KFFAFZHEBRAR I
THE PACIFIC LIFE ASSURANCE CO.,LTD.

(LA OMEFUEEM) (INCORPORATED IN HONG KONG IN 1960)
STATEMENT OF INSURABILITY @@mﬂﬂ

Policy Number {£EE4R5%R Name of Life Insured {5 A#:44 Name of Policy Owner {£EEIGH A#:Z

Please answer all the questions below and tick the appropriate box. FEE THIFAERNE @ WHEBRENZERANELE v 5 -

PART 1 PERSONAL HABIT {EARE#

la. Do you now use or have you used any tobacco products (including but not limited to cigarettes, cigars, pipes and chewing tobacco) within past 12 months? If “Yes”, [ ] Yes /&
please specify the consumption and duration.

R BRI A S A S B % 12 (8 A AR AHME A A & CEREEARTRN SR » i - LRI ) 258 TR Shari AR R A -

Ib. Have you ever used tobacco products (including but not limited to cigarettes, cigars, pipes and chewing tobacco)? If “Yes”, please specify your consumption in the [ ] Yes /&
past. If you stopped using any tobacco products, please also state when and for what reason.
R o A AR TR A & (AR AR TRIA B ~ Tt~ ML RIS ) 238 T2 ) iR AR - ER T ORI - Sheelis LAY
HE kA -

Date ceased = 1FIFHHHEA - and Reason K JF[A :

[J No &

verage Daily Consumption K45 B or how many years have you used ELIK 26/ D4 ear (s)
Average Daily C ion f5 R FH For h h d BRS04 2 Year (s) 4

[J No &

Average Daily Consumption & K30 F & © for Ik F#E Year (s) 4

2. Do you drink alcohol? If “Yes”, please state kind, amount and frequency. [ Yes &
RN REHGRAERBE ? % T2 SEYIBER - (RO ERIEEE o
Type J7] : Amount EXFHIE * Frequency #HZIEN ¢

[J No &

3. Have you ever taken drugs and narcotics? If “Yes”, please state type, quantity and frequency. [] Yes /&
T G SRR B AL MR RREEY SR 2 4 TR SRETER - BRI -
Type % : Quantity {75 : Frequency JH# ML |

[J No &

4. Do you or do you intend to engage in any hazardous pursuits (such as motor racing, motorboat racing, diving, parachuting, mountaineering, water skiing, or private [ ] Yes /&
flying or flying other than as a fare paying passenger on a regular scheduled airline.) If the above question is answered “Yes”, please complete the relevant questionnaire.
IR AN YR ES) (ANFEHE - PRUEHEE - JBK - Blde ~ 2010 - WK SR ATRITEFELUEE R S O TRITINEEN 4R - ) B2
R R TR S ARG o

[J No &

PART 2 LIFE TO BE INSUREDS STATEMENT OF HEALTH iR AR
1. a. Height 55 : ft in/ m b.  Weight #8& : Ibs / kg
c.  Weight change in the last one year &2 —4FREE IR : Ibs / kg ; Reason JH[A :

2. Have you ever had, or been told or been treated for the following: [ &7 i B SR BA TYIER » si Bz DU a8 ¢

5

O 0Oo0oooooooogogodg:e

i

a. Any heart complaint, high blood pressure or pain in the chest? a.
EART LR -+ s R B S g 2
b. Anaemia, leukaemia, haemophilia or any other blood disorder? b.
Al ~ B - (AR AT EAE ?
c. Indigestion, gastric or duodenal ulcer, bowel disease, hernia or vomiting of blood? c.
B B~ BB AEEE - B - R Etkn ?
d. Any kidney or bladder disease, renal colic or stone, or passage of blood in the urine or passage of blood from the bowel? d.
(BB RSB - BEomeE G SURMECRE T ?
e. Hepatitis (including Hepatitis B carrier) or any liver or gall bladder disease? Any diabetes, thyroid, lymph or other endocrine (glandular) disorder? e.
FF36 (G Z BN SR SAL AR EER 2 BEFR - FUIRAR - MEECHA % (BRAE) 2530 2
f. Asthma, bronchitis, tuberculosis or any other respiratory disease? f.
BRI ~ STRE R BlEEI S TP RN 2
g. Epilepsy, stroke, fainting attacks or fits of any kind? g.
FEAE ~ P SRR TR SRR 7
h. Mental illness, depression, stress, anxiety state, speech defect or nervous condition? h.
TR ~ HIRBE ~ R - £RAE - SRS GAFE ety 2
i. Arthritis, back pain, gout or any skin disorder or any disease or injury in any part of the spine or neck, joint or limbs? i
RRRSE ~ B ~ UL R BRI A5 ~ TS - BHERSU RIS ) 2 PR sda s ?
j- Any sexually transmitted disease, AIDS or AIDS-related complex? j-
(ERPEE IR AR - BRI (%) B2 ?
k. Cancer or tumor of any kind? k.
FERE ST RERT ?
1. Disorder of the eyes, ears, nose, throat or mouth? 1.
AREE ~ Hoe ~ & MER O 2 DREGRFAESE 2
m. Any other disease or congenital disorder not mentioned above? m.
AR AN AT HA B B e R M B 2
3. During the last five years, have you: {£i#{:FH4EN » B NEEY :
a. Had any check-up, consultation, treatment or operation? a.
Bz e M R T R - 2IGETHIT 2
b. Had any tests, including blood test, ECG, X-rays, etc.? b.
P2 ETials - EfEk - OEEE X% ?
c. Had any test to detect the presence of AIDS or AIDS antibodies? c.
BT 2 it R e bR 2
d. Had a blood transfusion or been refused as a blood donor? d.
W B2 i s A R TR SR ?
4. Are you receiving medical treatment or medical care of any kind? 4.
B TS I Z T M EEY) afr e B g 7
5. (Female only) Are you pregnant? If “Yes”, please state expected delivery date. S.
(HCEFR ) BrESEZR S T HamEe -
If any of the Question 1 - 5 is “Yes”, please indicate the items concerned and state dates, diagnosis, duration, results, name and address of all attending physicians.

WP TAERIE 1 - 5 U EF—E T2 HYIHAREE @ sV W - SEECHEREGER - SR - BEORE - BUTE YIRE2I6 B A ARt -
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6. Give name and address of your usual doctor. Please specify the date of last consultation and reasons below.

Y B RS2 2 B2 Rttt - SR B i 2 A R A -

7. Have any of your family members (whether living or dead) ever suffered from heart disease, cancer, kidney disease, diabetes, high blood pressure, lung disease, liver Yes &
disease or mental disorder or any other hereditary disease(s)? If “Yes”, please state details of which relative(s), the diagnosis, the onset age and current health condition.
MT 2B (RO A BE YA AR 8 - B - MR - EE - Bl - B~ Wi s e T A B (i > s 2 5 T2 et
ARALAN ~ FTEBIAE ~ S8 R SR -

No #&
|

21102019 PAGE 1




DECLARATION AND AUTHORIZATION E2HE B i

I HEREBY REQUEST that my policy be changed in accordance with the particulars set out in the Request for Change Form and I understand and agree on behalf of myself,

any firm or corporation, who may have any interest in this request form that:

(a) The request for reinstatement, change or addition which requires evidence of insurability shall consist of this request form and the Statement of Insurability and shall not
take effect unless all of the following conditions are met: (i) any required payment for the request is paid in full. (ii) the request is approved by The Pacific Life
Assurance Co., Ltd. (the Company) during the lifetime and continued insurability of the person or persons insured by the policy.

(b) The request which does not require evidence of insurability shall consist of this request form only and shall be effective upon confirmation by the Company.

(c) The terms and conditions of the Incontestability Provision and Suicide Provision in the policy shall apply to the reinstatement, change or addition of sum insured made
upon this request, but the period of time specified in the said provisions shall count from the date of settlement of this request by the Company.

(d) Acceptance of the request shall be confirmed by the Company in writing or endorsement on the photostatic copy of this request form.

I HEREBY DECLARE AND AGREE on behalf of myself, any firm or corporation, who may have any interest in this request form that:

(a) All the foregoing statements and answers in this request form together with those in any required medical examination, questionnaire, amendment or other document

signed by me in connection with this request form in full, complete and true, and shall form the basis for policy change and become part of the policy. I also understand
that in the event of doubt as to whether a fact is material, it should be disclosed here. I shall disclose to the Company any change in the health or insurability of the
Insured after signing this request form before the change is effective. Failure to disclose any material facts shall render the request voidable.

(b) The Company is not bound by any statement which I may have made to any person if not written or printed here.
I FURTHER AUTHORIZE on behalf of myself, any firm or corporation, who may have any interest in this request form that:
(a) Any doctor, hospital , clinic, insurance company, government office or any organization or person who has any record knowledge or information of me/the Insured

(whether medical or otherwise) to disclose, release or transfer to the Company or its representative such record, knowledge or information pertinent to this request form
for policy change, reinstatement and any claim arising therefrom.

(b) The Company or any of its appointed medical/para-medical examiner or laboratory to perform necessary medical assessment and tests to evaluate the health status of
me/the Insured in relation to this request for policy change, reinstatement and any claim arising therefrom.

This authorization shall bind the successors and assignees of me/the insured and remains valid notwithstanding death or incapacity. A photostatic copy of this authorization

shall be as valid as the original.

RN BREDRA N Z IR IR BB R 5 _EPRY 2 IR F LS » A GEARAR AR R R A& IR 2y 28 Bl it - B R EIR T o1&

B~ EHGEOREAERY » SECCEEE I 35 R ey T PR B b s R T R A B BRI AR K - TBRIFRESAIS & NOIIRIFELERSERIA & 4% - (—) FTER(E
HEEHYROHE 2T - (Z) MEEEHFES R R AR BN Z IR N L EA AR A R PR ARRRAIRAT (EAF) it -

o~ AFEHRERATERER T R T RSO B A SRR B AR AR -

P~ OREEPIRYAN R e e E AR RORE 8 L PR ERAE R S s ORISR R 55 P - T AL Rk 5 I Y BRI B B S L S e R o I REG T

T BAERUUIEEBA SRR A5 AR S DA SR -

ANIEREAN AT A B E N FZRH A B 20 - B R EE T8

B~ RS PR B » DUREOR N EE 2 PRl isiets - MG - B EAMSU - B E L - srMlise e - SRRt R AR UL U,
PRELEVIREE R E P ERGY « AR AN B AERRAE G B E N EEEHAVERII4UER - WEN B IFARRIALIREE SRR - Bfr N Z ET T iR
AR ANFMEEAE - WEEIEERER AR » W EERE R -

Z~  BAEHEMAFEL ZAEEEN > AU A R TR BN - EAFEARHAZHLIH -

BNEE AN AL R ILFARAIFI 2R 2 S SRR R DL T 258

B~ B4 - BB - 20T R AT BUFEF SR EA R A ARA A RIR N ZENER CR e SR E R ) 2 Aok - mE A T s FRERE -
IS R B FA% A B 2 R B B R s o A R R

L~ BEAESREAEATEE L EE N S5 o AR OR B A R PR B ARSI E S - AN R RN TR Z BT OB A AN R A
ZBERHIR -

AN RO N2 R N B A B RLIRTT » BIEARAN AR ASEC BT REE ST » IR ERTT o ISR BRI E AR R E %5580 -

PERSONAL INFORMATION COLLECTION STATEMENT AND CONSENT & \ &kl B K EEE

I UNDERSTAND AND CONSENT, by signing below, that the personal information provided by me whether relating to me/the Insured or to other persons named herein and

held by the Company (whether contained herein or otherwise obtained) is provided to enable the Company to carry on insurance business and may be held and used, disclosed,

released and transferred by the Company to any related company or 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 professional advisor or any association or government authority or federation of insurance companies

that exists or is formed from time to time or any individual/organization associated with the Company or any selected party as the Company may consider necessary whether

local or overseas for the purpose of (i) any insurance or financial related product or service or any addition, alteration, variation, cancellation, renewal or reinstatement of them,

(i1) any scope of insurance coverage, claim processing and analysis of it, (iii) direct marketing and data matching, and (iv) communication with you/the Insured.

T UNDERSTAND that I have the right under the Personal Date (Privacy) Ordinance to obtain access to and to request correction of any personal information held by the Company

concerning me/the Insured or other persons named herein whose information is provided to the Company by me/the Insured. ~Such request can be made in writing and addressed

to the General Manager of The Pacific Life Assurance Co., Ltd. Hong Kong Office. I further understand that the cost of acceding such request may entail a minimum fee of

HK$ 50..

EARERHERERE

ANBHAR T GEEFRER - EAERA ZAEMARAN RO NS AR A L 2 B AR R3S ST FAs S MRS AT ) I RESE 2 R - 'L

ECERA - (B~ ARE - SRESCARER TR E AT A Z AT B TIRREE RS 2 AE - PRIA - BERER - HARACA R RESE R

F - BERER - RS - BUNTRRE - CRESSERRE (BRAEGRARIL) - BHE AT ARE 2 (E A SEEE - ST E AT AAREZAMAE (RinAisst)

TELUTN R 1) AR ORkR e % 2 e dn el - BeX S e dn e i I ~ SE ~ 8 - HOH - SERTeERy i) (EorEEE - BHE R - SeaRaT - i) B

FHAE - BRZHE > Jeiv) BLRA AR EHR -

RNFHOENFRRBEAER (AR GROERERBHA N RORAFTREARA AR IR NSCHA AR A L Z 8 NS - ARZER A DUAEE AREEAR

TR TR SIS B R SR - AN [EN I 3 YA R ST s ey BB e o

Signature of Insured Signature of Policyowner (if other than Insured) Signature of Assignee/Irrevocable Beneficiary (if any)
ZIRAFEE TREFRAAEE (WFEZRAD RN ARG NS (WE)
Signed at Hong Kong SAR on (DD/MM/YYYY) Signed at Hong Kong SAR on (DD/MM/YYYY) Signed at Hong Kong SAR on (DD/MM/YYYY)
FEEBRITREEZER (H /7 B/ 4H) ERARITREEER (H / /) TEFRARITREEER (H / 73/ 4F)
For O/Af?%: %5)85% Only Signature verified by Captured by

Please return this completed form to The Pacific Life Assurance Co., Ltd. at 10/F, Dominion Centre, 43-59 Queen’s Road East, Wanchai, Hong Kong.
Should you have any queries, please feel free to call our Customer Service Hotline at 2876 0876.

SAEZIEFRARA R AP ABRRAIR AT (il © FEEF 25 AN 43-59 5ERFE UL 10 #) - AIAEER - S7EEEE P IREBEER 2876 0876 -
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