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Policy Number {RE3 475 :

Application Form for Supplement Addition
(Applicable to CareForAll Hospital Cash Supplement)
PiIIN2&YI (RS (BN ERE (EMIR T RIFHIINZ2LY)

Important note:

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

S

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 Owner” to apply for the information change. We shall treat the relevant customer

"The Company" or "AXA":

“BAT ~ “BAR H OAXAE
B
AXA China Region Insurance Company
(Hong Kong) Limited
ZRERRE (F8) BRA7/
AXA China Region Insurance Company
Limited
ZREEMARAR

information unchanged from our latest record unless we receive your notice on the change of the information.

EHR:

NN B

We reserve the right to ask for additional identification documents where necessary.
Please do not sign on blank form.
The original of this form and supporting documents submitted will not be returned.

IEREERERIFA A /EEA IRIFEES R \LUERERRES » SR URARRE FA52Eas -
NI FREEE A IR RERTIE S - SEREERIERARARIARSE © R Ko B AR SIERS o

WEZBIRBERZ SR - AR S —HHES A AR S RN (Rl 2s -
WIS D HMBIE R EFTER  HIERIRR RERBRHS | 3 R/ RERBFFELER - FAABQREEBEAI U

HHEE AR ERFE - MEAARREWEIB T 2555 - BRNERSRIERANRRITZ SCHRERTE -

ANEEAHFE LEE -

~Nowu

ENE)ERERBEEREE NEREMNS
FRIERR 2 IEAFREEE MR XA ERIE ©

Personal Details of Insured/Owner/Trustee/Collateral Assignee

#WEAFEA SR [ IERRRZRABA T

Insured

HWERA

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

Name
W

Name of Trustee/Collateral
Assignee (if any)

A /IEIRERT R AR
(ma)

Not Applicable
TER

Name of Employer
BERHE

Office Address
INE ERHIE

Note 5% :

If the address is located in

the Mainland China, please
complete Section 8 of this
form.

WA AIAS R ERRE > FR5TRAS

Room/Flat = / 8111 Floor [B#t Block &

Room/Flat = / B Floor B&k Block &

Name of Building/Estate KB EIBLHE

Name of Building/Estate KB EIBLHE

Street No. & Name 138 & 8 X 5765

Street No. & Name 138 & 8 X 575

RIGHIE 85 ©
City/District i/ / & City/District i/ / &
Postal Code EREF 155 Country IR Postal Code ERZ5% Country B
Office Contact Number
NN

Employer’s Business Nature
BEZEFHIEE

Occupation
Title B Main Duties EEH#5 Title B Main Duties FEH#H
Current Monthly Income (HKS)
REFSAWA (BE)
Education D Primary or below D Secondary/Advanced Level D Primary or below Secondary/Advanced Level
BERE NI FRE /FER INBETR 2 /588
D Tertiary or above D Tertiary or above
REFHUE REHUE

Have you resided outside the
country/city of the provided
Residential Address for more
than 6 months during the last
12 months?
EBBECBE+ZEB NEFR
2 EERAAIBIZR /3 S
BB MEA ?

Yes (Please provide the country and city):

B GREREREI)

Yes (Please provide the country and city):

B GFEPEERKE)
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Application Form for Su

MimnE24iz RS CERREME (iR REMHINSEE)

lement Addition Lll}ﬁglicable to CareForAll Hospital Cash Supplement)

1. Addition of Supplementary Benefit
FIGIN3ELY

Addition
i

v

2. Personal Statement: Other Insurance Information

ELAESER : HitRpREE

Supplement Name

M InZ2494a 78

CareForAll Hospital Cash Supplement
BmE RS RENINZY

Insurance in force and amount (including currently applied for) on Insured. Please complete the table below if applicable.
WRAFTBIRITER (BIEERETR) ZRIERE o YA » 5FH THIREAEERA ©

Sum Insured/Protection Amount/Notional Amount/Benefit (HKS)
{REE [ {RIEEEE / LR EE / 1RME GBI

Insurance Company
Name

N
RRATIEHE Critical Illness Personal Accident

Life Insurance (Including Disability Income

Lifetime Annuity) BRABRE Insurance BARSH
ASERE (AR FER) BREFRFRE

Hospital Cash/
Income

EhiRE/ AR

Date of Issuance
(YYYY/MM)
EHAM(E/B)

3. Health Check-Up Consent and Declaration
SR ERSEREBA

The “I” and “my” shall refer to Owner and the “you” and “your” shall refer to Insured under session 3 Health Check-Up Consent and Declaration in this application. (For

the avoidance of doubt, the expressions “We”, “Our” or “Us” include Owner and Insured.)

B3NS RBERTENERFEN TR AL DA R REAENFE A 8 & ME0 THISBRMILRRPRNRRA o (RREEE - [HA BEERE ARBRA)

Health Check-up Consent 2B 5B EREE

Agree
RZ

Disagree
FEE

I/We ACKNOWLEDGE AND CONFIRM that I/We have read and understood the Terms and Conditions of Free Medical
Check-up Services of Plans under CareForAll Series (the “Term & Conditions”). I/We confirm that |/We have been advised
to read carefully the Terms and Conditions, and I/We have read it carefully and fully understand its effect and impact
in respect of the health data of the Insured collected or held by AXA. Based on the foregoing, I/We hereby give my/Our
acknowledgement, and agree to participate in the free medical check-up services of plans under CareForAll Series and the
use of the health data of the Insured by AXA in accordance with the Terms and Conditions.

AN /PR AN / RFIERBALBEARAE RV EREE S BRE RS ZGHRARR] (MEFRIARR] ) o A8/ HFIERAEA/
BMERBAMAA | FPIZEFARBEER AR > M A / KPS AR 785 BB B IR AR ¥ AXA PRI S E 2 4%
RARBRERFMRRTE o RIBU LR » AN/ BASTEIFAESHERRERIERRESTRBIRTRY > LRSAXAL
BEARRIETR S AR CE B R R ARV ERR B R ©

]

[]

Underwriting Questions & Answers #Z{RFIZER EE

Insured

WIRA
Yes No
= &

1. In the past 3 months, have you undergone medical consultations/investigations, and been recommended to have

medical follow-up as below:
hospitalisation; or
surgery; or
follow-up consultations/investigations?

If in the past 3 months,
you have been recommended to have investigations/hospitalisation/surgery but have not completed doing so OR
if you experienced symptoms or signs (including but not limited to lump, tumour, any kind of growth, coughing up
blood, blood in stool or in urine, exertional or recurrent chest pain, sudden onset of weakness and/or numbness,
or memory loss that disrupts daily activities) even if you have not consulted a medical practitioner,

please answer yes.

EEEIEARN  BEEBHETIE /BT > RIESRHETUTER2RE :
AR ; 5
FHilf 5 5
gL R A

EeEIEAR

- EEBEREREDAARE  AFBR/ETEAEFN 0 BRKRTR ; H
EEHRRRNER (QFERRIER - 1B ~ EEEMELY « 1z - BEESRRSM - FEMSREMNRE - 58
BIVES R / BRI ERAREARLE) > MERSKRERER

rECEE
REIEE

If your answer is
“Yes”, you are not
eligible for this
Supplement.
WMEE 21 8RR
ARG INEE
ES:DECSEE

2. Inthe past 2 years, have you:
been admitted into a hospital for more than 3 consecutive days; or
undergone any surgery (including day case procedure) requiring ongoing or regular follow-up consultations or
medical care (such as monthly, every 2 months, half-yearly or annually)?
EEER25R > BEEBE !
AFBERSEE3H ; &
EITEAFN (SFAEFN RREHETHERZRES ANBEEE (NS - BMER - S¥FEREF)?

If your answer is
“Yes”, you are not
eligible for this
Supplement.
WEE 21 BT
ARG INEZ
ABO1RM -
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Application Form for Supplement Addition Lll}rﬁlicable to CareForAll Hospital Cash Supplement)
MIINERLIIREBRS CEARRRE (IR S RIEMINZL)

Yes No
= &
3. Have you ever been diagnosed with any one of the following diseases? If your answer is
EREGES A NI ER—ERR? “Yes”, you are not
+  cancer or carcinoma-in-situ, malignant neoplasm, leukaemia and other blood tumours eligible for this D
FERESKRAIRE « FBMERERE « B iR R B iR AEE Supplement.
heart disease (angina, myocardial infarction, coronary artery disease, heart failure, cardiomyopathy, heart valve MmEE M2 8RR D
diseases, heart defects) or undergone heart surgery (including angioplasty) BRI
ﬁ}aﬁﬁ)ﬁ (DB ~ DB EE « ERBIIRESS OI8O » OIRR  OBIERNG) SRR ORFT (SEme | KBRS o
TG

stroke (including transient ischemic attack, also known as mini stroke)

PR (BT AR > 878 TR E)

liver cirrhosis

igsale

chronic renal failure

BB RIS

chronic obstructive pulmonary disease that required hospitalisation or emergency visits

1B AEERREMEREEARRERMZ

cognitive disorders (including dementia, mild cognitive impairment) or other neurological disorders

SRRITHRERRT (ELESDAIERUE  FESIAIERD) SUE SR GRR

L O O] O O

4. Change of Personal Information

EMEAETH

If the identity document and/or address of Owner has/have been changed since last submission, please put a v 1 to the related box(es) below.
BREANSGEMGN/ it B DRIRZEBEEN > $57F NI ZESAM LTV 5% o

D Change of Identity Document (Please also submit copy of the latest identification proof)
B SMEY GEREHRZRME MR HEIA)

D 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”)

BT/ ATEIS AL / FAUIL M B2 A TR R GERIEHRRN R B4 3 183 PRt 2 i SBAREIA R, (R B ARTS AR 1))
5. Declarations and Agreement

AR 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 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; (ii) 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.

RAGEFEE AR AR B ARERMEMA IR B IRE LY/ BRFF R 5 WENPFS IR R AERE M 4 £ S FERARIRRSM

RAELBRRARBEEARNSHRENGN IR /B AR AREMEEET  RIBERAEENR /SREERINREFTAHEEE » SEFRREEERRINEE -

gk%ﬂtﬁ%zﬁslxﬁﬁﬁﬁﬁﬁtEF'%%%J:&EEﬁE’\Jﬁﬁﬁ#@ PtE Rz AL (T8 MERAA L1 30 THM)) (B%fFse - TERAA LI S MRMIIEEER AR RFEIRERZEMAL)
AREE

(1) FAZRERBARFEZIEZEHEN ;

(2) FRABAS TIURMERARTER ; () BUBFIERHEMH IR ; (i) FREN LARERRATTEZER TREATTADMER (RE BARESHRZER) #HiX ;

(3) EMZERMFPFEBER > FRIFFRIEE —BERY - EXEANARRENISAIBNFERNEEAEFN ;

(4) REAZTEEBERKERARETEEBIPIEER - EXEIENRE/ RIESEH/ LR SERNINRRZFF - BERNIEEZRRFHATMZABE ;

(5) Btz ERERERAANZEAFIE > WRERBEMIER FERFIRHENER |

(6) WMREBEBRAFME > AATZPAAREEREERASREBSREAR - RESFEMUBEEAATAN  REEERAFWABNEERE D A SIH R FRER

FRER A ZREEEDFISTPARE REEENRRER ;

LR IR AR » AREaSNRFAE » MAAFNFAS @ 9AERZ 2B
LAFERENPAIE SR GNER) RILPEFES » FMAEXIRERNRE - WERRE—E ;
NAEMERAPRIELAEMEE > MNRETEILERRE LEBHEN - SREAFARHAR ;

0) W7 A\ FREBHERNA RAREAR 108 / (L BRFm RISl R S 04SSR » NALAR R AR FMHEBELE /(LERFTUEREIER -

s
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Application Form for Supplement Addition Lll}rﬁlicable to CareForAll Hospital Cash Supplement)
MIINERLIIREBRS CEARRRE (IR S RIEMINZL)

RAGEARABAA L E

(1) EfAfRE - MR « Bt » 2P ~ RERAR  R1T © BUFHES  SUEMARM B L - ANESEEAEREA/BATZ L > &/ BRI ELR
FAN/MEEALE I EREAREREZEERIGEAR] ;

2) BRAFEMEEEZRIBE - BRASRCEF > ARt RFREAREMZBEPEEAA/BRATETR BRTERAR - (FRERAAERALZR#
B

(3) BRANARER B MRMEEEERNEMEBIREERCERNEY

IR ERERA L Z A ARZBARENRS ; BMEERA LR CSETAREIN - IREMDANS - MFEENRNARERTERERS

MILFIFRERMME UL SRR VAR » BAR S RERT R o

FAENERREAZEEEMALRERF SR AEHU LB « HE kX -

6. Personal Information Collection Statement

USRI A BFIRYERER

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.

1I/WE ACKNOWLEDGE AND CONFIRM that I/We have read and understood the Personal Information Collection Statement (“PICS”). I/We confirm that |/We have been

advised to read carefully the PICS, and I/We have read it carefully its effect and impact in respect of my/Our personal data collected or held by the Company (whether

contained in this application or otherwise). Based on the foregoing, I/We hereby give my/Our acknowledgement and agree to the use and transfer of my/Our personal

data by the Company in accordance with the PICS, including the use and provision of my/Our personal data for the purpose of direct marketing.

D 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.

BEALTQTMEE (www.axa.com.hk > BERE > THRE > AFRE > WEBAAEGKRER) TRIAAFLDREUIEBAEENER (“ZBH”) - LM (ZEH) EMEE -

MM T MR AT RIEHE N ERE THEASRNES > F2H TX “EEEEHPERRISHBEATRHREFHMA L 5615 o

EEERHPEARBEBAAEHRETFHEMAL | ARFEFE

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

ERIBB R EE SR REIR MBI T ERINARFS & E RMETTEIZEN (BIFERBNRERYE - RERBEREEHE)  (a) R - IR1T - 2BEHAESHE - £

FRARTS ~ SESAERAE MRS 5 (b) 2R ~ RENEE - B - BB EDHNRTEMRT « B4 - BEASELHIKRRIES) » iRERIE « RKE ~ IREE « HE - 11334848 - #8n

EmKkRHREREERER ; Q) ULRBRERFERARE N/ RUATHBRME | (a) ERRERES ; (b) F=AF SRS ; () RE LX) FAFIZIRBMERZ AT

B | N RS NEESERH RS EREBE ; (d) AEARTHEMULFFIEERESENSE=5RE « ERNGEHEBABIRME ; (4) REARERH DRRBENE

i ZIS’AEHTE%TH?;J:K(l) BB B RHR T £ (3) EREMAFTE I 2 BAEMA L » MEZZEALEREZZERFBRERTER > MALT A LENEESTAER

BE (BERRTRE) -

EEAETHEANERME LA BN SIRM T EXPTRN AL Z R » AAREESEHTHNEERE » RRETEGETHNEERERSIERR THEABRRIRHTHEM

ATV R E R (R ©

BT HEAIRHEE AT AARERERE THEABR RREFEMATEEAREAENEER ©

EEEM | WA TARRIRE “WEEAZRNER FRANEEE THEASEHEEREHAR 2K EREEHPERRISHBAAGERB TR AL 5%9) > FETIA

BAMLSIEE (‘) - ER TEBERRHNIERHALRE » AATKAEEREE THNEASHEABEREIHARE -

A [ EFIREZAA / FHPIEREL R B W EEA BRI ERE GRER) o R /HMFESDAN /BROIEHBRAA / FHPIEFMAREE (ZBH) - MAA /RFACSHEEE (ZER)

HENFMBESIFE Z AN/ HMNEABRNZE (T @S RRPTEEIEEMIRISPTEIS) o RN P » 2N /RIS R S E A RRER (X)) R RERE

AN/ BPINEAER > SETERRHEPERRERAN / BIEASRHRRTEMAL -

D KA/ EMTEREATRE WEREAEREE FRMNERAAN /HANEANSEHEEREHERE (26 ‘EEERHPEARGHBEAN SRR B FH AL 231%9) &
WA R E AR EN BRI

7. Commission Disclosure Declaration (Applicable to Policy’s Financial Consultant as Insurance Broker)
A2 EEE GEAIRREZIEIERARRLEL)

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

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

EAN/HFRB ~ BANEE > EREENAAN/RFAMELBERE /ERHREFFHFHNAREERN/ REBN > RREGXHA (BEERE) naSLHERRENERER
RS AARE o RNAN/BRAIREAER » AREA/BRMAZBVEREAS LR EQEMEIM/ M EEEABBIRERSE -

AN/ EFITFREEARBEREAEA / FfIU ERRRE » A AILUREARIEREE o
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Application Form for Supplement Addition Lll}rglicable to CareForAll Hospital Cash Supplement)
MIINERLIIREBRS CEARRRE (IR S RIEMINZL)

8. Consents to Data Processing Pursuant to AXA Privacy Policy (Applicable to individual signatory(ies)
with any declared address in the Mainland China only)
FIEIRIE AXA ZEERFAPSESRETERIEIE (RIBAIEMRIRAL G PEIXEAEAZEE)

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.
BE NAEE > UBBKERERRUTER  EH TS HBFHERRE - MIREFRAEH TIEA—IBIELERR > AKARRER /5 AXA ZREEENEM AT plas AR
TR AR  EMEARFFS SRR EAEER o
I/We have read and consent to the Privacy Policy*; and
A /BB ERHBEL R SEEBER ; &
|/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/ BARERA/EANEAER - SIREAERRBARA /FMEEENRKEEA QER) ZBREAERHKRBIASBERI PR AR SMNEIE K /S EIE o
In the case that the Insured is aged below 18, I/We grant each of the above separate consents on behalf of the Insured as his/her guardian or authorised person (as the
case may be).
EWRERARMIS 5% > AN/ HAIUEEZAREEEA RERTE) W55 > ARBRAE LAS—BFHBEBRE -
* The Privacy policy is available here: https://www.axa.com.hk/en/legal
* FEIEERISFARBIBUR | 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) FEA/GREAN/IBHEESTEA/ FO B RS RAEE

WIRAZEE (/RS L) [ MRANEEARBEREAEE

(R AR®+/\5% )

9. Signature
=E

IMPORTANT NOTE ;% : PLEASE DO NOT SIGN ON BLANK FORM ;517X HFRIE LEE

Signature of Insured (If aged 18 or above) Signature of Owner/Trustee/Collateral Assignee/Irrevocable Beneficiary
WIRAZEE (W0+/\BREALE) AN/ BN/ IBRERTEAN | TR ERRHEAEE

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

REBA/ERERES HERQH(FE/A/B)

Full Name of Witness/Financial Consultant

REBA/EMERZESR

Financial Consultant Details I2BEERI ¥}

Name

e

Code Contact Number
o BEARSRAS
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