








a- | - 5p[
Insured Policy Owner
J | J |
Yes No Yes No
b) [0
Body weight at birth
U 6250®@/551Y O
more than 2.50 kg / 5.51 lbs
1.51-250 ® @/3.32-551 ¥ (]
1.51-2.50kg/3.32-5.51 Ibs
1.00-1.50 ® @/2.20-3.31 Y4 (|
1.00 - 1.50 kg / 2.20 - 3.31 Ibs
C0 1.00 ®@/2.20 Y O
less than 1.00 kg / 2.20 Ibs
29. | 110l dtYK[eéND "' S€1 6-~dKDgA—%bhe 67D pKI1j
At your best knowledge, have any of your parents or siblings by blood been diagnosed with any of
the following diseases or medical conditions at or before age 60:
a) 8 Cancer O O (| |
b) ¢ D7 Coronary heart disease O O O 0
c) t 7 Diabetes mellitus O O O 0
d 6 Z%©6 7 Motor ne uron disease O O O O
€) ui 1+ 8 Multiple sclerosis O O I O
f) «, Stroke 0 0 0 0
g) a- A8 Parkinson’s disease O O O O
hy rA7- 0 0 0 0
<%l j-e«Al}Nxt 7e-8§ °a8e+ Al D 7erAl 7€ %
7e®: ® e™ &® +e B58epu%l %7D UmE€« 8f
Hereditary diseases -
including cystic brosis , familial adenomatous polyposis, Alzheimer’s disease, familial
cardiomyopathy, inherited blood disorders (hemophilia, thalassemia, sickle cell disease),
muscular dystrophy, polycystic kidney disease or Huntington’s disease.
¥%J d j
If yes, please give details:
(1) sHKn 2 67 3 7i Eg
Which family member relationship| Disease Onset age of disease
a- | e K [J30Kbgh [J 41-50 K
Insured Father age at or below 30 age 41-50
[J 31-40 K [J 51-60 K
age 31-40 age 51-60
N K [J30Kbgh [J 41-50 K
Mother age at or below 30 age 41-50
[J 31-40 K [J 51-60 K
age 31-40 age 51-60
" [J30Kbgh [J 41-50 K
Brother age at or below 30 age 41-50
[J 31-40 K [J 51-60 K
age 31-40 age 51-60
VA [J30KDbgh [ 41-50 K
Sister age at or below 30 age 41-50
[J 31-40 K [J 51-60 K
age 31-40 age 51-60
- 5p] e K [130KDgh [] 41-50 K
Policy Owner | Father age at or below 30 age 41-50
[J 31-40 K [J 51-60 K
age 31-40 age 51-60
N K [J30Kbgh [J 41-50 K
Mother age at or below 30 age 41-50
[J 31-40 K [J 51-60 K
age 31-40 age 51-60
j— " [J30Kbgh [J 41-50 K
— Brother age at or below 30 age 41-50
— [ 3140 K [ 51-60 K
= age 31-40 age 51-60
I = =
— ZS [J30Kbgh [J 41-50 K
— Sister age at or below 30 age 41-50
——— [J 31-40 K [J 51-60 K
— age 31-40 age 51-60
———
—|30. | uma 6<- E.d@2« f
= $SSOLFDEOH WR DOO DSSOLFDWLRQ H[FHSW VWDQGDORQH 9,6 DSSOLFDWILRQ
E— tJI.€—S] b0l el 867ccwewe] =GF18e$-18e D8e! b” @ 8e
— , O =1 01 3%0), - # [ . 10&dDD"eDOO*eax$fesctb 1V, O O O O
— 7DD 8K
2 Have you ever been advised to have chronic obstructive airways disease, obstructive sleep

apnoea, epilepsy, autism, ADHD, any tumour/mass/lump/cyst/polyp/nodule/growth/abnormal
swelling, or any signs and symptoms of palpitation, heart murmur, numbness, albuminuria or
haematuria?
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FEHD —REEHER
Part V — Supplementary Health Information

EEMEDE19226 R EIEMA BBz ERR [F] & BHEANMBERREZER]

If the answer to any of the questions 19-26 and 30 in Part IVis “Yes” , please provide additional information as applicable

maERHELER (PIINEREREREADPERLTREFNRAN) UEIELATRZERE -

Please provide information as detailed as possible (e.g. provide year and month if exact date could not be recalled) for the sake of fair assessment in
underwriting.

IATZEMTR  FES [RBREHTERERERNRELRR)]

If the following space is not sufficient, please complete “Supplementary Statement Form for Policy Services (only applicable after policy issuance)”

AR
Question No.

* BRI ETEAE
* Please delete as appropriate

RIRA T REFHA RN RERBEA ERA I RERBEA

*Insured / Policy Owner *Insured / Policy Owner *Insured / Policy Owner

(1) IR 1 BEFGRR 1 R RIE R
Disease / medical condition /
sign and symptom

(2) BREBRRE LA A B 88

Date of first occurrence of sign
and symptom (B DD/ AMM/EEYY) (B DD/ AMM/EEYY) (E DD/ AMM/EEYY)

(3A) EETTHYRR [ faE [ BIBL/
wiE

Treatment / investigations / tests
/ scans that have been
performed

(3B) BREAE [ toE /AR 1 7
& A Bf

Date of such treatment /
investigation / tests / scan (A DD/ B MM/ZEYY) (B DD/ B MM/ZEYY) (B DD/ AMM/AEYY)

()ﬁR(MMIEE TRRIE
ﬁTEE}’E/ FRAIREZEY) | TR
> HER)
Present condition (such as
whether fully recovered, follow
up action / medication / next
follow up date)

(5) ;BB | BEBE
Date of last follow-up medical
consultation / treatment (BDD/ B MM/ZEYY) (BDD/ B MM/ZEYY) (BDD/ BMM/ZEYY)

(6) BEBEER | @ | A
T 1 TR AE AR B B A
Name of doctor who treated the

discase /sickness | medical | (g ERBATMMREIAA | TRANREUETIABAEEN - BRAREREA I ERANEAAE <)
condition /:sign and symptom (Note: written consents from Policy Owner / Insured are needed before an insurance company may approach
the Policy Owner’s / Insured’s doctor for access to his / her medical records)

(7) BbratE (WEA)

Name of Hospital, where

applicable
O ERBAFMBREFEA / RRANBENEREBELHRA - FEGREBEA/ XRANEERE )
(Note: written consents from Policy Owner / Insured are needed before an insurance company may approach
the Policy Owner’s / Insured’s doctor for access to his / her medical records)

B E=EN

Statement for Collection of Information

AT EAMBUERFRABNENZ B8 - URRERA ARTAMAAMERATE ERNER -

The following statement states the purpose of collecting health-related information and the Policy Owner is required to provide the complete and

accurate information to the best of his/her knowledge and belief.

(i) 8B=- M- BEH KRR W%ﬁﬁ%%ivkmﬁﬁ$%¥@Wmﬂﬁﬁﬁ%mﬁﬂ@ﬁﬁﬁﬁZ%L ﬁﬁ%%%ﬁ%A%ﬂ%%%ﬁﬁA
> REARERE REE RO - FARASRANKEERFBATAR 18RS S RRE R HEE
Parts Ill, 1V, V and Supplementary Statement Form for Policy Services (only applicable after policy |ssuance) collect health-related information
solely for the purpose of underwriting which is a process for CTF Life to evaluate the health risk of the Policy Owner and decide the application
results. The underwriting process that CTF Life adopts shall be fair and reasonable, and CTF Life should explain the application results if requested by
the customers.

(i) ERREFAA  BTHERHEMAME  BAMEFERMEAREBAFTRETERERNER - AXEASFTRERTRENER @ AJegiRt
IRERBNE RS ZE T E P REERMERIRZA -
As the Policy Owner, you are required to provide CTF Life with complete and accurate information requested in this questionnaire to the best of
your knowledge and belief. Based on the information provided, CTF Life may have follow-up questions or enquiries that require you to
provide further information for underwriting purpose.

(iiy EHETERRARFLRERZE TR RGN BRI AE S P RENERN B EANENEN - B THERTBHNEKREAS -
If there are any changes to or updates of the information provided in this application after the time of submission of this application and before you
receive the confirmation documents, you are required to notify CTF Life in a timely manner.

(iv) BIEERIN#LIZ - BRI AR (i) FORE AR EAAARA SRR ERNER - SRR (i) FRARERNIAXELETMRA
HEAKEBAS 'E§W’Bﬁk%ﬁ RIZEATRES R BT E - AARASZINAIAEE IR IE - (ERESORSE B FRE R - SBBEE -
Even after successful application, the insurance coverage for you may be affected or the policy or application may be terminated, voided
or rescinded, or claims may be repudiated by CTF Life, if you have not provided CTF Life with complete and accurate information to the
best of your knowledge and belief according to (ii), or if you have not notified CTF Life on any changes to or updates of the information
in time according to (iii).

P. 9/11
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EAED - RERREZR (BEERER)
Part VI — Health Declaration (Simplified Underwritng Product)

BRARERENEZHIARER
Applicable to Simplified Underwriting Products of Non-ILAS

1. ERABERTERSETNAXICEASEERCAN L - AFRALDRREREEBBANATOEANEE (Ve [ G

Ef‘zﬂdxx‘/ﬂ%\iZ&g’? R - AR B - RRIEE RS - REERENER)
Has the Insured currently hospitalized or has been hospitalized for more than 6 consecutive days in the past 36 months
or has the Insured been advised that he/she is having medical condition that will need to be hospitalized or required
diagnostic checkup in the next 6 months? If yes, please provide the date, nature of illness, details of treatment,
current condition (if applicable).

BERARRENEHZZRER

Applicable to ILAS Simplified Underwriting Products

2. FIRAZL Y 1 Has the Insured:

(a) EVER been diagnosed or treated for AIDS or any kind*of#terminal cancer or tumor; or
W2 B B B R s (Al R R 2 AR BRI Sl fE R ok B B il ] —TH A RARER ¢ 3k

(b) been hospitalized for 30 days or more for an dlsease ‘within the past 6 months; or
RiBEGE AR - EEARRmEBB30 A A L

(c) been postponed for any life insurance application i |n the past 6 months; or
RBE6E AN - BRI R AFRREBE ¢ 3L

(d) been declined for any life insurance appllcatlon in the past year?

RBEVFR - BIEBERASRRERS ?

W AREAE KRS RS BRIER - ASRRBFERTEEH /ERNREA - RERABERERREFEER) o
If yes, please provide the date, nature of iliness, details of treatment, current condition, reason of your life insurance appication
being postponed / declined, name of insurance company and policy number (if applicable).

N
5
o
<
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fREEERTE Policy No.

B AE R Y Personal Information Collection Statement

AN BVERAA I RPOEHERAARARKBASREBERAF ATHEE "AAEAS" ) ZEAERERR ( "5ZBE" ) KA/
BOBARRZEARRBZEAMANEMENKER / 358 - FRAKKBER/DZEMEAER (THmIEERURBSAEMF RN
ER) o AN/ HFFAERA / BHFIVBRREREMNEER  SRIEAREAEEINTZERAZ B / skmAA / RFREER
HARTS o AA / BRPERRBEEZEARA / BRPINEAER R B/ A2 ERIERANE =7, JUAKE, REEERAFER M FTiRERN
BEHER D MG E mEANEEESEDMIELRZERTRNE B o AA/BRFBAZERANSTTIRATREARASHRIT
&  www.ctflife.com.hk * & a]EB A FZRI -

| /We confirm that I/we have read and understood Chow Tai Fook Life Insurance Company Limited (“CTF Life”)’s Personal Information
Collection Statement (“PICS”). I/We declare and agree that any personal data CTF Life may collect and/or hold, use and/or disclose/share
with (whether contained in this form or otherwise obtained) in accordance with the Purposes as set out in the PICS. |/We understand that if
I/we do not provide the required personal data, CTF Life may not be able to perform the Purposes and/or provide products or services to
me/us. |/We acknowledge and agree that my/our personal data may be disclosed/shared with specified parties in the PICS; law
enforcement authorities; databases or registers used by the insurance industry to analyse and check information provided against existing
information for any of the Purposes stated in the PICS. I/We understand the updated version of the PICS is available for download from
CTF Life’s website: www.ctflife.com.hk, and will be made available upon request.

2B [z #2# Declaration and Authorization

RAEUERAAZREZRBRABFENE — 3D EBIEHER - RARKEARFAZRABRARFEN)EREN - BSIBINMRERAE 2 AR’
BIEARFEE—ZENEBD - WATE TINEMHE T ATER : (a)8UEHA B HATE 2 RE R (O)AXEBASRBER AR 2 LR ANZRAEFMEEATIRE
ERTHZEBE  (QBR ERM B ARIEFGRDIFARFE 2O WH BB PR - FRETE — 8B BB - Mz 2 B RENT AR
BN EHESEARBNA  QRENZ MEREEH R BB RIETISEANATAER - EREIGIRFEKM IRIE 2 855 - BIERANEE 2 RRAGH QR
ZE B - 4)ARBE RS ZAREABKBRER N BEWKASREZ —5 - MBERFRIEAERI

| hereby request that my policy to be changed in accordance with the particulars set out in Part | of the application and | UNDERSTAND AND AGREE on
behalf of myself and all the Insured(s) that: (1) The request for reinstatement, change of addition which requires evidence of insurability shall consist of Part |
to Part VI and shall not take effect unless all of the following conditions are met: (a) any required payment for the application is paid in full and (b) the
application is approved by Chow Tai Fook Life Insurance Company Limited at its Head Office during the lifetime and continued insurability of the person
insured by the policy; (2) the request for change which does not require evidence of insurability shall consist of Part | only and 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 Chow Tai Fook Life
Insurance Company Limited under the policy; (3) The incontestability Provision and Suicide Exclusion Provision in the policy shall apply upon reinstatement,
changes or addition of sum insured or supplements and the period of time specified in the said provisions shall run from the date of approval of this
application by Chow Tai Fook Life Insurance Company Limited; (4) This form and the evidence of insurability of the person or persons insured if required by
Chow Tai Fook Life Insurance Company Limited shall be the basis for change in the policy and will form part of the policy unless otherwise specified.

RAZBURKREIARFTEZRAZBARAZ() L — IR REENIEER - THREAAARTNR  MAAFAFAE - HORREEN 2 2HEE : (2 LilikE
BFTA B R MU RFEE K AR SRENRE - WERREN—I) : Q) RNABEAAFMELAEMERR - LB EILRFE AR - ERFTHETHEAR -
| HEREBY DECLARE AND AGREE on behalf of myself and all the Insured(s) that (1) all statements and answers to the questions whether or not written by
my own hand are to the best of my knowledge and belief, complete and true; (2) all answers to such questions, together with this application, shall form the
basis for the proposed reinstatement, change or addition and become a part of the policy; (3) Chow Tai Fook Life Insurance Company Limited is not bound
by any statement which | may have made to any person if not written or printed here.

ARNBEPIRELREEA MR - BR2M  REAR - RUEEBRAL  ANBSIEEEAABAALERNZRALEE - 9 EZSERREBRREA
SRBARAF] - AREENTEREEABRSUS »

I/'we HEREBY AUTHORIZE any registered medical practitioner, hospital, clinic or insurance company, institution or person, that has any records or
knowledge of me, to give to Chow Tai Fook Life Insurance Company Limited any such information. A photocopy of this authorization shall be as valid as the
original.

ARANBEFIBAAE B R FE (HEEORES) 8 - EXXMERAE EEER TR 26 - BIARSURANRE -

I/We understand that if there is any inconsistency or ambiguity between the English version and the Chinese version of this Change Form (with Health
Questionnaire), the English version should prevail.

EmRERR (RERARKI{REE) Product Selection Declaration (only applicable to addition of benefit):

RAZIEARER () FABRIPMERERZERNMIT : () FABERHMBRERANERMEZFEMEE  REHE - BERE  BERS B
AR E  RRER  FEEFRAR - BEANREREREENMREE (WER) (i) FAAERPERRERMERERLRBESRIANTE - FHEANE
RIER - R(iv)ARABEMEERTEA SR BERREHAFESSMEEERNRE -

| HEREBY DECLARE and CONFRIM that (i) | have received the product brochure(s) of the selected product; (ii) | have sufficient knowledge and experience to
fully understand the product features, coverages, benefit limits, benefit restrictions, fees and charges, surrender penalties, key terms and conditions, the
associated risks and key exclusions (where applicable); (iii) | have duly considered and confirm that the selected product(s) and the sum insured suit my needs,
priorities and circumstances; and (iv) | can afford and expect to pay the required premiums throughout the coverage period continuously.

BHREEZRXERBERNREAE(EAN BB R HH 1= )

Cancellation Right and Refund of Premium(s) with Premium Levy (Only Applicable to VHIS Product Addition or Increase)
AAABEAERUEEBAZREVHETE  REMEEARERRENE | BREAAMEEEZEN  YRRBAAXBASRAESEE123RERNEOKE 7
BRHEERUTREAERERIZEA  HEAXFEAFANKREIRABCBHNERTFEALIANRRE - BHAH221EBRBRAUREERE) -

I understand that | have the right to cancel the plan and obtain a refund of any premium(s) and premium levy paid by giving a written notice.
Such notice must be signed by me and received directly by CTF Life at 7/F, NEO, 123 Hoi Bun Road, Kowloon within 21 calendar days after the
delivery of the endorsement or issuance of the Notice of Approval of Insurance application to Policy Holder or the Policy Holder’s
representative, whichever is the earlier.

Signed at on
BEM FEHH (B/A/F) REN I RBRAREAZESE REFAEN | XBARE RRARE
Place Date of Signature (DD/MM/YY)  Signature of Witness / Insurance Agent Signature of Signature of Insured
Policy Owner / Assignee
SEE
Name:

SRR /R RIE AR

ID No. / Insurance Agent Code:

O

>(.—
I

2407

HIRBRIZAEE  To be completed by Insurance Agent
#w8k ERRBRAIZALRSE Insurance Agent Code on record: - -
fRFRERAIEAMRSE Requesting Service Insurance Agent Code: - -

REEEE  Policy Return To: D REHAA Policy Owner

D REERE AR Insurance Agent Code - -

D RIS REAIZALRST Requesting Service Insurance Agent Code - - P. 11/11



