AA redefining / standards

Application/Policy Number 1R1%Z {REE 4RI

Supplemental to Application - For General Information | .1, company -

BE RERBEPEIHETE —BRER RAEATAAA -~
AXA China Region Insurance Company (Bermuda) Limited
Important note (Incorporated in Bermuda with limited liability)

1. This form is to be filled in BLOCK LETTERS and signed by the Proposed Owner/Owner. ZRERE (BRE)ERAA

2. Please do not sign on blank form. (REREZMALNBRAR),/
EEEIE: AXA China Region Insurance Company Limited
1. lttiEfr%J?EEELE%%EA/%EAB&IE%E%&%&% o ZREMBARAR
2.ENIELHRBELRZE o AXA Wealth Management (HK) Limited

ZRUEEE (F8) GIRLA

1. Proposed Insured/Insured/Proposed Owner/Owner
BEBRABRABERAAN BEA

Name of Proposed Insured/Insured :

BEWRA BRALE:

Name of Proposed Owner/Owner :

EEREA FEALS:

2. Declaration by Proposed Insured/Insured/Proposed Owner/Owner
BESMERAN HRAEEBEAN HEAERH

3. Declaration and authorisation 87 % 3£

I, on behalf of myself and other persons referred to in this application (hereinafter referred to as “We” or “Our”), acknowledge that this form is supplemental
to the application for insurance, change or reinstatement (the “Application Form”) in relation to the above Application No./Policy No. signed by me/Us. |
agree and confirm that (1) to the best of my knowledge and belief the above statements and answers to all questions are true and complete; (2) We have
not had any change in material facts and/or medical consultation since the date |/We signed the Application Form of the above mentioned application;
(3) the declarations, agreements and authorisations made by me/Us under the Declaration & Authorisation Section and Personal Information Collection
Statement Section of the Application Form shall also apply to this form; and (4) this statement shall form the basis and become a part of the policy to be
issued/reinstated or issued by the Company.

AN - RREAREMAE LR RAF }E&Z}\i (T?ﬁI'ﬁiﬁ"ij)ﬁﬁi%’\ltti%%?ﬁ?ﬁ$)\/ﬁﬁ?ﬁﬁEﬁJ:?Lﬂﬁﬁ%.‘.‘ﬁ%ﬁ/ﬁ%ﬁﬁ?L%E%%%E’\J}Qﬁ C REFHH

REEMRFEE (RFE) - FARBERER M-I R RN RAE SR  BAAFRAMAE YASE22RREEEN 2 BHF LMHE
T RMERBRNEESE  FRE %Eﬂ%f?#)xﬁ FQENBPFEE LBARRERDRBKEAERNZAROANES - HERREIERR

3R &(4)ﬁt%ﬂﬁﬂ%?ﬁ%fﬂT?ﬁ&/fﬁx&ﬂ’ﬂ%ﬁﬂ’]*ﬁ}}*‘ P AERRE D ©

Slgnature of Proposed Insured/Insured Signature of Proposed Owner/Owner Date (YYYY/MM/DD)
éed 18 or above) (If other than Proposed Insured/Insured) HERH(EA8)
EERWRA %&1%)&%%% EEREAN BEARE

(ZID—H\E‘RLAL (HSEEFBWARA,HIRA)

1of1

*NHK1AMDTAN*

LFUWO067-1304



Application/Policy No. #{RZ / (RE4RIE

Electronic Copy E ¥ &4

WER

Supplement to Application -
Supplementary Health Information

x| RERBHRREEMET - RREERH

Important Notes:

1. Thisformis providing additional information, if the answer to any of the health questions in the application
form/service form/request form is “Yes”.

2. This form is to be filled in BLOCK LETTERS and signed by the Proposed Insured/Insured/Proposed Owner/
Owner.

3. Please puta “/” in the appropriate box.

4. Please do not sign on blank form.

EERIE:

1. ERFE/BHFEE/PHERERLREREZERZA TR E > WREAHIEHTELER o

LERAEFERZEFRRA /RAREA / EESFEA /B ANEBERRES

RIETEEAEAMLE/ 15

ENEERRFESLEE o

1. Proposed Insured/Insured/Proposed Owner/Owner

BRmRA [ HEA [ BERIFEA I FEA

HwnN

D New Application

D Existing Policy
RERE

“The Company”

/N1 — VN

AXA China Region Insurance Company
(Bermuda) Limited (Incorporated in
Bermuda with limited liability)
ZREFRE (BRE) GRATE
(MEFREXMRIINERAR) /

AXA China Region Insurance
Company Limited
ZREERABRAT/

AXA Wealth Management (HK) Limited
ZRMEEE (F8) BRAF

Name of Proposed Insured/Insured:
EEWRRA /RN -

Name of Proposed Owner/Owner:
EEFBEA/FEAN

2. Supplementary Health Information

REEEHHT
D Proposed Insured/Insured D Proposed Insured/Insured
EERWERA/BRA EERWERA/BRA
D Proposed Owner/Owner D Proposed Owner/Owner
EFHEA/FEA EFEFEA/FEA

Question No. Z&5%

1. Disease/medical condition/sign and
symptom

oI5 | BRRART | B EAR

2. Date of first occurrence of sign and
symptom (YYYY/MM/DD)
BARERBEBRERNBER (/8 /)
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Supplement to Application - Supplementary Health Information 131 / (REIRIEHA TR T - BRESH @7

3. (a) Treatment/investigations/tests/
scans that have been performed

EEITHUAR /RS /RIS /R

(b) Date of such treatment/
investigation/tests/scan
(YYYY/MM/DD)
BRARE/aE AE /iR e
(#/B/H)

4. Present condition (such as whether
fully recovered, follow up action/
medication/next follow up date)

IR (BIINREEREEE - B5RE/
PR FRERAEZEY) | SRS B HA)

5. Date of last follow-up medical
consultation/treatment (YYYY/MM/DD)
REEZ aRBH (F/B/H)

6. Name of doctor who treated the
disease/sickness/medical condition/
sign and symptom
TARBRRR | E | REARR [ SR E
ARRYBE A2t

7. Name of Hospital, where applicable
BepratE (UnEmA)

3. Declaration and Authorisation

BIARRE

I, on behalf of myself and other persons referred to in this application (hereinafter referred to as “We”, “Us” or “Our”), acknowledge that this form is
supplemental to the application for insurance, change or reinstatement (the “Application Form”) in relation to the above Application No./Policy No. signed
by me/Us. | agree and confirm that (1) to the best of my knowledge and belief the above statements and answers to all questions are true and complete;
(2) We have not had any change in material facts and/or medical consultation since the date I/We signed the Application Form of the above mentioned
application; (3) the declarations, agreements and authorisations made by me/Us under the Declaration & Authorisation Section and Personal Information
Collection Statement Section of the Application Form shall also apply to this form; and (4) this statement shall form the basis and become a part of the policy
to be issued/reinstated or issued by the Company.

BN > KREAREMAEMRREAFR N2 AL (PP BRI RRERAAN /RO EM LR RERET/ RERREZBNRR  REBENHREBUFRH
& (THERE)) - AARENED (1) LR—TIBRTE R MENFAE AR - IAAFRNFRE  9AERZ 2B REREN ; 2 BB LAFFE > RAZEZFRLE
i TORAEREMBRDS G 5 ) MRS LBARED N RSB ABHERNMDNNER « RIRETEANRILRRE | & (4) LERBERE AR
i/ ERBIREEBIIRIE - MR IRE—ERD o

Signature of Proposed Insured/Insured
(If aged 18 or above)

BERAA [ RRAEE
(I+/\BEEEA L)

Signature of Proposed Owner/Owner

(If other than Proposed Insured/Insured)
EEFFBEAN/FEAEE
(WNIEEZMRA /RN

Date (YYYY/MM/DD)
H=EZEBH EFE/A/H)
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