Policy Number {REE 4R35 :

Policy Service Application Form Il
(REARFEERERE I

Important note:

“The Com ary”
“KAE T BAT
AXA China Region Insurance
Company (Bermuda) Limited
(Incorporated in Bermuda with
T (AR EIRAT
1. This form is to be completed by the Owner/Trustee/Collateral Assignee in BLOCK LETTERS and signed with the signature ZaR A HIASEE) I
same as recorded in the policy file. (RBEREZMINERAR) /
If your application is submitted through your Financial Consultant, please state his/her consultant code, name and contact number. AXA China Region Insurance
Please submit a copy of the identification document of the Owner, unless submitted before, together with this form. EHOEFQ pany L'”’}'Egd
For any changes on your identification information, please complete and submit the “Policy Service Application Form I” or ZERSMAMRAE/
“Supplement to Application - For Corporate Owner” to apply for the information change. We shall treat the relevant customer AXA Wealth Management (HK)
information unchanged from our latest record unless we receive your notice on the change of the information. Limited

EAES

5. We reserve the right to ask for additional identification documents where necessary. RBEMEEE (FB) BRAF
6. Please tick in the box to indicate the change(s) you want to apply.
7. Please do not sign on blank form.
% T;e original of this form and supporting documents submitted will not be returned.
EHIE!:
1. EEREERBREEA/EREA/BRESEZEANERARNES - ERIEALRRE LATHRER o
2. NICERGFELIRARERIEL » 55T PRI RERIARSR ~ S R HtARSIRAS o
3. MEZAIRBGIERZSREAXG > sER RS —4HE 358 AN S (3 5EAX R -
4. METHEDHERBPIEN > HERIRR RERBAFE | 3 BR/RERBPFELET - FEARATERERI U
HEEHRER BN FE - MEALBRFRIIE T 255 » ARNERSRIERARRRIAZ SCEHERRE o
5. AREERABBEZEREE NEZEMXMG -
6. FBINARAN NV ) RERFAEFABHNERER o
7. BNEELRFSLEE -
8. FEXZIEXRRFENMFIBXHETERE -

Personal Details of Insured/Owner/Trustee/Collateral Assignee

#WEAFEA SR [ IERERZRABA T

Insured Owner (Leave blank if Owner is the Insured)
WRA FEA B ABERANEEESR)

Name
W

Name of Trustee/Collateral
Assignee (if any) Not Applicable
A /IEIRER B AR ER
maE)

Name of Employer
BE7TE

Office Address
IWE R

Room/Flat = / B{i Floor B# Block & Room/Flat = / 1L Floor B&X Block FE

Name of Building/Estate KB EIBLHE

Name of Building/Estate KB EIBLHE

Street No. & Name #7178 578 K SR HE

Street No. & Name #7878 K SR HE

City/District i/ / &

City/District i/ / &

Postal Code BBZF 5% Country EIR

Postal Code BBZF 5% Country B

Office Contact Number
b NEN

Employer’s Business Nature
BEEBLE

Occupation

Title B I Main Duties EEH#5 Title Bz Main Duties FE#H
Current Monthly Income (HKS)
REFSAWA (BE)
Education D Primary or below D Secondary/Advanced Level D Primary or below D Secondary/Advanced Level
BERE NPT FRE /FER INBEITR 2 /788

D Tertiary or above
REFMUE

D Tertiary or above

AREFULE

Have you resided outside the
country/city of the provided
Residential Address for more
than 6 months during the last
12 months?
EBBECEE+ B8 NTEFR
2z AEERUAIESR /IS
BB MEA ?

Yes (Please provide the country and city):

B GRERERK)

Yes (Please provide the country and city):

B GFEPEERKAN)
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Policy Service Application Form Il {REEIRFSEREEE I

1. Coverage Changes
fRIFEY

Note ;& :

1. Please complete Sections 7a - 7c. For Pink Medical Insurance Plan, please complete and submit “Health Declarations Form (Applicable to Designated Plan/ Campaign)”
instead.
BEEE TaETCEM o MPRBAIMERRE > SFRERMER MEREHERSE CBERANIEEER/#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.
AREREELERTAZENR > HFRLRFS —MHEZIGER TERERDIT (WER) » 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.
RS ERVIER R R EARATNE P IRFFR (852) 2802 2812 » THENRFREHRERR TR ERDT LREEZRE ©

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.

MIEHERBREBER IERERDN » BEZREREREMEAL » FARNTEERRNEREHHES o

[] Change of plan B2st#|
Change from H to BX%

[] Increase Sum Insured/Protection Amount/Notional Amount of Basic Plan (in policy currency) @& At BI{REE /RIS RE /| L &£ (REE)

Increase to 1I2=%4 $

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

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

O O $

O O $

O ] $

2. Policy Reinstatement
REEM
Note ¥% :
Please complete Sections 7a-7c. For Investment-Linked Assurance Scheme (ILAS) products without sum insured, please complete Section 8 only.
RIEBHE TaETcEMY - MENTRRREZKEBLAFRAES > RATHE M -
[] Inaccordance with policy provision 1RiE{R B8 163k

[] By forwarding (Redating) the Policy Date (Applicable to designated product only) ##i (B2 REL M BE (BERIGEEER)

3. Removal/Reduction of Occupational Rating
PR [ RIS SRS A

Note ;% :
Current occupation details must be provided on “Personal Details of Insured/Owner/Trustee/Collateral Assignee”.
AR TR /B AN /G5 B EEZ B AEAER IRER TIEER o

[] New Job started on #8; / B RESART (YYYY&# /MM B /DD H)

4. Term Policy Conversion
ERRFRIRESR

Note ;¥ :

1. Please also complete “Insurance Application Form”.
ERIFHAR MRIBRRE

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.
EARBRRE LN EMEUE R RE D REZEUE R AN A B R RENES NER N E AR ERREEAFTEENIFREERRE - EMREERE  CERNRER
RERIRERRREE / E HAM INRBERIREAIRER o WIRIERSOEHARIR / EHRBIANRIZIREDE N B R B RAE AT B / N2 A A A B A SERBFHE ERYIREE T IR > SRMNEHAR
B2/ ERMINERERAVIREE S 2 B » BIERMNTEHRFRIGRE / ERMINRBEEZAKI M REBERRRIERFABEY > MEREMNERFRRRE / EHRRMERREMZR
BT ERE o

[] Term Basic Conversion EHA{RIRERIR [] Term Supplement Conversion EHAKIN{REEESH
Sum Insured to be converted (In policy currency) Eff0{R2E (IRBE &) :
Handling of remaining balance of Sum Insured after Conversion (If applicable) E#f#& Rl REBRIE S % (0EA)
[] Cancel BGH
[] Keepin Policy fRE&EH IRE
[] Other Requests EAfhEsk

New Policy No. (to be completed by Company) ¥1RE#RSE (HATIES) :
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Policy Service Application Form Il {REEIRFSEREEE II

5. Increase of Regular Investment Amount (Applicable to “AXA Wealth Management (HK) Limited” Only)
TR ERE (RBANEEMEEE (F8) BRAR)

Note & :

1. To comply with the requirements set out by the Insurance Authority, please complete and submit a “Client Needs Analysis” together with this form to apply for
increase of Regular Investment Amount.
ATEREEEERTHEZER > FHELRFS —MHEECER TER BRSO » URFBENEREESEE -

2. 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.
SEHARERVIER B BB RN TN P IRFSEUR (852) 2802 2812 » THEMHBRETHREIRR TR ERD T MEREGEEZRE ©

3. Ifthe “Client Needs Analysis” is required but not duly completed, it will be resulted in the Compan’s inability to accept or process your application.
MEMRFEREER [ERTEROIN » BZREARBIGERIAE » AREFFEEZTSREERRE

4, Please complete and submit “Important Facts Statement and Applican’s Declaration” together with this form.
SEPELL RS — AR ER [E R AR BIANFFARRE]

5. If the Total Regular Annualized Premium is in excess of the Medical Requirements, please complete the Health Declaration in this section.
EEFEREHREERNBEIER  FERASHREZA -

6. If “Waiver of Premium Benefit” /“Premium Protector Benefit” was attached, please complete Sections 7a-7c.

BIRERERRE) / TRERMEE) EMNNRGREL - SBEEE TaETcEpD

Plan Name Premium Term (Years) | First Premium Due Date |Existing Periodic Premium (USS$) |Revised Periodic Premium (USS$)
sHEIRE BEREH () BB ER REZSHAEZREE 0 BT R SHEAMREEE ()
Insured
HWIRA
Yes No
Health Declaration fEEEE28R = a
Had the insured ever been hospitalized for observation, operation or medical treatment, or been advised to undergo treatment or D D
investigation for cardiovascular or circulatory disease, stroke, any kind of tumour or cancer, disorder of the liver, kidneys or nervous
system in the past 5 years? If yes, please provide details including dates, diagnosis, duration, treatment, result, names and addresses of all
attending physicians.
BERFRN > WRABSEEABESEE « OENERBEIRALS « FE -~ T - BRSKAGHERMES REREZARER  IMLFiT
AR ? BE RIS 0 BIEHE - ZEER « IERRE AR RERER - TR R

6. Other Service Request
HithsEeq
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Policy Service Application Form Il {REEIRFSEREEE I

7a. Personal Statement: Other Insurance Information

AARREA : HthiRpaEE

Insurance in force and amount (including currently applied for) on Insured. Please complete the table below if applicable.
WARAFRTEIRITAEX (BIETEEREH) ZRIGIRME o MFEMA > 55 FFIREAEEE o

Insurance Company Sum Insured/Protection Amount/Notional Amount/Benefit (HKS) Date of Issuance
Name 1RE8/ (RIEEEE / BB/ RE (BIE) (YYYY/MM)
A= p-se
RO Life Insurance Disability Income Critical lllness Insurance Personal Accident | Hospital Cash/Income SHEHE/R)
NSRRI ERABIRE BERRRE BARS FERIRE /AR

Attention: Please read the below statement carefully before completing the sections 7b and 7c.

AR L TEFEAE Th KB T EbA AT - AR TR -

Statement for Collection of Information

BRI SR ER B

(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

(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

(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

(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,

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.

R E LS B2 ERARAR EFHEMER RIRZ FHE » MIIRIRE R L Bl RN 2 BERG RRTE Feafa RIVEF o RN EHRANEREFEA A TFEE » TEEEES
ERARFERBAER o

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.

1EREBN - BT EERAMAFNE & BRSSP ERE RN EHEHTERERIER o KL EIIRIEE THEHETER - AIRE B HIRERMERTHMEZH TE—F1E
HERILUERZIRZ A °

the Policy, you are required to notify the Company in a timely manner.

BRI TR A FFREER TR EIRERIBHRI A B EPIe I BRI G (IS ERT - BT HERFPEHELE]

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).
BMEERLTHR IRIL FEBEEE(REE » TR (ii) Frii B A FRAIFT 15 R 2k 2\ EHE T B ZEFERVERY - SR (ifi) PRt st B RIBE RIS BRI N BB A 2] » BT
IR RPECTRE B T RIRIE » NN EIINETRERILARLE ~ 1ERFSUINIA A RIREE » SL{EABAEE o

7b. Personal Statement: Health-Related Information (Part 1)

(For Individual Indemnity Hospital Insurance Plans (either Voluntary Health Insurance Scheme (VHIS) or non-VHIS compliant plans), please complete the
Information in 7c - Personal Statement: Health-Related Information (Part Il). For all other products including Cancer Therapy series and Cancer And Stroke

Therapy series please complete)

{AAERER : GRERAERAEE (B—EB(%)

(BB ERRIEE R (B BEBR R (VHIS) RIFERBREIZBRER) B55EmM 7c - AAZR | REEMER (F25M0) - At ERSEREARRY &

FEN R AR RSB AL ER )

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.

BRI PR K89 T K TR - THISERALLIRREFFRIRARA  MERPHFRBAZRRRE » {5 ATFBETRILED

If your answer to any of the questions 1, 2, or 4, 5 below is “Yes”, please complete the Supplementary Health Information form.

A1 2W4 SEPEA—EZERES TR Bk MERERMT) RS -

General Information Easi&%}

Insured

HRA

Owner

FEA

)
7]

L

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?
BRETEREE/ BREANEARRERENHBERAS « BEHRR - BEXEHREREEIER « T8  GnEREIMMER
REE?

[]
(]| ®§

[ ]
(]| ®§

Have you ever taken habit forming drugs or narcotics, or been treated or counselled for a drug or alcohol problem?

BRE B IRAMRIRIE S SRR » SR SEUERIE M AR e ?

[]
[]

[]
[]

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.

EREE2EGITHES EARBRMIEE ? AN @ BK « el ~ 7EXNBkEE « Bk « BEUEAIRIT « BEIRIT UAFKESH
TIER RN Z RMEFHEERIN  INF > FEZEBES /EAZHA -

[]
[]
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Policy Service Application Form Il {REEIRFSEREEE II

Health Information 2B &%}
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.

BAERREUTRER RS AR -
1SR/ RKE [ HEEE « BRE %/ BYPS (BER) « HEFR (BESE) « 2E S (BER) B8O - EHRENRHE/ I
BRE (MRARER) « ERTFERMRES RS (BRERER) - ERERRE (RESRER)  AHEH - TERMETERE
(EEH) « FERENRAEREREZHIIRS « 7 B8/ 806/ &81E -

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

b.

C.

p.

4. Do you currently have or have you ever been diagnosed with any of the following diseases or medical conditions?
ZERIES B BWED BE NIERIRELR ?
a.

Cancer or carcinoma in situ (CIS), tumour, melanoma, cyst, nodule, polyp, lump or growth of any kind
FRERRRE B BB - BiE - &5 - BER - BREMENEEY

Heart disease including chest pain, angina, heart rhythm disorder or structural heart abnormalities
OBERREIERE « ORYE ~ ORAESOEEERE

Stroke including transient ischemic attack (TIA) or cerebral aneurysm/subarachnoid haemorrhage
REEIERT G MERSERI (1558 T/VR R ) SASENARES / S0k ARAE T A2 L

Hypertension/high blood pressure

= [ JBR

Thyroid disorders including hypothyroidism or hyperthyroidism

FRRBRER - EIE R IRARTIRE IR S R ARBRIhRE T U (FRoT)

Diabetes mellitus, impaired glucose tolerance or diseases of the kidney, genitourinary system (including bladder
or prostate) or the reproductive organs

YERRE ~ WEREMEES ~BRETARG (BIEREMEAITIAR) HAETEEE ZRR

Prolapsed intervertebral disc, degenerative spine conditions, arthritis or other joint disorders

AR ~ BRI - RIS R EMBAEIRR

Medical conditions requiring a medical device or prosthesis to be implanted within the body
FEEABRERNEMEHHRERRT

Congenital conditions (medical, physical or mental abnormalities that existed at the time of or before birth)
SERMEE EREAERSZ B FENES « £ B ENEE)

Physical defects, impairments, deformities, and/or conditions affecting mobility, sight, speech and/or hearing
SESERE ~ TR ~ B » T/ RBIEBRES ~ 777 ~ sREERESI N/ SER AR

Mental health conditions (such as depression, anxiety disorders, schizophrenia, eating disorders or bipolar
disorders)

KSR BRI (BIUNIDE « 8 ~ B0 R ~ RBAFANRITINEE)

Hypercholesterolemia or hyperlipidaemia (elevated cholesterol)

EEEREN MASE

Human immunodeficiency virus (“HIV”) infection, liver disorders (example Hepatitis B or Hepatitis C (including
tested positive), fatty liver or cirrhosis of liver)

ﬁ)ﬁ%%ﬁﬁﬁ%iﬁ% (BHfmRE) RE -~ FEER GIINZ 2R SRR (B2 RE)
Multiple sclerosis or neurological disorders (example Alzheimer’s disease, Epilepsy)

SRR LEN S RGER (BIUNERZLE IR ECE ~ BOFE)

Respiratory dlseases, blood or vascular disorders, auto-immune diseases (example Myasthenia gravis), sleep
disorders (example Obstructive sleep apnoea)

IR R AR ~ IURKE 2 5% - B RBEER (GINEENEIE) « EIRIEE (FIUNPEE AR E S E)
Gallbladder or any gastrointestinal diseases (including gastric/duodenal ulcer, ulcerative colitis)

EERR  WEARBRR (B8 / tTERES BENHERR)

~ BERL AT SATEE

O oo oo oo
O oo oo oo

O oo oo oo

5. Only for juvenile applicant (under age 18): Have you ever been diagnosed with or had signs or symptoms of physical
or mental development problems?

DBRARYVERGBA (18U TAL) ©

BREBWHED SRR ERRE > NEREEIERRER?

L O OO

0 od b oo odggogogdn

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

ERRERE ~ RRBFREE I/ TRaRZEHEE U TER ?

L OO OO

]

L OO OO

[]

Cancer, heart disease, stroke, diabetes, Huntington’s disease, polycystic kidney disease, multiple sclerosis, D I am adopted D I am adopted
Alzheimer's disease or any other inherited conditions. If Yes, please complete the table below with exact nature of RANBEEDN TAREEN
the illness e.g. breast cancer, colon cancer or heart attack etc.
FE ~ OB ~ PR BRI ~ T T IREIEE - SEMER - SRMURUE - TSR OESEMEMEERR - 1
B BN TIIRBARBEFRLEE > GIMNILE - KIFEIUORREES o
Insured Owner
HWIEA HEA
Relative Diagnosis/Condition Onset Age Relative Diagnosis/Condition Onset Age
B SR (AR TR B sSHf [AKR AR

50f9



Policy Service Application Form Il {REEIRFEERZEE Il

7c. Personal Statement: Health-Related Information (Part II)
(Please complete for ALL Individual Indemnity Hospital Insurance Plans (either Voluntary Health Insurance Scheme (VHIS) or non-VHIS compliant plans) PLUS
all other insurance products where applicable)

{AAEREA : fRERERAEE (552 8R(0)

(FrE A ERERREER (SIEERBERE (VHIS) RIFERE R 2AMER) REMEAZ RIRERATCAILER)

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.

BB PRIR B T T TEEY ) > THIEBRALLIRREFEIIRRA o MFIRFEREERE A Z MR RE > KB ATMAZATTRLLERG ©

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

E3ESEPEA—BZERA R A ERER M) RISPEREFS o

General Information Easi&¥}

1. Insured Owner
HIFEA HEA
a. Height
g8 cmEX Orsf ftiR in o cmEX Orgg ftiR in i
b. Weight
BeE kg Afr Orsf lbs & kg Afr Orsk Ibs B
Insured Owner
HWRA HEA
Yes No Yes No
= £ b3 £
2. Do you smoke or have you smoked in the last 12 months? D D D D

BEREREREBE T _EANBSRE ?

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).

MRIE) EHRBEN SR BEERRHREE « Ti ~ B3} - BERERRSTHRALER (FIMNEFE) -

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

mE > FAREREERTEE  ARERREBMHE

D pcs/day D pcs/day

a. Cigarettes FE % /8K X /88X
D pcs/day D pcs/day
b. Others (Please specify) Efth (3535F8) : X /8K X /B8R
Health Information f2EE&%} Insured Owner
Applicant(s) are not required to disclose information regarding the medical conditions or treatments below - HWIRA HEA
Cold/flu/sore throat, gastroenteritis/food poisoning (fully recovered), indigestions (no investigations required), Ye
: . . es 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.

FEAEREEUTRRERREEHE -

158/ KE [MEhERE - PAB X/ BYhS (BER) « HILFR (BRHE) « & RS (BE%)  B0OE « ERENRE/ I
Wi (BRERER) - BRFEHMAMZE R (MBERESR) - ERERERE (MEERER) - EhHEH « TARATEAR
(EFH) « FEARIRAERBRESIIRS « AR B8R/ #c/ETE -

3. Inthe last 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?

ERERFRN > EREGKIREZTCHRNTE GINER « SMER 84 F « 8F) AEAFRIEEINIEZ HEEE
AB (BINERELE « YEIRERE « 15 REE) MIRE AT B R-EIE ?

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?

EBRERFRN  EELTGREBEESEN GINEREETER/SE—X/FRER) RASNBBE—ERNESEN ?

5. Inthe last 5 years, have you been admitted into a hospital?
EBERFERN  BREBATER?

6. In the last 5 years, have you undergone a surgical procedure (including endoscopy or biopsy) without being admitted
into a hospital?
EBERFERN  BREBHEIFIRER MEIIEHER (BIENERERE AR ?

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)?

EBERFRN RSB ETHBRERETIES (Flunssm « 5K ~ OEE ~ X6 - BEK « BidFH - MOk - EEF

o~ BRmAE - BRSO ~ MERFGAIED ?

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

MRERE R BHREERESEETIIER?

a. Normal test result is advised
IRERAERIER

b. Abnormal test result is advised
RERERER

c. You are still awaiting test/test result
BIEHRISSRRERER

d. Testresultisinconclusive or uncertain (retesting or follow up test is required)

BERERBBEANTRE (FEENE—T )

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)

MRBERESRERERAFTERTER (HIN—LRUFBEANENERAVIERINFTEE / FEEAE /RAENRL SIS /5L
B iR A BE IR AR S FL A5 S PR ARBR HERE5 (L)

[]
[]
[]
[]

LI O O O
LI O O O
LI O O O
LI O O O

L] OO O O
L] OO O O
L] OO O O
L] OO O O
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Policy Service Application Form Il {REEIRFSEREEE II

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?
EREEEMEMBERMRSREIRAN (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)?
[REBAEARIUTZERRE]| SRAERTHIEREITEN L » K/ REERBEDHR 252 (5.51F5) ?
If the answer is “Yes”, please provide body weight at birth:
MEREE R FREHERZ RS :
a. morethan2.50 kg/5.51 lbs
%752.50 AF /5.51 5
b. 1.51-2.50kg/3.32-5.511bs
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 AFF /2.20 B

LI L e
LI} L] ™
[ ]| #o
L]/ ®E

L) O

8. Simplified Health Declaration (Applicable to ILAS Products without Sum Insured)
7 EERE GEARTRRREZREERASIHER)

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?

BRELNHIE » BREERACHEMERIBRALRR « R&E ~ AEMELY) « B - BEREE - T - BRagaanmmmiiuEsEat

g@%gﬁﬁiﬁi N f}mﬁ%%/’a% ' AR EBE LMERHERETBRARINE ; IRSMREERESREREE /AHER > HEZE
SRR~ IREEEE ?

If the answer is “Yes”, please provide the below details.
EEERR FEBRUTZ#IE

[ ] e
(1|3

Diagnosis/Condition Details Onset Date Last Degree of Investigation/Treatment Doctor/Clinic/Hospital
o8 RS mEEEHA Symptom Recovery 18258 / Ak Name
1o 5 e
_ Date ERIEE Date Details BR4E /50PN | Bl TE
=EFEE -
=P B

9. Change of Personal Information

EHEAEH

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 ANSHHEGN/ Sithit 8 ERIRRE BB > 551E NMERIRZESAM L TV 5k o
[0 Change of Identity Document (Please also submit copy of the latest identification proof)

BERE DR GERIKHR XS H DR 4EI4S)

[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 I”)

BRI THAL/ AFEBHAL/ F R M B AT SRR R GRS RO SRR B8 3 (9 PRt 2 M EOAEIA R, (R EARFS A 1))
10. Declarations and Agreement

EHIAR sk

I 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, | 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 | 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 AMREAREFMEMA TIRBUILREEEDY / IRFFFRS 5 IR R FE I R FR AN EAE M LS EEBRRIBRS

RAENEPARABAEREHGNRENAN IR /N BATAREFMKEEETR » REBREER/SREERINFEMEHEEE » SIERREEERREHEE -

IAFESRHLRG ~ EHRAEMBERS R PR RER AL~ B AL~ MREBEH) ~ MREBHR) M M3 B —ARBREBAE (“VHIS”) TERR A E R IR R RE

AFRFIEI TR AL ~ TREFE AL ~ MERAL ~ MRELENBI M MREREH I RBATHBERES °

g%i%ﬁntﬁi%zk)\&ﬁ{mﬁﬁﬁﬁ%%%J:&ﬁﬁﬁﬂ’\]ﬁ%éé’@WEE'E&ZA:t (™F8 TAERAA 1 3 F3RAM) (B%TEsE > TERIA L S MM 58 EE AR RFZR R Z Hith A L)
A=

(1) FAZREKBARFEZBEELHEN ;

) EEEHAE TIMEHRAEER; () BUEFIARREMBZIIE ; (i) BN L RERRATEZ BN VEERBAEQRANEE (RE LRRESHONZER) ik ;
) BERZEREFFAPEN  RIEEE—RER - BREXWARRENT R ENFRNEEAF ;
)
)
)

RERZ FEERFET N BB RIETIS FERFIA1E « BXEIENRE / RESLE/ 2 ESERMINRBZ 85 » BEFREEZRREHEATMZBRE ;

itz BRERENAAZBAHE » 1R B KBTI EBFRENER ;

MGEBEEXEZRAE > AACEAEREEREEEASBRARIRAR  REEZEUEETFINAIE > REFERASRABNELRBH T LA S RPREN

FFEEAAR N\ 2 B EEDTCIE TP REZ REIRIENRIAER |

ER—YIBER R EENAE SR » THRESEARFAE » BiAAFFS » 95EEZ 2L REEL ;

FAEENREERE WER) RILHEE » SMAERIRERNREE > MIEARE—H ;

EANEHERAFMELREAERR » 2B ELRFE HESHNY » BEARAREATHLAR ;

10) N7 A B EEIEEN A RABEAR IR ER / (L ERFTAI R IR S AVAE R - RANBEBRATIHEREE /(LEFTRERIER -

A NEEILARAERIA L1508

(1) FfARE - ML Bk 27 - RIBAT ~ 71T « BUFHE « SUEMAS - BEIAL > ANEBERISEEAERAA /ERALZER &/ WL HAATEF TR
KA /HERALE » HAES AT EREZEERHRMGE AT ;

(2) BRAREMEIEEZESELE « BREASN(LEERN > AT ERESEFIBL BRI Z B ERFEEAA /ERAA TETRE 2 BRHEAR - (EABRZAAN /EIALTZRE
BiR

(3) BARANERER > RNRBERERIEMBBREABRMCEEHERN -

LR RESHBRAA T2 R AR RAREHARS ; BMEAERAA LR THETAENR > ISEMARS - EEESNHNARERIERSENT

MPFFITREIR AL FREFR BRI ER » BATHFEEIEZ RIS o

ARAEIEANFAEEEARRA TRERRAEA AL U LB R R IRE

2
3
4
5
6

s

11. 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 I/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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[J 1/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.

FEBEARREFHE (www.axa.com.hk > BERES > THE > AFRE > WEEABEREZR) TREMAQBERIUEEAERIAVERRR (“ZBE”) > WA (ZEBR) W MER -

MM T MR AT AR B N ERE THEA SNBSS » F2H T “EEZEHPERRISHBEATRHREFHMA L 215 o

EEFEHPERARISREATRMFREMAL | 7AA5EFF

(1) ERARABREFENE THNS « BHEER - ERRIRBNESER « RBRAKRITH - MBESRA DG BUELETEREHE ; (2) iARE » TR > AATE

TRERIBRB L R A VERS A DT RERR (HBARS T 7RRIM R M ERMETEIZEH (EFEFRIIRMRE « TRHEEHEEE) | (a)RiE « R17 « AMERLAHEEHE 2

AHARTS ~ SESFMERMERRRT ; (b) BE « REKRER « B8 - BEES NG EMRT « 185 - B ATELIBVARIES) « IRERIGE « KE ~ IREE ~ HE ~ @8 ~ 118N

EmKkREREHEERER ; ) ULRBENEDISEHEALT R /FUTHIEBRME | () (ERREREES ; (b) F=AERiEE ; () IRELX (2 FMNZRENRERZERT

% | HR RSB ESER RS ERBBHE ; (d) AERATSERULFAFIEBRESENE=HRE - RERNGENEEBIRESE ; (4) BRARQERHE LIRRFBERE

o > RATIVE BAG £ (1) RS PR BV B RHR T £ (3) EREB I 2 BREMA L » UEZZATEREZERBRERPER > MALSALENEESTRER

AR (BERRFARY) -

EEAETHEABRME Xt B SR E T EXFINALZ R > ARFEEGE THEERE » RRAEESETHEERERASIEAB THEAER RIRET Ht

ATV ER(R AR o

ETHERARMEE AT ARARERAERE THEASRRRETFEMA TEEARERENAEE o

EEEN  METAERRE WEEAABERNERE CRANERE THOEASHEERRHAR (2R EEEREHNERARIGHBAAERRMFHMA L 50) > HETIH

BAMLEZER () - BRI TEREREHNIERRCEE AR TSERRTHEABHEREREHAS

A [ EFIRERAA / HMERAL A REEAERIERRE GREER) o A /HMFEDAN /BOIEHERAA / FHPIEFMABIA (ZER) - MAA / RFAEFAEIHE (ZERR)
TEABFTESFEZ AN/ RFINEABSRNEE (Ral T UL REFTEE R ERISAEYS) o RIEUERL > BA/BISILER LR E 8 ARIRE (ZBA) ERANER

AN/ BPINEAER > SETERRHEPERRERAN/ HMEAERHERFTEMAL -

O FAA/BATAZRERERE “WEEATHNER CRMNERAA/ZMNEABSREEREHEAR (2 TEEEHNERARIEEEATSRREFEMAL 5D) X

W AFRR R A B AT E N ERRIHAME o

12, Signature
=E

IMPORTANT NOTE ;& : PLEASE DO NOT SIGN ON BLANK FORMsE/17E =R RIE L EZE

Signature of Insured (If aged 18 or above) Signature of Owner / Trustee / Collateral Assignee / Irrevocable Beneficiary
HRAZEE W4/ \EHA L) HEAN/GEAN/IEFEEZEA/ A BRZRAEE

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

REBA 2R EREE HERARE/B/B)

Full Name of Witness/Financial Consultant
REBA B 2 %

Financial Consultant Details ¥EB4EERIE !

Name

a2

Code Contact Number
sk B ABSRAS

90f9



This is a blank page
ItnEAR



	P1-01: 
	P1-02: 
	P1-03: 
	P1-04: 
	P1-05: 
	P1-06: 
	P1-07: 
	P1-08: 
	P1-09: 
	P1-10: 
	P1-11: 
	P1-12: 
	P1-13: 
	P1-14: 
	P1-15: 
	P1-16a: 
	P1-17: Off
	P1-18: Off
	P1-19: Off
	P1-22: 
	P1-20: Off
	P1-23: 
	P1-24: 
	P1-25: 
	P1-26: 
	P1-27: 
	P1-28: 
	P1-29: 
	P1-30: 
	P1-31: 
	P1-32: 
	P1-33: 
	P1-34: 
	P1-35: 
	P1-36: 
	P1-37: 
	P1-38: 
	P1-39: Off
	P1-40: Off
	P1-41: Off
	P1-44: 
	P1-42: Off
	P2-01: Off
	P2-02: 
	P2-03: 
	P2-04: Off
	P2-05: 
	P2-06: Off
	P2-07: 
	P2-08: Off
	P2-09: Off
	P2-10: 
	P2-11: 
	P2-12: Off
	P2-13: Off
	P2-14: 
	P2-15: 
	P2-16: Off
	P2-17: Off
	P2-18: 
	P2-19: Off
	P2-20: Off
	P2-21: Off
	P2-22: 
	P2-23: Off
	P2-24: Off
	P2-25: 
	P2-26: Off
	P2-27: Off
	P2-28: Off
	P2-29: 
	P2-30: 
	P3-01: 
	P3-02: 
	P3-03: 
	P3-04: 
	P3-05: 
	P3-06: 
	P3-07: 
	P3-08: 
	P3-09: 
	P3-10: 
	P3-11: 
	P3-12: 
	P3-13: 
	P3-14: 
	P3-15: 
	P3-16: 
	P3-17: 
	P3-18: 
	P3-19: 
	P3-20: 
	P3-21: 
	P3-22: 
	P3-23: 
	P3-24: 
	P3-25: 
	P3-26: 
	P3-27: 
	P3-28: 
	P3-29: 
	P3-30: 
	P3-31: Off
	P3-33: 
	P4-01: 
	P4-02: 
	P4-03: 
	P4-04: 
	P4-05: 
	P4-06: 
	P4-07: 
	P4-08: 
	P4-09: 
	P4-10: 
	P4-11: 
	P4-12: 
	P4-13: 
	P4-14: 
	P4-15: 
	P4-16: 
	P4-17: 
	P4-18: 
	P4-19: 
	P4-20: 
	P4-21: 
	P4-22: 
	P4-23: 
	P4-24: 
	P4-25: 
	P4-26: 
	P4-27: 
	P4-28: 
	P4-29: Off
	P4-31: Off
	P4-33: Off
	P4-35: Off
	P4-37: Off
	P4-39: Off
	P5-01: Off
	P5-03: Off
	P5-05: Off
	P5-07: Off
	P5-09: Off
	P5-11: Off
	P5-13: Off
	P5-15: Off
	P5-17: Off
	P5-19: Off
	P5-21: Off
	P5-23: Off
	P5-25: Off
	P5-27: Off
	P5-29: Off
	P5-31: Off
	P5-33: Off
	P5-35: Off
	P5-37: Off
	P5-39: Off
	P5-41: Off
	P5-43: Off
	P5-45: Off
	P5-47: Off
	P5-49: Off
	P5-51: Off
	P5-53: Off
	P5-55: Off
	P5-57: Off
	P5-59: Off
	P5-61: Off
	P5-63: Off
	P5-65: Off
	P5-67: Off
	P5-69: Off
	P5-71: Off
	P5-73: Off
	P5-74: Off
	P5-75: 
	P5-76: 
	P5-77: 
	P5-78: 
	P5-79: 
	P5-80: 
	P5-81: 
	P5-82: 
	P5-83: 
	P5-84: 
	P5-85: 
	P5-86: 
	P5-87: 
	P5-88: 
	P5-89: 
	P5-90: 
	P5-91: 
	P5-92: 
	P6-01: 
	P6-02: 
	P6-03: 
	P6-04: 
	P6-05: 
	P6-06: 
	P7-07: 
	P6-08: 
	P6-09: 
	P6-10: 
	P6-11: Off
	P6-13: Off
	P6-15: Off
	P6-16: 
	P6-17: Off
	P6-18: 
	P6_Other: 
	P6-19: Off
	P6-20: 
	P6-21: Off
	P6-22: 
	P6-23: Off
	P6-25: Off
	P6-27: Off
	P6-29: Off
	P6-31: Off
	P6-33: Off
	P6-35: Off
	P6-37: Off
	P6-39: Off
	P6-41: Off
	P6-43: Off
	P6-45: Off
	P6-47: Off
	P6-49: Off
	P6-51: Off
	P6-53: Off
	P6-55: Off
	P6-57: Off
	P6-59: Off
	P6-61: Off
	P7-01: Off
	P7-03: Off
	P7-05: Off
	P7-7: Off
	P7-08: Off
	P7-09: Off
	P7-10: Off
	P7-11: Off
	P7-13: Off
	P7-14: Off
	Text1: 
	Text2: 
	Text3: 
	Text4: 
	Text5: 
	Text6: 
	Text7: 
	Check Box8: Off
	P9-04: 
	P9-05: 
	P9-06: 
	P9-07: 
	P9-08: 
	Check Box10: Off


