POLICY SERVICE APPLICATION FORMIII

RE

Policy Number fREE 4R 5%

“The Company” or “AXA”

-1 == “INAT) N “BEAT]E “AXA % !
{RERFEREE I RS

AXA China Region Insurance Company (Bermuda)
Limited (Incorporated in Bermuda with limited liability)
ZERE (BRE) BRAE

Important note: (R EFE MR NARAR)

1.

2.

This form is to be completed by the Owner/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/Insured (if necessary), 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.

5

6

1.

8. The original of this form and supporting documents submitted will not be returned.
E

ERIE:
IEEREERAFA A EREES R AMESRERES - BRNBANRRE FRTHAER -
QL FRAEAEIER FERIERS > st PRIRRARARD AR © Y& ReBHARSRES o
MEZARBIERSHEAXG - AMBIRAE—HHERFEA [ REA WFRE) HSHEAXHEZE
METHEIHBERAFEN  FEBTIRR RERFRFE | ol R/ RERBPFELER - EEFEARATERER)
LUEARE R ENTFE - HESABRRERIIBETZHE » BRNERRIERAAR RIS TE o
KNABBRERREERTA NBEREM Y
BERARAN TV RETFARFNERIER ©
BEEARFES LEE -
PRER 2 [EAR A E RFARX R EIRIE o

PERSONAL DETAILS OF INSURED/OWNER/COLLATERAL ASSIGNEE
WEAN | FAA {ERERZBABAETR

Insured Owner (Leave blank if Owner is the Insured)/
WRA Collateral Assignee (if any)

HAEA WHAASKFARNREETS) /RRERZRA (IN5)

Name

e

Name of Employer

BE=E

Office Address
e Yol

Room/Flat & / B8 Floor /B2 Block FE Room/Flat & / Bfif Floor B Block E&

Name of Building/Estate AEHE IR Name of Building/Estate AEEE 2B

Note 3% Street No. & Name #7185 18 B 955 Street No. & Name #1854 ¥ K 5% H5

If the address is located in the

Mainland China, please complete City/District 37 / #hl& City/District i / #h&
Section 11 of this form.

SOt S FR R A 2 > SR ST AR A

RIGHIEE 11 2pf5 0 Postal Code ERZF 5% Country EIZR Postal Code ERZF 155 Country EIZ

Office Contact Number

HHAERRAR SRS

Employer’s Business Nature

BEEBIEE

Occupation

Title B Main Duties = ZHEFS Title B AL Main Duties I ZF#

Current Monthly Income (MOP)
REFSAWA CRFY7T)

Education [ Primary or below /N2 T [ Primary or below /NI T
BERE [ Secondary/Advanced Level 122 / 7%} [ Secondary/Advanced Level £ / 387}
[ Tertiary or above KESH E [ Tertiary or above KEZHM £

Have you resided outside the [ Yes (Please provide the country and city): [ Yes (Please provide the country and city):
country/city of the provided B GEEEERRIET) A GEFPAERRIE ™) :

Residential Address for more
than 6 months during the last
12 months?

EBEIBET_EARTEFR
REZETHUAIES /BN | O No B ONo &
SMNEREBIBER?

AXA China Region Insurance Company (Bermuda) Limited (Incorporated in Bermuda with limited liability)

ZEAE (BRE) ARAR (REREIMMIINARAR)

Avenida do Infante D, Henrique, No.43-53A, 20 Andar, The Macau Square, Macau
TRFIRR 2 FAEER 43-53A STRPIRES 20 FiE
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POLICY SERVICE APPLICATION FORM Il {REE IRFEEHAEE 11

1. COVERAGE CHANGES {Ff&E&E &

Note ;& :

1.

Please complete Sections 6a - 6¢. For Pink Medical Insurance Plan, please complete and submit “Health Declarations Form (Applicable to Designated Plan/ Campaign)” instead.
SBHERE 6a E 6c BHA o MEABALNBRIRIE » BIERRIER TEREARE (ERREEER  HEE) ) -

To comply with the requirements set out by the Monetary Authority of Macau of Insurers under the“Initiative on Financial Needs Analysis”, please complete and submit a “Client
Needs Analysis (if applicable) together with this form to apply for coverage changes.

AEERMEREERR (MBREAN) PIRER > BRILEFFEE-HARRER TRRERD (WMER) - UREELRE

Please contact your Financial Consultant or call our Customer Service Hotline at (853) 8799 2812 to enquire if a “Client Needs Analysis” is required for your application and obtain the
form.

EEHSIT IR BRI R E A A TN T B IRFSEALR (853) 8799 2812 » BHIEMHFERETREIER ERERD MREZRE ©

If the “Client Needs Analy5|s” is required but not duly completed, it will be resulted in the Company’s inability to accept or process your application.

MEMERFERBER [FRERDN > BRRERAREMIAT » FABRFERZRNEIREHERE o

[ Change of plan B Et &I

Change from BB to B2

Increase Sum Insured/Protection Amount/Notional Amount of Basic Plan (in policy currency) 12 E A5t BI1REE / (RIEEEE / RE2HE (REEK)

Increase to 2% $

Change of Supplementary Benefit (Please state the details below) EEXHIINZ24 AR FIIEEBRANER)
Supplement Name Addition Increase/Upgrade  Sum Insured/Protection Amount after addition/increase (in policy currency)
MINZ24 18 g K/ s g ReBZRE / RESE (REEK)

O O S

O O S

O | $

2. POLICY REINSTATEMENT {RE1E%
Note ;% :

Please complete Sections 6a - 6¢. For Investment-Linked Assurance Scheme (ILAS) products without sum insured, please complete Section 7 only.

HIERSE 6a E 6c BMA - MEMFRRABEIREELASHER - RATHE 78807 ©

[ In accordance with policy provision R B {REEIETR
[J By forwarding (Redating) the Policy Date (Applicable to designated product only) # A1 (B 2R) fREE N BHA (EEANIEEER)

3. REMOVAL/REDUCTION OF OCCUPATIONAL RATING ZIB% / ;R {ECBRE £ ZE I Bk

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

AR THREA [ FAA [ BRERZRAEAER R TEER -

d

New Job started on ¥38 / REEEBALAHS (YwywyZ£ /MM B /DD B)

4. TERM POLICY CONVERSION EBR{RiGER

Note & :

(1)

@

Please also complete “Insurance Application Form” .

BREHER MRBRERE]

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-investmentlinked 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.

FEARARRE LEVEMBUHR R DR EZBUHR (R A S R E NS T E A MR B E A RKE %%&Fﬁ.‘n?ﬁ%i?&ﬁg%iﬁ%ﬁo EMRBERE > EERNRER
1@%%&3’];&3}1{?&2/&%%%@5 RV RERFIRPR © MNFIBREVEHRIRIR / EHAMIINRIRRER(RI ERAME 4SS ) MINRZAIE R AR A sERBSEE N IREE R > HMEH R

% | EAAMMIIGREREI (REBEE A2 BES > RIAMNEMRRRRE | EHMIFRBRZOR IR REERFEILRTBEN ﬁ'ﬁEﬁEEﬁE’JEHHﬁI? HRE | EHAMTIRIRERZ
RETRTERE -

|
|

Term Basic Conversion & HA{RIEER [0 Term Supplement Conversion EHAM IR ER

| hereby confirm th at the insurance intermediary has clearly explained the features and risks of the new life insurance policy, and the difference between the existing and the new
life insurance policy as well as the implications arising from such conversion to me. (If this term insurance conversion involves underwriting, please fill in the Customer Declaration
for Policy Replacement).

FNELHDREPN ABRAFABBRENRENFERAR  REASRELAMASREZBNERRBMEEMEBMNTE (WILERRBELIRAZR  FEBA
—:fﬁﬁﬁ@ﬁﬁﬁﬁﬂﬁi) °

Sum Insured to be converted (In policy currency) EHBI{REE ((REEEHS) :
Handling of remaining balance of Sum Insured after Conversion (If applicable) Ei#fa{& Rtk {RiERIE /5% (WEA)
(] Cancel BGH

[0 Keepin Policy {RENRE

[ Other Requests EER

New Policy No. (to be completed by Company) ¥i{REARE (HARIER) :

AXA China Region Insurance Company (Bermuda) Limited (Incorporated in Bermuda with limited liability)
ZERAR (BRE) ARAS (REREIMAILNERAT)
Avenida do Infante D, Henrique, No.43-53A, 20 Andar, The Macau Square, Macau
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POLICY SERVICE APPLICATION FORM Il {REE IRFEEHAEE 11

5. OTHER SERVICE REQUEST E{th&Eq

6a. PERSONAL STATEMENT: OTHER INSURANCE INFORMATION {E| AE3FA : Hth{RiEE R

Insurance in force and amount (including currently applied for) on Insured. Please complete the table below if applicable.

BARAPRARITE (BIEERHET) ZRIRRIE- B A1 T 5IRE PR

Insurance Company Sum Insured/Protection Amount/Notional Amount/Benefit (MOP) Date of Issuance
Name 1RE8 | RIEEEE | R HEEE / (RFE (RPITT) (YYYY/MM)
ERATHTE BBAM(EFE/B)
Life Insurance Disability Income Critical Illness Insurance Personal Accident Hospital Cash/Income
AE AR ERABIRE BRERRRE EARSH FRRE /AR

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

AR 1ESEAEE 6b KB 6c ERA AT SAARRILA TERA o

Statement for Collection of Information

BRUSEER

(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.

RIS E B R BRI B KB TE B I IR Z FFE o TR IR B A A EITHE AN Z (B IR IR R R R E A5G ROVIESF © K2\ EIFRBRI IRIEFIE#A A FEIE » WEREFSF
ERIEREFFAER o

(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.
TEREBA » B THEEZBATE » BARIEREK KL BT EREEIER o KABIREE TIEMEIER - A5t E1e M RE R BB THER TE—21E
HERUEZIRZ A °

(iii). If there are any changes to or updates of the information provided in this questionnaire after the time of submission of this application and before you receive the Policy, you
are required to notify the Company in a timely manner.

B TR A B E A T EREFTTHRI R K R & FIe A E - B E X EEETT - BT HERFIBEM AL E]

(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).

FIREERIR IR EEZIRE » BRI TR (i) Prat@AAFTE AL S M REFIER - BUKRIE (i) FTA BRI E RS BT FEH AL E] -
B TRIRIEIRIZRISE G R » 2R A BT AT GERIIEAR LE ~ (ERF S B RIIRE » BLEABASIA o

6b. PERSONAL STATEMENT: HEALTH-RELATED INFORMATION (PART 1)
(For Individual Indemnity Hospital Insurance Plans, please complete the Information in 6¢ - Personal Statement: Health-Related Information (Part Il). For all other
products including Cancer Therapy series and Cancer And Stroke Therapy series please complete) the information in 6b and 6c.

B AE20A: (2 AR E B (B —831%)
(B ERERRIRERBTTR 6c - EAZRA  BRIBRMER (F2817) - At ERBIFREARRY RERPREEATIFETTH 6b &K 6¢ B517)
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.

IEERAFTIR KA T R TEEY) > THIERRAILIRREENRIRA - MFERFRFERFAZRRRE » FHATYUETHRLILES
If your answer to any of the questions 1, 2, or 4-6 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.

1284 EeEPEA—REZERS [R) > FA MERERER) RIEFEEFE - TL-eMETRENEMER » BRAEEARREAERERFRERZBR

Insured Owner
HWIRA FAEA
Yes No Yes No
General Information =2 -] £ | &
1. Have you ever been declined, postponed, or accepted with an increased premium or an exclusion applied in any Life,Critical 0 0 0 0
Illness, Medical or Disability insurance application, reinstatement or renewal due to health/medical reasons?
TELEEREE / BRERRRRAERENTERAS « BRERRK - BERINGHRRERIER « T8 « BIRESMINF
REE?
2. Have you ever taken habit forming drugs or narcotics, or been treated or counselled for a drug or alcohol problem? 0 O 0 0
TREBRAMMEEY M - XREYHEREMER A RNEE ?

AXA China Region Insurance Company (Bermuda) Limited (Incorporated in Bermuda with limited liability)

ZERAR (BRE) ARAS (REREIMAILNERAT)

Avenida do Infante D, Henrique, No.43-53A, 20 Andar, The Macau Square, Macau
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POLICY SERVICE APPLICATION FORM Il {REE IRFEEHAEE 11

Insured Owner
HRIEA HEA
Yes No Yes No
FE & T &
3. Do you participate or intend to participate in any hazardous activities such as diving, mountaineering, skydiving, parachuting, 0 O 0 0
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.
TREASHEGITHS I MBIRIEIES) ? FI90 1 B ~ Tel ~ 1Ex0Bkax « Bkf ~ TRHbBIIRIT - BEIARIT URESH
REEEEZ RIMEEIRN) - N5 - BEZEMES /EABRE -
Health Information {2EF &l Insured Owner
Applicant(s) are not required to disclose information regarding the medical conditions or treatments below - WIEA EBEA
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 Yes No Yes No
result), routine health check (normal result), preventive vaccination, Hormonal Replacement Therapy (menopause), infertility t=] = =] =
treatment or uncomplicated pregnancy, myopia/hyperopia/ astigmatism/presbyopia.
HRIEABRREUTREICRER -
ER | RE | BhRE « lREX ) 8hE (BER) HIEFR (BRERE)  2E - REE (BER) « BOE « ERENR
) KSR (RBERER) - ERFEEMRZARE (BRERER) « EREERRE (MEEREER) - BHEE « @8
R@rEaR (BEN) - FEaRdiRERBRERSNES « T 1817 Bt BTt
4. Do you currently have or have you ever been diagnosed with any of the following diseases or medical conditions?
TEAIRSBAN B WED BA TIIERREERR ?
a. Cancer or carcinoma in situ (CIS), tumour, melanoma, cyst, nodule, polyp, lump or growth of any kind | M | |
fEESRALE « B - ReRE -« BE B8 - BN - ERSUEAENEEY
b. Heartdisease including chest pain, angina, heart rhythm disorder or structural heart abnormalities | M | |
OEEPOREIENRE « ORYE « OEABEROHEEER
c.  Strokeincluding transient ischemic attack (TIA) or cerebral aneurysm/subarachnoid haemorrhage | O | O
FREEEET MR (B8 DNRE) ) StASENAREE / SIGkAERE T AR M
d. Hypertension/high blood pressure | O | |
7 [ B
e. Thyroid disorders including hypothyroidism or hyperthyroidism O O | |
KBRS - BIERRIRIIAE IR S AR ARThAETTE (FATT)
f.  Diabetes mellitus, impaired glucose tolerance or diseases of the kidney, genitourinary system (including bladder or prostate) | O | |
or the reproductive organs
TR - HERMERE « BF - WREERS (SBEBERIATIR) SEBEREZRR
g. Prolapsed intervertebral disc, degenerative spine conditions, arthritis or other joint disorders OJ O ] O
HERERZE « FiRIEIERR - BB S EMRRETER
h.  Medical conditions requiring a medical device or prosthesis to be implanted within the body M O M M
FEEARRERNEMOFRIEER
i.  Congenital conditions (medical, physical or mental abnormalities that existed at the time of or before birth) OJ O O OJ
FREFR (BRUEERSRZAEFENES « FBREE ENEE)
j.  Physical defects, impairments, deformities, and/or conditions affecting mobility, sight, speech and/or hearing | M ] ]
SESTANE « FE2 ~ B > K/ REEEBRES ~ R SMEFEENRK / HEAMKR
k. Mental health conditions (such as depression, anxiety disorders, schizophrenia, eating disorders or bipolar disorders) | M | |
EREAT (BININE « £8 « B oR - REKFSRITNEE)
. Hypercholesterolemia or hyperlipidaemia (elevated cholesterol) | M | |
SEERRE S MASE
m. Human immunodeficiency virus ( “HIV” ) infection, liver disorders (example Hepatitis B or Hepatitis C (including tested O O O O
positive), fatty liver or cirrhosis of liver)
ABEBNRZHEE (BHHRS) RE - FERE GINZEFXHREFK (SFENRERERE) - BT
wE1E)
n. Multiple sclerosis or neurological disorders (example Alzheimer’s disease, Epilepsy) O O O O
ZRMECENERATR (BINRLEEREE « BRI
0. Respiratory diseases, blood or vascular disorders, auto-immune diseases (example Myasthenia gravis), sleep disorders O O | |
(example Obstructive sleep apnoea)
IFIRAGERR ~ MRNMEZHRE - BEREMRE (BINEENEIE) -« BERER (PR ERESE)
p. Gallbladder or any gastrointestinal diseases (including gastric/duodenal ulcer, ulcerative colitis) | O | |
e B - EMABERE (B8 / +HERE% « BBNERXK)
5. Only for juvenile applicant (under age 18): Have you ever been diagnosed with or had signs or symptoms of physical, mental 0 O 0 0
or neurodevelopment problems such as Attention Deficit Hyperactivity Disorder (ADHD), Autism Spectrum Disorder (ASD) and/or
developmental delay?
QEARDEREA (18U TAL) CRT RS S5 B EMEN SR ERER > GINEINTRE /IBEERE
BFEERER « BRIBE > SUAERREEUERER ?
6. Has your biological mother, father, or any sister or brother been diagnosed prior to age 60 with any of the following? 0 0 0 0
THRRERE ~ RBBHRETIRSTRARZEEEUTERRS?
«  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 | am adopted | am adopted
cancer, colon cancer or heart attack etc. FABERN FABERD
FEAE ~ OB ~ A~ BBRRE ~ T TIREINE - SEMER - SRMUELE - DRSHKENEMEMESRR o !
B AR TIIREARBREFLE - BIMILE « KIEESORREES -
Insured Owner
RIEA HFEA
Relative Diagnosis/Condition Onset Age Relative Diagnosis/Condition Onset Age
HE 2 | AR RS HE 28R | KR RS

AXA China Region Insurance Company (Bermuda) Limited (Incorporated in Bermuda with limited liability)

ZEAE (BRE) ARAR (REREIMMIINARAR)

Avenida do Infante D, Henrique, No.43-53A, 20 Andar, The Macau Square, Macau

TRPIERE FAERS 43-53A STRFIES 20 718
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POLICY SERVICE APPLICATION FORM Il {REE IRFEEHAEE 11

6c. PERSONAL STATEMENT: HEALTH-RELATED INFORMATION (PART II)

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

EIA\E2ER : (2 ERARRAE K (5= 8B(%)
(FRBTBABR BRI R R L ERE 2 REE R =AU EHR)

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.

IEEMAPTIR R T8 T TIEEY) > THISBRALLIRREBBENMRA o MEFRFRERBAZBERE » 55 ATMAETTRIEE S
If your answer to any of the questions 3-9 below is“ Yes”, please complete the Supplementary Health Information form.

B3EROEPEM—BEZERS TR BN MERERET) RIGPEEES -
General Information B8 & §l

1. Insured Owner
WARA ESZ=PN
a. Height
a8 cm EXK orZ ft AR in cm BEXK orZ ft R in M
b. Weight
e kg AFF Ors ids kg AFF Ors ids 5%
Insured Owner
HIREA FEA
Yes No Yes No
E & E &
2. Do you smoke or have you smoked in the last 12 months? 0 0 0 0
TESERERTEE T _ERANBERIE?
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) ZIRENSBEEERRNEE « Tin 183} - BERFEARLTHALNER GFIMNEFE) -
If “Yes” , please provide types of tobacco product, frequency and quantity of consumption.
mE > FRREEERER  ERERRBMHE ocs / day ocs / day
0 O
a. Cigarettes B&E % /8Xx _ F /8%
[ pcs / day m pcs / day
b.  Others (Please specify) Efth (555H) : X /88X X /88X
Health Information {2 ¥} Insured Owner
Applicant(s) are not required to disclose information regarding the medical conditions or treatments below - WIRA BAEA
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 Yes No Yes No
result), routine health check (normal result), preventive vaccination, Hormonal Replacement Therapy (menopause), infertility B & B &=
treatment or uncomplicated pregnancy, myopia/hyperopia/astigmatism/presbyopia.
R ABREREUTREA R AR -
SR8 | KNS | RS - lRE % | ®YhE (B8R  HIERR (BERZD) 25  IIRHRE (227  BOE « ERENR
) mERE (MBERER)  BRFERERZANSE RRERER) - BRREREE (REERER) - @RS « 58
RWTTaR (EEH) - FEARNRAERERESNES « 11 187 | 8ot 8Tt -
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, O O O O
annually) follow-up consultations or medical care with a healthcare professional (such as specialist doctor, physiotherapist,
psychiatrist) for any disease or medical condition?
EBERFER > CBREGEIWERTHIHE BINsSA - ERMES « 84F - §5) AEAFRRIBERTETEER
AR (FINERIBEE  YEEARAT  FBAHRIERLE) RESANEREE?
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 0 O | 0
needed as directed by doctor) for a continuous period of more than 1 month?
EBERFER > BRESRBEREATH FIIRBLIETEH /88—X /BARER) RAAIBA—BEAMNESEY?
5. Inthelast 5 years, have you been admitted into a hospital? O O O 0
HBRERFERN  BREGAREER?
6. In the last 5 years, have you undergone a surgical procedure (including endoscopy or biopsy) without being admitted into a O O 0 0
hospital?
EBRERFR > BRDBERERERTEZIIMER (BEARRREUEEMEER) ?
7. In the last 5 years, have you ever had or been advised to undergo investigations (such as blood or urine test, ECG, X-ray, O 0O 0 O

ultrasound, CT scan, MRI, PET scan, HIV test, Hepatitis B test, Hepatitis C test)?

HBERER > CEELESREWESRIETHRE (HIEEm « 5R ~ OEB « X X - BBK - BISREHE MOHIR 8

T~ BRFEAE - ZRFRAE - FEAFRRE) ?

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

MRERE T2 EHNEERETEIETIER?

a.  Normal test result is advised
BERERIER

b. Abnormal test result is advised
WERERREE

c.  You are still awaiting test/test result
TIEEREERIRRER

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

BRERABRTRITEE (FEENHE—TERE)

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)
MERERESREBRERIBTEET AR (BIN—LERABENRARNIETMATER / I%E / BAEREHTBL/
T Bl AR AR R 25 3R AR 55 2L BB B FR AR AR H RS )

O 0o o o od
O 0o o o gd

o 0o o o d
O 0o o o d

AXA China Region Insurance Company (Bermuda) Limited (Incorporated in Bermuda with limited liability)
ZERAR (BRE) ARAS (REREIMAILNERAT)

Avenida do Infante D, Henrique, No.43-53A, 20 Andar, The Macau Square, Macau
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POLICY SERVICE APPLICATION FORM Il {REE IRFEEHAEE 11

Insured Owner
RIRA HAEA
Yes No Yes No
FE & T &
8. Do you have any other medical conditions or sign and symptom (such as lump, headache, persistent coughing, chest pain or 0 O 0 0

epigastric pain) that you are seeking or intend to seek medical advice?
TRLAEMEMERNRSRBRAR (BFIUNAESR « 55 - FEZW - B Ligk) METITESREERR?
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 0 O
than 2.5 kg (5.51 lbs)?
[REARTAREUTZRARE | SRAEAERENEESE 37 BaillE » & /SUHERREVR 25 A7 (5.518) ?
If the answer is “Yes” , please provide body weight at birth:
MEZR Bl FRHULERZEE !
a. morethan 2.50 kg/5.51 lbs
%1 2.50 A [5.51 5%
b. 1.51-2.50kg/3.32-5.51lbs
1.51-2.50 Af /3.32-551 5
c. 1.00-1.50kg/2.20-3.31lbs
1.00- 150 AF /2.20- 3315

d. lessthan 1.00 kg/2.20 lbs
DR 1.00 AFF /2205

7. SIMPLIFIED HEALTH DECLARATION (APPLICABLE TO ILAS PRODUCTS WITHOUT SUM INSURED)
2 REEE (ERARTFRITFRHRZNEERASKRER)

O o o o

Insured
TWEA
Yes No
E &
Since the date of policy lapse, have you been hospitalised for observation, operation or medical treatment for more than 7 consecutive days, or been 0 0
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?
BREXNEIE  EREBEOENERBRAGRER « 1A ~ EEEMELEY « B « EERE - T - BSaERSNERRMEBRES LA
METERERR - FIRERAE > IESEE LRBERNESEZTREGERIIGE ; 0N RAERESERERSE ARER  NETEERAE
& B AN ?
If the answer is “Yes” , please provide the below details.
BERA R FEBAUTZHE -
Diagnosis/Condition Details Onset Date Last Degree of Investigation/Treatment Doctor/Clinic/Hospital
28 | ARREEE R Symptom Recovery 1558 / AR Name
. A .
| pate BRI Date E— B/ BT BIREE
REFHBEH A ER o

8. CHANGE OF PERSONAL INFORMATION E#{EIAE ¥}

If the identity document and/or address of Owner has/have been changed since last submission, please puta v in the related box(es) below.

ERAANSHEGN /i e FRIRRBAREN > SAE TR EEAMNLE TV 55 e

[J Change of Identity Document (Please also submit the front and back of latest identification proof. If information is changed, your policy record will be updated)
B EMEYS GRFFERRRMNESESMEANXGEIE - MERBMEN > RECHGEEN)

[J 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”)

EEEML / AT EFSIAL / ORI MR AR MM S G GBRSRRNFFER B 3 EAREH 2 iiEREI AR [RERBHAS L)
9. DECLARATIONS AND AGREEMENT AR 1} :%

| 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).

| 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.

| 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;

AXA China Region Insurance Company (Bermuda) Limited (Incorporated in Bermuda with limited liability)
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POLICY SERVICE APPLICATION FORM Il {REEBRFSERZEE 1

(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;

(7) 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;

(8) 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;

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

(10

|

(

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 parties, as required for proper administration of the Code of Practice for Life Insurance Replacement, a copy of the Customer Protection Declaration and
any related 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.

IAEIFESE A AL R RREMEM A LRI REER / BRFZRE ; NI REE MR FRRNEMEM LS HRARIRRS o
KANELERRARREATHERRENAN SR/ HEARAREMIEET RIBEREER / HREERINREFMRIAEEE.

IANFERDR RS EHREMENS X EFRRAMRRANREANTREBE R MRE B FTEEH B —ARMREARFIBMREA S MREFE A TERB I TREEXMA)
MMREHERHIKEEBHERES

E@%g&;ﬁgﬁégﬁ%&ﬁﬁﬁ%gtﬁﬁEEE’\JT%E@.‘%S ARz AL (F#E MERAALI = MM ) (B%RfFE> THEEAAL] R THMA HEESARESREERRZ
(1) FAZREKRBARFS ZEEELEN ;

B ERTE TR EARIER ; () BUBPTERAMBEZTIE ; (i) BERR LRFRERFRATEZBER TEEATEATNER (RELMFRESHRNZER) #iZ;
BN ERARFHALEN > BRIFFIHEE—RIERL » ERERREARRERNIIA A ENEEHKERTTA ;

RENZ T EREBEER R BB RIEREERANRABEERY « BEREUEINRE /RIS / SRSEIMINREZBFE » BIRRNIEEZKRFHRARMZBER-ES ;

Ltz AR ER AN AZEAFE - WA KB EMEMERFMIRHENER |

MEHFERAFENE > AAREZEARBEEREER SN RER » REEREBEED AN  REERASRARNE NN oI (A FEE R T RER
REEARAZKREEESRIETHREZ RERENRITER ;

LR R EENAEEE » TR AARTFME » MAAFRIAE > 9AFBZ 2N HEE ;

FAMENFREERE (NER) RILRFEE » EMABRENRE > WIERRE—ED ;

AR AFTELEEMERR » MR B RFEE HERSEE » EARREZHEHAR ;

(10) gn7s NFRERHEERA RARER 1G5 / (CERFmRI RS R4S » AAMER AR B MHEBEEE /{CERFIERIEHR -

AR AGEILRRMBA LR

(1) EEEE - MR -« Bk « 2280 ~ RERAE ~ 117 ~ BUTHAS - SUELMARS - WAL > RNESHEERAMEA / BIALTZER > K/ HBZRUATER S 2R
A /HEAALE > HWEREARDEREZEEHRMHAEAT ;

(2 iﬁ?iﬁﬁﬁﬁ#‘éiZ%ﬁ%%E ~ B A BSUEEEFT > IR SRS E BB R Z BB ERFEE AN / HRAATETRR 2 BRME AR - (FABZAA / HIALTZR#

() BRANAETER B MEMBITSRERTINEE  RETFRIEBHZRLS > UREMARMLRKER -

IR EEHERA T Z R ARZEARBORS ; AMERBALECREITAMEIE > IHREMAN] o IHEENRIARBEIERGERENT

MM IR AHMERULRBERENER » ERABHTAEEZHEIRILRE

FAELBARFSEREMATRERRES AL LB - HEkERE -

10. PERSONAL INFORMATION COLLECTION STATEMENT
LS EPNE Rl L

Please visit our website (www.axa.com.mo > LEGAL > Legal and Privacy Statement > Personal Information Collection Statement) and read carefully the details of the Personal Information
Collection Statement“ ( PICS”) which can also be made available upon request.

w N

SEELEE

CICICINC

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.

[ 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.

BEARARME (www.axa.com.mo > AR > REEH > WEEAGNEN) THIAAFARTMEEEABRENA (“ZBA7) - WA (ZBAE) BIsHEER -

AR T MR A B 21 B AV E AR FEVEABRBEEE  F2H T “EEREHTEARREEATREFEMAL 55 -
HEHEEHPEARBEEASREFHMAL | ZATFR

(1) ERAABFEHFENE TGS « BEEN - ERRRBHASER XSEARITH - MEESRADRSBBELUETEIZREN ; 2 AR5 > 2BEBS > ZA8S
EmMERS R E A ERB AL AT AR MR T YRR R E R METEREH (EREFRIMRHEE - ERNGEREEHE]) () (RIR -~ /17 - ARERNATESE)
ERIARTS « SBSFFARMERKRRRT ;5 (b) 25 « REREBR - 81X - BEEHRGER 124 - @S ASERUNIARMIES) « IRBERE « RKE -~ IREE ~ HE ~ PR - 178
NERKRRBRSREERER ; 3) U ELRBRERMGEHAAE R / A THBIRE | (a) EARERMB ; (b) F=AEREE ; (0 RHE L Q) FIAIZIRBRERZSAT
R | BB S HEESEBHRSEREBM ; (d) AEABSEFRULAFIKBRESENS = 5RE - KRRHGENEFFHBRME | (4) RESAERNE LRRBERE
@i > RABTFAERR LX (1) REMAFTEERHRHT £X 3) REMAFTENEBREMAL > UEZFALEREZERBERERFER > MAXBALENEESERE
ERE (BERTARE) °

TEEAE TREABEHE LXFrtied B WM F EXFIRM AL 251 0 AABEESE THEERE > RAEESETHNEERERS AR THEAEREIRE T Hi
ATEEAEEREHBRE -
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POLICY SERVICE APPLICATION FORM Il {REE IRFEEHAEE 11
HTHEAHEETETAARARERE THEASNRREFEMALEEARBEBENEER

EZEM  ETAREERE WEBAASHNEE CANESETHEARHEERRERE 2H “CERREPEARSEEATRETFEMAL 8B(7) - FET
FUSHRAI LSS ( v7 ) - ERTEEERRHENETHRLCER - ZAARTEERRTHEATHESEREHAR -

A | BFIEERAA / HFIE R A B IR E B A BRI (GRERA) oA / HPIFERAN  RAICHBHAA  RIVEHMRRA (ZBH) -MAA / RFAISFMRIHE (ZBEA)
HEQABMBESIFEZAA [ BRAUINBEABHNTE (FRESILREFHAHSIEEMEEHIEG)  RIBU LR - AA/ HFFIHERIEEZEARRE (ZBH) £AK
EBIRAAN | RANEAER > SETEREHPERAREEA / RAIEABRETFEMAL -

O A/ BATAEAATIRE “REBADENEE ERAMEAA  BANEASMEERENRR (20 EHRINTEARSLEATHEMTRMAL 56)
RO BT B AT AR BRSO o

KA/ HFFAA « BAIRERE > BEAREMAA / KAIMEAREHE | EXOREFMPFNRESN / REEX > RREAXHA (BEERY) MAasZHARMRENER
RRIRASEIAE » RINEA / HAIBZEAEE » ARFA / RAFRBOERRAS LR EATERM / MEREABMBRERE - ZA / RAITFHEEARLERSEA /
HAIUENEE > AT LUREARERE ©

11. CONSENTS TO DATA PROCESSING PURSUANT TO AXA PRIVACY POLICY
(APPLICABLE TO INDIVIDUAL(S) WITH ANY DECLARED ADDRESS IN THE MAINLAND CHINA ONLY)

[ESREE AXA ZERNFAREBRETEREE (RBEAREMARtL (I REAEEA)

|/We HEREBY DECLARE AND AGREE that where |/We provide the personal data of other persons (“Such Other Persons”) to AXA in this application or in any ways provide to AXA for or
relating to this application, or for or relating to the future services in connection with this application, (a) I/We have obtained the personal data from Such Other Persons lawfully; (b) I/We
have notified Such Other Persons of AXA’s Privacy Policy” and the relevant data collection document (being this application or any other documents provided to AXA for the purpose of
this application) and obtained all necessary consent required by law (including, where applicable, Mainland China data protection laws) from Such Other Persons for the data processing
(including any separate consent for provision of personal data to AXA) as set out in AXA’s Privacy Policy”; (c) I/We will assist AXA to obtain all necessary consent from Such Other Persons
if the processing of personal data of Such Other Persons goes beyond the original scope of consent provided by them; (d) I/We acknowledge and understand that a minor is a person
under 14 (in Mainland China) or 18 years old (in Macau) under applicable data protection law, and I/We am/are (or I/We have been authorised by) the guardian of Such Other Person who
is a minor, or the applicant/ policyholder has been authorised by Such Other Person who is not a minor (e.g. individuals aged 14-17 years old located in Mainland China) to give necessary
consent on his/her behalf; and (e) I/We have taken reasonably practicable measures to ensure that the personal data I/We provide to AXA is accurate and complete.
|/We HEREBY ACKNOWLEDGE AND CONFIRM that by submitting this application to AXA, I/We agree to the following statements and grant each of the separate consents below. I/We
understand that if |/We do not agree to grant any one of the consents below, AXA and/or other companies of the AXA Group may not be able to provide the information, products or
services I/We need or process my/Our request.

« 1/We have read and consent to the Privacy Policy"; and

+ |/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.

* The Privacy Policy is available here: https://www.axa.com.mo/en/legal
AN/ FFPIRELERPARFESI A / HFITELLERFRHUER S I > AULERFR R 2B - SRR ER R Z R RIRF R Z BRI R AXA ZEIRMEMA L ( “ZFEHMAL")
BEAER > () A / BPESEMRZEHMALESEAZR 5 (b) AA / HAEEMZEE AL AXA ZERIFAREEE " REMERIREN S (BILRAHALREZE
BOTIM AXA ZESIRMEVERMEMY) » WIREERER (EFEPEAEEMREE NER) ) BUSZEEMALTEH AXA ZENFABEE "IN ERREN—IXERE (8
1EA AXA ZERRHEAZHNERMEBRE) ; (o MEZSFEMATHEARHNEEBH T ZEEMA LRARMNAEER > KA / RIEHE) AXA ZEIISZEEMA
TH—IRERE ; (d) AA / ROFEDILIRRE > RIBEANREERDER » KARFEARERR 14 5% (FEPEARE) kM 185 (FERPY) BAL > WRAA | HAIRKBE
HZEEMALMEEAN (AN BRMPEERRENZSEMATHEEARRE) » SiEA  ROISEIFRMENZEHMAL (B0 > FEHEARERN 14-17 BEHERAL)
BOIRHE > ATAURM / i EHABRIIEE ; & () FA / RFICIRISERI TR > BERAEA / HfIE AXA ZEIRENEA SN LR TR o
AN | BAEMFER R ERDAR M) AXA ZEBIRSIUEFRGE > AN / HPIREUTER » WHTIIS—AFHERRE - A/ HKFIFBNREA | RATREHE TINERA—EELR
B AXA R R | NZBREBNEMARRREEARERA / RIIFFENEN - ERSRBIEEEA / HFIBER -

BN/ BAESEBELEREMEERE " &

< BN/ BAREEA | HPINEAER - SIREABRRARA [ ROISEENRBREA (NER ) ZBREABEHKRIAZBERN PEAEIRIMNEIER [ SEE o
" IEHEEVSFARSELEE ¢ https://www.axa.com.mo/zh/legal

12. SIGNATURE
=E
IMPORTANT NOTE 537 : PLEASE DO NOT SIGN ON BLANK FORM S5 71E A RIS L B2

Signature of Insured (If aged 18 or above) Signature of Owner/Collateral Assignee/Irrevocable Beneficiary
WRAZEE W+/\EsU L) FHEA [BIREEREA | FAERRHEARE

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

REBA  BMEMES =EHBAE/A/H)

Full Name of Witness/Financial Consultant

REA /B #E

FINANCIAL CONSULTANT DETAILS IBBAEERI S ¥}

Name

wE

Code Contact Number
4R B4R ST
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