; 3
EGJ%%EEEW?‘MHE@%EE FHEEH BE=ER? i “” , FRMH GHEER R BIMAT AR
%
22. Do you use or have you ever used any tobacco products (including but not limited to cigarettes, 22. O O

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.

ERNETRAEAEEER (BFEEE, S5, EYREREESE) 2 f§ “R” , FRTIIERF

F fHiEE LR AEMEEER, BEABARMER, flan : SBEERES.
Type Average Daily Number of Years | Date Ceased Reason
EmiER Consumption % FA £ 550 (A= ZEIERE
BREHRAE

Proposed Insured

EZRA

Note: | / We hereby declare that my / our answer(s) to Question 22 is completely consistent with the information (if any) that | / we have previously disclosed to AIA
International Limited.
MiEE AR A  BefIRRAERARIRA22 2 B REAN | HPIBERAFBREERERABDKEOEN (NH) TLHEH.
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Policy Number {REg 315

23.
ERERECARERTHETRE? 1§ ‘2", WL,

Do you have any existing insurance and / or concurrent application for insurance on your life? If 'YES', please give details.

Company Life Hospital Income Reiggjztear:went Critical lllness Accident Disability  Issue Date of Policy
EIRAT B ERAR B RIS BIMRBE TR fREEAESE HER
Proposed Insured :
HEZRA
MEDICAL INFORMATION 2 BR#AR:
Proposed Insured #{Z A:
24. Height &5 i it
eight &= R . Weight B2 bs/® []
cm/EX [ Kg/2aF [

25.
REESAAZEZBESER RN, WERAREKRZZAH. FE., AEEER.

Name and address of your personal physician. Please state date, reason, treatment and result of last consultation|

Proposed Insured 23R A :

Name of Attending Physician
FRERESE:

Address of Attending Physician
Fro Bt

Last consultation§f£ 2.
(i) Datesk 2 AR

(i) Reason [R&#

(iii) Treatment and Result

AR AR
Proposed
Insured
EZFRA
26. Any loss in excess of 7 Ibs / 3.2 kg in the last 12 months? 26. YES NO
BE+ZEAN, EHREERBTGRLTRE / 3.280F5LE? = &
(I
If 'YES', please give exact amount and reason, if known :
i “R” , FERRERE (EmWE) RS/ Ar:
27. (i) Have any of your natural parents or siblings had heart disease, stroke, high blood pressure, diabetes, 27.
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).
THRERE . ARHRESTIEROERK. FE. SmE. #ikE. BF. BHR. FXGEERFRER ol O 0
%‘)¥£§kéi*lﬂi§%'ltﬁﬁ? i “&7 , BREBHARFREFR. RNFFEHR. TTFR. BEREFRSBERE
HIFFEER .
(i)) Have any of your natural parents or siblings, who before the age of 60 had ovarian, colon, breast or other
types of cancer? If ‘YES’, please provide further details of onset age, current age, age of death (if any), (ii) ] 0
relationship and condition(s).
TRRERE . ARHERATHEURRETERINERE. KBk, FUREMBEE? M ‘2" , FREEH
TR BWFER. RTFER. BMERBRSEEREENFRER.
28. Do you drink alcohol on a daily / weekly basis? If 'YES', please state daily consumption (average) and type |28. | [] O
of drink, i.e. beer, wine, spirit, etc.
BREBXR/BERMEE? i "', FIREXRIESE (T KNBWEE, AE. €8, 2UES.
Proposed Insured: Amount Type
29. Have you ever received counseling, medical advice or treatment for any of the following? If 'YES', please | 29.
provide full details of condition, dates and any treatment (whether prescribed or otherwise) or complete a
separate questionnaire.
BRESEATNESBAR MIETHYE, BESAIZUEE? i "R , FESAIRE. AffmaaE &
R ED) M AENSEE AN B EE.
(i) Any chest or breathing problem (e.g. asthma, bronchitis, sleep disordered breathing (including Obstructive | (i) O O
Sleep Apnea), tuberculosis or other respiratory problem including nasal bleeding)?
Eﬂg;égﬂiﬁlzllm’nﬁ%z (fan - i, XRER. MEIRIEINPERE (BIRERERE) « sz AR EE B e
EE, ’;u.??—ml) ?
(i) ;—ny heart}problem or chest pain (e.g. rheumatic fever, raised blood pressure, angina, murmur, heart (i) O O
attack) or other problem of the blood or blood vessels?
&g 'Tliﬁﬁﬂ’]f%ﬁjzﬂfﬂ O (Blan « BURMES. SIME. (OEE. (CREME. DERE, siEMtmigsm
TR
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Policy Number {REg 315

(i) Any digestive system problem, liver (including hepatitis or hepatitis carrier status), stomach, bowel or rectal |(iii) | YES NO
bleeding, any kidney, bladder or genitourinary disorder including renal stones, endocrine disease, diabetes = =
or thyroid gland problem? O |
HHCRAERE, it (BEFASFATEE) . B, BRERBSEM; E8. BRSULRREBERGE
%, BIEEA. NOWER. FERRSEFIKARER?

(iv) Any mental or brain disorder or problem affecting the nervous system including depression, schizophrenia, m| O O
psychosis, anxiety, autism, learning disorder, epilepsy, paralysis, numbness, dizziness, prolonged
headache, loss of balance or fits?

HTEMS SRR S EMP EME R, SFINE, BHoR, BEXH. £E. B ZERER. &
. B, E. BE. RIERE. SBRAETEmE?

(v) Cancer or tumour, cyst, lump or other growths of any kind? (v) O
FERRESKREE. WAE. MRS HMEEEY?

(vi) Pain or other problem in your back, spine, muscle or joint, gout or other physical disability or condition viy| O O
affecting sight, speech or hearing?

HER. B S EREA RS EMER, BRSEMSEERIEMPER N, RAEENFEENER?
30. Do you plan to attend, or are you currently attending or have attended in the last 5 years any hospital, clinic 30.
or doctor for :
EREVESRIE. RENBERLFNEEMER. ZAREBAES
(i) Diagnostic tests such as X-ray, ultrasonogram, blood tests, CT scan, biopsy, ECG, urine or other 0] O O
investigations other than a general medical check-up or annual medical check-up, with a normal result
and without any follow-up consultation or treatment?
—LZETE  mEIXE. BER. M. SEHE. ERESHR. OEE. BRSEGSEEE? TS
RIERLEF BRI E—SHEATCABRNGITSRBBERIN
(i) lliness, operation or other medical advice or treatment not stated under any previous questions? (i)
U LB BRERER. FhsE bR EE?
31. Have you ever received, or do you expect to receive, any counselling, medical advice, treatment or any 31.
test(s) in 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?
BREGES. S EETEENR. HIVITESE B MMM ERNRR AEE. B8R4, Ak
s, HBHRES. RABEXTSEKEEBGHENIA?
32.Have you ever taken any habit forming drugs (including but not limited to opium derivatives, barbiturates, 2. O O
marijuana, amphetamines, hallucinogens and cocaine) or been treated or advised in connection with your

alcohol consumption or the taking of drugs?

BRECRAEN ENER (BFETLERIGRITEY. BB, AR RIEMS . RLOIBRARE) %
ZREEUE, WELRAEYMEEDAELEE 2

33. Are you left-handed? 33.| [ O
BREBLFIERE?

34. For female only %4 8 : 34.

(i) Are you now pregnant? If 'YES', please state expected delivery date. (i) | |
TRERRIRZ? i ‘" , FEHEHEH.

(if) Have you ever had any consultation or treatment involving female organs, or had history of irregular, | O O
painful, or excessive menstruation or any other problems?

TRERZMFREMEMKRZ IR AR, NELAREREZER, BEBS, JHMFRHME?

(iii) Have you ever had, or have been advised to have investigations and / or treatment of the cervix, uterus, @ip| O O
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.)

EEEBSIREZRRTFEE. 7=, GINE. 28, NSRS ERIHER/QAE, NMBER. LEEIRE

HFH SERFAGEE. REREKRE. BEREFBE, IWEFE~EREMERZRBE? (H "2,

FEM EBRASRERERIAUEER. )

35. If any of the answer to question 20 to 34 is 'YES', please give full particulars below, noting the question number:
FRE20IZ E34IEMER, MBEMER “B” &, BEUTEZRRERBILFRZ
Question | Disease / Tests done Onset Date / Details of Treatment/Result | Date of Last Attack /| Full name, address and phone
A R/ B TE Date of Test Done | 4EENERER Consultation number of doctor(s) or hospital
(attach reports if available | #%/4:5 H# RiEWmE/ B AN | BiskEBEsR. it R
A EERERE, WA ARERE
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Policy Number {REg 315

DECLARATION :
|/ We hereby declare and agree that:

(a) No information or representation made or given by or to any person shall be binding on the Company unless it is in writing
and is presented and approved by the Company. o ) ) ) )

(b) All written information submitted by me / us in this application form and in the Company issued questionnaires or other
documents submitted by me / us in connection with this application and statements and answers made to the Company's
medical examiners are true, complete and correct. In respect of any information or answers that | / we did not provide
personally, | / we have checked their contents to ensure that the?; are true, correct and complete. | / We understand that the
Company, believing them to be such, will rely and act on them, otherwise any policy issued hereunder may be void.

(c) All information and documents provided by me / us (as defined under (b)) together with the relevant policy issued shall
constitute the entire contract between myself / ourselves and the Company. ) )

(d) Any payment made in connection to this application does not guarantee immediate aﬁproval of the coverage e(ijp{)hed. The
insurance coverage applied for shall only take effect where the relevant policies have been issued and delivered to me / us
and the first premium duly paid during my / our life time and good health.

(e) If this application is for a juvenile trust policy with "Ownership and Trust Provisions", | consent to act as Trustee in respect of
the policy to be issued subject to the following terms and conditions: .

a. All benefits payable under the proposed policy shall belong to the Proposed Insured who shall constitute the
irrevocable beneficiary and shall be paid through me while the Proposed Insured is under 18 years of age.

b. I shall, until the Proposed Insured attains 18 years of age, have the right to exercise every option, benefit and
privilege under the proposed policy in my capacity as Trustee.

c. Upon reaching the age of 18, the Proposed Insured shall become the new Owner of the policy and all my
rights, entitlements and powers shall automatically cease. o )

(f) A person who is not a party to the policy (including but not limited to the insured or the beneficiary) has no right to enforce
any of the terms of the policy.

(9) 1/ We confirm and acknowledge that:

-1 / We shall be responsible for observing and complying with any applicable law, regulatory policy and / or
other statutory requirement of the country of my / our citizenship, residence or domicile.

- If in doubt, | / we shall consult independent professional advisers concerning possible tax, legal or regulatory
consequences of purchasing, holding, withdrawing, redeeming or otherwise disposing the policy issued or exercising any
rights of the policy. The Company has not provided any advice to me / us around tax or a person's citizenship status.

- | / We may be required to redeem, surrender or withdraw from the policy if the Company becomes aware that the policy
issued is owned directly or beneficially by any person in breach of any applicable law, regulatory policy and / or other
statutory requirement of any country.

- Should | / we be compelled by any applicable law or authority to redeem, surrender or withdraw from the policy, | / we shall
bear any costs or loss incurred as a result of such redemption, surrender or withdrawal.

- the Company shall be entitled to, insofar as necessary and to the extent permitted by laws, furnish the relevant
governmental authorities, regulator(s), court(s), tribunal(s), administrative board(s) and / or law enforcement bodies (both
local and overseas) with any of my / our personal data and other information relating to my / our policy(ies) or investments
contained in this application or otherwise. The Company may also answer any question and / or inquiry from the
said governmental authorities, regulator(s), court(s), tribunal(s), administrative board(s) and / or law enforcement bodies,
and as it sees appropriate, make any report at its own initiative in order to comply with the relevant laws, regulations
and code(s) of practice / conduct. | / We understand that the Company will not be able to sell any insurance product
to me / us and provide any service if | / we refuse to give the said express consent.

(h) I / We agree to indemnify the Company in respect of any false or misleading information regarding my / our nationality,
residence or tax status. ) ) )

@) B¥1 purchasing this policy, | / we confirm that | am / we are act|n§1 solely on my / our own behalf and not acting on behalf of
others in respect of the ‘policy to be issued. In the eventthat 1am 7we aré acting on behalf of another person, without
limitation, as trustee, nominee or agent, | / we agree to provide any documentation including but not limited to any copies of
!dentlflc?Uon documents of the principal / beneficial owner and any documentary proof of my 7 our legal capacity and authority

_in so acting. ) ) _ )

() 1/ We hereby confirm and agree to suppress physical copies of the selected correspondences and view / download the

softcopies via AIA Customer Corner for this policy, it is subject to and bound by the Terms and Conditions of "AlIA e-Advice"

and its details is available through the AIA Customer Corner (www.aia.com.hk).” o

By slgnln(}; this application below, | / we confirm that the agent or any representative of the Company has solicited insurance

business from me / us in Hong Kong S.A.R. and that the signing of this application form has taken place in Hong Kong S.A.R.

() 1/ We confirm and understand that | am / we are required to provide valid documentation proofs (such as identity card and
address proof) to the satisfaction of the Company for it to conduct due diligence from time to time on myself /
ourselves, the Proposed Insured, the ultimate beneficial owner of this policy (if any) and my / our authorized signatory(ies)
(if any) pursuant to the Anti-Money Laundering and Counter-Terrorist Financing (Financial Institutions) Ordinance Cap 615
(and / or other applicable legislation). If | / we fail or refuse to do so, or if the due diligence cannot be completed within a
reasonable time for any reason, the Company shall have the right to disprove the application and / or terminate the policy and
/ or the business relationship with me / us. In the event that the Company has to terminate the policy and / or its business
relationship with me / us on this ground, it shall be entitled to deduct such applicable fees and charges. | / We also confirm
and agree that in such event the Company shall not be liable to me / us for any loss, damage, reimbursement and
/ or compensation whatsoever caused by or in connection with the termination of the policy and / or the business relationship.

(m) (If the Applicant is a body corporate)

I / We undertake to advise the Company forthwith upon any change to (i) the Applicant (such as name, registered address

and ownership structure); (ii) the Applicant’s shareholder(s) holding not less than 10% of its shares / voting rights and his /

her personal particulars; (iii) the Applicant’s director(s) / authorized signatory(ies) or his / her personal particulars; and to
provide documentary proof(s) of such change to the satisfaction of the Company forthwith upon its request.

(n) (If the Applicant is a'natural person)
| / We undertake to advise the Company forthwith upon any change or update of the personal particulars / the
identification information of Applicant; and to provide documentary proof(s) of such change or update to the satisfaction of the
Company upon its request.

I / We confirm receipt of the product brochure(s) of the product | / we selected; and | / we understood its (their) respective

product features, including the fees and charges (where applicable), surrender penalties (if any) and its (their) associated

risks and key exclusions.

(K

<
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Policy Number {REg 315

BRER:
AN/ BMRBALERE:

(@) BRUEBEHRREE QR ERFAESN, EAEMALERIWBINENIFRIE, EARBAABE.

(b) FFBBRAAN/BRFBESELREARFE L RHAREHOEENNER S BAA A/ R FIRLLR REAFEIEZH MR
ERRMNEENREREEBER, TEMIEE. EAEIFARAN/RAREHERKEE, AA/RFERRENSE
UREREBRR. EREEE. AAN/RFFALRREAN/AMNREREEBEER. EERTE, EAERIEIE
HAEBIRIRE, BRMERMKERILE MAS AR EE T REFERL

() AAN/BRFURHMEMEREXH (ANb)FMFER) RARZRE, HRAFAN/ RMREARZEMBEZESHZ L.

(d) BABRFEERANEAMIRR, ERRFUBAFAVARSEN. MARRCRESEEREZLREMETEHREE, TR
AN BMASERRZBEATERZERAN/EM, BHEM.

(e) HULFRFERNE [HERREEETR] ZREGEERE, FARBHA/LREZEEA, EBTFUTEIERR

a. EZRADUREZAWERZ@mA, KRERTZMEFGIBERE, MREZRASER 18 EILH,
REEFRAF AN

b. EAIREMFIEN, EAEEZRAFR 18 ELUAT, ARTEAZAEEARBIEEE, FEREHE,

c. BEZRAEM 18 &K, FHAMNREREA, MREMTEAZMBE, TEHENEL.

() FEREEH—7 (BRERRNZRARZHAN) ZEEFBITEMRERK.

(@) AAN/FfIHER A
AN BB EEEETUREAN/ KIS LRUERIUESEMNVER ZAEER. BEBRE/HEMEHNEK.
-FN/FFIMBRERE, AAN/BMSEABIEXEREMER. 56, &R BESURMSREE TR RERITER
ENREF AT RES I BHIRTS . JERIUER LMER. EARRANERAN/RFZRBREAZLARENRBEENER

-NELRERABRERBEMAMEESBERaFEMEREMRER ZBRZEN . BEBRE/HEMENER, KA/
BT EK R SR REZ R E R B RAE LR

AR N/ BB AREN S B E AR aHI R SR R RE LR, AN/ RFIBEEAERLMSIBERSERL.
-HARAE, RMFRLEEEFANEEN, RHEHEAN/RMANBEAERMEEBREAN/ BMNRERRABRE
RS RERUE S AT EMERTETIM . BEME. AR, EE. (TRESER/REEHE (ALK
REsN)  BARMER LABAR. BEME. Ak KE. (THREER/JBEHBIRH < ERMER/K
EAEHEE, REEENFELT, SEMRMRSE, UFSEER, ERNTR/ITS. R/RMAR, WRET/HM
G T LR ZARRETEALR, BEQRMEEIHEENRRER, REHEMBRZRAIR/ KM,

(h) MABRAAN/BMEHE, BEMIRBFRR, WEEAERIREEN, AA/KMAREHELREHREE.

() BHEIRE, KA/ RFEBAN/RFIZELUREN/RPANBRITE, EFERRMABEIRE. HERN/ KM
BRFMAITE, THRIEAEFEAN KBARRKEAN, AA/RFRERMEMH, SFEETRNMEMESEAN/ Bl
AANE REAXHRIA R AR T AN/ RFIEERES S RIFZENER M

() AN/ BMEBLRERE [ KAEFRAE | ZERREHERRLAR, FIEREBIREZ ERIBMER S, TEBA

PEEFAFERTHERBME. BEAGKREHEZFE, FEAN www.aia.comhkz ZHEFERTSHE.

BB ULIRAFS, AN/ RFERBEQRNREEESIHEAREATEHIMTHER AN/ RFIHEHRMEER, ™

WERFETEAE EFHATHERE.

() AAN/ZMHEDRAERERBEFAELRERZ BN NS BERIBUER) FEAR, HEARGIREN [TE%
BRSO TESEE (SRR 176 8 615 EFRHK/HACHMERIER, TREHAAN/EF. EZEA KE
ZRBBGDHEAN WA KARERERFZREZEAL WMER) ETEFEBRELS. MAA/KFARFELER,
HEEIERE PR E T REEQERBINTR, BEARBEIHER LRRFER/ SR RE /S8R N/ IR %
BER. MEAREEFELIENRER/REAN/RFANEBRE, SARNAENREENERREE. KA/BRMTT
ﬁﬁagilﬁ% HEEBRT, BEARATEEARN/BRIREEAELIELRER/REBRFEMBHCEL, BE, WEMN/
S HETE

(m) BNERFEARSEN)

FN/BEARES LWBNEAREMBRE)PFANGT . MU R IEHNEN; S(iHERHRFAT DR 10%H AR A
FRFRNBRREEEAER; R(i)PFANER/REZEALTNELIEBEATHNEN, RIFFNEQAFRREE
R, BIZEEARHEREZENARLSHBER AR

(n) EREALBBRN)

FN/BEARES LLBEBNEAREMARRFAEAENRESNERERENSEN RRENEQRREEX,
FUAERE QAR AZE AR ENBRAESHRERISCHRERA .

BN/ BRPHEREWIMAN/ B EEER ER I lT; BE, AAN/RFAEERERNSE, SEEREE @
BA) . BRRER A REERERENRAEETETZFRER.

(K

(4
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Policy Number {REg 315

AUTHORISATION :

I / We, hereby irrevocably authorise

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

(b) Any organization, institution or individual that has any record or knowledge of my / the Proposed 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 authorisation shall bind my / the Proposed Insured's
successors and assigns and remain valid notwithstanding my / the Proposed Insured's death or incapacity in
so far as legally possible. A photocopy of this authorization shall be as valid as the original.

(c) The Company or any of its approved medical examiners or laboratories to perform the necessary
medical assessment and tests to underwrite and evaluate my / the Proposed 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
disorders or the presence of medications, drugs, nicotine or their metabolites.

e .
KN/ FAVZEAR

() BEARAEN/BMARABFABASZRFIRMEETIEE < BHERS (WMER) .

(b) EMAESES RN/ EZERANZREGRR L HRE S TG R EML RN E B BAN/ EZRAZ
A, BERAL, IEARERERAHER, TERE. BIERAN/ EZRAFRTREELED, It
REZMAGFEERYN, MAN/ BZRAZEEAREEATEZHFRBESOR. EREEZER
EEEIENC RS

(c) BEAREMART BTN, BAN/ EZRANETAFZE BT, EEAN/%E
ZRAZREIRETEREE, FARERARFREZR BRNBETEFSRE. wHF e
BiE, BEARAEEERAREMASE . #kFm. FREELS. BURNRRARRENIRZR
5. RERGAEHRNEY. Sm. BETREKEVMZSEFE.

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 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.

BAENBERER

EN/BEMERAN/RFCHEBENAE AIA BABERBERE (TAIA BAERBERRA]) .

AN/ BFIBAREBEARFEABRE AR FIRLUEM G ERER S ARIFFENEMEAETR R
KRN/ FMHAN/BRFNRESIRENEMER, ATRFAABAERERABELER. KA/ MH

BEREEHMAABAERNEBEAFTREREERAN/ RPINEAERESTERINT AA BABERIERA
PRV ERLRGEA

AIA BANERUEB AR SFTMAT AR AT TE: www.aia.com.hk, RATEIEATZEN.
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Policy Number {RE8 5 1S

DIRECT PROMOTIONAL AND MARKETING MATERIALS

I / We confirm that | / we have read and understood the AIA Personal Information Collection Statement (*AlA PIC”). | / We
agree to the provision and use of my / our personal data for direct marketing purposes in accordance with the AIA PIC. | /
We acknowledge and consent to the transfer of my / our personal data outside of Hong Kong for direct marketing purposes
and to the types of transferee as set out in the AIA PIC.

[ ] Please tick the box on the left if you do not agree with the provision, use and transfer of your personal data for direct
marketing purposes in accordance with the AIA PIC.
B 5 S

AN/BFIREEARN/BMEREERABAABAERUERA ([ AAMBABRIERR | ) . KA/ FKFIRER

BAABABRUERE, REAAN/FRMAPBEASHAIEEHEERRE. KAA/ZRFIHEEREREARAN/ZFIHE

ANEREBERBEIMEEHERMIR, TBERNEAERER ZAIABABREREATIIRAMEREEA

[ IfEEAEERBAABAERUIERR, R, EAREREAEHAEEHERERER, FEL] 1
gltv,

CANCELLATION RIGHT AND REFUND OF PREMIUM(S)

I understand that | have the right to cancel and obtain a refund of any premium(s) paid by giving written notice. Such notice
must be signed by me and received directly by the Customer Service Centre of AlA International Limited at 12/F, AIA Tower,
183 Electric Road, North Point, Hong Kong within 21 days after the delivery of the policy or issue of a Notice to me or my
representatlve whichever is earlier.

ZIKAHHI‘:‘I ﬁkﬁ*@uiﬁﬁﬁﬂiﬁﬁé&tﬁ BRI EHRE. ARSEEMLARAANRE, LEERBZMHR
BYAASARANRFRZLFHBANETAARKANRERRETF Z+—RNCREER®E), EXEFTEILS
BRE—B/\TZREHEZ TR ZABRR (BFR) BRARIZFREF L.

Signed at  Hong Kong SAR &#HRITHE - -
BER Place 8 MMA DDA  YYYY#

I / We confirm and declare that the whole solicitation process of this
application was done in Hong Kong SAR and this form was signed
by the Proposed Insured / Applicant and witnessed by me / us in
Hong Kong SAR.

ANEMEIRBES Fﬁltl:hz{%EFIEé‘z%@&ﬁ%i@ﬁi’ﬂiﬁi%#%?allﬁ

BEBNELT. MiLRH®RREEFRA RS AT EHRTHES (Piease do norsgn on blank form B ESEEIELEE )
RUIAN /B S BAT. Signature of the Proposed Insured #%4® A%

I/ We also confirm that Customer Due Diligence measures in (whose age is 18 or above 18 gl E AL 2/AEE)

respect of AML / CFT controls have been, and will continue to be,
carried out in accordance with applicable legislative / regulatory
requirements.

RNBEMEIEET, L SEETREHLRREFEEFRERE
EZER, UFEBAZERERER.

(Please do not sign on blank form EZEZARKLEE )
Signature of the Applicant, if other than the Proposed
Insured

AARE, MIEEZRA
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Signature of the Agent(s) as Witness
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