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1. Name of Proposed Insured: HKID Card No.: Date of Birth:

BEZ RIS RS RS HAEH Y

Gender: Occupation: Exact Job Duties: Marital Status: Height: (m) Weight:
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Telephone No.: (Home) (Office)
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2. Name & address of your usual medical attendant. If yes, please fill in below. B T E# Btz 0B L4k 4 Ko bdik » 40 TR > SEHE_EAHRBER -
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3. Are you applying for, or being covered by any other insurers? {RERIFIE 7 (B 78 (A5 BIRR A TR A G sk H T fRk 2 5] B g sk A (T (R e 2
If yes, please state the name of insurer, type of policy and the issue date. #1 T 1 » 55IBHEZRbE A B 2% ~ CREDSI R PR A2 H 3 -
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4. If the proposed insured is a dependant of an employee, please fill in the following: "85 (£ A S BB K& » FHIEZLL FER}

Employee Name: HKID Card No.: Relationship:
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B. PERSONAL STATEMENT BY PROPOSED INSURED # 2 A 7 & FF 2 B

*Please tick ( v ) the appropriate box &7 4 & ZE kA& - (v ) 9%
1. Do you smoke, take drugs, narcotics or alcohol? If “Yes”, please tick the following box where applicable and indicate in the space
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I:la. Smoke: The average daily consumption: piece(s)
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2. Have you: ] F ¥4 & :
a. EVER been refused insurance or been offered insurance with restricted benefits or at other than standard rates?
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b. engaged in or planned to engage in any hazardous sports or activities?
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3. Have you EVER suffered from or been treated for any of the following disorders or diseases?
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(If yes, please tick the following box where applicable and give full details in the space provided B6.)
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I:l a. Any impairment in physical |:| e. Stone or kidney disease I:l i. Ulcer of any kind, stomach, I:I m. AIDS or AIDS related conditions
condition B R BYR bowel, liver or gall bladder 1B R E 16 = SE R
AT S A8 R disease
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I:lb. Asthma or respiratory or lungs I:lf. Diabetes I:l j. Arthritis, gout, spinal or muscular l:l n. Alcoholism or drug addiction
disease PRI skeletal disease or disorder Tl G ke B p %
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I:lc. Anxiety, epilepsy or mental I:l g. Thyroid gland disease or I:l k. Cancer, tumour or cyst of any FEMALE ONLY
disorder disorder kind I:I 0. Gynaecological disease or
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d. High blood pressure, pain in the h. Disease or disorder of nose, I. Sexually transmitted disease associated with pregnancy
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4. In the past 5 years, have you: #2 FLAEN » B M A «

a. had, or been advised to have blood tests, electrocardiograms or X-rays? (e.g. Cholesterol, AIDS or Hepatitis etc.) |:| |:|
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b. had any illness requiring regular medical treatment or advice, operation or hospitalization not mentioned in B3 above? EI D
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5. Are you now receiving or contemplating any operation or medical treatment? D D
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6. If your answer to any of the questions from B2 to B5 above is "Yes", please give full details below and provide medical reports(if any). Please supplement details in a

separate sheet of paper if necessary.
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Question No. Treatment Period Type of Iliness, Treatment & Condition Current Condition Name/Address of Attending Doctor/Hospital
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IMPORTANT NOTE: All answers to this application will form the basis and become part of the Policy between you and YF Life. You are required to disclose in this

application everything you know or could reasonably be expected to know because YF Life will accept the risks and the terms of insurance based on
what you disclose in this application. If you are in doubt whether a fact is material, please disclose it in this application. Your failure to comply with
this requirement may cause the policy issued be null and void.
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DECLARATION & AGREEMENT 1A | [F]

| declare and agree that: (1) | have read the above Important Note and understand my responsibility to disclose all facts to YF Life Insurance International Ltd. (The Company); and (2) All statements and answers

made in all parts of the Application are full, complete and true to the best of my knowledge and belief re 1Iiéardless of whether or not thexare in my handwrm
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| authorize any medlcal attendant, hospital, insurance company or other organization, institution or person, who has any records or knowledge of me or my health or who has been or may in the future be consulted

by me, to divulge to The Company or its reinsurers or any legal tribunal any |nformat|on he or she may have acquired with regard to me for the purpose of evaluating the insurance risk of my application. The

photostated copies of this authorization shall be as effective and valid as the original. . ) )

%%%%%@%M% T ~ S ~ ORbg A Sl SbERE Eftéﬂ@ﬁ)\j: JURIAE SR AR\ 2B PITREE R S 5 A 5 R RIS RE LU EaT R A (rI s 2 ) - RS2 HER AN
73 IS °

Personal Data Bl A&k}
I understand that information provided in respect of this application, policy to be issued or financial related product or service or alterations, variations or cancellation of them and any claims of whatsoever nature
made hereunder may be held, used or disclosed in connection with this or any other insurance related product or any claim of whatsoever nature made thereunder by this company or any related company or by
any other compa gcarrylng on insurance related business i |n orfrom Hong Kong or ang association of federation of i |nsurance companies that exists or is formed from time to |m . e N
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| understand that according to the Personal Data (Privacy) Ordinance, | have the right to obtain access to and to request correction of any personal information concerning myself held by The Company. Request
should be made to the Employee Benefits, The Company (address as shown on this form). B
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In accordance with the provisions of the Personal Data (Privacy) Ordinance of Hong Kong, by signing below, | consent that the personal information collected or held by The Company or its agents / brokers (whether
contained in this application or otherwise obtained) is provided and may be held, used and disclosed to enable the Company to:
- refer to individuals or organizations within or outside of Hong Kong.
- provide to me or have provided to me advice or information concernln%other products or serwces The Company believes may | be of interest to me or communicate with me for any purpose.
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Ibalsofagree that YF Life Insurance International Ltd. may release all information regarding myself including but not limited to my medical condition for the purpose of modifying the terms of the policy or the

enefit coverage to m
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Proposed Insured Signature Date
REZRNEE MM A pp H Yy 4
(If the proposed insured is under age 18, please sign by the Employee concerned.)
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If there is any conflict in wordings between the English version and the Chinese translation, the former shall prevail.
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