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China Life Insurance (Overseas) Company Limited Macau Branch CHINA LIFE
S TEEEEEEH Group Insurance Member Health Declaration
{rEE4R5% Policy Number: | ¥ {7/\E]44F# Policyholder: B T#44 Name: HAHE (HIAEE)
1 Date of Birth (dd/mml/yy):
Bi5 Height : BEE Weight : B E R ERN | BEERREA TEHE RIVE A - Bl amE -
2 IR ft I} in 1% Ibs./|Weight change in past 12 Reason of weight change Name and address of your usual physician
2\ 43 om N kg|months or hospital
5 [T AR - e B B Rt et 7 7% Yes i No
Have you ever used habit forming drugs or narootics or aloohol excessively or been treated for drug or alooholism?
BN R BA Se R MR - BISe R O - IS - S EEOIRE @ e 2% ? g
4 e i i e ; (A Yes [J4E No
Have you ever had congenital disease such as heart disease, exira-toe or finger, skin or hair disorder, abnormal brain development?
ETYGER  dUESHER » iy TFIEER 2 6% Have you ever had or been told you had, or been treated for :
(@)  Fhi&SAzR o Wk a4 s ERENR 2 tuberculosis, respiratory or lung disease? (@) (A Yes [ No
(b)  JEURME RS - MR - BadE o LR > MUREI R ?
rheumatic heart disease, high blood pressure, chest pain, any disease of the heart, blood or blood vessels? (b) C1E Yes [J4 No
(€ WAEEE > FFEEEEOH bR E 5 ?
5 gastro-intestinal ulcer, disease of liver, gall-bladder or digestive organs? (©) A Yes [J## No
(d) B AT TR R SRRIE ?
renal stones or any reproductive urinary disease? (d) (I Yes [ No
(€) RIS (R B SO IR 2
Epilepsy, or any mental or nervous disorder? (e) 1A Yes (4 No
(0 BEE - B ~ (EeIEE M ERAR A ER ~ WP - YA RN B e 2 ©
Cancer, tumor, any sexually transmitted disease, diabetes, any endocrine disease or severe injury? () (1& Yes [J4E No
EBETEN - B4 E Inthe past5 years, have you ever :
(@) BEpEERrEEE TRE R - WX LR - RIRIMRR R R R R A ? (@) [ Yes [ No
6 had or been advised to take any diagnostic test(s), such as X-Ray, ECG, special blood test or body check-up?
(b)  BAHLER - BBl > 2B B E AR LIRS ? (b) (]2 Yes [J& No
had any illness, operation, medical consultation/treatment or hospitalization not mentioned above?
7 |EIT HeiE B IE 2 ey e o B zE 7 2 Are you currently receiving medical treatment or under medical care of any kind? [ 2 Yes [ & No
o [FTRERIERIITE SRR . OR vos [J5 Mo
Do you have any expected need or intention of receiving medical advice, consultation, or treatment?
9 (BN B AT SR UG T 25 E 2 Have you ever been told you had positive reaction in AIDS test? (1 Yes & No
BN ¥ AR 25 = 08 A N e — BIHA MY RS G - B8 N - IR RSN S E R ?
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, [J/Z& Yes [J& No
diarrhea, enlarged lymph nodes or unusual skin lesions?
oy | MRS SEE A SR AT ? O ves = Mo
Have you ever received any medical check-up or treatment which is not mentioned in the above?
fF2 ] FEMALE ONLY :
(@) BEITERATEEES 2 Are you pregnant now? (@) (]2 Yes [J& No
12 |(b) RN EHEA S ERYRE S R R I 2 & OHE ? (b) [ Yes [Jf& No
Have you had any disorder of the breast or female organs, or complications at child-birth?
(c) BTz =RLr%E Amount of life insurance coverage husband carries?
13 [HCEEAERGRR B 2B RREMEE? 0% Yo O No
Have you ever made a claim or received any compensation for illness, accident or injury?
TEEE 12 (HHA A TR ERE - 40F - 55ES YIRS (12 Yes [J#& No
In the past 12 months, have you ever smoked, if yes, please complete below questions :
14 (a) HHEHERE 7 Average number of sticks daily o
(b) mfEEA 4F For how many years have you smoked o
BT EIMEE R R B » S5 HEE IR - a2 AR 4 - BT - ik K2 HIH AT E SRS S TR A R AR R4S
B - For each “Yes” answer in the above questions, please indicate the question number and provide details including name and addresses of all attending physicians or hospitals,
dates and duration, diagnosis, treatment and result.

HArERE Other Information

1 BT REABIES L - P - B /K FE s Syt 2 EE)?
Do you, or are you likely to, engage in such hazardous pursuits as mountaineering, parachute jumping, skin or scuba diving, or (& Yes [J& No
motor racing?

2 B TEEERIR N ORI - )RR IIEZ RSN - GBS « I - TIE s - sETR-RARR

Do you have any life or disability insurance held or applied for or reinstated by you ever been declined, postponed, rated-up or [ & Yes [ & No
modified in any way, please give details below:
3 [B%= Occupation: Tt (E Machinery Operation: SZEEE
[/ Yes [J& No Height Involved:
[1& Yes [J& No

2

SHEFHARESR S /EsE4IEREA »  For each “Yes” answer in the above questions, please indicate the question number and provide

PR RS L A
details.




BEAZENMEERHEH Personal Information Collection Statement

A ORBR A TSR] N R ALY BRI I ORI 5 - W AT RE GG LL T LA © (MR CRIR el 75 B A R Y 2 o IR S - St b i 7 LM EARI B - S -
HUHEERT (DTS E IR E (LAY 34T R AT RE G N A B RHEAS 46 (T 05 B 20 B s S5 O s B ORbg S A5 A AR B A S 2 7 A sid kel
DRl AR 725 B B S B 2 A e LM IR A SR (8 e AP AR BRI A Y AL B 2 PR A FI T

F T R T SO S IE F ] A B ORba i A IR A TLRP 0 A FRA A B THVE &R ERERAVER R P R g R L - ik AP ma
FEREA RS 263 S L oKJE 22 4 A, B,K-P & -

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 Alameda Dr Carlos D’Assumpcao No.263,22Andar A,B,K-P Edif. China Civil Plaza, Macau.

EHH Declaration

N GE)E I E R (@)% (R E R R B A R R LRI R B 25 - TyBANERFIRIFTE » B AR - BRHE R S IR RITIS AR IR
—#5y o M ARETMABETAR > MEREEHL - BEATRNTAEES | )R AE)EEMAGERHEL - A2 EZ RS DR SEE - '
F AR ZATR -

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.

$21# Authorization

KNG EMET - B4 - 277 - tripAE - BUFEFT ~ B AL - EARN(E)RH: - USEGEh - Az O EREMAER - /&
BIERECHIE MR R E AR - SUBEGER - 1 BAFE BATNFIERE - SEREs - AIEEHR NG R N FORE AL TT » B
RNEE)FETERERAT BAETIIANARL « SIS A I ABIEA B A S50 -

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.

ElEE Consent

BEDRFNEER - AAENTHBEE - B BAFWESEFEARIEAER (R i G 7T () ORE 78 B A 2 HA At 7 BUS 8 A\ e SR A
i F Y > A EVRPTSCEPT DAY M EE E A S SRR AR -

In accordance with the provisions of the law of Macau, 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 Macau and for the purpose mentioned in

the Personal Information Collection Statement.

Dated at on

BN Place 1F YY/MM/DD Signature & Official Chop of Policyholder Signature of Employee / Member
5 FIAIE RIREr A R AT ARE ZRETHE




