Policy Service Application Form Il
(Insurance Broker Version)

(RERFEHRFS || ((RBREBLChRE)

Important note:

1. This form is to be completed by the Owner/Trustee/Collateral Assignee in BLOCK LETTERS and signed with the signature

same as recorded in the policy file.

»wn

Policy Number {RE3 4R35 :

Compan)/

“zls/ B~ \1”:2“AXA 2R
AXA China Region Insurance
Company (Hong Kon ) L|m|ted
ZERESER (&8) BIRAQE/
AXA China Region Insurance
Company, L|m|ted
ZREHMAEMRR

If your application is submitted through your Financial Consultant, please state his/her consultant code, name and contact number.
Please submit a copy of the identification document of the Owner, unless submitted before, together with this form.
For any changes on your identification information, please complete and submit the “Policy Service Application Form I” or

“Supplement to Application - For Corporate Proposed Owner” to apply for the information change. We shall treat the relevant
customer information unchanged from our latest record unless we receive your notice on the change of the information.
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We reserve the right to ask for additional identification documents where necessary.
Please tick in the box to indicate the change(s) you want to apply.

Please do not sign on blank form.

The original of this form and supporting documents submitted will not be returned.
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Personal Details of Insured/Owner/Trustee/Collateral Assignee

HERA R A [ EEA [ ERERZRAEATHE

Insured

HWERA

Owner (Leave blank if Owner is the Insured)

FEA WA ASRRARERER)

Name
e

Name of Trustee/Collateral
Assignee (if any)

A /IEIREET R AR
ne)

Not Applicable
TER

Name of Employer
BERHE

Office Address
INE R

Note 5% :

If the address is located in

the Mainland China, please
complete Section 11 of this
form.

Wit HAIRS R EIARE > FETERAS

Room/Flat & / B{iL Floor Bk Block FE

Room/Flat = / i Floor Bt Block F&

Name of Building/Estate kKB ZE %78

Name of Building/Estate KBk R &8

Street No. & Name 38 & 18 X 5558

Street No. & Name 38 78 K558

RIGHIEE 112615 ©
City/District i / #il& City/District i / #il&
Postal Code FR 2757 Country B Postal Code ZFEF 5% Country IR
Office Contact Number

HHAERAR SRS

Employer’s Business Nature
(EEE 3 A

Occupation
Title B fi Main Duties FERF Title B Main Duties FEET
Current Monthly Income (HKS)
RESHA WA CBE)
Education D Primary or below D Secondary/Advanced Level D Primary or below D Secondary/Advanced Level
BEE INBFLT & /TR INBFLITR 2 /88
D Tertiary or above D Tertiary or above
AEHUE AEHIULE

Have you resided outside the
country/city of the provided
Residential Address for more
than 6 months during the last
12 months?
BBEERBE+ @A NEFR
2 EEHARIBIZR /IS
EgiBiaEa ?

Yes (Please provide the country and city):

B GRERERK)

Yes (Please provide the country and city):

B GHRERERRES)
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Policy Service Application Form Il (Insurance Broker Version) {REIRFSEREEE || ((RIGES4CHRAS)

1. Coverage Changes
fRIFEY

Note ;& :

1. Please complete Sections 6a - 6¢. For Pink Medical Insurance Plan, please complete and submit “Health Declarations Form (Applicable to Designated Plan/Campaign)”
instead.
FEIERE 62 E 6C B  MNEABALMBRRRE > SRR MER MEREHERS CERANIEEER /#HEE) ] -

2. To comply with the requirements set out by the Insurance Authority, please complete and submit a “Client Needs Analysis” (if applicable) together with this form to
apply for coverage changes.
AREREELEERTAZENR > FRLRFS —MHEZICER TERERDIT) ER) - URFERRE ©

3. Please contact your Financial Consultant or call our Customer Service Hotline at (852) 2802 2812 to enquire if a “Client Needs Analysis” is required for your
application and obtain the form.
RIS ICIVIRRTRER R E A N EINE B RS AR (852) 2802 2812 » BHEMFRERSREIER IR A T RO M REGZ RS ©

4. Ifthe “Client Needs Analysis” is required but not duly completed, it will be resulted in the Company’s inability to accept or process your application.

MEMERFEREER ERERIN  BZREREREMEAL » ARBEFEEEZHEREM RS o
[] Change of plan B2tst#|

Change from H to B2%

[] Increase Sum Insured/Protection Amount/Notional Amount of Basic Plan (in policy currency) IR &4 BI(REE / (RIESTR / L HE£RE (REEHE)

Increase to 1I2=%4 $

[] Change of Supplementary Benefit (Please state the details below) EXHMHINZ24Y (&7 FHIEEGRANEZR)

Supplement Name Addition  Increase/Upgrade  Sum Insured/Protection Amount after addition/increase (in policy currency)
M NZ2# T8 Eoiee] MK/ Mg/ IRERZRE/ RESE (REEK)

O g $

O O $

O O $

2. Policy Reinstatement
REER

Note ¥% :
Please complete Sections 6a-6c. For Investment-Linked Assurance Scheme (ILAS) products without sum insured, please complete Section 7 only.
FRIEE S 6a E6c B - MEMARRREZKEBLAFRAESR > RATHE 7D -

[] Inaccordance with policy provision fR{B(REIER
[] By forwarding (Redating) the Policy Date (Applicable to designated product only) ##i (E) REL KB (BEAIGEEER)

3. Removal/Reduction of Occupational Rating
BUBR [ (R SRR E R

Note ¥% :
Current occupation details must be provided on “Personal Details of Insured/Owner/Trustee/Collateral Assignee”.

AR RRA /BN EEAEIFERZRAEAER R TR -

[] New Job started on #5 / SRERBISARS (YYYY£ /MM B /DD H)

4. Term Policy Conversion
ERRBER

Note ;& :

1. Please also complete “Insurance Application Form (Insurance Broker Version)”.
BERFFARRBRRE (RIBELCHRA) o

2. Please note that any cancellation right in respect of a policy and right to refund of premium as a result of such cancellation is not applicable to any non-investment-
linked policy issued from term conversion. When a new policy is issued, the sum insured converted will be reduced from the sum insured of the relevant term basic
policy/term supplement accordingly. If the remaining sum insured of the term basic policy/term supplement is below the prevailing minimum issue limit of the basic
plan/supplement as may be determined by the Company from time to time or if the whole amount of the sum insured of the term basic policy/term supplement is
converted, the relevant term basic policy/term supplement shall be terminated and cease to be in effect upon the issue of the new policy and any premium paid in
respect of the term basic policy/term supplement shall not be refunded.
EARARMRE LAEMEUE R RS R EZECH R R A B RS RENES T ER N EMHERREEIRFTERNIFREERNRE - EREERE  CERNRER
BRI ERRRER / EHAMINREEBIRERHIRER o MMFIBRBVEHIRES / B HAM INRFRRZR(E N B A RAE A5t 8] / NN R2AVIRA N B AT sE RS ERIRER T IR » SMNE AR
g '/[T %ﬁﬂfﬁgﬂgﬂﬁﬁ’ﬂﬁgﬁEﬁéﬁﬁﬁ > BIERANE ARG RE / EEAMIINRBE AU AR B BRI A BARN  MERBRNERRERE /| EAMINRERESZ &K

TG IR o

[] Term Basic Conversion i HA{RI%ESE [] Term Supplement Conversion EHAMI IR ERE
Sum Insured to be converted (In policy currency) EaA{REE ((REEHE) :
Handling of remaining balance of Sum Insured after Conversion (If applicable) & FIERREBERIE S 7% (W)
[] Cancel BGH
[] Keepin Policy fR&EHIRE
[] Other Requests HfE:K

New Policy No. (to be completed by Company) $1{RE#RSE (RATIER) :
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Policy Service Application Form Il (Insurance Broker Version) {REIRFSEREEE || ((RIGES4CHRAS)

5. Other Service Request

HfthsE ek

6a. Personal Statement: Other Insurance Information

AR : HthiRpEE

Insurance in force and amount (including currently applied for) on Insured. Please complete the table below if applicable.
WRAFREIRITAER (BIETEERET) ZRIGIRME o MM > 350 FFIRIEAEEE o

Insurance Company Sum Insured/Protection Amount/Notional Amount/Benefit (HKS) Date of Issuance
Name 1RE8 | (RIEERE /| &S RE / (RIE (BI) " (YYYY/MM)
A 4
ARERAPIERE Life Insurance Disability Income Critical Illness Personal Accident | Hospital Cash/Income SEEH (F/R)
(Including Lifetime Annuity) ERABRE Insurance BAREIS FRIRE /AR
AERE (BEREFES) BERRRE

Attention: Please read the below statement carefully before completing the sections 6b and 6c.

AR TESTHE 6b T 5 6 BT 0 SEARRI T ERRA o

Statement for Collection of Information

BRI

(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.
UERTB IS B2 R AARAAT B RHETE R IZ IR Z FBiE: » MIZIRE R 1\ Bl BN Z R IR SR KR E b s RAVEF © KN\ EIRBHIZREFRANTEE » L EHEESF
EREEFERRAR ©

(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 underwriting purpose.
TEREHBN - BT EEZAMAFE & 1R RSP ERME L EHEHTE R ERIIER] o KR EIREE TIeMEVER - FIAEE e HRERBENTHMEEE TE—F1E
RERUERZIRZ A °

(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.

B TR A B REER TR BRIV A RSP Ie i BRI B (IS ERT - BT HEERPEHELE]

(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 (iii).
FMEBATHR IR R EE - E TR (ii) BB APPSRk 2 EIR RIT B ZEFEAVER] » KR (iii) ATt it ERIBVERI S BRI R FiEHI AN E] » BT
BRI IRIERTRE G TR & » NN EIINETREEIIEARLE ~ TERFECIRIA B RIIRE » BLEABRE1E -

6b. Personal Statement: Health-Related Information (Part 1)

(For Individual Indemnity Hospital Insurance Plans, please complete the Information in 6¢ - Personal Statement: Health-Related Information (Part I1). For all
other products including Cancer Therapy series and Cancer And Stroke Therapy series please complete the information in 6b and 6c.)

{AAERER : GRERAERAEE (F—EB(%)

(BN ERERRIRERATTR 6 - AR | EEAAMER (5 287) - AttERSEREAHRS] « BENPRISHERTIFETE 6b K 6c 27)

The “you” and “your” under this section shall refer to Insured in this application. If Applicant’s Waiver of Premium is applied, Owner is also required to complete this
section.

LEERA PR K2 T T TR ) > THE B RALLIEREBEERIMRA o MFRFERERB A ZBRRE - #F8 NIMS BRSNS ©

If your answer to any of the questions 1, 2, or 4, 5 below is “Yes”, please complete the Supplementary Health Information form. Any disclosures made to questions 1-6
below, will not be used in the assessment of any Individual Indemnity Hospital Insurance Plans.

B12W4 SEREA—EZERES TR > 5k MERERHEZ) RSP EEFE - £ 1-6MEBTRBENEIAER » BASEARREANERERRBERZER

Insured Owner

WERA HEA

)
(7]
)
7]

General Information Easi&¥}

1. Have you ever been declined, postponed, or accepted with an increased premium or an exclusion applied in any Life,
Critical Illness, Medical or Disability insurance application, reinstatement or renewal due to health/medical reasons?
EREERARE/ BREHKEARERENIERAST « REHH - BRUGHRGRKIER T8 « BINRERIMMT
REE?

2. Have you ever taken habit forming drugs or narcotics, or been treated or counselled for a drug or alcohol problem? D D D D
BRE B IRAMRIRI Y SREE > SR SAUE R MR a R e ?

[ ]| #n
[ ]| ™g
[ ]| #o
(]| ™g
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Policy Service Application Form Il (Insurance Broker Version) {REBRFSEREEE 1| ({REE

#E4ChRZS)

Insured

HERA

Owner

HEA

)
7]

)
(7]

3. Do you participate or intend to participate in any hazardous activities such as diving, mountaineering, skydiving,
parachuting, hang gliding, motor sports or aviation (excluding flying as a passenger on a regular scheduled airline)? If
Yes, please complete the appropriate questionnaire/Personal Statement.

BREE2HITESEAEEBRMIES) ? Flin : K ~ Tl  FEXXBkar ~ Btar ~ BEDEAIRIT « BEIRT (URESH
EEBEEEZRIMFEIRN) - 105 > FEZERRES/EABH -

| m
| mz

|
| mz

Health Information f2E &%}
Applicant(s) are not required 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.

BAEEREUTRER RS AR -
1SR/ KE [ HEERE « BB %/ BYPS (BER) « HEFR (BEHE) « 4E RS (BER) B0 - EHRENISHE/ I
WiEE (SRERER) - BRFERMARZLRE (MBERER) - ERERSE (BEERER) « BHEH « AARMTREAR
(EEH) « FEARIMRRERBRIESISES AR/ 8RBt/ B -

Insured Owner
BWRA HEA
Yes No Yes No
= & = 5

4. Do you currently have or have you ever been diagnosed with any of the following diseases or medical conditions?

ZERIES B AN BWRES BE TIIERRRELR ?

a. Canceror carcinoma in situ (CIS), tumour, melanoma, cyst, nodule, polyp, lump or growth of any kind
BERRE - BE - 26RE - BiE - &5 - BER - BREAENEEY

b. Heartdisease including chest pain, angina, heart rhythm disorder or structural heart abnormalities
OBERREIERE « ORYE  DRAESOEEERE

c.  Stroke including transient ischemic attack (TIA) or cerebral aneurysm/subarachnoid haemorrhage
RSB MERSERI (1558 T/Vh R ) SASEN AR / S0k 4R T A W i

d. Hypertension/high blood pressure
= [ JBR

e. Thyroid disorders including hypothyroidism or hyperthyroidism
FRRBRER - SIE R IRARTIRE IR S R ARBRIIRETUAE (FRTT)

f.  Diabetes mellitus, impaired glucose tolerance or diseases of the kidney, genitourinary system (including bladder
or prostate) or the reproductive organs
BRI - HERMNERE « B% - WREERAS (SEERIETIR) siERESRE2ER

g. Prolapsed intervertebral disc, degenerative spine conditions, arthritis or other joint disorders
IR  FHEIRICIERR - RIS R UEMBAERR

h.  Medical conditions requiring a medical device or prosthesis to be implanted within the body
FEEABRERRNERNVEHIRERR

i.  Congenital conditions (medical, physical or mental abnormalities that existed at the time of or before birth)
SERMAE B ER S Z B FENRE « £ B ENEE)

j. Physical defects, impairments, deformities, and/or conditions affecting mobility, sight, speech and/or hearing
SESERE ~ TMREE ~ B 0 T/ RBIEBRES ~ 1777 ~ sREERESI N/ SRR

k. Mental health conditions (such as depression, anxiety disorders, schizophrenia, eating disorders or bipolar
disorders)
FEREERAR (FIENINEE ~ 58 ~ B0 R - NRRARRITNEIE)

l. - Hypercholesterolemia or hyperlipidaemia (elevated cholesterol)
EEEREN MASE

m. Human immunodeficiency virus (“HIV”) infection, liver disorders (example Hepatitis B or Hepatitis C (including
tested positive), fatty liver or cirrhosis of liver)
ABREBENRZHS (BRHHRS) KPR - FFERR (BN 2SR AR (BFAR2 5 RIE) ~ BERATSTREL)

n. Multiple sclerosis or neurological disorders (example Alzheimer’s disease, Epilepsy)
LR UES MR RGRER (BIUNERZL 82 EIE ~ FERSE)

o. Respiratory diseases, blood or vascular disorders, auto-immune diseases (example Myasthenia gravis), sleep
disorders (example Obstructive sleep apnoea)
MR R AR ~ MRS E 2 2555 ~ B RBERR (GINEENRIE) - FEIRIER (FIaNPEZE IR ZE B IE)

p. Gallbladder or any gastrointestinal diseases (including gastric/duodenal ulcer, ulcerative colitis)
[EERR - EABBERRE (81F8 /+Z1ERES  BEIEERX)

5. Only for juvenile applicant (under age 18): Have you ever been diagnosed with or had signs or symptoms of physical,
mental or neurodevelopment problems such as Attention Deficit Hyperactivity Disorder (ADHD), Autism Spectrum
Disorder (ASD) and/or developmental delay?

REBARYVERFEA (1I8EUTAL) | ZREZREZ S - BHEERENBCEERER > AN INRE /BEER
iE ~ BFERRIERE - FRIEE > NEERBREEERLIR ?

0 00 U g gdooon
0 O U g oo

0 U ol oo d googon
0 U ol oo d googon

6. Has your biological mother, father, or any sister or brother been diagnosed prior to age 60 with any of the following?

TBRRERE « BRI/ TRARES BB E U TRR ?

b O

I

Cancer, heart disease, stroke, diabetes, Huntington’s disease, polycystic kidney disease, multiple sclerosis, D I am adopted D | am adopted
Alzheimer’s disease or any other inherited conditions. If Yes, please complete the table below with exact nature of ABEEDN EABEEN
theillness e.g. breast cancer, colon cancer or heart attack etc.
FRE DB ~ A~ BBRIE - T T IREIEE « SEMER - SRMBLE « SRR EREIEMEMEERE W
B BN TIREASRBRHLE - AIINELE - KRR ORREES -
Insured Owner
WRA FEA
Relative Diagnosis/Condition Onset Age Relative Diagnosis/Condition Onset Age
BB 32U /RN AL BB 32U /1R RS

4019




Policy Service Application Form Il (Insurance Broker Version) {REIRFSEREEE || ((RIGES4CHRAS)

6c. Personal Statement: Health-Related Information (Part Il)
(Please complete for ALL Individual Indemnity Hospital Insurance Plans PLUS all other insurance products where applicable)

{EAAERER : RERAERAEE (5 Z8B1%)

(FrE 1B AR ER R 2 R R ELAMUE A 2 (RIR EE A ST AL 2R 1)

The “you” and “your” under this section shall refer to Insured in this application. If Applicant’s Waiver of Premium is applied, Owner is also required to complete this
section.

LEERA PR K2 T T TR ) > THE B RALLIEREBEERIMRRA o MFERFERERBEAZRRRE - #F85 NIMSBETERILEMS ©

If your answer to any of the questions 3-8 below is “Yes”, please complete the Supplementary Health Information form.

EI3ESEPEA—BEZERA R > A MERERH7T) RIGPEHHS -

General Information E7x& %}

1. Insured Owner
WIRA HEA
a. Height
== cmEX Orgg ftoR in cmEXK Orgf ftIR in i
b. Weight
feE kg Afr Orsk Ibs B kg Afr Orsf lbs &
Insured Owner
BWRA HEA
Yes Yes

2. Do you smoke or have you smoked in the last 12 months?
TERERESEBE+ _EANBBIRE ?
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).
MR EHEEN SR BEERRNEE « it « B3} BERERRE T HARER BIMNEFE) -

If “Yes”, please provide types of tobacco product, frequency and quantity of consumption.
e - FHPEEERER ARERRERHE -

[ ]| o
[ ]| &
[ ]| &
[ ]| &

D pcs/day D pcs/day

a. Cigarettes BfE % /8K X /B8R
D pcs/day D pcs/day
b. Others (Please specify) Efth (;55£ER) - ¥ /8K ¥ /8K
Health Information f2EEE ¥} Insured Owner
Applicant(s) are not required to disclose information regarding the medical conditions or treatments below - WERA HEA
Cold/flu/sore throat, gastroenteritis/food poisoning (fully recovered), indigestions (no investigations required),
: . h Yes No Yes No
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.

BB AEBREUTRER RS -

SR /RS /EHE  REXR/BWhS (BER) « HEFR (BRRE) &8  IIREE (B8R  BOE « EREsREE/ I
RIREE (BRARER) - ERFEWEMREARE (BRERER) - ERERRE (BEERER)  EHEY - AARMTARE
(EEFH) « FEARNMREERBREZHIRS « TR B85/ 8e/&1E -

3. Inthelast 5 years, have you ever had or been advised to have any regular or ongoing (such as monthly, every 2 months,
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?

EEERERN > EREBENREETHIFE GINEA - SMER 845 - 8F) AEETEFHBRERIETEEEE
AB (GIMNERBELE ~ ¥IRARED « HER B L) MRS AT BRERE ?

4. In the last 5 years, have you been advised by your doctor to take any medications (such as to be taken daily/once per

week/as needed as directed by doctor) for a continuous period of more than 1 month?

ERERFR > BREERBEESTEN (INEREETESH/SE—X/ERER) RAABBE—EANESREY ?

5. Inthe last 5 years, have you been admitted into a hospital?
EEERFEN  BRETGARTER?

6. In the last 5 years, have you undergone a surgical procedure (including endoscopy or biopsy) without being admitted
into a hospital?
EEERER » BREBEIHERER MEZINIER (BIENERRESUEAMIE) ?

7. Inthe last 5 years, have you ever had or been advised to undergo investigations (such as blood or urine test, ECG, X-ray,
ultrasound, CT scan, MRI, PET scan, HIV test, Hepatitis B test, Hepatitis C test)?
EEERFERN > EREHETHBRERETHRE (HINssm « BR « OEE ~ X% - BERK ~ BIEHEE - MOk EEF
i~ BmAlE - ZEAFORE - mERTRORIED 2
If the answer is “Yes”, do your investigation result(s) include the followings?
MRERZE R BT ERESEETIIER?
a. Normaltest result is advised
IRERAERIER
b. Abnormal test result is advised
WERERER
c. You are still awaiting test/test result
T ESRIGRIRERER
d. Testresultisinconclusive or uncertain (retesting or follow up test is required)
WERERASBEERNTRE (FEENHE—T R
e. 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)
HRRERESRERESRABREEZ AR (FIN— XM FENRISRENERINITEE / FERE / BRER(L 5L /5K
BRI R A 82 IR AR S FL A5 SR ARBR LIRSS (L)

[]
]
[]
]

L) O o)
L) O oy o
L) O o)
L) O oy o

RN
HpEpNENEN
RN
HpEpNENEN
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Policy Service Application Form Il (Insurance Broker Version) {REIRFSEREEE || ((RIGES4CHRAS)

Insured Owner

HERA HEA

)
7]
)
(7]

8. Do you have any 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?
EREEEMEMBERICRSUREIRA (FIANAER « 55)E - HEZW - MEs Ligkk) METIITESKREERR ?
9. [For children aged 2 or below only] Was the insured child born before 37th week of pregnancy and/or born with body
weight less than 2.5 kg (5.51 lbs)?
[REBAEARIUTZEZERRE]| SRAERTHIERE ITEN L » K/ REERBEDHR 252 (5.51F5) ?
If the answer is “Yes”, please provide body weight at birth:
MEEE R FREHER RS
a. morethan2.50 kg/5.51 lbs
%752.50 RF /5.51 5
b. 1.51-2.50kg/3.32-5.511lbs
1.51-2.50 Afr/3.32-5.51 &%

c. 1.00-1.50kg/2.20-3.31 lbs
1.00-1.50 2T /2.20-3.31 5%

d. lessthan 1.00 kg/2.20 lbs D
DHL1.00 AF /2.20 B

LI L e
L]} L] ™
[ ]| #o
L]/ ®g

L) O

7. Simplified Health Declaration (Applicable to ILAS Products without Sum Insured)
R EERE GEARTRRFREZREERASIHER)

Insured

RN

)
(7]

Since the date of policy lapse, have you been hospitalised for observation, operation or medical treatment for more than 7 consecutive days, or

been advised to undergo treatment or investigation for cardiovascular or circulatory disease, stroke, any kind of growth, lump, tumour or

cancer, disorder of the liver, kidneys or nervous system OR are you awaiting the results of any investigations/tests or considering treatment,

investigation or consultation for symptoms that you are currently experiencing?

BREXMHIE » BREERCHEMERIBRALRR « P&E ~ AEMELY B - BERRE - T - BRRgEaanmmmiiuEsEat

g@%g&ﬁiﬁi N f}mﬁ%%/ﬁ% ' AR EBE LMERHEERET BRSNS ; IRSMREERESREREE /AHER > HEZE
TR ENEH ?

If the answer is “Yes”, please provide the below details.
EEERTR FEBUTZHIE

[ ]| m
(1] mE

Diagnosis/Condition Details Onset Date Last Degree of Investigation/Treatment Doctor/Clinic/Hospital
SOl ARREFE mEEHEA Symptom Recovery 1588 /AR _Name
_ Date ERIZE Date Details B&4 /2FN | Bbratd
BEmERR B8 51

8. Change of Personal Information

EHMEARH

If the identity document and/or address of Owner has/have been changed since last submission, please put a v/ | to the related box(es) below.
BB ANSMEMN/ St B IR B EED > BT MR ZEEAMLE TV 15E -
[ Change of Identity Document (Please also submit copy of the latest identification proof)

B EMEY GERFHRRZ RIS D RAXHEIA)

[0 Change of Residential Address/Business Address/Registered Office Address in Place of Incorporation (Please also submit copy of address proof issued within 3
months from the date of submission and “Policy Service Application Form 1”)
BT/ AT T / F I st B 2 AT G S Rt GERRHR M FREEIEA B HA 3 (B B AydE th 2 ik sEBRRI A K MR EEARFS RS 1))

9. Declarations and Agreement

AR s

| HEREBY CONFIRM that | am not acting on behalf of any other person for this policy change/service application unless otherwise expressly indicated in this application
form or any other documents provided to the Company for this application.

| HEREBY DECLARE that | understand that the Company may deduct any outstanding amount applicable from the payout and/or sum received by the Company under
the Policy according to the applicable statutory and/or regulatory requirement(s), including levy collected by the Insurance Authority.
| ACKNOWLEDGE that the terms, “Insured”, “Owner”, “Policy Anniversary”, “Policy Date” and “Issue Date” mentioned in the forms, letters and any communication

» » o«

means shall bear the same meaning as “Insured Person”, “Policy Holder”, “Renewal Date”, “Policy Effective Date” and “Policy Issuance Date” stated in the terms and
benefits of the relevant certified plan under the Voluntary Health Insurance Scheme (“VHIS”) respectively.
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| HEREBY DECLARE AND AGREE on behalf of myself and other persons referred to in this application and in the relevant policy contract(s) (hereinafter referred to as

“Relevant Persons”, “We”, “Our” or “Us”) (for the avoidance of doubt, the expressions “Relevant Persons”, “We”, “Our” or “Us” include myself and such other persons) that

(1) my policy shall be changed in accordance with the particulars set in this application;

(2) the application(s) shall only take effect provided all of the following conditions are met: (i) any required payment for the application(s) is paid in full; (i) the
application(s) is/are approved by the Company at the Company’s office (as defined in the policy contract of the above policy) during the lifetime of the person(s)
insured by the above policy;

(3) the application(s) shall be effective from the date of this request unless a later date is specifically indicated, but only if the change is provided by the policy or is
allowed by the Company under the policy;

(4) the Incontestability Provision and Suicide Exclusion Provision in the policy shall apply upon reinstatement, changes or addition of sum insured/protection amount/
notional amount or supplements and the period of time specified in the said provisions shall run from the date of approval of this application by the Company;

(5) the application(s) as indicated above is/are based on my own judgement and | have not relied on any advice provided by Financial Consultant;

(6) inthe case of an investment-linked plan, I fully understand that investment in investment-linked plan involves risks. Value of units in investment options may rise or
fall. The benefits payable under such plan are, depending on the policy features, in whole or in part, linked to the performance of the investment options in my
investment option allocation instruction;

) allinformation, statements and answers to all questions whether or not written by my own hand are to the best of my knowledge and belief complete and true;

) all statements and answers to such questions, together with this application, shall form the basis for policy change/service and become a part of the policy;

) the Company is not bound by any statement which I may have made to any person if not written or printed here;

0) I have to reimburse the fees as charged by medical service providers if | apply to obtain the results of any Medical Examination Report/Laboratory Tests.

HEREBY AUTHORISE on behalf of the Relevant Persons

1) any employer, registered medical practitioner, hospital, clinic, insurance company, bank, government institution, or other organization, institution or person, that
has any records or knowledge of me/the Relevant Persons and/or who has attended or may hereafter attend to me/the Relevant Persons to disclose such

information to the Company as the Company may request;

(2) the Company or any of its appointed medical examiners, paramedical examiners or laboratories to perform the necessary medical assessment and tests to evaluate
the health status of myself/the Relevant Persons in relation to this application and any claim arising therefrom.

(3) the Company to give either the Insurance Authority or other parties, as required for relevant records or information.

This authorisation shall bind the successors and assignees of the Relevant Persons and remains valid notwithstanding death or incapacity. A photocopy of this

authorisation shall be as valid as the original.

If We fail to provide any information requested in this application, it may result in the Company’s inability to accept or process this application.

| HEREBY DECLARE AND AGREE that | have the full authority from and consent of the Relevant Persons to make the above declarations, agreements and authorisations.
RAGEIFESR AR AN B AREMEMA TIRBUILREEEDY / IRFFRS 5 IR ARSI R RN ERE M LS EEBRRIBRS
RAEIBARABRERARHERENGN TN/ HEARBREMIEET » RIEBBRAEENR / SHREERTIREMAITEHE » SERBEEEERRINEE -
INAFESRHLRAE ~ EHRAMERS PR R AL ~ B AL~ MREBEH) ~ MREBH) M M3 BE) —AREEEBAE (“VHIS”) TERR R E R R RE
AFRFIE TR AL ~ TREFFB AL ~ MERRAL ~ MRELENBI M MREFEH I RBATHBERES °

BANBARTAREMELERFE ERERNRESHNRRZ AL (FHE MR AL 3k M) B%Est » MERA LI o THM I5EERARIRFERRZ HiAL)
BEANRE

(1) BRAZREKEBRARRFS ZIEEELHE ;

) ERERERAA FIMRMERARIEN ; () BUBFIERHEMRZIIE ; (i) FFRN LMRERRATEZBER TEEABTEARNER (RIE DARESARNZER) #111Z ;

) B ERAFFHIBEX > BRIEFREE —EERE > BREMWNARRENTI BRI ENFHIEE AR ;

) RERZIERBERRBREARGEEEAIPIEEN - B SULINGREE/ RIEEEE/ RS BERMINRE Z B » BIERRNIEE ZFRER AR HZ B et ;

)

)

Ltz RERENAAZEAHE » 1RF KBTI ERFRENER ;

MBEBEEAERAE > AACEAEREEREEEASRATIRAR  REEZBUEETFNIY > REERASRABN2RBH T L AF S RPRERN

YRGB A 2 R EIEESTIE T P REZ REIEENRIAER ;

E—YIBER R EENFE AR » THRESEARFE » SiAAFAFS » 95EEZ 20 REEL ;

FREENRREERE WER) MILHEE » SMAERIRERNRE > MIEARE—H ;

ANEHERAFMELREAERR » 2B ELRFE HESHNY » EARFETHLAR ;

10) dn7x A BRI BB AR IR ER / (L ERFTAIR IR S 00455 - AANEBRATIHEREE /LEFRERIER -

AN NFEILARAERIA L1508

(1) FfIRE - ML Bk 27 - RIBAT ~ $71T « BUFHE « SUEMAS - BEIAL > ANEBERIFEEABERARA /ERALZES &/ AL HAATEF TR
KA /HEALE » HAES AT EREZEERHRMIGE AT ;

(2) BRAREMEIEEZESELE ~ BREASN(LEEFN > AT ERES B BRI Z B ERFEARA /ERAA TETRE 2 BRHEAR » (EABERZAAN /EALTZRE
BiR

(3) BARANERER > NRBERERIEMBBREABRCEEHERN -

LR ESHBRIA T2 R AR RAREHARS ; BMEAERAA LR THE TR » IFENARS - EEESNHNARERIERSENT

MPFFIT BRI FREFR B ER » BATIHFEEIEZ RIS o

ARAEIEANFEEEEAARA TRERRAEARAEL U LB « R R IRE -

2
3
4
5
6

s

10. Personal Information Collection Statement

e SN2 L

Please visit our website (www.axa.com.hk > Customer Service > Downloads > Life Insurance > Personal Information Collection Statement) and read carefully the details
of the Personal Information Collection Statement (“PICS”) which can also be made available upon request.

For our policy on using your personal data for marketing purposes, please see the section below “Use and provision of personal data in direct marketing”.
Use and provision of personal data in direct marketing: The Company intends to:

(1) use your name, contact details, products and services portfolio information, transaction pattern and behaviour, financial background and demographic data held by
the Company from time to time for direct marketing; (2) conduct direct marketing (including but not limited to providing reward, loyalty or privileges programmes) in
relation to the following classes of products and services that the Company, our affiliates, our co-branding partners and our business partners may offer: (a) insurance,
banking, provident fund or scheme, financial services, securities and related products and services; (b) products and services on health, wellness and medical, food and
beverage, sporting activities and membership, entertainment, spa and similar relaxation activities, travel and transportation, household, apparel, education, social
networking, media and high-end consumer products; (3) the above products and services may be provided by the Company and/or: (a) any of our affiliates; (b) third
party financial institutions; (c) the business partners or co-branding partners of the Company and/or affiliates providing the products and services set out in (2)
above;(d) third party reward, loyalty or privileges programme providers supporting the Company or any of the above listed entities; (4) in addition to marketing the
above products and services, the Company also intends to provide the data described in (1) above to all or any of the persons described in (3) above for use by them in
marketing those products and services, and the Company requires your written consent (which includes an indication of no objection) for that purpose.

Before using your personal data for the purposes and providing to the transferees set out above, the Company must obtain your written consent, and only after having
obtained such written consent, may use and provide your personal data for any promotional or marketing purpose.

You may in future withdraw your consent to the use and provision of your personal data for direct marketing.

Important: If you do not agree to the use and provision of your personal data for direct marketing as set out in the section “Use and provision of personal data in direct
marketing”, please indicate your request by ticking the box below. Once your opt-out instruction is recorded, we will not use your personal data for direct marketing.
I/WE ACKNOWLEDGE AND CONFIRM that I/We have read and understood the Personal Information Collection Statement (“PICS”). I/We confirm that |/We have been
advised to read carefully the PICS, and I/We have read it carefully its effect and impact in respect of my/Our personal data collected or held by the Company (whether
contained in this application or otherwise). Based on the foregoing, I/We hereby give my/Our acknowledgement and agree to the use and transfer of my/Our personal
data by the Company in accordance with the PICS, including the use and provision of my/Our personal data for the purpose of direct marketing.
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[0 I/We do not agree with the use and provision of my/Our personal data for direct marketing purposes as set out above in the Personal Information Collection
Statement (see “Use and provision of personal data in direct marketing” ) and do not wish to receive any promotional and direct marketing materials.

HEEARATMEE (www.axa.com.hk > BEIRE > THRE > AFRE > WEBAERER) TRIATLFDREUEBAEENER (“ZBH") - WM (X)) MEE -

MR T BAABRIRHENERAR THEASRNES > F2H T X “EEEEHPERRISHBEATRHREF AL 215 o

EEIFEHPERARISEEATRMFREMAL | 728 FE .

(1) ERARABFEHFERNE THNS  BEER - ERRRBHNESER - REEARITA ~ MEESRRAOSEURLUETEREN ; 2) MARE » RN, » ARE&

VERRRRE R B S S ER A PT REIRMHBANS 5 5B ROARTS I T IRl (IEERRMNIRMEYE - AN EHEEE) | () (R ~ 1§17 - ABERAEERHE &

BRARTS ~ SESAERIE MRS 5 (b) R  RENEE - B - BB EDHRTEMRT « BE - BEAZELHIKRRIES) » iRERIE « KB ~ IREE « HE - 11334848 - H8n

EmMRBREREEEER ; 3) U LRBRERSEHAIRT R /A THEBIRME (o) EARERMET ; (b) B=FERIME ; () IRHE L (Q2) I ZRBMERZ AT

R | R B NEESERHREEREBE ; (d) AAATHEMU LFRFIEEBRESENSE=5RE « ERNGEHEEARIRME ; (4) BREARERHE DRRB N E

o RATIVE Bi§ £ (1) BB PR Y B RHR T £ X (3) BB 2 MREMA L » MEZZEATEREZERBRERPER > MALSALENEERSTRER

BE (BERRTRE) -

EEAETREABRHE EXFrt B VSRME T EXFIRMALZE > ARBEERETHEERE » RRAEEFETHNEERERAIEAE TIEAER RIZET Ht

ANTVREfARER (R o

BT HEAREE T4 T AREEAERE TREABRRREFEMATFEARERENREER

EEEM | WA TARRIRE WEEAAZRNER FANEEE THEASEHEEREHAR 2K CRREHPERRISHBAAGRRB TR AL 559) > FETIA

BAMLSIEE (‘) - ER TERERRHNIERHALRE » AATRKFEERE THNEASHEABEREIHARE -

A/ EFIFEZAA / FHMERAELA B REEAERIAERE GZEEA) « A /HMFEDAN /BMIEHERAA / FHPAFMABERA (ZB) - MAA /RFAEF4ARIE (ZEA)

HENTIPMRESIFE ZAAN /EHANEAZRNZE (Ra SRS EMRISPIENS) o RN AT » A8 A /B FUFICRESR N B 2 & A BARER (X 08) A R ER

KA/ BPINEAER > SEEERRHEPERRERAN/BRMEAERHRRTEMAL -

O AA/BMAFAEEEQERE “WEEASREEER ERMNERAA/ HANEASEHEEREHAR (260 TEERHENERREHEASEHREFTHMA L 5%9) &
WA RBEAE AR ENERRIHME o

11. Consents to Data Processing Pursuant to AXA Privacy Policy (Applicable to individual
signatory(ies) with any declared address in the Mainland China only)

FIERE AXA ZEEFAPBE SR3E 1T KRR (RIBAM AR (TP EXENEA EE)

Please sign below to ACKNOWLEDGE and CONFIRM you agree to the following statements and grant each of the separate consents below. If you do not agree to grant
any one of the consents below, the Company and/or other companies of the AXA Group may not be able to provide the information, products or services you need or
process your request.
BENAEE ) URBLEREESUTER » TH TS BFLERRR - MREFAEHTIEA—IEFLHRAR » AXARER /3 AXA ZEEENE A B el R R
EFRBEMER « ERSURFBHEEENER
+  |/We have read and consent to the Privacy Policy*; and
AN/ BFIBEREBL R STARBEBER ; &
I/We agree to the processing and/or management of my/Our personal data, sensitive personal data, and that of minors under my/Our guardianship (if applicable)
outside of Mainland China as prescribed in the Privacy Policy.
BN/ EPBERA /EPIVEAER - SIREABERRARA /RMEEENRREAN QERA) 2 SUREAERHKBIARBERN REAPERIMNRIER /S EE o
In the case that the Insured is aged below 18, I/We grant each of the above separate consents on behalf of the Insured as his/her guardian or authorised person (as the
case may be).
ERERARMI8 5% > AN/ HPIUEERASERRA GRIERTE) MEH » ARBEAS BAS—IBFLEBRE -
* The Privacy policy is available here: https://www.axa.com.hk/en/legal
* TEIEERISFRARBERER | https://www.axa.com.hk/zh/legal

Signature of Insured (If aged 18 or above)/the Guardian or authorised person of  Signature of Owner/Trustee/Collateral Assignee/Irrevocable Beneficiary
Insured (If Insured is aged below 18) FAAN/EEAIRREEREA | TR B MR AN EE

WIRAZEE (W0+/\ R L) /IRANEEA R EAEE

(I RARRT+I\BE)

12. Commission Disclosure Declaration
AEHE=ER

I/We understand, acknowledge and agree that, as a result of my/Our application for change/reinstatement in relation to the policy issued/to be reinstated by the
Company, the Company will pay the authorised insurance broker commission during the continuance of the policy including renewals, for arranging the said policy.
Where |/We am/are a body corporate, the authorised person who signs on my/Our behalf further confirms to the Company that he or she is authorised to do so.

I/We further understand that the above agreement is necessary for the Company to proceed with the application.

BN/RFEA  BAREE > ERARERAA/BRARELARSER /ENNREFPHBNRESN /REEXN > NREGYEA (SEER) naEZHEMRENEIRER
A AR o RUNAN / HAIREAEEE » RREAN/RAZSOEREABLRE LB/ ELEABRREEE -

BN/ BRFITRAEARMEREEAN /RN LR » A AIUEERERERE o

13. Signature
=E

IMPORTANT NOTE ;¥% : PLEASE DO NOT SIGN ON BLANK FORM:5Z17E = HRIE L EZE

Signature of Insured (If aged 18 or above) Signature of Owner/Trustee/Collateral Assignee/Irrevocable Beneficiary
WRAZEE (W0+/\Es L) AN /SN IEIRERZ RN | RO BT m AN EE

Signature of Witness/Financial Consultant Sign Date (YYYY/MM/DD)

REA BRI RE HEBM(E/A/B)

Full Name of Witness/Financial Consultant
REBA /BRI Z %
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ixp

Il (fRBE

#E4ChRZS)

Financial Consultant Details ¥ RERIE %}

Name

W

Code Contact Number
sk B ABSRAS
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