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Member Health Declaration Form s
VIP 2%
RIEAFRIETE
%&: 0 NA ONR O MP O ME [0 PMM-P O PMM-X| & P4 S : [t O OF |[9abA:
Hith:
KRANEE
{516 & %% Z/Policy no: G AR A 4 Fr/Policyholder:
7 T/ R 45 /Employee / MRS N i 4% /Name of B E4-59/1D Card No. or Passport | 4 H #i/Date of Birth
Member No: Proposed Insured: No. MM /DD /YY
T 5/Sex: [El4&/Nationality USURAR L/ Marital Status L1553/ Telephone No.
O 5 Male O Er Single 48 Widowed I3 Hi Office:
O %t Female O 2.4 Married [ E54& Divorced #5h HiE Mobile:

A. R % Details Of Life Insurance Applied For:

1. RIBFFERKE DEH AR ZE 7 I 24245/ AIA Group High End Product Total Sum Assured RHTAEN A S/For AIA user only
2. AR N Bi-ERARET (& HARRE: AR / Group Life Sum Assured (including other % NEL %5

insurance company) Group Life NEL

3. BRI ST E KBRS R (& HAh R A ] [Critical lllness Sum Assured (including oK NEL %

other insurance company) Critical liness NEL

4. BN R RAMAERARST (& HARK A ) /ADD Sum Assured (including other BEAMEE R NEL i

insurance company) ADD NEL

B. BFEMASHFM GFAmmIHS L NETiH) : Declaration of Proposed Insured Member (please tick or fillin): ~ &/Yes 75/No

1. BRI ARGCDWIAGRESFH? & “27, FHitk

Do you have any life insurance coverage? If ‘Yes’, please specify: I:l I:l
ACIEZY ¢ PRI 2 TS H
Name of the insurance company: Amount of Insurance: Effective Date:
2. WARAIAF RIS NS A BB RRES 2 & W B0k, IR Py e R & “-7 , B
Have you had any application for life insurance ever been declined, postponed, rated up or modified? If ‘Yes’, |:| |:|

please specify

3. BRI AT MR ORI A AR ORI AT B ? A “R” , -
Have you claimed from any insurance company? If ‘Yes’, please specify: |:| |:|

4. IEAEBUKES AN W7, BB A OREK. B08 0. BUNERRRIENIZE)? & =7, IERZAHKNE,
T F s AN — A Il AR A F
Are you engaging or do you contemplate to engage in any private flying, scuba-diving, mountain climbing, or any D D
hazardous sports? If ‘Yes’, please complete the related questionnaire, and return to the Company together with
this application form.

5. FEARIH . N bLIEHIX . BN, g0 K AR R I =AY RIEE EIRE R 5 R, U
Have you resided in the following countries for more than 3 months or planned to go to there: Africa, region of D D
Caribbean Sea, India, Myanmar or Thailand.

6. M IETHRIFAE AR E XSG MO XORIT . TESSEE? 7 27, TR (A& B AR E X AFSMBIX
Are you planning to go to other countries or overseas for traveling, working or living? If ‘Yes’, please specify the ] ]
date and the destination.

7. REGLELE 12T BEGHITERKI 12 A A B, AR R, IngErh BoEs:E 4 90 REkbl b2
RER, A £ Hu R

In the past 12 months, have your ever been resided or have you planned in the coming 12 months to reside D D
consecutively for 90 days or longer in the United States, Canada or Western Europe?

Yes, From to Where

8. PR WML 250 /M LA ? Will you spend more than 250 hours a year on flight? ] ]




9. BUMIEHERNML K H#H745? Present occupation and daily duty

10. Hur#E bl & OFiE? 5 1&:  Please state your present residential address, and country of origin:

C. BB AR (iAo s Ll R4 H) : Health Details of Proposed Insured Member (please tick or fill in): /& Yes 1§

1. a BT &, 4= g8 JEK ARE A
Body height & weight body height _ cm body weight Kg
b. fEil %N E Z HR I B/ A B
Change of body weight in past year increase / decrease Kg Reason:

G BOEEE R AYNATT . AN AREU I 25 ?

Have you been or are you receiving any medical treatment, surgical treatment, or prescribed medicine?

O

O

. a. RTRHECE RO R, O i, XK
Do you smoke or have you smoked? If ‘Yes’, please state duration year, pieces / day.

P E A RO, A5 RO iR R K I )
If you have stopped smoking, please state the reason and date

b. REVOINBG W, # “&”7 , Kl GERR LIRS , HiE /D
Do you drink alcohol or have you drunk alcohol? If “Yes’, please state duration year,
type of drink , quantity ml/week

FrILEAF IR, 5 R R R S TR

If you have stopped drinking, please state the reason and date
C. A= WY R R A X SR L R 1 R

Have you been advised or warned by your attending doctors regarding your smoking and drinking habit

?

. WEFHERE Y In the past five years, had you
a. BT CERIE. Xa, LRE. BEESRE) HERRE?
received Blood tests, X-ray, ECG, ultrasound or any other investigations, and which resulted abnormal?
b. EREAEUIHT CT. MBIHR. MBS, NEE. Wi, OGRSk A ?
received or been suggested to have CT, MRI, Pathological examination, endoscopic examination, EEG, ACG
or any other investigations?
3297 SRR AEBEIRIT?

received Consultation, surgical treatment, hospitalization?

134

JET A SR FRGL: Do you have any physical disability:

a. VUK. AE. F4E. BEEHIR? four limbs, facial features, loss of fingers or toes?

b. . WAl HKE R GRS ? vision, hearing, or disturbance of central nervous system?

C. HHE. MUER. DUBEENTAE. BRI BEAT. EREIRI R T BRGSO B 2
Spine, thorax, deformity of four limbs, fingers or toes, limping, any physical defects caused by poliomyelitis, or
any other physical defects?

OO O

oo

. RMEH FHER B E R N AR B 2 R T

Have you suffered from, or have you been told to have, or have you received treatment for the following conditions:

a.  REKE. REIE. EW. Bl R, O AR AREFEN SR R R T B e
Sl REVEEREML. L. WXL, VR B XM, (R, MR, AR, B, HRAS
IR RAIERWT DB R RE . ARG . BRI AW, S A, SRR
recurrent dizziness, recurrent headache, fainting, chest discomfort, chest pain, palpitation, shortness of
breathe, unable to recline, cyanosis, idiopathic purpura, epistaxis, recurrent gum bleeding, hemoptysis,
hematemesis, oedema, abdominal pain, right upper quadrant pain, blood in stool, blood in urine, proteinuria,
mass, eye pain, impaired vision or hearing, blurring vision, idiopathic hoarseness, swelling joints, painful

joints;

b. HR. H. &, sk OfER70; disease of eye, ear, nose, throat, or mouth;

c. EUW. BIENTLT). WMEFRARE. ZREMNE. MERREGEE. VWSS, SHARE. B, &
W VOMCHLRERERT . T ICER KoK . R e ksts R H R B JE Bk B - epilepsy, myasthenia gravis, muscular
dystrophy, multiple sclerosis, Parkinsonism, poliomyelitis, mental disorders, deafness, dumb, functional
deficit of four limbs, varicose veins, disorders of intelligence, and any other deformity or defects;

d. M. BNEKIERE . RURE L MR B2 RiAe . DIRERIRAR R . FOCIR, APk,
KWL w800 BELA L HRJENRAL:

malformation of blood vessels, cerebral aneurysm, retinal haemorrhage or detachment, optical neuropathy,
iridocyclitis, glaucoma, cataract, blindness, myopia above 800 degree, retinopathy;

e. MBMSTAER. WM. M. BRREE. IR MM SOREYTIK. S, . B

chronic bronchitis, asthma, lung abscess, pulmonary embolism, pleurisy, emphysema, bronchiectasis,
pulmonary tuberculosis, pneumoconiosis, silicosis;

f AR, AR OER. ONBER . XIBMEOHER . Je R OIER . SRR CMERT . CUREZE . O HUEE .

00

O O




TR RIMER . I AN DR E . R

high blood pressure, constrictive pericarditis, endocarditis, rheumatic heart disease, congenital heart
disease, ischemic heart disease, myocardial infarction, myocardial hypertrophy, aortic aneurysm, cerebral
vascular accident, arrhythmia, cardiomyopathy; g |:| D

g. R RHEN . L. FERREN. NGRS, FFBRMCR. RUIAT. MH3ES. Mg A, fokMEARE % .
HALTE D . IR AL, Bt R . AR TN
hepatitis carrier, liver cirrhosis, liver abscess, liver stone, hepatitis, hepatosplenomegaly, fatty liver,
cholecystitis, gall stone, pyogenic cholangitis, ulcer, bleeding or perforation of digestive tract, ulcerative
colitis, pancreatitis, anal disorders;

h.  BR. BWREGEAE. BIRERE . KAE. BHEM. B TE. KRS A, IREWIE, h. ] ]
nephritis, nephrotic syndrome, abnormal renal function, uraemia, kidney cysts, nephroptosis, renal stone,
deformity of urinary tract;

i MR R BORAERRE . SEORHLAEFUHESORIR . HOIRAREHIR S IRLAE PO SRR . HURIREE Y. B R |0 [ ]
HUAE TCRE BRIE 55 N 70l 5 ST
diabetes mellitus, gout, acromegaly, hyperpituitarism or hypopituitarism, hyperthyroidism or

hyperparathyroidism, thyroid nodule, hypothyroidism or hypoparathyroidism, overactive adrenal gland or
underactive adrenal gland, or any kind of endocrine disorders;

joo PEME . BUKMARIESE N RYEBCEMEZ MR SR FERh. B O ]
malignant tumour, or benign tumour, polyp, cyst, or growth;
Ko AR BT SR SR e A B R GE . B DOR BRI k [ ]

haemophilia, leukaemia, any kind of anaemia, purpura and any other kind of blood disorder, or have been
advised not to donate blood;

L RUBMET 4 KRBT % . RGO B B R T s A 2 U 5 L L]

rheumatoid arthritis, systemic lupus erythematosus, collagen disease , scleroderma, and any other
connective tissue disorder;

m. . . TR A EE RS RS ;  disorder of thoracic spine, cervical spine, or lumbar spine, or any m. ]
disorder of skeletal system;

[

n. MR IR ERZGAIR B RORE . & FRXRIE; sexually transmitted disease, any habits of alcoholism or drug n. [] ]
consuming, or any kinds of dizziness;
0. EHRIEALLERBIIFNKLIE. any other diseases or conditions are not mentioned above o [ 0

7. BRI E B BRI 5% (AIDS ) ARIETEW. MIENGTT, BaELE 6 MHARSE—EE T
IR MR, ERCAR. BT BRIE. WREEE R OR S s .
Have you and your spouse received or contemplate to receive any medical counseling, investigation or treatment |:| D
in connection with AIDS, or at anytime in the past 6 months had any of the following symptoms for more than one
week continuously: weight loss, anorexia, night sweating, diarrhoea, enlarged lymph nodes, or any unusual skin
lesions?

8. a. WX EY B EERIEEASMER . B U FFEZEMN. B BRI R B S54%00 .
WUEFRARAE. ZRMMWE. BAEY . BEslE v R IR SR SomdEar#, He R nsigEma.
Have your family members had suffered from or are your family members suffering from high blood pressure, a. |:|
kidney disease, heart disease, cysts of liver or kidney, liver cirrhosis, diabetes mellitus, mental disorder, D
leukaemia, tuberculosis, muscular dystrophy, multiple sclerosis, cancer or any growth, or been found to be
hepatitis B carrier, or any other kind of hepatitis carrier.
b. BMEZREETLEA 60 SuiLttmy, # “&" WiHERE: Any of your direct family members died before b.
age 607? If ‘Yes’, please specify

[
[

9. LMEiEM: Female only:

a. REELTERM? 7 “2&”, Wik H; Are you now pregnant? If ‘Yes’, how many months? a.
BAEFLIRA . FLBEDERSEPIR; Have you suffered from mastitis, disorders of breast or female genital
organs?

c. WHTEHAMERAE. BEREW M. HEER; Have you suffered from endometriosis, abnormal vaginal | c.
bleeding, or sexually transmitted disease?

d.  FERGHREANELIE. Any family members have suffered from breast cancer?

O 00O
O OO O

O

VAL CEp AR FIESN 7 F, S -
If any answer to the questions under the above section C is ‘Yes’, please provide full particulars below by noting the question number.

Z A Declaration:
1. AEMAB 5EBAREEA FE LSS DUE U] SRR s To R, A AR, MAS S T A oL
| hereby declare all the above declaration and statement made in this application form, and any questionnaire or documents related to this
application are true, otherwise, this application for insurance coverage under this Policy may void.
2. KNBBIBNFREMEMEEAE BEBE. 20 R A R BRI, AR S B 2 A NI EAH SR S
| hereby authorize any doctor, hospital, clinic, insurance company or any other organization to disclose to the Company any of my
information related to my insurance coverage applied herein.

BORBG N BRI 4P N 252 2 H W Kt
Signature of Insured Date (dd/mm/yy) / Place



