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Important Notes:
Please do not sign on a blank form.
Please complete this form in Block Letters, put a “v” in the appropriate box(es) and provide the necessary details.
The original of this form and supporting documents submitted will not be returned.
The Company reserves the right to ask for additional identification documents where necessary.
Please consult with your Financial Consultant for completing this form. Your application is required to be submitted through your Financial
éonsultant, please state his/her consultant code, name and contact number.
I8 :
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Name of Insured and Owner/Trustee

HWERABRIFEA [ EEAMS

Full Name of Insured:

WIRANES

Full Name of Owner/Trustee:
BN/ EeEAES

N B
)lﬂl

Change Request
B

] Change of Insured
BHIRIRA

D Exercise of Flexi Designation Option (only applicable to Max Wealth/Max Goal Insurance Plan)
TEEME IR (RBAN 1RR / TEHRK ) Shkstil)
Transfer Percentage™:

BHEOL":

* The Transfer Percentage is the percentage of the Total Cash Value of the policy which will be transferred to the Split Policy (as defined in Note
5 below).
BRANIHEFEREE S HRENRERRSEENE DL (ERR TUEEEIED) °

Points to Note for Change of Insured/Exercise of Flexi Designation Option

EHiRRA [{TERHEE RN IR

1. The application for change of the insured/exercise of the Flexi Designation Option is subject to the terms and conditions stated in the policy
contract of the existing policy and the approval of the Company.
BHEARAN /ITEBHEEEEFAERIRERESOBRIIIREAR » WAKARRERAE

2. Upon approval of change of the insured/exercise of the Flexi Designation Option of the Policy with policy number as stated above (the “Policy”),
the change will be effective from the effective date as specified in the relevant endorsement or policy contract (the “Effective Date” ).
—Et?iiﬁ(ﬁﬂ Eﬁﬁéiﬁﬁ?)ﬁﬁ’\]ﬁ% (MRE ]/ (TAREE ) BIRA /ITEEEMISEEREGHUE - BB INERSGRESN EENBRE
BN (% BH) -

3. Upon approval of the exercise of the Flexi Designation Option of the Policy, the application is not allowed to be withdrawn or changed.
—EBREITEEHEEERESIUE - ZPBTEREUEREN

4. Upon approval of change of the insured of the Policy, all the supplement(s) (if any) of the Policy will be terminated on the Effective Date and no
supplement(s) can be attached to the Policy thereafter.
—BREFEMRARANESHE - FIERENIINEL (NH) BIEM B E BRI NEBARERBRINEAMRINEEL o

5. Upon approval of the exercise of the Flexi Designation Option of the Policy, a separate policy (“Split Policy”) will be issued by the Company
and the new proposed insured will become the insured of the Split Policy. The Transfer Percentage of the Total Cash Value of the Policy will be
transferred to the Split Pollcy and the Notional Amount of the Policy will be reduced accordingly.

—BREBITEEHEEERESHE » ZRBRE—NEBRNRE (E0FRE)) » MAEEREARKEAEDFREMNREA - REBRSEE
Eﬁ%%@ﬁﬁthﬂ%ﬁ%%&e%ﬁﬁ% ) MAREL B SEEGERRD
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Change of Insured/Exercise of Flexi Designation Option Request Form S {R A / {TEE M5 ESIGRERIR

6.

10.

11.

Upon approval of the exercise of the Flexi Designation Option of the Policy, all supplement(s) will continue to be attached to the Policy. The
reduction in the Notional Amount may induce a reduction of the Supplement Amount(s) (if any) pursuant to the Company’s then prevailing
rules. If the Supplement Amount(s) fall(s) below the minimum amount as may be determined by the Company from time to time, the relevant
supplement will terminate. For the avoidance of doubt, no premium will be refunded upon the reduction in the Notional Amount/Supplement
Amount or termination of the supplement. In addition, no supplement(s) can be attached to the Split Policy thereafter.
—BREBITERIEEERERFUAE - FrEMME2Y (08) SEEWERRE « BOLEBESERATEERMMZAEEE (8) REBEAXDERNRE
TR o MMMINE2AEEE DA AT A R EENRIEEEE > MRMIN2AEELL « BRELRE > —BELREEE/ WNZAEEERDSMINER494%
LB » (REFRFIRIE o b » HBBE D IHRETBEMNERMNZL

Upon approval of the change of the Insured/exercise of the Flexi Designation Option of the Policy, the counting of the applicable period under
the Incontestability provision and the Suicide Exclusion provision of the Policy/Split Policy will commence from the Effective Date.
—BREFEMERA /TEEISERBERSIDE » RE/ ENIFRENT A F RGN « BRFEIMERAERERREG B ER BRI EHE -

On the Effective Date, the Maturity Date of the Policy/Split Policy will be changed in accordance with the provisions of the Policy.
RE | EDFRENVENR B RERR SR BB FERMEN

Upon approval of the change of the Insured of the Policy, all existing Beneficiary designations of the Policy will be revoked. The death proceeds
shall be payable in accordance with the provisions of the Policy.

—BERESHRWFERAESHE - RENFIERAREANEERS SHHEE - SBERESRERESLSY -

Upon approval of the exercise of the Flexi Designation Option of the Policy, all existing Beneficiary designations of the Policy will remain
unchanged for the Policy, and such designations will not apply to the Split Policy. You may designate Beneficiary(ies) for the Split Policy in
accordance with the prevalllng administration rules of the Company.

—BREITEEEISEERESHE » RENFEREZTANEEREIFIE » TEZIEEFERANREDIFRE « ERAILIRIBREAAT ERMTTE
RABSEEDIFRENZEHA ©

Please refer to the policy contract for the terms and conditions of the Policy. Please refer to the policy contract for the definitions of capitalized

terms used herein but not defined in this application form.
BRAREGRRRGY  F2RRESH - F2RRESHUUTHRERMEARBAFMALRERNARZERE

1. Personal Details of New Proposed Insured

MR EABARR

New Proposed Insured $Ti2:2 1R A

Full Name In English Surname
W 234 e

(As shown on H.K.I.D. Card/Passport/Birth
Certificate)

(BBE R/ R/ HAEEEE ) %

Given Name

In Chinese (If applicable)
FRx s (W)

ISEEe%(U [IMale® [ ]Femalex

Date of Birth (YYYY/MM/DD)
HAERH (F/B/H) YYYY 5 MM B DDH

Place of Birth
H A

Country IR City/Town 1 / 3HisE

Nationality
BFE

H.K.I.D. Card/Passport/Blrth Certificate |:| HK Permanent Resident: H.K.I.D. Card/Birth Certificate No.*
BEGMNE HR/ HEERE BEREKABR | 5RB)E /KA BEERE"

Notes3E :

* If New Proposed Insured’s Age is below 18.

* UMW RAS 18 BREAT © [] Non-HK Permanent Resident: H.K.I.D. Card/Passport/Birth Certificate No.@ (if any)

@For Non-HK Permanent Resident, please EERXARR : BBEHB/HB,/ LEERBEEC (NG)
submit nationality proof.

CUIRIFEBKARR » FERBEFEER ©

Relationshi . . 2 .
gﬁ;{lﬁ'%%%ﬁgggog%ner [ ]Spousefizt® [ ]childF% [ ]Grandchild#aF& /4 aF% [ | OtherEifth

Residential Address
(Ebzubi]x

Note 5% :
i.

. If the address is located in the Mainland City/District i &

Room/Flat = / E1iI Floor @& Block E&

Please complete the address in English if
residing in Hong Kong: address in Mainland Name of Building/Estate K[E 5 E B8
China or Taiwan please complete in English
or Chinese

sy SR L ; FRE RS & e AT Street No. & Name {178 % #8 M2 5ih5
MBS SRR ©

China, please complete Section 5 of this form. Country EIX Postal Code FZ {435

YT REIARE - SBTEAASTRARRYER 5B ©

Have the New Proposed Insured resided D es (Please provide the country and city):
outside the country/city of the provided B8 GE

Residential Address for more than 6 months
during the last 12 months?
FEEWRABBIUAE T @R TR ] No
ZEEMUER /W INE BiBiEMER ?

SERRBZR Kedpiia)

Py
(=)
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Change of Insured/Exercise of Flexi Designation Option Request Form S {R A / {TEE M5 ESIGRERIR

Permanent Address
K AL

Note 5 :

If the address is located in the Mainland
China, please complete Section 5 of this
form.

?Dﬂﬂ%{ﬁﬁ’:‘qﬂkf‘i ) BESERLANRIEHIEE 5 5P
ﬁ o

(Leave blank if same as Residential address)

(Yn&2_FitEEutiaERIERER)

2.

New Proposed Insured Personal Statement

MR IRRAEAERR

The “you” and “your” under this section shall refer to New Proposed Insured in this application.
IHEEBIFER K289 T Ko TERY ) - THIEA RALLIR IREAGERORIERBIRA o

2.1 Simplified Health Declaration on New Proposed Insured

ERRRA NS E2REEA

Yes @ No &

high

Have you ever been hospitalized for more than 14 consecutive days in the past 24 months, or been D
diagnosed or under medical treatment or intending to have investigation for heart attack or heart disease,

circulatory disorders, HIV infection or AIDs, hepatitis B or C, cancer, carcinoma in situ, melanoma or | ¢ ioncof22.24

tumor? ) N (except designated plan
BRESEBEZTNEARN > HIRFHEBIBTIUX ; SiiRz2 i BE OREREE/ QPR - BIEE ~ & ~ # | without Extra Death

FRYs ~ Bs ~ FFRRR  FERA « ISR GER « BIRAGER « BURRSRR/ RRERIRZTIE 2 %ﬁ;ﬁ%ra S M
BURFSS /PRBURTSK ~ B0E ~ RALE ~ RERE - ERAEE ; RS RMESBERARATE—IRE? | Lmnooo486 O

If your answer is “Yes”,

blood pressure, stroke, diabetes, kidney disease, liver disease, lung disease, neurological disorders,
please further complete

EEAG R BRI
SREEEBIRRSN
2.2 Personal Statement on New Proposed Insured: Other Insurance Information
TR WRAEASA | HitRIEEE
Insurance Company Sum Insured/Protection Amount/Notional Amount/Benefit (MOP) Date of Issuance
Name 1REE/RIEE£%E/ x5/ RFE CRFPT) (YYYY/MM)
INT BEx
RRREBHE Life Insurance Disability Critical Illness Personal Hospital Cash/ E(i_,i’ %ﬁf
(Including Lifetime Annuity) Income Insurance Accident Income /
NS R BRABRE EEERFRR BARSH FRRE /AR

(BIERBEE)

(i).

(ii).

Attention: Please read the below statement carefully before completing the sections 2.3 and 2.4.
AR TESTAEE 2.3 R E 2.4 500 A 0 SRARRILA TR o

Statement for Collection of Information
AR EEA

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.

WERTB UL B FFAERART ERMEIERIZ IR Z FHRE » MR IRE AR L Bl EREEN 2 (8RB Ko R TE FREBAE REVIEF o RN\ EIRRIZRFE[F I 1
FEE > WEREEFERFEERZER

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.

TEREFEN - B THEEREFALNE » HAREPEKEZER L B HTE REFRIER o K2\ EIRIEE TIEMAVER - OIS e HRER BN E
AT S B FE—LIRHERIUEZIRZ ©

(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 AR AR 12 E R TN EIR B RIAVERRI L AR B & rhig AV B Kl B (LRI NS B BT » B T B BN FEM A LE] ©

(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).

BMEE IR R LR EE » HE TR (ii) Rt BB B FTAIPTIS 78 2 ElHE (R T B RERERY B ) - BUAKRHZ (ifi) Pt B K B AL 1a] 228 5 BB R iT
KPEHIALE] > B TBIRIRIRIZRIFE G R ER/E » R\ BEITRRIREREIMLARLE ~ (ERFSIIEE B RIIREE » BUIEAERETE -
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Change of Insured/Exercise of Flexi Designation Option Request Form S {R A / {TEE M5 ESIGRERIR

2.3 Personal Statement on New Proposed Insured: Health-Related Information (Part 1)

FESRRABAEDR : EEERMEY (5—i85)

If you 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.

E1 2845 BREA—EZBEES TR > B ME2RERMHT R PEEFE - 7£1-6 BEPRENEMER > BFASFEARREAERERRRE

mZ AR o
General Information 24§}

Yes @

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?

BREBHER/ BRERANERAERELHERAS - BERR - BRNUESHHRBEIER T8 « 1GRE o
INFREBIE?

]

2. Have you ever taken habit forming drugs or narcotics, or been treated or counselled for a drug or alcohol
problem?
TRE B RAAEEEY SMEE > S REY BRI MIER SRS ?

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.

TREFSHNITES EEABMRIEES) ? HII0 : 7K ~ el ~ TEx0BkEE « Bk ~ BHENAAIRAT « BEIRRIT (LSRR
B RIBEENZ RMEHIRIN) o 115 » :HEZERBSE /EABH -

Health Information f2FE&E¥

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.

HHEARRREUTRE R -

S8/ RE | B « R X BYhS (BER) HILFR (BRRE) « &%  IRERE (BER) « BOE - ERENR
1 IRGES (BERERER) BRFEEMERZRIEE (MBERER) - ERERSE (MEERER) - EHESE &
WARMea%E (B « FEAEIRAERIERERSNIES 5 /185 /80Tt -

Yes @

No &

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

LEAIES B A B RS BE TIRRREER ?

a. Canceror carcinoma in situ (CIS), tumour, melanoma, cyst, nodule, polyp, lump or growth of any kind
FEESR(E « B8 - BERE - BE - 45 - BN - ERIEAEMEEY

b. Heartdisease including chest pain, angina, heart rhythm disorder or structural heart abnormalities
OBERFREIERE « OB ~ DRABEIOHEAEBREE

c.  Stroke including transient ischemic attack (TIA) or cerebral aneurysm/subarachnoid haemorrhage
e BFER E I R ERI (1878 [\ /El ) SASBIARE / k48 R L I

d. Hypertension/high blood pressure
= IR

e. Thyroid disorders including hypothyroidism or hyperthyroidism
FRARBRIZS » EIEFRARIRTHBE AR S FRARRRTHRETU& (A7)

f.  Diabetes mellitus, impaired glucose tolerance or diseases of the kidney, genitourinary system (including
bladder or prostate) or the reproductive organs
FEPRTS « HARITERE « B « WREERS (BEENEETIR) SEEREZER

g. Prolapsed intervertebral disc, degenerative spine conditions, arthritis or other joint disorders
HERERSRE ~ BHERLIERSRS ~ RIETK SUEMBAETRR

h. Medical conditions requiring a medical device or prosthesis to be implanted within the body
EEEABRRRIBAERNERHIEEAR R
Congenital conditions (medical, physical or mental abnormalities that existed at the time of or before birth)
FRMER ERHERNZAIEFENEE  £1BgiiEH ENEE)

j.  Physical defects, impairments, deformities, and/or conditions affecting mobility, sight, speech and/or
hearin
%ﬁ%ﬁ?&%’é S RMEE B 0 K /S EEENRES] ~ 4R ~ SREERESI N/ ERBUARR

k. Mental health conditions (such as depression, anxiety disorders, schizophrenia, eating disorders or bipolar
disorders)
BB (BIININEE « &8 « DR - RBRFHHRITINEE)

. Hypercholesterolemia or hyperlipidaemia (elevated cholesterol)
= MEERES S M AsAE

m. Human immunodeficiency virus (“HIV”) infection, liver disorders (example Hepatitis B or Hepatitis C
(including tested positive), fatty liver or cirrhosis of liver)
ﬁ%{ﬁ‘g&'ﬂﬁ%iﬁ% (BZHRE) R~ FEER QIR SRR (BFR2GERE) ~ lBIFFEK

n. Multiple sclerosis or neurological disorders (example Alzheimer’s disease, Epilepsy)
LM ESERGRER (GIMNEE L83 ERAE ~ BORTE)

0. Respiratory diseases, blood or vascular disorders, auto-immune diseases (example Myasthenia gravis), sleep
disorders (example Obstructive sleep apnoea)
MR RGS ~ MR E Z 5% « BSRRERRE (GIEENESE) - HEIRFER (BIINEZE 4 EIRE B AE)

p. Gallbladder or any gastrointestinal diseases (including gastric/duodenal ulcer, ulcerative colitis)
RS - WERBERR (B1F8 /TR EE% - BEEERER)

(0 A

OO

(0 A

OO
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Yes @

No&

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?

RBEARYVERFEA (18BEUTAL) | BREBWHES S o ERESEERER > AIMEINRE/BE
JEIRIE - BRMEERIERE - BHEEL > NHEERMRHSUERLIR ?

]

6. Has your biological mother, father, or any sister or brother been diagnosed prior to age 60 with any of the
following?
BRRRERS ~ BRI F RIS TR AR BT R B U TR ?

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 the illness e.g. breast cancer, colon cancer or heart attack etc.

FEAE ~ DGR ~ PR~ FERE ~ T T IESENE « SEMER - LEMEUE - AR KESEMERIEEER
& © WA - AR TIIRBARBEREE > GIMNIARE - KERSORREIES -

]

]

]

TABEED

Relative Diagnosis/Condition

BB Sl /AR

Onset Age
i

2.4 Personal Statement on New Proposed Insured: Health-Related Information (Part 1)

MZRWMERAEARR : REEREE (F0)

If your answer to any of the questions 9-15 below is “Yes”, please complete the Supplementary Health Information form.

BIEISEREM—BZERR R B ERERHTE) RIEPEEREFS

General Information E24x& %}

Ta. Height

85 cmEX ORI ftIR

in &

Tb. Weight
BE kg2t ORBEL

Ibs#%

Yes @

No&

8. Do you smoke or have you smoked in the last 12 months?
BHERERERTEET _EARBERIE?
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).
MRE | E L REN S REEERRNEE « Shi ~ E} - BEREREL T HREER FIMEFE) -
If “Yes”, please provide types of tobacco product, frequency and quantity of consumption.
B AR REERTER  ERENKEHE o

D pcs/day

a. Cigarettes BIE % /88X

D pcs/day

b. Others (Please specify) Efth (;53188) : % /8%
Health Information 2! Yes 2 No&

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.

HFEAERRREUTERR RSN -

S8/ S /B « B X/ 'YhE (BER)  HEFAR (BERE)  2E - IIRRE (E22R) « BB0E - ERENR
1/ RGeS (MERARER) - ERFEHMRER R (BRERER) - BREREE (MEERER) « AWEY 58
Shzeiak (BEH) - FEAESMRERSREENIEZ « IR 1ER #08/ BIE -

9. In the 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?

TBERFR > BRGBKNWESBTHIITE (HINEA - SMEAR « 8¥F - 8F) AETERABRRIERE
KEEAR (PIMEMEE « ¥YITARET « L) FIRES AaERERE ?

10. 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?
EBRERERN > EREERBLEERTH (INRBLEETE8H /88— X/ ERER) RERPBE—EANES %
2

11.In the last 5 years, have you been admitted into a hospital?
HBERER  BREGATER?

50f11
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Yes @ No &

12.

In the last 5 years, have you undergone a surgical procedure (including endoscopy or biopsy) without being D
admitted into a hospital?
EBERER > EEREBEIEFRIER MEZIMIER (BEANEREEIUEEMILR) ?

13.

In the last 5 years, have you ever had or been advised to undergo investigations (such as blood or urine test, ECG, D
X-ray, ultrasound, CT scan, MRI, PET scan, HIV test, Hepatitis B test, Hepatitis C test)?
ERERFR > BEREBETNERERETNE (GG - 5R ~ OEB - X%~ BEK - BIEEHE - iR
EEFREHE - 2R - 2R - REFXRAR) 2
If the answer is “Yes”, do your investigation result(s) include the followings?
MRERE 2 CHEEEREREETIIER?
a.  Normal test result is advised
e RIER
b. Abnormal test result is advised
EEEREE
c.  You are still awaiting test/test result
S IE S RRER SRR R
d. Testresultisinconclusive or uncertain (retesting or follow up test is required)
BERERABRERNTRE (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)
MBRERDSKEBERRNUTERET AR (HIN—LRUBEEARARIS R AT / fTEE / BAER L 555
b/ FE A G R S IR A R S L 55 B FR AR BR tHER$5 L)

[

000000
000000

14.

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?

EREHEAEMBRERTERENER (FIGIRELE « 3875 - 8w « lEs Lk METSTESRBREER?

[
[

15.

[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)?
[REBAEMEIUATZZRAE | ZREAERTHEZE VAR HE » &/SHHERRBEVHR 2527 (5.518) ?
If the answer is “Yes”, please provide body weight at birth:
MEBRE TR FiRMEERZEE !
a. morethan2.50 kg/5.51 lbs
%152.50 A /5.51 5%
b. 1.51-2.50kg/3.32-5.51lbs
1.51-2.50 Afr/3.32-5.51 &
c. 1.00-1.50kg/2.20-3.31lbs
1.00-1.50 &2f/2.20-3.31 8%
d. lessthan 1.00 kg/2.20 lbs
DHL1.00 2 /2.20 B3

[
[

0000

3. Declarations and Agreement

IR R

| 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.

| HEREBY DECLARE, ACKNOWLEDGE AND AGREE on behalf of myself and other persons referred to in the application (hereinafter referred to as

” o«

“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)
2)

—_ o~
e d o2uvuse

the Policy shall be changed in accordance with the particulars set in this application(s);

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 approved by the Company at the Company’s office (as defined in the Policy contract of the Policy) during the
lifetime of the person(s) insured by the Policy; and (iii) the Insured and the New Proposed Insured are alive at the time of this application and
at the time of approval of this application by the Company;

the application(s) is made subject to the terms and conditions of the Policy;
the application(s) shall be effective from the date the Company approves the application(s) in writing by way of endorsement(s);
the application(s) is based on my own judgment and | have not relied on any advice provided by Financial Consultant;

all information, statements and answers to all questions whether or not written by my own hand are to the best of my/Our 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;

(i) all Beneficiary designations made by the Owner prior to the date of this application regarding the Policy shall be revoked upon approval of
the change of the Insured of the Policy. The death proceeds shall be payable in accordance with the provisions of the Policy; (ii) all Beneficiary
designations made by the Owner prior to the date of this application regarding the Policy shall remain unchanged for the Policy, and such
designations shall not pass to the Split Policy upon approval of the exercise of the Flexi Designation Option of the Policy. You may designate
Beneficiary(ies) for the Split Policy in accordance with the prevailing administration rules of the Company; and

(10) 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.
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| 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 I have the full authority from and consent of the Relevant Persons to make the above acknowledgements,
declarations, agreements and authorisations.

AR A AR BAREMEMA TIRHIMREE /IR ; NELL PRSI RBRERAEAE M L5 EERRRIRR -

ﬁl;)\z%i{gﬂﬁzkl\ﬂﬁEIE’AEE%%%T%%E%%N%@E& |HERBRREFFWEET > RIFEAEAER/SREERNGRIMANEEE  AEREREER
VR -

BNEMARBAREMELRHFE LRBRANREGORRERZ AL (FE MERA L) S MHM) B%REst » MEMAL) TR IEEERAKILR

HEERRZEMAL) B - BEERAR

(1) RAZRERBRPFEZEZFHEN ;

(2) FEFBFS FIREERSEIER ; (i) SUBFAEHFBEMBZNE ; (i) FHERNRERRATEZBER TEEQDTARNEE RERENRESY
RZER) #1Z 5 (i) WRABFFRRAIO BRI L EIRBRAZ AR RN EHR R A B EMDATEE §

(3) MIHFAERREIRRARMFFTAIR ;

(4) BRZHPFRAARUEERAMZZ BERER ;

(5) Lz FRABERENREAZEALE » MRERBEMEMERBFRENER ;

(6) EIM—YIBRANEENFREESR  TREDSTARTRE » MAARKAS @ ORAFEZ2MLEERH ;

(7) ERERFIEER NER) RILHPFES - iSMAERENIRE - WIFARE—D ;

(8) AAEMEMAFRIEHAEREZRR > IR BRI AREE HERHEY » ERARTERHEAR ;

(9) (i) EEHFEZHARAAMEENEARER T AR ERRERAESHERREGY - IRLIAE—PIEERHEA » SHIREFRERESOX

15 (i) ERPFEE AN AFMSENTARERTABIRITEEIHEEERESIUERERTE - YEZIEETSRAREDIFRE « LAY
RBEQB ERHNTERANEEE M IFRENZHEA 5 &

(10) tn7< A\ FREEEEVE RAREARRER /(L BRFTAI IR S 00%ER - RALER AR ABFEBELE /L RPTKREEER o

AR ARBRAA LR

(1) fEfefRE - sEMMEEER « Bk « 2P0 ~ RIBEAE) ~ 717 « BURHE « SCEMESR « B A LT > ANBEREEEAERAA/BRATZEE » k/%
B RAAAEFELRAA/EEALE » WUREARNEREZZEREGEELNTR ;

2) BRRHEFHEEEZRSEE - BRASSLERF > SIS PR AL ERZ BEPFERA /BRATETRR ZBRTENRAE - RS
AN /HERA L ZRERT

(3) BERRNERER > nREBEXEERHEMEIEREERMCERKER -

IR EERA T 2 A AT A BB RS ; BMEEMA LI THEITABE/R > IIREMHAXN - HERENHENARERGERZN

MBHFIFRERMUEMIL BRI RIVER » ERR TR ERIRILARS o

FANELERNEATEEEBATRERBERAFL U ERET - B9 - BRNRE -

4. Personal Information Collection Statement

U SR{E A\ IR ERER

The Company recognises its responsibilities in relation to the collection, holding, processing, use and/or transfer of personal data under the
Personal Data (Privacy) Ordinance (Cap. 486) (“PDPO”). Personal data will be collected only for lawful and relevant purposes and all practicable
steps will be taken to ensure that personal data held by the Company is accurate. The Company will take all practicable steps to ensure security of
the personal data and to avoid unauthorised or accidental access, erasure or other use.

Please note that if you do not provide us with your personal data, we may not be able to provide the information, products or services you need or
process your request.

Purpose: From time to time it is necessary for the Company to collect your personal data which may be used, stored, processed, transferred,
disclosed or shared by us for purposes ( “Purposes”), including:

1. offering, providing and marketing to you the products/services of the Company, other companies of the AXA Group ( “our affiliates”) or our
business partners (see “Use and provision of personal data in direct marketing” below), and administering, maintaining, managing and
operating such products/services;

2. processing and evaluating any applications or requests made by you for products/services offered by the Company and our affiliates;

3. providing subsequent services to you, including but not limited to administering the policies issued;

4. any purposes in connection with any claims made by or against or otherwise involving you in respect of any products/services provided by the
Company and/or our affiliates, including investigation of claims;

5. detecting and preventing fraud (whether or not relating to the products/services provided by the Company and/or our affiliates);

6. evaluating your financial needs;

7. designing products/services for customers;

8. conducting market research for statistical or other purposes;

9. matching any data held which relates to you from time to time for any of the purposes listed herein;

10. making disclosure as required by any applicable law, rules, regulations, codes of practice or guidelines or to assist in law enforcement
purposes, investigations by police or other government or regulatory authorities in Hong Kong or elsewhere;

11. conducting identity and/or credit checks and/or debt collection;

12. complying with the laws of any applicable jurisdiction;

13. carrying out other services in connection with the operation of the Company’s business; and

14. other purposes directly relating to any of the above.
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Transfer of personal data: Personal data will be kept confidential but, subject to the provisions of any applicable law, may be provided to:

1. any of our affiliates, any person associated with the Company, any reinsurance company, claims investigation company, your broker, industry
association or federation, fund management company or financial institution in Hong Kong or elsewhere and in this regard you consent to the
transfer of your data outside of Hong Kong;

2. any person (including private investigators) in connection with any claims made by or against or otherwise involving you in respect of any
products/services provided by the Company and/or our affiliates;

3. any agent, contractor or third party who provides administrative, technology or other services (including direct marketing services) to the
Company and/or our affiliates in Hong Kong or elsewhere and who has a duty of confidentiality to the same;
credit reference agencies or, in the event of default, debt collection agencies;
any actual or proposed assignee, transferee, participant or sub-participant of our rights or business;
any government department or other appropriate governmental or regulatory authority in Hong Kong or elsewhere; and
the following persons who may collect and use the data only as reasonably necessary to carry out any of the purposes described in paragraphs
nos. 2, 3, 4 and 5 of the Purposes specified above: insurance adjusters, agents and brokers, employers, health care professionals, hospitals,
accountants, financial advisors, solicitors, organisations that consolidate claims and underwriting information for the insurance industry,
fraud prevention organisations, other insurance companies (whether directly or through fraud prevention organisation or other persons
named in this paragraph), the police and databases or registers (and their operators) used by the insurance industry to analyse and check data
provided against existing data.

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”.

Transfer of your personal data will only be made for one or more of the Purposes specified above.
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) thebusiness 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.

If you wish to withdraw your consent, please inform us in writing to the address in the section on “Access and correction of personal data”. The
Company shall, without charge to you, ensure that you are not included in future direct marketing activities.

Access and correction of personal data: Under the PDPO, you have the right to ascertain whether the Company holds your personal data, to
obtain a copy of the data, and to correct any data that is inaccurate. You may also request the Company to inform you of the type of personal data
held by it.

Requests for access and correction or for information regarding policies and practices and kinds of data held by the Company should be addressed
in writing to:

Data Privacy Officer

AXA China Region Insurance Company Limited

Suite 2001, 20/F, Tower Two, Times Square, 1 Matheson Street, Causeway Bay, Hong Kong

A reasonable fee may be charged to offset the Company’s administrative and actual costs incurred in complying with your data access requests.

|/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.

[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 tick the box below and we will not use your personal data for direct marketing.]

] 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.

FAFPABER (BAER (FARR) 561 (EBEHISE 486 %) (“1RHI”) IRE -~ 158 ~ B « EAN/ BB EABRAEBNEE - AREHER A SENE
RIRY B B EAER » IR —I BRI R - BRAQSFAEEABRERN - XAQBSRN—TIERTTHS R » BRREAEHNZE
M BB RBEERCHEENERTINTIEERE « MRS TERBEAZRNIER

HERAR  MREATAAEARRMETHEAEY » RATEEERER THRARENER - ERaRE > UEEREER THEK -

BE : AN FRRESBRER TREAZR - MAIER TISEEN (“GRBN”) MHAARER « 7 - B2 - 85 - REIHEZZFEAEY

1. mETEN - RHAEHEARS - ZREBENEMAE (“LEMBS") AERBNHESEBRH (SR TX EEZEHPERRISHEA BT R
FHMMAL 2M0) 2ER/RE - URdRf 45 « SENREZSER/RE

FRIEFEHE R Tl QB N 2 BERARE S PRt 2 B i / IRFS IR AU E ISR ESR

mE TMRHERERTE - AUSERRINIT/ EEEELRE ;

Bt A B / R BR R S YR RYE (I AR mh / AR5 0 ER B T S B TR BV B E Bty R TR RZREEERMNERER - BFRERAD ;
BAMPLIEEGE TS (BReSEMAA AR N/ HR BB RHENER/ REEH) ;

SHMERTRMBRR

Nowu s

ok wnN
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7. REPRRSTER/ R ;

8. AistEHEMtEEVETHIEME ;

9. TEFRAAMERFRZIBER BRIZE PSRBT ERNERER ;

10. fEHEABRAERE « FRA ~ RO - BFTRIHISS I ERNIKBES BB S BN BB UMM 5 N E S N EMBIRREE BB ETRASE ;
11. EFTSHOM/HERREM /HEFFBUL ;

12. BFEAERNEEEBRRIER ;

13. FRBEAREEBCERRMNEMRT ; &

14. & PtEMENERARNEMEN -

EABRIEEETS  EAERHETURE » BEETEOEREEREXHERT » oliefiis
1 (IREBHEBLINE MM S AT ML B S  TQBNEFERBAL « EABREAE - RIEAEAE BT ZRERER « TR EHE -
HEEEBENRHERMEE > UL SEMNS » B TEERETHERERESBIRI ;

2. BRLASATEIM /o2 RN A IR ARV Al 2 G / BRFS T R T S E R TR REE HAaS KA T AT REERENE A L (BERARER) ;

3. g??@_ﬁf%@(%ﬁﬂﬂiﬂﬁﬁzﬁﬁﬁﬂ/Ex“?c%ﬁﬁﬂﬁﬁﬁ?%f#ﬁﬁ > AT EMARTS (BIEERRHART) T HEAERaERERBNEARIE - K8
wE=7

4. FEEREEDN EHRECERNERT) BRIRAT ;

5. FAFEFHEBNEMBEIRREENFEA - ZBH « SEERRBHEE ;

6. TEEEHEBELUIN it 5 BEAIBERF IS EME S RIBUA S EE B HER ; &

T1.

A AERER M R EMEMNETE2, 3, AR5 ZIER T > MTAL | RREMA « AERERE - B « BEZEAL « BIR G587 « B
B~ 6T  BARBERFAAREROES IS  HOERAT (ER2EE > RS@BBIHIRNARTIERNEMAL) « B2
AR EMIE BRI AR RN BRI SRR B BB R B (REEEE) -
AR T RAATI (RS B R FHEAEROEES 2 T X EEBEH R AR A TR FRMAL” 56 o
BT VB A BRI EA £ N — (B S BRI B (TR -
EEEEEPEARSEAATRHRST AL :
AATEE
. ERAAATRERSENETOLS  BEEH  ERRREESEN  TRERRITA « MEEBRA OGBS TERE ;
2. g$§?%§§@w3,$@aeﬁ&M%ﬁﬁﬁﬁéﬁ%ﬁﬂﬁ%M%m?WE%mm%&&&mﬁﬁaﬁﬁﬁca%ﬁmmm%Mﬁg~§ﬁﬁ
@B NEEHE) :
a) R0 ST ATSRAESHE - SRR © BETENELRRS
b) f2EE - RERER - AR - EEEHRE RS | 8%  REAELEKEED  HERE « KB - IRE « HE 0% - RENESR
RSB EEES ;
3. MERBRERSGRAATR /R TR :
a) (EEREMHS ;
b) B LIS ;
o) 1R X0 PRI RIS RER T A AR N R A BN A RIS ;
d) FAASISREMU AR ES S5 « BE N e SNEEHRIREE ;
4. BEAADEHDRRBRESN  AATTEEE LY 1. BBAFANELIEET FX 3. BBHRRNSHREEAL » MRS A LERHZ
ERBRERTER > MAASNALENEESEFEERS (AERTARY) -
B TOEAEEHE Xt B RIS EXFRRNA L8 AAFEESH THEERE  REESH THEEREASTEAETNE
NER AR T AN AR R (R H R -
BT A% REN TR TAADEMERE FOEA G RIEHFEMA L EEREARNRE o

ETUHRBOE T ETEARENRE @ FREE T BEABHNERMELE" S HPFIFBUHER A AT - KA EEFREEAERNER THRETS
TSE A BRI EREHEET -
BABRNERMELE : RIEGF > B TERBEAELRESHERTHEAERY » BERZEMNEIE > UNEEEFATERNER - BTERUZRE
ABENE TR ABFRFHEA B FITEE
ERMEENER > NEMENEER « BERRAQRMSNERFEENER > HEUEEIREEE

AAEFHREE(E

ZRERARAR

TR/t B RS 2B 20182001 =
FABFJREEME T REGENER - UEHEAARRRITE THERN ERERMS I BBITHRNERER
BN/ BIERAA / RMERRLAAWEEAER SR (ZER) - A/ RIOFEREA /RFIERENEA /AR MEE(ZER) > M /i
B AR (ZER) HERBMMBETIFEZAA / AFINEAERNZE (TR L RRFTHRBIEEMREAENS)  RBLUEFRE » A /45T

SBARBEAEMRFE(EBER) EALER RN /HFAINEAER  SEEEREETERNEEA / RFAINBEABHRETFEMAL

[EZEA : WE T TREERE “WEBABKIEIEE” (£ AMERE TOEANBHEEREHER (26 TEEEEPRARIGEEASHIEHFEMA
17 8) o AT PRI LSS (“V7) » KRBT E AR FREA BRI ERERIEHMBE |

[] AA/HKATRAEEARRE EEABTRNERE EHRNEEAA / HANEABHEFEREHRRE (25 “EERRAPEARIEREABTRRH
FHMMAL” 517 R FREEREERNE AT REREREREHIME o
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5. Consents to Data Processing Pursuant to AXA Privacy Policy (Applicable to individual
sighatory(ies) with any declared address in the Mainland China only)

FIERE AXA ZEERFAPREL SRIE 1T EI R (RBAR MR (TR R EIRPEREAEE)

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.
AL FABRE > BB RESLERUTEE TR TS HEHEBRE - MREFFEH TIMERM—TBEHREER » AKAZERER /5 AXA ZEEBMEM A B AT aEE AR it
EAIRMER - EmIRFHEEEAEK
I/We have read and consent to the Privacy Policy*; and
AN/ HPECHBELRSARBEE ; &
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/ EPRERAN/HAEAER - HREAERRBAA /RPIEEEARREA ER) Z8UREABZRMKIBTAREERI P EAPERINEIER, /S ETE -
In the case that the New Proposed Insured is aged below 18, I/We grant each of the above separate consents on behalf of the New Proposed Insured as his/her guardian
or authorised person (as the case may be).
EREFERERARMIS R AN/ HAIUHEEASEERA RERME) NE1H » ARMEERFEAN LS—BFHEBRE -
* The Privacy policy is available here: https://www.axa.com.hk/en/legal
* FEILERISFARBIBUR | https://www.axa.com.hk/zh/legal

Signature of New Proposed Insured (If aged 18 or above)/the Guardian or authorised person of New Proposed Insured (If New Proposed Insured is aged below 18)
FEBWRAZEE (/B L) /FEERRANEGEEATESEAZEE (HMESHERARRT/\E)

6. Signature
=E

IMPORTANT NOTE ;= : PLEASE DO NOT SIGN ON BLANK FORM (5 /1E =EEA RIS LB E

Signature of Insured** Signature of New Proposed Insured**
WRAZEE EEWRAEE

Signature of Owner/Trustee* Signature of Collateral Assignee (if applicable)*
FBEAN/EEANEE IRIPEEE AR E (WEA)

Signature of Witness/Financial Consultant* Date Signed (YYYY/MM/DD)
REBA/IERERZEE " HEAR(EFE/R/R)

Full Name of Witness/Financial Consultant

REA/ERMERZ R

# If Insured or New Proposed Insured is aged 18 or above, signature by the Insured or New Proposed Insured himself/herself is required,;
EWREATFIERRRANERS 18RIU L > BHAAEE ;
If Insured or New Proposed Insured is aged below 18, signature of Parent/Guardian of the Insured or Parent/Guardian of New Proposed Insured
is required;
ERRASTIEZRRANER DI 1858 » FHRRRAZR /8 /SEASZBINEERRAZR / 8/ EEARE ;

* Please ensure the signature(s) match(es) with the one provided in the policy file.
FRIVEAERE EREEERAR
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7. Revocation of Irrevocable Beneficiary(ies) (If applicable)
Ao EHZ AR (WiER)

This section is only applicable if the Policy has Irrevocable Beneficiary (ies) designated. If there is more than one Irrevocable Beneficiary, then all
Irrevocable Beneficiaries must fill in and sign this section.
I AEERTEIEERTEMRHEANRE « SIEELSH—IU LN ERZHA » FIE A B2 m AU EERITEHE ©

Name of Irrevocable Beneficiary(ies):
AT EHZ AR

Name of Irrevocable Beneficiary(ies)’s Parent/Guardian
(applicable to Irrevocable Beneficiary aged 18 below):
AEEMRHAZR [/ BEEANES
(GBERRARERZm AFR D 185%) -

| HEREBY CONSENT to the revocation of my designation as the Irrevocable Beneficiary of this Policy which will be effective upon the Company’s
approval of this application for change of Insured. | acknowledge that upon the Company’s approval of this application for change of Insured, the
Owner will be able to designate a new Beneficiary(ies) under this Policy without my consent.
TNELRBARAERRIEEN A ERZ 57 AR E R R A BRRESHUER R - KARSIREAERREARFESIVER » 5B AR
BENMRBEAMERR[IRTABDR °

Signature of Irrevocable Beneficiary(ies)** Date Signed (YYYY/MM/DD)
FEEMZ R AEE =Z0H E/A/H)

* If Irrevocable Beneficiary is aged 18 or above, signature by the Irrevocable Beneficiary himself/herself is required;
BEARERZHm ANERS 18RI L > SBHEAAESE ;

If Irrevocable Beneficiary is aged under 18, signature of Parent/Guardian of the Irrevocable Beneficiary is required.
G EIRZ R ANERDIT185 » BEAAEE - (FHER /& /BEAEE -

Please ensure the signature(s) match(es) with the one provided in the policy file.

FHAIURAERE _FAVEEERER o

8. Termination of Trust (Only Applicable to Trust Policy and the Insured is aged below 18)
S5t ((EERERREREFEAEERS 185K T)

I hereby terminate the trust® in respect of the Policy (the “Trust”) and change the ownership of the Policy to the Owner together with all the rights
and obligations under the Policy which will become effective upon the Company’s approval of this application for change of Insured. | acknowledge
that upon termination of the Trust, the trustee and contingent trustee (if any) will be automatically removed. | hereby request the Policy be
changed according to the above particulars.

# The trust was declared under the relevant form(s) as specified by the Company.

RANELFRRREIRRABGHUET 30T » RIERREZ 58 (M558) M RENFABRERMMBENNBIB—HETREFBA -

K AHESPHISFEAR LERFE » EEANBBEEFEA (0F) 1§ BTk

* (ERERIRIBEAATRERERRERIL T 25558 -

Signature of Owner/Trustee* Signature of Parent/Guardian of Insured*
HEAN/GEAEE" WIRAZR | & | B ANZE

Date Signed (YYYY/MM/DD)
HERE(FE/B/H)

* Please ensure the signature(s) match(es) with the one provided in the policy file.
R IUREBRE ERVRCERETT ©

Financial Consultant Details I2R4FERIE ¥}

Name

W

Code Contact Number
“ReE B A& SRR
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