FEABRBOBNBROBERLADRIEARANAZRRLZRHERLT)
China Life Insurance (Overseas) Co.,Ltd. INCORPORATED IN THE People’s Republic of China with limited liability)
EREREE B TEEEH Group Insurance Member Health Declaration

PR BRI £47% Policyholder: BT #:# Name: HAEE (H/AE)
1 Date of Birth (dd/mml/yy):
R EE4R5E Policy Number:
Him Height : HGEE Weight : B E R EN ¢ (BEENREA TEE KRR A4 - BEhi s
2 IR A5 in f5% Ibs./|Weight change in past 12|Reason of weight change Name and address of your usual physician or|
2 4y cm N T kg|months hospital
3 G SRR RESY) - s - BTG B o m G © (45 Yes [ No
Have you ever used habit forming drugs or narcotics or aloohol excessively or been treated for drug or alooholism?
4 |PIEE AR ERIER + DI LR + SRHE + R E 5 RN + R A % 7 i Yoo L No

Have you ever had congenital disease such as heart disease, extra-toe or finger, skin or hair disorder, abnormal brain development?

BiRYEER  BESMET » BT NYIERK 2 A Have you ever had or been told you had, or been treated for :
(@) HlisSAZm - IR S 4R BTN 9% 2 tuberculosis, respiratory or lung disease?
(b)  JEGEME RS o MBS - B - Ol RS E s 2
rheumatic heart disease, high blood pressure, chest pain, any disease of the heart, blood or blood vessels?
© BBEEE  HEREEECH L E 25N ?
gastro -intestinal ulcer, disease of liver, gall-bladder or digestive organs?
(d) B EEAER TR RARIE ?
renal stones or any reproductive urinary disease?
(€)  FTEAL RS Py SRR IER 2
Epilepsy, or any mental or nervous d|sorder’>
() FEE - FERE  (EREEMEE AR R - B DR R EZ 5 ?

Cancer, tumor, any sexually transmitted disease, diabetes, any endocrine disease or severe injury?

(@) [JF Yes [J4 No
(b) [IF Yes [Jf No
(c) [JA Yes [fik No
(d) [JF Yes [Jf No
(e) (5 Yes [Jf No
() [ Yes [ No

FEBEFREN » ﬁﬂﬁﬁ§ In the past 5 years, have you ever :

(@) ReiEsEEE TR o X LR - RRIR R R TR 7 (@) L2 Yes [J& No
6 had or been advised to take any dlagnostic test(s), such as X-Ray, ECG, special blood test or body check-up?
(b) BHER > BB 2SR E A S TR R ? (b) L2 Yes [J& No
had any illness, operation, medical consultation/treatment or hospitalization not mentioned above?
7 Aﬁﬁ”ﬁ E i 75 [F B2 2y Gt ol B 228 18 2 Are you currently receiving medical treatment or under medical care of any kind? (& Yes [J& No
o |BIE S AR S TR T 2 B 2 7 o | OF Yes 75 No
Do you have any expected need or intention of receiving medical advice, consultation, or treatment?
9 |Gl SH B R T 25 FE 2 Have you ever been told you had positive reaction in AIDS test? (2 Yes [J& No
Gl EAEEE = A ARHER S — 2 A TR W 8BE T I8 MO RSN S 8 E T ?
10 [Have you at anytime in the past 3 months had any of the following symptoms for more than 1 week continuously : fatigue, weight loss, [ & Yes [J& No
diarrhea, enlarged lymph nodes or unusual skin lesions?
1 Gl GRS MENREZ s e ST, ? 5 Yes (15 No
Have you ever received any medical check-up or treatment which is not mentioned in the above?
f 2 FEMALE ONLY :
(@) EIREHIEEAEZ2 ? Are you pregnant now? (@) (12 Yes [J& No
12 |(b) BVt A LB EHE B AT R 2 & O ? (b) (& Yes [Jfi& No
Have you had any disorder of the breast or female organs, or complications at child-birth?
(c) Gk =A% Amount of life insurance coverage husband carries? o
13 |EIBER GRS B 2RI RREMRE? OF Yes 75 No
Have you ever made a claim or received any compensatlon for illness, accident or injury?
e 12 (5 H A Gl SR - 407 » 55 TS [ & Yes [J#& No

14

In the past 12 months, have you ever smoked, |f yes, please complete below questions :
(a) RSy < Average number of sticks daily

by mfEEHm._ F For how many years have you smoked o
& EI RS E R A B EEEBESE - et a4 o Bt - Mk o SR HI - fedIEE - 2EGER kB s e s AR RS

Ho

dates and duration, diagnosis, treatment and result.

For each “Yes” answer in the above quest|ons, please indicate the question number and provide details including name and addresses of all attending physicians or hospitals,

HiER Other Information

1

BlfE S AN ATRES B ~ Pid - TB/KEEE S ke M 3E)?
Do you, or are you likely to, engage in such hazardous pursuits as mountaineering, parachute jumping, skin or scuba diving, or
motor racing?

[ & Yes [ & No

BT AR R A FEER R - SEEDRIRIEZ R ERO 0T - RS « /A - s Es - 5
Do you have any life or disability insurance held or applied for or reinstated by you ever been declined, postponed, rated-up or
modified in any way, please give details below:

TEFFLIRR Y

[ & Yes [ J& No

Hetski2fE Machinery Operation:
2 Yes [J& No

k2 Occupation:

TR
Height Involved:
& Yes []& No

EEITEMMREE I R o iEE R R A -

details.

For each “Yes” answer in the above questions, please indicate the question number and provide




EAEEIWEEHE Personal Information Collection Statement

AN TR TR BT T T PR B ORI SE RS - M TRERRELL T © EM RIS S B A RAAV A Sl - StIbmi(F A - T 8) - BUMEEE |

(b) (RIS E G E LT 5 R T RE SR T YR RS 4 (E A R S Bl B IR IR e S P ORI S A AR ELA 8 B2 AR B R (I A R R s B U
T RS TR A S CAE EE A R A R I S OR e A Ell G - B TR REE RN ZOR FIE R P A E (R (BN AR A TR AR B THIE AR - BHE
RHFER T % S RRB AR - Mk A E S BT ER i 313 SR B A BT 22 748

The information you provide to us is collected to enable us to carry on insurance business and may be used for the purpose of (a) any insurance or financial related product or

service or any alterations, variations, cancellation or renewal of them; (b) any claims or analysis of it; and may be transferred to any related company or any related company

or any other company carrying on insurance or reinsurance related business or any intermediary or claims investigator or other service provider providing services relevant to

insurance business or any association or federation of insurance companies that exists or is formed from time to time.

You have the right to obtain access to and to request correction of any personal information concerning yourself held by the Company. Requests for such access can be made
to the Manager of Policyowners Service Department at 22/F, CLI Building, 313 Hennessy Road, Wanchai, Hong Kong.

E2HH Declaration

ARNCGEREMREYIILEZ () s (LR EFTC R AR R L A AL R B 28 5l AR NER AR (S - 1B ENE - HAE R S OREEAIR B RIRE R

PREL—H 0 M HREBEBEAR - HIEREDHEL - BT AAEE 5 O)AANGE) EHEA A G TR - A EZ IR E BT sEN

HAFIHAZLR -

I/We hereby declare and agree that (a) all statements and answers to all questions in connection with this Supplementary are to the best of my/our knowledge and belief, full,
complete and true and shall form the basis and become a part of the policy issued; for discrepant statements found by the Company in future, the Company will not bear any
responsibility even of the policy has already been approved and issued; (b) the Company is not bound by any statement which I/We may have made to any persons if not
written or printed here.

Z1# Authorization

KNEE)AFAEEMEE ~ B4 - 27 - rIgAE ~ BUTEM - B AL - AR ()L - 20eEk  ARARZ I EorE T Es -
PRELIRR R L MIR L 2R (B Y S50 8% ~ S0ReEtt - ) BT, BEAFIRFRIER - S - SIEEHAN RN SRR N FYHRT] -
BIEA AN (FEPECEERAITREESHIRA R « AIE SN AR IEA R AR ERT -

I/We hereby authorize (a) any employer, doctor, hospital, clinic, insurance company, government office or any organization or persons who has any records, knowledge,
information of me/us (whether medical or otherwise) to disclose, release or transfer to the Company ot its representative such record, knowledge or information pertinent

to this Supplementary Statement, reinstatement and any claim arising therefrom. This authorization shall bind the successors and assignees of me/us and remains valid
notwithstanding my/our death or incapacity. A photocopy of this authorization shall be as valid as the original.

= Consent

BN EAEREFAR G - AANE)R THERE - @1 EATWESEFEFAIEA B (RS SR (0 Eor ST &R s H A 7 )
FOE NE MR T B 1Y » 7 1 B EE ALY MR A E A SR A AR iA Rz -

In accordance with the provisions of the Personal Data (Privacy) Ordinance of Hong Kong, I/We consent, by signing below, that that personal information collected or held
by the Company (whether contained in this Supplementary Statement or otherwise obtained) may be provided and disclosed to individuals or organizations with or outside

of Hong Kong and for the purpose mentioned in the Personal Information Collection Statement.

NEEE R E L%

£ A H



