Policy Number {RE3 4R35 :

Policy Service Application Form Il

REIRFERLRS 11

Important note:

1.

EAIS

BwNE e No o

®NoU

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.

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.

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.

EHF

EREERBHEA/E %A/?ﬁ?ﬁ*%?gxﬂi%/\uft%iﬁ%&%% > BRIVERERE _ERISTERABRST -
I FREA R AR BERIERL - SBRERRIR R RARIARSE © P Ke B AR SEAS o
WTEZ AIRBIEZ SRR naIEEIH:EHSE%—@#?EBE%EAE@]E@*H“BK#.:‘JZIS °
METHSDHANEREFAEN » sFIRR IR [RERFHFS 15 "Tzf%/ﬁ@ﬁﬁ?‘ﬁﬂ éﬂﬁ% - BERNAEARAREEE
A LR A BT - A T%EH&EU%‘?TZEEDE s BRANERERIERA QBRI SCEAER & o
2!5 BB ERETEERISE ABEZHMX S
AR v ) SRETFT SRR ERURR ©
WJ?" EOHRE LEE -
PR > AR E R A R o

Personal Details of Insured/Owner/Trustee/Collateral Assignee

#WEAFEA SR [ IERERZRABA T

Compan)/

“zts/\j” i \1”:2“AXA 2R
AXA China Region Insurance
Company (Hong Kon ) L|m|ted
ZRERIRE (B8) §RAE/
AXA China Region Insurance
Company Limited
ZREHMAMRAE/

éXA Wealth Management (HK)

#5257} EiE (F8) BRAF

Insured Owner (Leave blank if Owner is the Insured)
HWERA HEA B AARERARNEEER)
Name
ez
Name of Trustee/Collateral
Assignee (if any) Not Applicable
A /IEIRER R AR ER
ma)
Name of Employer
R
Office Address
iUl
Note ZF : Room/Flat = / Bi Floor B# Block & Room/Flat = / 1L Floor Bt Block FE
If the address is located in
the Mainland China, pl — — —— =
co?np?el?eagectiolmnfzgfefhsii Name of Building/Estate KB ELBLHE Name of Building/Estate KEk BB
form.
%g%gi@%ﬁi@ = Street No. & Name #7388 R 525 Street No. & Name #7388 & 5%h%
City/District i/ / & City/District i/ / &
Postal Code ZBZF L5 Country EIR Postal Code BE L5 Country EIR
Office Contact Number
AR SRAS
Employer’s Business Nature
BREEBLE
Occupation
Title B Main Duties EEH#5 Title B Main Duties FEH#5
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 INBETR 2 /588
D Tertiary or above D Tertiary or above
REHUE REHUE
Have you resided outside the . . .
. ; Yes (Please provide the country and city): Yes (Please provide the country and city):
country/city of the provided N sxarppEE o .
sl Ak s Gol (e B GHEIBERAIE) : B GERBAERIET) :
than 6 months during the last
12 months?
BBEREE+ZERNEFR
iz EEmAER st ([ N %
BB MEA ? B =
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Policy Service Application Form I {REEIRFEERZEE 11

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 - MPABAIMEBRRRE > SFHEBER 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.
SRR ERVIER R R EARATNE P IRFFHR (852) 2802 2812 » THENRHBREHRERER TR ERDT L REGEZRE ©

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.

MIEHERBREER IERFERIN » BEZREREREMEAL » FARNTEERRNEREHERS 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/ RIESE (REEE)

O g $

O O $

O O $

2. Policy Reinstatement
REEM
Note ¥% :
Please complete Sections 7a-T7c. For Investment-Linked Assurance Scheme (ILAS) products without sum insured, please complete Section 8 only.
FRIEBHE TaETc B - MEMTRRREZKEBLAFRAESR > RATHE M -
[ ] Inaccordance with policy provision 1RiE{R & 163k

[] By forwarding (Redating) the Policy Date (Applicable to designated product only) & (B2 REL KB E (BERAIGEEER)

3. Removal/Reduction of Occupational Rating
PR | R (ECHRE SRR I B B3

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

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

4. Term Policy Conversion
ERRFRIESR

Note X :

1. Please also complete “Insurance Application Form”.
ERIFHAR MR RE

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 LMNEMEUE R RE D REZEUE R RN A B R RENES N ER N EMHERREEAFTEENIFREERRE - EMREERE  CERNRER
AR ERRREE / E BN I RBEBIREAIRER © WIRIERSVE AR / EHRMIANRIZREDEN B R A RAE AT E / N2 R A AT A SEREFHE ERVREE T IR - SRMNEHR
B2/ ERMINERERMREE S 2 Bgih > BIERMNTEHRRIGIRE / ERMINRBEZAK I RBERRRIERABEY > MEREMNERFRRRE / EHRRMERBREMZR
BT ERE o

[] Term Basic Conversion EHR{RIREHIR [] Term Supplement Conversion EHAK IR
Sum Insured to be converted (In policy currency) EEff0{R2E (IRE &) :
Handling of remaining balance of Sum Insured after Conversion (If applicable) &% RIsRRABRIE S % (M)
[] Cancel BGH
[] Keepin Policy fRE&EH fREE
[] Other Requests EfhEk

New Policy No. (to be completed by Company) $1{RE#RSE (RATIES) :
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Policy Service Application Form I {REEIRFEERZEE 11

5. Increase of Regular Investment Amount (Applicable to “AXA Wealth Management (HK) Limited” Only)
TR EEE (REBANREMEEE (F8) BRAF)

Note i¥%E :

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.
ATEREEEERTHZENR > BRELRFS —MHEECER TER BRSO » URFBENEREE ST -

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.
SRR ERVIER B BB R NN P IRTSEUR (852) 2802 2812 » THEMHRBRETHREIRR TR ERD I 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.
MEMNRFEREER [ERTERDIN » BZREARBIGERIAE » AREEFEEZTSREERRE o

4, Please complete and submit “Important Facts Statement and Applican’s Declaration” together with this form.
SEPELLERE S — AR R TE 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  FERAIOREZRA -

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

BIRERERRE) / TRERME B EMMNRGREL - SBEEETaETcED -

Plan Name Premium Term (Years) | First Premium Due Date |Existing Periodic Premium (USS$) |Revised Periodic Premium (USS$)
FHEIE HEREHR (F) BB ER REZSHAEZHEE () BT R SEAMREEE (1)
Insured
WIRA
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.
EBERFRN > WRABSEEAEEEE « OENERBEIRALS « PR -~ T - BREKAGHNERMES REREZERER « IMLFiT
AR ? BE 0 RIS 0 BIEHE - ZEER « IEKRRE AR  RERER - TR R

6. Other Service Request
HithsEeq
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Policy Service Application Form I {REEIRFEERZEE 11

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.
WARAFTBIRITER (BIEERETR) ZRIERE o YA » 5FH T HIREAEEA ©

Insurance Company Sum Insured/Protection Amount/Notional Amount/Benefit (HKS) Date of Issuance
Name {REE | IRPEEEE | =2 5R / (RIE GBIE) (YYYY/MM)
/\=] =
AR ATIGHE Life Insurance Disability Income Critical lllness Personal Accident | Hospital Cash/Income BHEM (F/B)
(Including Lifetime Annuity) 1BIRASRE Insurance BARSN ERRE /AR
ASRE (SR 5FE) ERERRIRR

Attention: Please read the below statement carefully before completing the sections 7b and 7c.
AR TESEREE Th R BB T MO o sRMERILI TR o

Statement for Collection of Information
BRI EEA

(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.

UERIB IS B2 R AARIRT B RHEIER IR Z FBiE » MIZIRE R 1 Bl BB Z R IR G KR E b ia RAVEF o KN\ EIRBHIZREFRA N TEE » L EHEEF
EREFERRBAR ©

(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.
TERFEN » BT EERZAMAFME & 12ARIEPERM AL TR ERIIEL] o KR EIREE THeMEVER - FIEESie i RERBN TS BE TE—F1e
HERILUERZIRZ 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.

BRI TR A B REE R T EHR BRIV A & PR 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).
BMEBATHR IR EEREE - E TR (ii) ATt BAFTAIFTS 7K 2 IR T B ZERERIE K] » KR (iii) Pt BRIBVERI S S EH TR FEHI A NE] » BT
BRI IRIEFTRE G TR 2 » NN EIINETREAIIEARLE ~ TERFECIRIA B RIRE » BLBABRE1H -

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

(For Individual Indemnity Hospital Insurance 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 the information in 7b and 7c.)

{EAAERER : RERAERAEE (F—aB(%)

(BN ERERRIRERATT 7c - BAEA | EEAAMER (F28M70) - AttERSEREARRS] « BENPRGHERTIFETE 7b K& 7c 2 7)

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.

LEERFIIR R B9 T2 T THEEY ) > THEBRAIIGREFBHIRERA - RRRERFEAZRRRE » 55 NIMAESTRULLES o

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.

A1 2W4 SEPEA—EZERS TR B MERERBT) R DS - £ 16 MEPRENEAEN  BFFEALREABRERRBRERZAER

Insured Owner

HERA HEA

)
(7]
)
(7]

General Information E74x&%}

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?
;@:g%1@?/%ﬁiﬁﬁaﬁ@ﬁﬁﬁ%*@%@i%ﬁ)&% ~ BRERR - BRISHRRIEEIER « IR ~ BITRESMMA
REIE?

2. Have you ever taken habit forming drugs or narcotics, or been treated or counselled for a drug or alcohol problem?
TRE GARFARE Y S MERE) » RS S ER MR S AR ?

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.

EREE2HNITHES EARBRMIEE ? AN @ BK - el ~ 7EX0BkaE « Bk « BHEUEAIRIT « BEIRT UFKEFSH
TIEREM 2 RMEHERIN © INF > FEZEHES /EAZHA -

[ ] #o
[ ]| mg
[ ] #o
[ ] g

[
]
[
]

[
]
[
]
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Policy Service Application Form I {REEIRFEERZEE 11

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.

BAETREUTRER RS -
1SR/ KE [ HEEE - BRE X/ BYPS (BER) « HEFR (BESE) « 4E S (BER) « B0O%E - EHRENRHE/ I
BRE (MRERER) - ERFERMRES RS (BRERER) - ERERRE (BESRER)  BHEY « AERMETAR
(EEH) « FERFENRAEREREZHINRS « 7/ B8/ 806/ &81E -

Insured Owner
WRA HEA
Yes No Yes No
= & = S

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

ZERES B AN BWES BE NIERTRELR ?

a. Canceror carcinoma in situ (CIS), tumour, melanoma, cyst, nodule, polyp, lump or growth of any kind
FRERRRE B~ 2B - BiE - &5 - BER - BREmENMEEY

b. Heartdisease including chest pain, angina, heart rhythm disorder or structural heart abnormalities
OB EIERE « ORYE  ORAESOEEERE

c.  Stroke including transient ischemic attack (TIA) or cerebral aneurysm/subarachnoid haemorrhage
PR BB MERSERI (1578 T/VR R ) SASEN AR / S0k AR T A L

d. Hypertension/high blood pressure
= [ JBR

e. Thyroid disorders including hypothyroidism or hyperthyroidism
FRARBRER - EIE R IRARTIRE IR St R ARBRINRE T U (FRTT)

f.  Diabetes mellitus, impaired glucose tolerance or diseases of the kidney, genitourinary system (including bladder
or prostate) or the reproductive organs
TERE - HERMERE « B - WREERSG (SEERIETIR) siEESRE 2FER

g. Prolapsed intervertebral disc, degenerative spine conditions, arthritis or other joint disorders
IR ~ FHIRICIERR - RIS R EMBAERR

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

i.  Congenital conditions (medical, physical or mental abnormalities that existed at the time of or before birth)
SERMAR EREERSZ B FENES « £ BsiEm ENERE)

j. Physical defects, impairments, deformities, and/or conditions affecting mobility, sight, speech and/or hearing
SRR ~ TMRE ~ B » T/ HRBEBRES ~ 4177 ~ sREEREI N/ IR AR

k. Mental health conditions (such as depression, anxiety disorders, schizophrenia, eating disorders or bipolar
disorders)
FERMEERARR (FISNINEE ~ 28 ~ B0 R - NRAHARBRITNEE)

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

m. Human immunodeficiency virus (“HIV”) infection, liver disorders (example Hepatitis B or Hepatitis C (including
tested positive), fatty liver or cirrhosis of liver)
{)t)%%%féhﬂiﬁ% (BHEFRE) RE - FEER GIMZEFRIREFR (BIFARZ2EMERE) ~ BT SATE

n. Multiple sclerosis or neurological disorders (example Alzheimer’s disease, Epilepsy)
SRR LEH RS RGER (BIUNZLE 3R ECE ~ BOFE)

o. Respiratory diseases, blood or vascular disorders, auto-immune diseases (example Myasthenia gravis), sleep
disorders (example Obstructive sleep apnoea)
IR R AR  IURKIE 2 5% - B REEER (GINEENEIE) - EIRIEET (FIUNpEE IR E B E)

p. Gallbladder or any gastrointestinal diseases (including gastric/duodenal ulcer, ulcerative colitis)

EERR  EARBRR (B8 / tTERES  BEHERR)

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,
mental or neurodevelopment problems such as Attention Deficit Hyperactivity Disorder (ADHD), Autism Spectrum
Disorder (ASD) and/or developmental delay?

QERARVERFEA (18U TAL) | ZREDWREZ S8 - FHEERENMSRERER > fINEINTREBEER
i ~ BFIERRER « FREZ > NAHEMBEEBEERLIR ?

0 od b oo odggogogdn

L O OO

0 od b oo odggogogdn
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?
EIVRRER T ~ BRI R TN TR AT ET B A U TER ?
Cancer, heart disease, stroke, diabetes, Huntington’s disease, polycystic kidney disease, multiple sclerosis,
Alzheimer's disease or any other inherited conditions. If Yes, please complete the table below with exact nature of
theillness e.g. breast cancer, colon cancer or heart attack etc.
FRIE ~ OBEAR ~ PR BRI ~ T T IRSEIEE « SERMEBR - SRMUBUE - TSR OESEMEMEERR - 1
B BN TIIREARBAREREE » fAIINTLeE - KRB OMEREES -

b O

I

I am adopted
D KABEED

| am adopted
D RABEEDN

Insured Owner
HWIEA HEA
Relative Diagnosis/Condition Onset Age Relative Diagnosis/Condition Onset Age
BB SR (AR R FE BB SR (AR R RS
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Policy Service Application Form I {REEIRFEERZEE 11

7c. Personal Statement: Health-Related Information (Part II)

(Please complete for ALL Individual Indemnity Hospital Insurance Plans PLUS all other insurance products where applicable)

{AAEEER : GRERAERAEE (52 8B1%)

(PR EAERIERT R E m R BB R 2 fRERE B e BRI BB 17)

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.

LEERFIIR RO T2 T TIEEY) > THEBRAMIRREAERIRRA - RRRFERBEAZRRRKRE » 55 NIMAESTRULL S ©

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

EIESHEREMN—BEZERER R BN TRRERHT REPHEFEE -

General Information EZx&¥}

1. Insured Owner
WRA BEA
a. Height
55 cmEX Org ftoR in it cmEXK Orgf ftIR in Mt
b. Weight
BeE kg Afr Orgf Ibs #% kg Afr Orsf lbs F&
Insured Owner
WIRA HEA
Yes Yes

2. Do you smoke or have you smoked in the last 12 months?
TERERESTBET _EANBHIRE ?
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 | FEE RN S R EEERRIREE « Tin » B3 - BEMEARE THARER PINEFE) -

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

mE > FEBEEERER ERERRRME -

L] wa
L] mE
| wa
L] E

D pcs/day D pcs/day

a. Cigarettes&&E X /8K X /8K
D pcs/day D pcs/day
b. Others (Please specify) Efth (355£88) : X /8K X /B8R
Health Information 2R Insured Owner
Applicant(s) are not required to disclose information regarding the medical conditions or treatments below - WIRA HEA
Cold/flu/sore throat, gastroenteritis/food poisoning (fully recovered), indigestions (no investigations required),
. . n Yes No Yes No
acne, muscle sprained (fully recovered), thrush, routine scan/blood test for pregnancy (normal result), routine = P =) P

cervical smear (normal result), routine health check (normal result), preventive vaccination, Hormonal
Replacement Therapy (menopause), infertility treatment or uncomplicated pregnancy, myopia/hyperopia/
astigmatism/presbyopia.

HIRARBIREU TR A -

SR/ RE /MR - B X/ BYPE (BER)  HEFR (BRBE) &8  NARE (BRE) « B0OE - EHREMNFHE/ I
BIREE (MRARER) - ENFERMRELRE (MRERER) - ERERRE (BELERER)  EHEY - TARMTARE
(EEH) « FEARFRAERBERERIIRS  ER /BR800 E1E -

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?

EBERFER > BRETEAIRERTHNHE (FINESA « SMER 8+ F - 8F) AEAFHRBER RS HEEE
AE (BINERIEE - IR « FBHREE) NRESABREE?
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?
EEERER  BREGWBLERRTH (PIUNZELIETER /8B—R/EREN) RAABEE—BRNELEY ?

5. Inthelast 5 years, have you been admitted into a hospital?
EBRERFR > BREEBAEER?

6. In the last 5 years, have you undergone a surgical procedure (including endoscopy or biopsy) without being admitted
into a hospital?
EBERFR > ERSGEFERBER TERIMIER (SEARRRESEAMECE) ?

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)?

EBERFR > BRSEETNEREREZRE (FI05Mm « B ~ OEE « X0¢ - BEK - BIEH - BHHR - EEF

i~ BRRAIR - ZEATRORE  MERTRORIE) 2

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

MREXRE 21 BIREERESEFETIER?

a. Normaltest result is advised
BEERIER

b. Abnormal test result is advised
IREREREER

c.  Youarestill awaiting test/test result
MEERISRIIERER

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

BRERABETANNRE (REENE—TIRR)

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)

MERERESREBRERRABEEZ AR (FI— LR M FERNSRNBERINTEE / FERE /RAER(LSESL /5K
PR IRR AR 8 IR AR S PL A5 3 FR AR BR HER S5 L)

[
]
[
]

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

HREREEEEE
oo
HREREEEEE
oo
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Policy Service Application Form I {REEIRFEERZEE 11

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

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

Insured

HWERA

)
(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?

BREXYAE  EEABROHEMNERBIRAGER « PR ~ EAEMELEY) « B « BEEsSUEE - ff - BRHCAa0REMEREBEE
TEMETERERSR - FiBERaR > IRESR LERNESESRRARIEE ; IRETMRAERESFRERE AEER » HE
ZEIERAE BB ?

[ ]| m
(1|3

If the answer is “Yes”, please provide the below details.
EERATR)  FHEUTZHE -

e O e Last Degree of Investigation/Treatment Doctor/Clinic/Hospital
SOl /RSB fRE&EHE | Symptom Recovery 1888 /A Name
%?é?ﬁa’fg B ERRE Date Details BR4E /ORR / Bl
' B8 Bi1E

9. Change of Personal Information

EMEAEH

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

BERE DR GERIFHR RN F RN 4 EI4S)

[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”)

SR THAL/ AFEBHAL/ F R M B AT RN R R GRS RO SRR D18 3 (9 PRt 2 M FEOAEIA R, (R EARFS A 1)
10. Declarations and Agreement

AR 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

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.

| 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)
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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;

) 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) in the 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 | 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.

RAGEMFESIA AN LR A RREMEMA TIR B REE S/ IRFSAZE 5 TIPSR R F R ERE M L5 AR o

FNENEBRAANBEEATNNENRENGA SN/ HE LR RREFFREED > RBEREEN / WREERNBEMAHEE > SERREEEERRERNEE -

RABESBIRA ~ B RAERBAS LR TR AL ~ TRPB AL~ TREEFH) ~ MREAR) M EHBH —RREMERRE (“VHISY) TR ERBGER M RE

AFFIE TR AL ~ MREFFBE AL ~ TBRE)  MREENBI M MRESZEH I SR AGHERES °

FNERARTAREMELPFE ERAEORESONRERZ AL (FEMERA LI M) RREs - MERAL SR IEaEAARIPFZRR ZHMAL)

BEANRE

(1) BAZREKBRPFS ZIEEEHEN ;

) EREERAA TIMRHRAEER; () BUEFBREMBZIE ; (i) Pl LIRERRATEZBR TREQREQTANEE (RE LERESHNZER) #thk

) BRZERHPAFEIEN > BRIFSFEE—ESEEEE - BZEWNERRERNT AT BNEERLE AT ;

) REANZFAEERZRGERN BRI ERNRFIEERN - BXEEINRE/ RIESH/ 2B SHAMMNRRZ B - BIERAEE ZRRIG B QB B IES ;

) btz BREERE A A ZBAFIE > LB RGEEMIEMERFRENER ;

) MREERAEZRAE > AATE2HARREEREERASREINEAR > REEESUEETATIYK » REELASEABINEEHE D I ZMF SR FREN

FREA N ZREEENEIE T AT RE REEENRTER |

LB BRI A SR » TRESEARFAR > BIAARMKMAE » IAFEZ 2 MU EERAL ;

FAERENFE SR ER) MILREE © SRS BEIRENREE > WIERRE—ED ;

RAEERAFTERAVERER > IR ETEIERFES LERHENY - ERRFATHAR ;

10) N7 A FRER RN RAREARARES / (LB PRI IR S AR - AANER AR LB HEREELE /(LEBRPTREER -

KRAGEIARMERA TR

(1) EfARE -~ EMAEE - Bk« 2 ~ RIBAF ~ IR17 ~ BUTHAE - SREMAS - #BIAL > ANBSREEERBRAA/BMALTZER » KR/ HBZLRAFTEFELR
BA/HEEALE  HIREAREREZEEHRMAERT ;

() é’&aﬁ&ﬁﬁ?‘aﬁZ%ﬁ%&ﬁE BB A BSLERFT - AR RS E MR B R 2 B EEREE A /BRAA LETAR R 2 BRI - (FRERAEAN/BREALT R

AR

(3) BRAMNAERER B ARMEKEEERIEMEBREERCENEY -

IEREHAERA T2 R ARZRARBNRT ; BMERRMA LR TREITRENR > IWERNANS] - HERENZNARERTEREFN

MM TEEIRAHERILFRBFARENER » SRR TREEZ HERIEIL RS o

KAENBRARAZEREMATRIERRERAER N LA « 3R 5IR% -

2
3
4
5
6

Led

(
(
(
(

11. Personal Information Collection Statement
U SE(E A EFI9EE8E

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.

[0 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
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Statement (see “Use and provision of personal data in direct marketing” ) and do not wish to receive any promotional and direct marketing materials.
BEALREMEE (www.axa.com.hk > BERES > FTHE > ASRE > WEBAABRER) TRIAFLDREREBAEENERR (“ZBH”) - LM (ZER) WEMEER -
M7 BA AT RIBHENERE THEASRNER > F2H TX “EEEEHPERRISHBEATRHREF AL 55 o
EEERHPEAREEAESREFHEMAL : A28E8
(1) ERAABRERENE TINS « BRER - ERKIRFHESER « RBRAKRITH - MEBERMADOGBUELGETTEREN ; 2) lALE » ZERES > XA FE
VEmhRRE M R 3 S ERS  PT BEIRHRARS TSR RARTS I EE i T B IR(EHH (RIFEFRNIRAMEE - TR S EREER) | () RIE « BT~ ABEHATEEHE £
RUARTS ~ sESFMERIERRRTS 5 (b) B « REKRERE - B8 - BEEBNTERT  IR% - B AELIBVRRIES) « IRERIGE ~ KfE -~ BREE - 85 - @68 - 1iEN
EmKkRBRESMREERER ; 3) ULRBNEREERART N /U THBRME | (a) ERZERES ; (b) F=HF RS ; (O RHELX Q) FAIIZRBEMERZAAT
B | NEZERE T NEESIERHRSEREBY ; (d) AARBSERMU LFIPIEEBRESENS =5RE - ERHGESSEERAEIRME ; (4)REARERH DRRB N E
o RABTE EAG £ (1) BB PR BV B RHR T £ X (3) BRI 2 BMREMA L » UEZZALEREZERBRERPER > MALSAKENEERSERER
BER (BFERRTARE) -

EEAETHEAERME XA BNSRE T LM AT ZE > AATEESE THEERE » RRAEESE THNEERRRA I ERAE THEAER RREET Eith

AR EAHEE (AR o

ETERAHEE T AT AREEMERR TOEAERRRETEMA L FEAREARNER

EEEM MR TARRIRE WEEAZRNER EAMNSERE THEASRHFEREHAS (2K EEEEHPMERRISHBEATRRMBFHMA L 5%) > FETH

BAMLSEE (/) - EERTMEBERRHENIETRACRE » AARKFEERE THNEABMEREREHERR

AN | BRI A / FPIEBIEN BE B IR A B RHVER R (X EREA) o AR A / ISR / HPIERSEN A A / FPIEHBRIE (2R - A A /RIS F#MAE3E (ZEBH)

HERBMBESFE XA /HANEABRNEE (Tmeh LRI IIEEMBERREG) o BB LR > AN/ BRIFIHESDTEREEQERE (ZEH) ERRER

BN/ EPNVEAER > SEEEFEHEPERARERAN/ HABEASEHRETFEMAL

O &®A/BMHFAESEQERE “WEEASRNER CRMNERAA /HANEASHEEREHERR (2 TEERHNERRGEEAEHRETFEMA L 510) &
T FRFERZWERE AR EN EIZEHIAE

12. Consents to Data Processing Pursuant to AXA Privacy Policy (Applicable to individual
signatory(ies) with any declared address in the Mainland China only)
FERIE AXA ZEEVFAPEH SRETE R EIE (REBAN EFTRIR LG PEAFEMEAZEE)

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.
R FAEE > UREREDEERUTEE  UHTES—EFHEBRE - MRERAREH TIMER—IBELHRE » AXAREER /5 AXA BB E M A B AT RER AR M1
EFREMER « EREURFBHEEENER
+  |/We have read and consent to the Privacy Policy*; and
A/ BMEEHBLRSEBEER ; &
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.
AN/ BFREERAN/EKANBEAER - SIREABRRBRA /HMSEENARKRFEA (BER) ZBEEA ERHKBFAPEBER FEAERIMNE IR / HEIE -
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).
ERERARM I8 5% > AN/ HPIUEEEASERRA GRIERTE) WEH » ARBEAS BAS—IBFLEBRE -
* The Privacy policy is available here: https://www.axa.com.hk/en/legal
# TEEERISFARBENER | 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) FBAN/EEANIRIREEREA /TR ERREAEE
WRAZEE (/R L) /IR ABEEEA SR EAZEE
MR RARR+/\5%)
13. Signature
=E

IMPORTANT NOTE ;% : PLEASE DO NOT SIGN ON BLANK FORM ;517 =R RIE LEZE

Signature of Insured (If aged 18 or above) Signature of Owner/Trustee/Collateral Assignee/Irrevocable Beneficiary
WRAZEE W01/ L) BN/ EEANIRIREEREA /T ERREAEE

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

REA/EREREE HEBH(E/A/B)

Full Name of Witness/Financial Consultant
REBA /B RER 2 4

Financial Consultant Details ¥EBEERI &4}

Name

2

Code Contact Number
sk B ARSRAS
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