Please read the following carefully before you retrieve, print or complete this form.
EZE - JESEZRMBA - FHE NEFHETX -

Disclaimer

Any form downloaded/printed via any electronic media provided by Chow Tai Fook Life Insurance
Company Limited (“CTF Life”) (e.g. corporate website, interactive voice response system) is done at
your own discretion and risk. CTF Life is not responsible for any printing error that results from the form
download/printing and any loss or damage howsoever caused as a result of such printing error. In the
event that there is any printing error in the downloaded/printed form, CTF Life may require you to fill in a
correct form before starting to process your application.

For forms downloaded from the Internet (the “Internet Printed Form”), upon completing and signing the
Internet Printed Form, you shall be deemed to have read and understood the contents of the form
displayed on computer screen (the “Displayed Form”) which shall prevail in case there is any
inconsistency, contradiction or difference of whatever kind between the Displayed Form and the Internet
Printed Form and have agreed to all provisions contained therein and to have agreed and undertaken
not to raise any objection whatsoever in connection with any inconsistency, contradiction of difference of
whatever kind between the Displayed Form and the Internet Printed Form.

CTF Life reserves the right to update the forms from time to time as it sees fit and also reserves the right
to accept or reject the form submitted by you.
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Change Form (with Health Questionnaire) EP P
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D N R B AR EAREIRIBIRE - BIEAEAILE V" 515
If the captioned policy is an investment-linked insurance policy, please tick “\” this box.
BEBEMEME "N SR RMRETE T EAE REEEHES Policy No. :
Please tick “ V" where appropriate and delete whichever is inappropriate.
BERT  REFAALFTEURFEL2HREVEE2EE - ARECHEFABASRRERADNS O AKE - TRIFEERRERSSEN - T EKE
SEEERERERBEMAABEE  ASER  BEBESEMOFENS - EL  RERRE ST BRI FETERE R/ H B RDINATREIE R/ H
R EFREBRARRTHENEGEREREREE - IETHEL -BENREEE  SKESZEENEE —BHF 128N TP HE - WETHREFNSE R
BRBANBLEEEE -
Important Note: Policy Owner must fully disclose all material facts in this application form, which shall form the basis of the proposed contract between you and
Chow Tai Fook Life Insurance Company Limited, otherwise any changes or reinstatement will be void or voidable. Full disclosure of material facts
generally refers to the disclosure of all relevant facts, information or circumstances such as medical history, smoking status and etc., which would influence the
decision of an insurer in setting premium and/or in determining whether to include exclusion(s) and/or in determining whether to insure relevant risk(s) or etc., are
considered to be material facts. If you are uncertain as to whether or not a piece of specific information is material, you shall disclose it at Part [ Q12. All
changes should be initialed by the Policy Owner.

FE—&B4 Part] — {REFEX Policy Change
D 1. {£E82 Policy Conversion

RERR
FEn 2 Batal B BB 2 IR A e 2 et El etz REE
To be converted old plan Sum insured of old plan after conversion®  New plan after conversion Sum insured of new plan

N A EMREEEIR ST BN EURMRE - FFER (0] -
If total Sum insured is converted to new plan or cancel the balance, please complete “0”.

* MEEERREEEIERE [2F | [REHE | E5TEIT1,000 TR EE AT R QTR EI600TTIREE - R EREI400 TR I A BE IR B EVIAR L < it
N BRRATEBTEHREAEERE [2F | SRTERIMEA RS2 2ERTEA125,0005 7T / 1,000,000/ 7T ©
For term conversion to @MyLove Insurance Plan I, every $1,000 sum insured of the old plan can be converted to $600 sum insured of the new
plan and the remaining $400 sum insured will be automatically terminated after conversion. In addition, the maximum total accumulated sum
insured of @MyLove Insurance Plan series through term conversion is USD125,000 / HKD1,000,000 per life for each insured.

EZ£I1E Important Notes:

1. MERE R REERRERRE - ZRESBBEIVE -
If the remaining balance of converted benefit is lower than minimum issue amount, it will be automatically deleted.

2. MR ERE Y SFREENERE0T - B AREDERAFE  RENERFHcER (0B) -
If the annual premium of old policy is less than HKD80O after conversion, the payment mode will be automatically changed to annual. Premium difference, if any,
is regard to pay for change of annual mode.

3. ZD§§?%1§5321%EE%$3$§U C MREEHBRINRES [EREEESE] WNRE - MENNRYARKEAZHREXIVY - MAEBRRELER
BEERER -
If the converted sum insured is basic plan and no term rider or Cl 100 Protector is attached, all riders must be converted to new plan or cancelled. All the medical
benefit must be kept in old policy.

D 2. B2zt &) Change of Coverage
(a) WA IOREE - WHRMERFR D LA ENBRRRBRT ZEEERIR? (REARE)

For adding of benefit, does this application meet your objective of preparation for critical illness and or medical needs? (Must answer)

O VYes? — @&EEHINA TAIEEMRE? (AINZIE)
Which of the following type of benefit will you consider to add? (Can v more than one)
O PR EARI A9 3R %2 Bh = & Product providing income subsidy during hospital confinement
O & & $5{E b 2R 28 5 & F§ /9 EE f Product reimburse medical expense for hospital confinement
O EERIEEBAREFEARRE - XNTEENEFEESFERE D Product paying a pre-defined amount of living benefit

upon confirming specific conditions or undergoing certain treatments

(] EAh others

[ONo &
(b) wTEIETE/ HwIT IRBECAMREEMEHE) #Ehn R HUH f#+t Remarks
Plan Name / Code New Sum Insured (in Addition Increase Decrease Deletion ( 5|+ e.g. : CPACUR1 —> CPAC4UR)

policy currency)

] ]
] ]
] ]
] ]

(TN AN/PT HNIRFE, SEE =2 758 For increasing/adding benefit, please complete Part Il to V1)

ot
oot

D 3. 18k Reinstatement (EMAR101/105% & HRERKIRE Not applicable to 101/105 Investment Linked Insurance Policy)
(FBHEHE=Z\#) Please complete Part Il to VI)

[ ] ®#RE Policy Reinstatement
(WHEBEFARRS  FEEZ BRNRRESWTEHMEARERRESE )
(For monthly payment frequency, please submit a completed Direct Debit Authorization Form together with 2 months’ premium and premium
levy in advance)

D PASEETREAMHE B R EM Reinstatement by Redating

Chow Tai Fook Life Insurance Company Limited P.1/12

(Incorporated in Bermuda with limited liability)
BAREBASRBRERAR

(REFRETMRILZARAF)
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/ MEREESMRE | TMRZBTIE  Adjustment or Removal of Loading / Exclusion
HEHZE_Z R - WERBERECFIMRE - BRIFELZE_HHIETHE )
lease complete Part Il to VI. For change of Occupational Rating, please complete Part Il, Q7 only.)

FEIMRE - BEIEA Loading - Occupational Rating (B#EftEA{=&I4° Please provide a copy of employment letter)
T8 HE (A /A /%) Employment Date (DD/MM/YY) :

HEIMRE - 2R Loading - Medical Rating (51215 B2 i FEERAX+ Please provide with relevant document of medical evidence)

TMRZETE Exclusion (FBiRIEARIZEEEEN{F Please provide with relevant document of medical evidence)

C
O #x

o

L]
o
&

ME]| AR "e-Notification" Service
ETRME] AR Accept "e-Notification" Service

B [E7RAE] RB%  CHBENEARBASRES —HEZHURYE - RMNE TS BSHEMBAE TE - QrIRERELR [AXBAS] /

[BOSSHF#H LIRS ] &R TH -

Accept “e-Notification” Service, all your CTF Life polic(ies) will automatically be entitled to our "e-Notification" Service. We will no longer mail relevant
notifications to you. You can view and download them from your “CTF Life” / “BOSS Customer e-Service” account, whenever and wherever you like.

D 6. Efi¥ % Other Changes

Name of Employer/
School

E=#2 Partll
7. BEE MARBZIRAUTHER MHARBREFEAUTHES
Occupation The following information of the Insured must be provided The following information of the Policy Owner must be provided
Information (TEARFNEREUTHIEES A GEE)
(Not applicable to HK full-time student whose age is 18 or below)
EEX/BREMHE

NRIEBUEATE
Nature of Business/
Industry

Duties (if any)

Other Occupation & Exact

Bz & B E IS
Occupation Title and
Job Duties
TEME 1. &4 81&? Self-employed? [12 Yes [1%& No | 1. 25 HE? Self-employed? [J2 Yes [J& No
Job Natur 2. AEBZETIE(15KEKIA L)? = . 2. ABRRZETESKR®IAL)? - -
ob Nature Any work at height (15M or above)? U2 Yes L& No Any work at height (15M or above)? L& Yes & No
BAFHEA
Average Monthly
Income B HKS B HKS
BIEFETERATIR(TEERERBEERA) GIEELERAKF(TEERERELKA)
Include all ii from employ t (Not from i ental i ) Include all i from employment (Not from investment/rental income)
B £ /283t it
Address of Employer/
School
Z= Room/Flat # Floor FE2/KE Block/Building Z= Room/Flat # Floor £/ K E Block/Building
38478 & 5785 No. and Name of Street/Road #1784 8 5785 No. and Name of Street/Road
*HK/KLN/*NT *HK/KLNQNT
b District EBIEEET R H[% District BBIEEATR
#% Province  #BX Country  #EEU4RY% Postal Code #4 Province  #EX Country  #ESERY% Postal Code
RUYFEEFE U2 ARBIT Must be completed for addresses out of HK | HUFFEM U2 ARBULTA Must be completed for addresses out of HK
HinBEREERS (10F)

P.2/12
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wEm/ MMERESESEFRER  BEEABENNS
Please complete Part VI directly if you intend to increase / add simplified underwriting products

8. [REMRE| MEEHE (NFEA EMEZREBS > FTEYTEHR)
Information for Application of “Disability Protector” (If inapplicable, please cross out the field instead of leaving it blank)

8.(a) RRAZERTRBZ V&2
How long has the Insured been employed in his/her current job(s)? . FYear(s)
AR —5 - FESHBAR— B

If less than 1 year, please state his/her previous occupation:

8.(0) MEZRAEKRFXZ B TELE  BEGDRTEABMSES * &8 FdH -

Would the employer(s) of the Insured pay any remuneration or salary to the Insured if the latter becomes unab le to work during periods of injury or sickness? D & Yes D A No
If yes, please state:
(a) 431 HABR the payment period ; M and

(b) & A £ %8 () monthly amount (HKS)

9. EARBREREEREPHAMERBE (R 7/, BEEFRSEREIRTHEA) o) OYes/H ONo /&%
ERFEBIOMEFRTRRRABLBG

In-force Insurance Policy or Other Pending Insurance Applications (If "Yes", please specify the sum insured (in USD).)
Not applicable to standalone VHIS application

AR A HEEH AE fBIx BN BHMgIARE EBREAS SEAL
Insurance Co. Application Date Life Critical lllness Accident Accidental Weekly ~ Hospital Income  Disability Income
Indemnity

ERA
Insured ()

@)

®)
REFAA
Policy Owner 1)
MBRFERIR - ERAE
REXRERZER (F&
1%@’%% i GE
ZEMRER) (2)

Please prowde both parents’
information for Juvenile
Application (Coverage of the
Juvenile cannot be higher
than that of the Parents)  (3)

WHERE - ERAEIARERTREABLBG s ELARKR [ARARE] » TREERTHIFABG -
Special Questions - No need to complete this section if apply standalone VHIS; No need to complete the Applicant's section if no
Payor Benefit applied.

s s e = [ S S ZRA REREA
MEIORENMEMENEERRE [F] X (] @ BFEF12EMMFFRFMIBER - ;\sured Policygwner
If any answer to Q10 and Q11 is “Yes”, please give the details of all such answer(s) as ] = ] =

h B2 i B2 )
Remarks in Q12. Yes No Yes No
10. ERFRANTAAS £ - B - BEXSRERMRREEXREEUSTEIAR  BTRIES - [] [] [] []

T - MBS AMREIE? 0 - FES1 2B H T %IEM EETE Elﬁﬂ [ et
Have you or the Insured made any application for, reinstatement of or renewal of life, critical illness,
accident, health or disability insurance which is eventually declined, postponed, or accepted with
loading or coverage exclusion? If yes, please state the name of the insurance company, date,
reason and other details as remarks in Q12.

SRZRARNBESARK— EWT&@Eﬁﬁ%ﬁ“ﬂzx%}\ﬁﬁE?Eﬂﬁ&&\\iﬁ%&ﬁj@/—dH?ﬁ”ﬂ’%% [] [] [] []
S - BRE12EM R FE RN RE/IME - BRI T RNER o

Have you or the Insured been, or will you or the Insured be, taking up residence away from your
respective places of domicile for more than 6 months in the past or coming year? If yes, please provide
the reason/nature, duration/frequency of the visit(s) and the name(s) of the resident city(ies)/
region(s) as remarks in Q12.

1

N

12. fiiE | BREXR
Remarks / Special Requests

2407

P. 3/12
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Part lll — General Information

— BR (NRARE] BOERERE ALY

Please complete the Policy Owner’s section if apply Payor Benefit

13| 2®RA 58 3K % WR /i
Insured Height centimetres (cm) OR feet / inches
REFEA 1G] [EK (17 R/ g
Policy Owner Height centimetres (cm) OR feet / inches
14. | ZRA (K NI B4 [
Insured Weight kilogrammes (kg) OR pounds (Ibs)
REFEA fEE N 57 i
Policy Owner Weight kilogrammes (kg) OR pounds (Ibs)
15. | IR/Z & € Smoking habit
(] RN EReFEETRNER  SHh - 23 BEEERRLTHANES (PInETE) -
For the purpose of this question, the meaning of “smoking” includes but is not limited to cigarettes, cigars, tobacco pipes, chewing tobacco and
the use of nicotine replacement products (such as e- cigarettes).
BEREREHEBRERFAL TRE ? ZRA 0% Yes 0% No
Do you smoke or have you smoked in the last 5 years? Insured
REFEA 0% Yes 0% No
Policy Owner
% - &BaFAL ¢ If yes, please give details:
a) EEEMER Z®RA
Type of tobacco product Insured
REFEA
Policy Owner
b) REBEMKENE - BRERRRGHE R 122 28 1 By 4 A P BEERERRENE
Duration of smoking habit, and frequency and Duration of smoking habit Frequency and quantity of
quantity of consumption Consumption
ZRA
Insured & % Piece(s)/ Hday
Year(s)
REFEA
Applicant &3 ____Piece(s)/ __Hday
SRR RE Yoars)
If you no longer smoke now,
C) FEERAIRE ? ZIRA
when did you quit smoking? Insured AMM FYYYY
REFEA
Policy Owner AMM FYYYY
d REBLEEFEMERERRM? ZIRA A Yes O& No  REA
are you advised by doctor to quit smoking and for Insured Reason:
what reason?
REFEA A Yes O& No  RHA
Policy Owner Reason:
16. | #tEAlcohol consumption
ERET_MEAN  GRETHERRABERRDEBR= HERA %A Yes 14 No
w2 Insured
In the last 12 months, on average do you drink alcoholic
beverage for more than 3 times in a week? REFEA A Yes % No
Policy Owner
A - FE=Eal ¢ If yes, please give details:
a) JERHGER  WEBEBOHERRE  BRERKBOE
Type of alcoholic beverage, duration of drinking habit, and frequency and quantity of consumption
BEREEE - ARERKAGE
Type of alcoholic beverage, frequency and quantity of Consumption ST S 4 R
127 Beers I Wine R Spirit HAth Others Duration of drinking habit
(1f#can =330=Fml) (1#Fglass = 100=ZFml) |(1/)\#ftot=30Z Fml)
ZIRA O O (I O
Insured & Type
f#can / #glass/ /NMitot/ =Ftml/ F Year(s)
Hday Hday Hday Hday
REFEA | O O U U
Policy Owner fE$EType
f#can / #glass/ /Nftot/ =Fmy “F Year(s)
Hday Hday Hday Hday

P. 4/12
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HEERERAREA
If you no longer drink now,

b) EREERAEAER ? FRA
When did you quit drinking? Insured AMM FYYYY
REFHA
Policy Owner AMM FYYYY
c) RAEBLEEZMERRRERM? FRA %A Yes O& No  RE
Are you advised by doctor to quit drinking and for  Insured Reason:
what reason?
REFAB A [15A Yes O&No REA
Policy Owner Reason:
17. | IRAAAREE LR 2 59
Taking of drugs not prescribed by doctors
ERERFN  CEEREBRR—EACRAREEEE ZRA % Yes J& No
Tz Y (BIERREIESORELEY - flmATREA Insured
B &R XMW REIEEERS  ETBREEE
WRES) 2 REFAA 1A Yes 0% No
In the last 5 years, have you used any drugs Policy Owner
(excluding dietary supplements) which are not
prescribed by doctors (including habit-forming or
recreational drugs such as cocaine, ecstasy, heroin,
methadone, anabolic steroids) for a continuous period
of more than 1 month?
WA - EErl
If yes, please give details:
a) EYRA
Type of drugs ZRA
Insured
REFRHA
Policy Owner
b)  FESERNRE  ERERGHE R B A R BEERERRRHE
Duration, frequency and quantity of consumption Duration of Consumption Frequency and quantity of
Consumption
ERA
Insured FYear(s)
REFEA
Policy Owner FYear(s)
18. | BEEEBETZEARNKGEERKTZBEANLELATES ?

Have you engaged in the following activities within the last 12 months or will you engage / intend to engage in the following activities within the

next 12 months?

a) (HusRitEssEs (i Bk &E &
WskZE A - Bkar - SRk - MENEAIRIT)
Any hazardous sports or activities (such as
diving, motor racing, mountaineering or rock
climbing, parachuting, sky diving, hang gliding).

b)  RITEE (TEEANEREFHFREHEENE
RMEHARH IR AT 69 F B RTS)
Flying activities other than as a fare-paying
passenger of a licensed air service operating
within recognised scheduled routes.

W - FEATAL

If yes, please give details:

c) JEENEM
Type of activity

d)  2EEHRRERERERE
Duration and frequency of engagement in the
activity

ZRA % Yes O% No
Insured
REFBA 0% Yes O% No
Policy Owner
ZRA OE Yes O% No
Insured
IREFBA & Yes 0% No
Policy Owner
ZRA
Insured
RERHA
Policy Owner

2 EEE BN SEEE NIRRT E

Duration of engagement in

the activity
ERA
Insured FYear(s)
REFAEA
Policy Owner FYear(s)

Frequency of engagement in the
activity

P. 5/12
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Part IV — Health Information

-BRIR [RRARE ] FEEREZEADS
Please complete the Policy Owner’s section if apply Payor Benefit

- mERBEA T REMRSAE -
Do not require to disclose information regarding the medical conditions or treatments below —

CIENR SR ﬁ#@ﬂfﬂ% (BAE®m) - HETR (BFwE) &2E  NAHE (BER) - B0E  BHRENREE / RESR (BB
RER) BRFEDME2H RS (BBREREE)  BRERRSE BREF/RER) - BEBEE  GRsw0R (BEH)  THERIBRER
EREFER 08 B8/ aﬂl% | I -

Cold / flu/ sore throat, gastroenteritis / food poisoning (fully recovered), indigestions (no investigations required), acne, muscle sprained (fully recovered),
thrush, routine scan / blood test for pregnancy (normal result), routine cervical smear (normal result), routine health check (normal result), preventive
vaccination, Hormonal Replacement Therapy (menopause), infertility treatment or uncomplicated pregnancy, myopia / hyperopia / astigmatism /
presbyopia.

-EUTE19E26REI0ETEMN—HRBEZERR [R] & SR ELMBHERERH T B HENBRERS -
If your answer to any of the questions 19 — 26 and 30 below is “Yes”, please procced to answer relevant follow-up questions in Part V Supplementary
Health Information.

Please v the appropriate boxes. ZIRA IREEE A
BHEEEHEEEE V Insured Policy Owner
P = = =
Yes No Yes No

19. | ZBRE GRHED THIRBREFEAMR 2

Have you ever been diagnosed with any of the following diseases or medical conditions?

a)  EESRAIE U U U ([
Cancer or carcinoma in situ

b)  JEEPRERE O O O O
Brain tumor

c)  LERRE O (I O O
Heart disease

d)  HE (BEEEMHERD - A8 PR ) 0 0 0 0
Stroke (including transient ischemic attack (TIA))

e ®nE O O O O
Hypertension

) BERFAIEERWERLE O O O O
Diabetes mellitus or impaired glucose tolerance

9 BE 0 0 | 0
Kidney disease

h) MR S A R IERR O O O O
Prolapsed intervertebral disc or degenerative spine conditions

) BEEARRESNERORRRRERR 0 0 0 0
Diseases or medical conditions requiring a medical device or prosthesis to be implanted
within the body

) ABREIRZRE (BAmhS) Bk 0 0 0 0
Human immunodeficiency virus (“HIV”) infection

K GxMEm ERDERRZAICFENES B E® LNES) 0 0 0O 0O

Congenital conditions (medical, physical or mental abnormalities that existed at the time of
or before birth)

) BBRE AR B R RPEEBES) R - Sk IR RN O O O 0O
Physical defects, impairments, deformities, and / or conditions affecting mobility, sight,
speech or hearing

m) EeRERR PIIHE  ER  BRAH  KAKEIRINER) 0 0 O 0
Mental health conditions (such as depression, anxiety, schizophrenia, eating disorders, or
bipolar disorders)

N SEERESSnEE O O O O
Hypercholesterolemia or Hyperlipidemia
0 FHEER BImZARAAFL (BEARSBERE) - PRI SFEL) 0O 0 0O 0

Liver disorder (such as hepatitis B or hepatitis C (including tested positive), fatty liver or
cirrhosis of liver)

p)  ZEMRE(LAE 0 O 0 O

Multiple sclerosis

20. | mEARABA FIERABREEAR ?

Do you currently have any of the following diseases or medical conditions?

a) JE (B8 [hBR] ) (I (I O O
Hernia

b) IEmE (R /BEk/ [ELR / BB/ AED /) O O O O
Breast lesion (tumour / mass / lump / cyst / nodule / growth)

©) TEuNEmE (/R Es/ RE /A /B 0 0 0 0
Uterine or ovarian lesion (tumour / mass / lump / cyst / polyp / nodule / growth)

d)  RUFTFIARIER 0 0 0 0
Benign prostatic hypertrophy

o) MERAILRERR (BAA BREADIBMER) 0 0 O 0
Gall bladder stone or urinary stone (renal stone, ureteric stones or urinary bladder stone)

) BRE- SERIRERFEE 0 0 0 0
Cataract, glaucoma or retinopathy

9) BREAEEMEAEIRR 0 0 0 0

Arthritis or other joint disorder

P. 6/12
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ZRA REFBEA
Insured Policy Owner
= = = B
Yes No Yes No
21 | ERERFR  CRAGEIWEAZTHIFE (PINEA - GMER - 8¥F - 8F) RERK O O (| O
SRR E LB EEEAS (FIINHERIEE - VIAREAD - BeREE) MIRED G BRI ?
In the last 5 years, have you ever had or been advised to have any regular or ongoing (such as
monthly, every 2 months, half-yearly, annually) follow-up consultations or medical care with a
healthcare professional (such as specialist doctor, physiotherapist, psychiatrist) for any disease or
medical condition?
22, | HBERFA  CROCGHEAZFZTEH (PINEBEEREE | BE—K /I BRFER) RARH O O O O
B —E R R &Y 7
In the last 5 years, have you been advised by your doctor to take any medications (such as to be
taken daily / once per week / as needed as directed by doctor) for a continuous period of more
than 1 month?
23. | EBERFAN KRR YATER?
In the last 5 years, have you been admitted into a hospital?
24, | EBERFR - BRE BEFERBERTEIINEEF (BEANEEREIOTEBER) 7 O O | O
In the last 5 years, have you undergone a surgical procedure (including endoscopy or biopsy)
without being admitted into a hospital?
25. | EBERFRN  BREBEXNEREFEXRE (PIMERM - BK - OEE - Xt BER - F O U (] O
PR - R - EBFRHE - AR - ZEFH - REFLR) 2
In the last 5 years, have you ever had or been advised to undergo investigations (such as blood or
urine test, ECG, X-ray, ultrasound, CT scan, MRI, PET scan, HIV test, Hepatitis B test, Hepatitis C test)?
MRERE [B] @ CHREFERETRETIIER?
If the answer is “Yes”, do your investigation result(s) include the followings?
a) MBERER U U (| U
Normal test result is advised
b) BREREE O O O O
Abnormal test result is advised
c) MBIEFFERRIBRER O O O O
You are still awaiting test / test result
d BBRERAETHITRE (FEEHSE—FBRR) O O O O
Test result is inconclusive or uncertain (retesting or follow up test is required)
e) HRRERESKBRERIFZTEEILAR (PIN—LRUFENRAENBEROFER /58 O O O O
FhE | BERAESAS L | RARERIRRIF IR IH E sk LB sk Rk AR H 3R A5 E)
Medical advice has been sought or treatment is required for the test result (such as liver cyst
/ brain cyst / joint degeneration or calcification / lung or breast or thyroid calcification
discovered on imaging test, that may not require immediate treatment)
26. | KRTEEF19E25IBERMBEFRERBHNERSN - BRBETHIER? O O O O
Apart from anything you have already disclosed in Questions 19 - 25, do you have any of the
following conditions?
a) EBE—FR - EEENULED T SAT (1185) U E
Unintentional weight loss by more than 5 kg (11 Ibs) over past 1 year
by AEFHM (FlkEHm - Em - RS msxim) £40—1@A 0 0 0 O
Abnormal bleeding (such as vaginal bleeding, rectal bleeding, nose bleeding or coughing up
of blood) for at least one month
C) fEBE—FN  BHEEMREKASEEMERSEEIAFTERIEXEEAR (HINHH O O O O
B4 YRamen - BeREL) HREDS
In the last 1 year, you had or have been required to have follow-up consultation with a
healthcare professional (such as specialist doctor, physiotherapist, psychiatrist) for any
medical condition or sign and symptom
d) EmRERRERBIER (PIER - 58 SRR - s L) mELR Ba% 0O 0 O 0
BEESR
Other medical conditions or sign and symptom (such as lump, headache, persistent
coughing, chest pain or epigastric pain) that you are seeking or intend to seek medical advice
27. | REARZIE For Female only
ERRREER? O ([ O O
Are you currently pregnant?
R - R
If yes, please give details:
a) EEHA :
Expected date of delivery :
HDD AMM FYY
28. | REARSESUA T Z FR72E Forinsured children aged 6 or below only

RRAZERENEREIVRAME - K& [ HEREEDR25QT (5.58) ? O ([

Was the insured child born before 37th week of pregnancy and / or born with body weight less

than 2.5 kg (5.5 Ibs)?

e - R

If yes, please give details:

a) RRFEEZHWP—BELE?
At which week of pregnancy was the insured child born?
%1378 more than 37 weeks 0
32%3778 32 to 37 weeks O
282317 28 to 31 weeks O
172281 less than 28 weeks 0
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ZRA REFFEA
Insured Policy Owner
= = & o
Yes No Yes No
b) AR
Body weight at birth
ZH2.50 2T | 5.51%% O
more than 2.50 kg / 5.51 Ibs
1.51-2.50 /T /3.32-5.51 % O
1.51-2.50kg/3.32-5.51Ibs
1.00 - 1.50 /T /2.20 - 3.31 &% O
1.00-1.50kg/2.20 - 3.31 Ibs
DR 1.00 AfT 12.20 £ O
less than 1.00 kg / 2.20 Ibs
29. | BEPTA - EEVRAELXEISUU B IR E BHIS T BRSA BT R S T RS g BN
At your best knowledge, have any of your parents or siblings by blood been diagnosed with any of
the following diseases or medical conditions at or before age 60:
a) J&JE Cancer ([ O O O
b) & Coronary heart disease 0 0 0 0
c) HE/Rf Diabetes mellitus O O O O
d) EENPLEITIRE Motor neuron disease 0 0 0 0
e) ZEMEE(LIE Multiple sclerosis 0 O 0 O
f)  #@ Stroke 0 O 0 O
g) 1H&HESE Parkinson’s disease 0 0 0 O
h)  EER - 0 0 0 0
BRERMEAE - JERMERBIR SRR - RSRKE - REOIE - BEEDE (MK
o WHEEM - WAEM) - NINEREE  ZRMBRSCT T EEBE -
Hereditary diseases -
including cystic fibrosis, familial adenomatous polyposis, Alzheimer’s disease, familial
cardiomyopathy, inherited blood disorders (hemophilia, thalassemia, sickle cell disease),
muscular dystrophy, polycystic kidney disease or Huntington’s disease.
I - L
If yes, please give details:
(1) UBME 3R (2) &% (3) IREEF IR
Which family member relationship| ~ Disease Onset age of disease
ZRA S [ 3058 A T O 41-50 5%
Insured Father age at or below 30 age 41-50
[ 31-40 3% [ 51-60 7%
age 31-40 age 51-60
(S5 [ 305R=kA T O 41-50 5%
Mother age at or below 30 age 41-50
[ 31-40 5% [ 51-60 7%
age 31-40 age 51-60
R [ 303%2AT [ 41-50 5%
Brother age at or below 30 age 41-50
[ 31-40 3% [ 51-60 7%
age 31-40 age 51-60
EEZS [ 3058 2AT [ 41-50 5%
Sister age at or below 30 age 41-50
[ 31-40 5% [ 51-60 7%
age 31-40 age 51-60
REFAAN | LR [ 3055 2AT [ 41-50 5%
Policy Owner | Father age at or below 30 age 41-50
[ 31-40 5% [ 51-60 7%
age 31-40 age 51-60
(S5 [ 305R=kA T O 41-50 5%
Mother age at or below 30 age 41-50
[ 31-40 5% [ 51-60 5%
age 31-40 age 51-60
B [ 30582 A T O 41-50 5%
Brother age at or below 30 age 41-50
[ 31-40 3% [ 51-60 7%
age 31-40 age 51-60
iEEZS [ 30582 A T [ 41-50 5%
Sister age at or below 30 age 41-50
[ 31-40 5% [ 51-60 5%
age 31-40 age 51-60
30. | mEs R ERERRE RIS - MR -
Applicable to all application except standalone VHIS application
CRT GBS AR IAE FER  MENEREEE  BME - AW SIEHTRBDE -
o] B /B % B 9B/ 95 B /B P 5 /R R TER - Bo0E - DS - RERkmEeE | U O O O

AR ?

Have you ever been advised to have chronic obstructive airways disease, obstructive sleep
apnoea, epilepsy, autism, ADHD, any tumour/mass/lump/cyst/polyp/nodule/growth/abnormal
swelling, or any signs and symptoms of palpitation, heart murmur, numbness, albuminuria or

haematuria?
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Part V — Supplementary Health Information

HENIAE19E26 R FEIBEM—HMEZERR [£] & FLEMROMERHEEZER

If the answer to any of the questions 19-26 and 30 in Part IVis “Yes” , please provide additional information as applicable
FREREHE2EN (PINERERERE BPHNER TREFHRAMD) UEIEHATZERRE -

Please provide information as detailed as possible (e.g. provide year and month if exact date could not be recalled) for the sake of fair assessment in
underwriting.

WPATZEAT R - FEE [REREHTERE(RERANMREEEE)]

If the following space is not sufficient, please complete “Supplementary Statement Form for Policy Services (only applicable after policy issuance)

A5
Question No.

*EMETEAE
* Please delete as appropriate

RRA I REFEA RENTREFAA RN REFEA

*Insured / Policy Owner *Insured / Policy Owner *Insured / Policy Owner

(1) B0m [ B2 FRAROR 1R EUIEAR
Disease / medical condition /
sign and symptom

(2) BRHEBRREIERE B
Date of first occurrence of sign
and symptom (E DD/ AMM/EEYY) (E DD/AMM/EEYY) (E DD/ BMM/4EYY)

(3A) B#ETTRYRE [ 1E 1 AIF /
bR

Treatment / investigations / tests
/ scans that have been
performed

(3B) BRAE I faE / BIE /7
BB

Date of such treatment /
investigation / tests / scan (EIDD/BMM/EYY) (EIDD/AMM/EEYY) (EDD/BMM/EEYY)

4) B (FIneEExaEE

- BRIRE RARESEY I TX
BZAH)

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

(5) ZEED AERAH
Date of last follow-up medical

consultation / treatment (FDD/AMMIZEYY) (FDD/AMM/ZEYY) (IDD/ AMM/4EYY)

(6) R BB B [ T [ 2R
R REIE R B AR

Name of doctor who treated the

disease ] sickness | medical (B ERRATBBRERSAA / FRANEEVEME BTSN  BRERERAA / FRANEARE - )
condition /:sign and symptom (Note: written consents from Policy Owner / Insured are needed before an insurance company may approach
the Policy Owner’s / Insured’s doctor for access to his / her medical records)

(7) Blxa1E (@)
Name of Hospital, where
applicable

OXE : ERBAFMAREFSEA/ ZRANBENEREBRCHA - FRGRESEA/ZRANZHEE )
(Note: written consents from Policy Owner / Insured are needed before an insurance company may approach
the Policy Owner’s / Insured’s doctor for access to his / her medical records)

R ERS

Statement for Collection of Information

AT ERERBNERN Z B - URREREARBEMAAERETEIERNES -

The following statement states the purpose of collecting health-related information and the Policy Owner is required to provide the complete and

accurate information to the best of his/her knowledge and belief.

() = M HH5 MMREREFFTEHECEANREBER) BEEEFABNEHEERZR AR  MEREARBAFZIHREFEA
ZRERERFORTE RFEEROIET c AABASHKANZREFAATEE  UERBEEPERBRAFRAR
Parts I, IV, V and Supplementary Statement Form for Policy Services (only applicable after policy issuance) collect health-related information
solely for the purpose of underwriting which is a process for CTF Life to evaluate the health risk of the Policy Owner and decide the application
results. The underwriting process that CTF Life adopts shall be fair and reasonable, and CTF Life should explain the application results if requested by
the customers.

(i) FRREBEA  BHTREZEMAME  BEABSTERAFARASEHRTERERNER - AXBASREETIRENER - ATEgiRD
REMBENEAMEZRTE-SREEHMERRZA -
As the Policy Owner, you are required to provide CTF Life with complete and accurate information requested in this questionnaire to the best
of your knowledge and belief. Based on the information provided, CTF Life may have follow-up questions or enquiries that require you to provide
further information for underwriting purpose.

(i) EETERIARFEREZE NAER AN BER RSP RUNERNEEARERER - HTHTELRFTBEANEAKRBAS °
If there are any changes to or updates of the information provided in this application after the time of submission of this application and before you
receive the confirmation documents, you are required to notify CTF Life in a timely manner.

(iv) BMEERIhi#tEZ - BRI TIARIZ (i) PIEEMAAERAREASRMTE RERNER - SR (i) FTlFh &R s Er 5 E# B 3m &7l
HEREAT - BTIHRBREAIRSIEZE  AREAFIATRRELAR L « (EESRHERIRE RS - IR -
Even after successful application, the insurance coverage for you may be affected or the policy or application may be terminated, voided
or rescinded, or claims may be repudiated by CTF Life, if you have not provided CTF Life with complete and accurate information to the
best of your knowledge and belief according to (ii), or if you have not notified CTF Life on any changes to or updates of the information
in time according to (iii).
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Part VI -

Health Declaration (Simplified Underwriing Product)

BRARFRENEZEIRRER
Applicable to Simplified Underwriting Products of Non-ILAS

1.

ERABERTERALTNBEI6MAMAEHERCAL - - AFRALT BREBRF BN A REANEE (v, LG
EbrsidE X2 a2 mE? i - FREBH - REME REFE - REERLNER)

Has the Insured currently hospitalized or has been hospitalized for more than 6 consecutive days in the past 36 months

or has the Insured been advised that he/she is having medical condition that will need to be hospitalized or required

diagnostic checkup in the next 6 months? If yes, please provide the date, nature of iliness, details of treatment,

current condition (if applicable).

BERAREHESSZRER
Applicable to ILAS Simplified Underwriting Products

2. ZIRAZRE : Has the Insured:

(a) EVER been diagnosed or treated for AIDS or any kind of terminal cancer or tumor; or = =
BT B S ok (R TR 2 K EAE B 8 8 A — A RASASR ¢ o O 08

(b) been hospitalized for 30 days or more for an dlsease ‘within the past 6 months; or
PRBEGME AR - EEAREmMARB30H sA L

(c) been postponed for any life insurance application i |n the past 6 months; or
RIBEGE AR - BT IR ASRIRAE © 3k

(d) been declined for any life insurance application in the past year?
RIBE1FA - WIER IR ASRREF ?

WE - AERERE KRS  REHE  BEER - ASRRBEGEHRTEH / ERNRA - RRA R EEIRERBEER)

If yes, please provide the date, nature of iliness, details of treatment, current condition, reason of your life insurance appication
being postponed / declined, name of insurance company and policy number (if applicable).

N
N
o
<
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fREESRTE Policy No.

A& EE 8 Commission Disclosure Statement

REFEARH BAREE  AABASERRESAABEAABASERNRE  #REMARNRENERRE  nERERBELIVIAE - SEFETR
RER - B EMHTINRE R RFEDTHRE - RANREHFEARZADE  KRREFFAEBNVEREASENAABASEIMIMCEEADRRESRE -
The Policy Owner understands, acknowledges and agrees that, as a result of purchasing the policy issued by CTF Life, CTF Life will pay the authorized
insurance broker commission from inception and while the policy remains in force. These include, but may not be limited to, renewals, reinstatement,
additional of supplementary cover and increases in the initial contracted premium. Where the Policy Owner is a business association, the authorized
person who signs on behalf of the Policy Owner further confirms to CTF Life that he or she is authorized to do so.

REFEATHABRRBASUEANSREFEANDE  FAUERRENERE -
The Policy Owner further understands that the above agreement is necessary for CTF Life to continue the policy.
REFEABLRE  AREAFBABASRABRROREINASTEBNERERBRELE -

If the Policy Owner pays the premium, the Pollc;LOwner is deemed to have given permission to CTF Life to pay the commission to the authorized
insurance broker in relation to the pollcy issued'by CTF

X
REFEARE FERH(B/RIF)
Signature of the Policy Owner Date of Signature (DD/MM/YY)

B A ZE R U EZE Personal Information Collection Statement

A HMEREA / BROEEELRBAORARASRBERAR (UTHE "AAXRAST ) ZEAERERRE ( "ZER" ) AA/
HPIBARAEE QR A REZERAMR AT E E’JH&Z%& | B3EE - FRR/EEE D ZAMEAER (TREERERUEM R
BES) o AN/ BRMBAEARA / RS ERLREIREMEER - TRIEQRGAEELNTZERZENE / RAARA / HifRE Euﬂu
RS o AA / BRFIERKRREAA / BFHEAER ATH ﬁ&g//\%u&éﬁﬂﬁﬂ ARE =7, JUAKIE, REEERIRAER M iRt
BEHEHA T AMBEMEANSEER S L MELRNZERAMNERE®H - RA/RMEAR Eiéﬁﬂﬂﬁf%ﬁﬁﬁﬁ—ﬁ"ﬂﬁm/\—fﬂ’]
AT E - www.ctflife.com.hk » KA AE A TIERE o

| /We confirm that I/we have read and understood Chow Tai Fook Life Insurance Company Limited (“CTF Life”)’'s Personal Information
Collection Statement (“PICS”). I/We declare and agree that any personal data CTF Life may collect and/or hold, use and/or disclose/share
with (whether contained in this form or otherwise obtained) in accordance with the Purposes as set out in the PICS. I/We understand that
if I/we do not provide the required personal data, CTF Life may not be able to perform the Purposes and/or provide products or services
to melus. I/We acknowledge and agree that my/our personal data may be disclosed/shared with specified parties in the PICS; law
enforcement authorities; databases or registers used by the insurance industry to analyse and check information provided against
existing information for any of the Purposes stated in the PICS. I/We understand the updated version of the PICS is available for download
from CTF Life’s website: www.ctflife.com.hk, and will be made available upon request.
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{REESRTE Policy No.

BB [ $2# Declaration and Authorization

RABUBEBRRAZREZBABFENE N BRIELER - RARKEARFABEZRABRB RFZ(1)ERER - sl hRER I 2 ATRER S
BREABRFEE-FEED - WARKS THURMTERT AT ER « (a)BUEFHA BRMHTE < KE R () AREAFRRER DR ZADTNIRAEFANEETRD
BERTHAZULEE - QB Rz ERMTHEARERE R QEARFE 2 E PO HRFEEREN - FRHEE BB A BRI - MR ERMEZRENT AR
FRBBESEARNEFA  QYREAZ T EFEBIGR R AR L GAFSEARAAEEN - ERSIEMRELMINREZ BE - EHERAEEZRRAHQFM
B BRERT - (A ARBERAEZ IRIEABKASRETRZARBLKBREZ —8B) - MBRFHFEHERSD

| hereby request that my policy to be changed in accordance with the particulars set out in Part | of the application and | UNDERSTAND AND AGREE on
behalf of myself and all the Insured(s) that: (1) The request for reinstatement, change of addition which requires evidence of insurability shall consist of Part |
to Part VI and shall not take effect unless all of the following conditions are met: (a) any required payment for the application is paid in full and (b) the
application is approved by Chow Tai Fook Life Insurance Company Limited at its Head Office during the lifetime and continued insurability of the person
insured by the policy; (2) the request for change which does not require evidence of insurability shall consist of Part | only and shall be effective from the
date of this request unless a later date is specifically indicated, but only if the change is provided by the policy or is allowed by Chow Tai Fook Life
Insurance Company Limited under the policy; (3) The incontestability Provision and Suicide Exclusion Provision in the policy shall apply upon reinstatement,
changes or addition of sum insured or supplements and the period of time specified in the said provisions shall run from the date of approval of this application
by Chow Tai Fook Life Insurance Company Limited; (4) This form and the evidence of insurability of the person or persons insured if required by Chow Tai
Fook Life Insurance Company Limited shall be the basis for change in the policy and will form part of the policy unless otherwise specified.

RAZIREAARAEZRABAREE() Ll — B RHENAEEER - TREEAARTFAE @ RAAMMAE - YRARERN  2HEE : (2) LulfE
BFTA BRRILRBEE K AERRENIRE - WIERREN I : QARAHERAMELOEMER - LA EILRFE LERKNY - ERTATEZELOR -

| HEREBY DECLARE AND AGREE on behalf of myself and all the Insured(s) that (1) all statements and answers to the questions whether or not written by my
own hand are to the best of my knowledge and belief, complete and true; (2) all answers to such questions, together with this application, shall form the basis
for the proposed reinstatement, change or addition and become a part of the policy; (3) Chow Tai Fook Life Insurance Company Limited is not bound by any
statement which | may have made to any person if not written or printed here.

RNFEPIRRILREEF ML  BR2M - REAR - AEERAL - ANESEEEMERAALERNZRALEE - 9 EZSEEHEBREA
FERNTE - AREENFZERREABRERS

I/'we HEREBY AUTHORIZE any registered medical practitioner, hospital, clinic or insurance company, institution or person, that has any records or knowledge
of me, to give to Chow Tai Fook Life Insurance Company Limited any such information. A photocopy of this authorization shall be as valid as the original.

RANBEFBAE LB R EE (HEERORES) A - EXMERAB EEER RN 28 - BARSRANRZE
I/We understand that if there is any inconsistency or ambiguity between the English version and the Chinese version of this Change Form (with Health
Questionnaire), the English version should prevail.

ERRERR (RE AR IN{RE) Product Selection Declaration (only applicable to addition of benefit):

RAZLBARER () AABRIMEREMZER/ MIF : (i) FAEGRAMNBREHRFTHOBRFRMEEER 2 FE  REGE - BERSE - BERG - &
AR E  RRER - FEEFRAR - BENRERREREEMREE (WER) (i) AABERDERRERMEZEDLRBECAANTE - BHEANE
BIEM : R(vV)AARFHBEREHSNBERERNFELNMEEERNHRE -

| HEREBY DECLARE and CONFRIM that (i) | have received the product brochure(s) of the selected product; (ii) | have sufficient knowledge and experience to
fully understand the product features, coverages, benefit limits, benefit restrictions, fees and charges, surrender penalties, key terms and conditions, the
associated risks and key exclusions (where applicable); (iii) | have duly considered and confirm that the selected product(s) and the sum insured suit my needs,
priorities and circumstances; and (iv) | can afford and expect to pay the required premiums throughout the coverage period continuously.

BUHREERRBERBERRELE (REARN B MERS B AH =k 12 i)

Cancellation Right and Refund of Premium(s) with Premium Levy (Only Applicable to VHIS Product Addition or Increase)
EARARAGEUAEEMBANEREUETE > BEFMECHARERREBHE  ARFALEREZBELN  WREABAAKBASRAESEE123HEENEOKE 7
BNRHEERUTREAEREKREZEA  HHEXTEAFANKREIRABCBHNERTFEALANRRE - BFH221IEEBRAUBREERE) -

| understand that | have the right to cancel the plan and obtain a refund of any premium(s) and premium levy paid by giving a written notice.
Such notice must be signed by me and received directly by CTF Life at 7/F, NEO, 123 Hoi Bun Road, Kowloon within 21 calendar days after the delivery
of the endorsement or issuance of the Notice of Approval of Insurance application to Policy Holder or the Policy Holder’s representative,
whichever is the earlier.

Signed at on
FEM FEAHY (A/AMF) REBAEE REFBN I ZENEE ERAEE
Place Date of Signature (DD/MM/YY) Signature of Witness Signature of Signature of Insured
Policy Owner / Assignee
"
Name:

SRS [ RIBEERER
ID No. / Consultant Code:

HEBRIAE  To be completed by Advisor
B IREAFER A F)4RSR  IFA Company Code: - -
{REB3X[E  Policy Return To: D {RE#H AN Policy Owner

D B IEEEERIAR4RSE  IFA Company Code - -
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PEARLMBIMES ( “FHH" )
The People’s Republic of China Addendum (this “Addendum”)

REEBAR B DT - AR PIE EEAERHREN/SEA R BB EEREAR S MEENBEREE - WAEREE - HMAH
AT HGCHEE  REMN/SERE (VWEIERR) META o IRENMESEEAN/SREEHFTA - BERPIRAERITE A/
AERHEmERY - M EEHNEFRMAIZAN/ZEE (RIEAME) LA P E HRA o

This Statement may be updated from time to time to reflect changes to our policy with respect to personal data protection and/or changes
to personal data/data privacy laws and regulations. Where there are significant changes, we will notify you and obtain your acceptance of
the changes, consents, and/or opt in (as necessary or applicable). If you do not accept the changes and/or provide your consent, then we
may not be able to perform the Purposes and/or provide goods or services to you. You are advised to check the Application and/or the
Website (as the case may be) for updates to this Statement on a regular basis.

AP EE AT NEGIEARE RIEE) PrEEeER -
Nothing in this Statement shall limit your rights under the PDPO.

INRIERE -
If you are:

(i) ARAFRBEIRHEIEA - B B A i B AR A SRR Ak s i A A KR A SRR R Eh e AR Sk e B U st 38 8 F A ST el Eo At
AEAEARBASERK/SRY K/
an individual located in Mainland China who visits CTF Life’s relevant website(s) or uses relevant mobile application(s) of CTF Life,
or otherwise uses CTF Life’s products and/or services by phone or any other means from Mainland China; and/or

(i) FHEFEAMERK/ZERFHIENEA @ JFERRBASEEEOFRT OREMEEIS AT EBEF RS E M LA
JARBARE R M/EIRT
an individual holding a Mainland China passport and/or resident identity card who visits the service centres or other physical premises
of CTF Life in Hong Kong or otherwise uses CTF Life’s products and/or services by phone or any other means in Hong Kong,

B (1) B RIR A S AL R B A (i) A B LA Kt Bl A8 A BV BUBR R IEEBIVERSN - ARBASFHRE "PEARLMBENE" EEERAE
ANEH - BB BN E - PEAMRIEREE - PEARINMBIRPISRITHEMEGZUIMNIE -

your personal data will be processed by CTF Life in accordance with the “People’s Republic of China Addendum” in addition to the (i) CTF
Life Privacy Policy Statement and (ii) this Statement, as well as the applicable data protection laws and regulations in Mainland China which,
for the current purposes, excludes Hong Kong, the Macau Special Administrative Region of the People’s Republic of China and Taiwan.

R AR FMEHS2 : hitps://www.ctflife.com.hk/tc/disclaimer/prcaddendum
The People’s Republic of China Addendum: https://www.ctflife.com.hk/en/disclaimer/prcaddendum

hEE A REFE K% 2 i4E1 © https://www.ctflife.com.hk/tc/disclaimer/prcaddendum/appendix1
Index 1 to the People’s Republic of China Addendum: https://www.ctflife.com.hk/en/disclaimer/prcaddendum/appendix1

REE A RRFME K 8242 : https://www.ctflife.com.hk/tc/disclaimer/prcaddendum/appendix2
Index 2 to the People’s Republic of China Addendum: https://www.ctflife.com.hk/en/disclaimer/prcaddendum/appendix2

R AR FE M 622 43 : https://iwww.ctflife.com.hk/tc/disclaimer/prcaddendum/appendix3
Index 3 to the People’s Republic of China Addendum: https://www.ctflife.com.hk/en/disclaimer/prcaddendum/appendix3

i A REFE K2 HEA-BREE AR EABAZERBRE : https://www.ctflife.com.hk/tc/disclaimer/prcaddendum/annexA
Annex A to the People’s Republic of China Addendum — Rules on processing minors’ personal data:
https://www.ctflife.com.hk/en/disclaimer/prcaddendum/annexA

B ERREFBAR/IZRA (WER) R/SAKFANXGSEFEZEA (WER) BHERRLRERAABASHTEARLNE
M (7 MEET ) RIMERZBHEA ( CIEAT ) (AER) 2HMAR o

I, as the Policy Owner and/or the Insured (if applicable) and/or the parent or legal guardian of the Minor (if applicable), have read, understood
and agreed to all content contained in the CTF Life’s People’s Republic of China Addendum (“Addendum”) and Annex A to the Addendum
(“Annex A”) (where applicable).

EREFHHA ERA RACE AR E

Policy Owner |  Insured SUETEEA
Parent or legal
gquardian of
the Minor
O O O RARBRE M8 K CMEAT  (ER) BREEARESRKFANBEAGES (B
BFUREAGER) AU - (ERANERE
| consent to the collection, use and processing of my and/or the Minor’s personal data (including sensitive
personal data) in connection with the Purposes set out in the “Addendum” and “Annex A” (if applicable).
u 0 u RARBHRARSARKFANBEAEE (BEHFREAEL) BEREHEAMUIMNDE o
| consent to the transfer of my and/or the Minor’s personal data (including sensitive personal data)
to outside Mainland China.
O u u RARBRAZ=ZFREAAREIRKFANEAGES (BEGFREAER) -
| consent to providing my and/or the Minor’s personal data (including sensitive personal data) to third parties.
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B ERREFRBARSZRA (ER) MEAKRFANXTLETEEA WER) - BREASADE “RE" () AERE M
Ko CMIEAT BEEAAMERRERAE AR/EZRA (EA) R/EARKFA (WEA) HEAESEEEREASS)MHYE - £R KRR
Ko/ak (i) BERAERREFEAR/EZRA (WER) R/EARKFEA (WER) HEARE (@Tﬁ&;ﬁl”ﬁ BAME E)E P B A MR K/ (i)
RE=DRERAERREFEAREIZRA QER) KEARKFA (NER) NEAESEEBERREAES)  bE "EE" SEARE
A#ﬁ%}?‘:ﬁﬁf;ﬁ ARISZRA (WEA) RERREA (WER) ERABASERSRESEAR/IZRANAERTERR/HERERH
&E (4 o

I, as the Policy Owner and/or the Insured (if applicable) and/or the parent or legal guardian of the Minor (if applicable), confirm my respec-
tive consent given above in relation to (i) the collection, use and processing of personal data (including sensitive personal data) of myself
as the Policy Owner and/or the Insured (if applicable) and/or the Minor (if applicable) in connection with the Purposes set out in the “Adden-
dum” and “Annex A” and/or (ii) the transfer of personal data (including sensitive personal data) of myself as the Policy Owner and/or the
Insured (if applicable) and/or the Minor (if applicable) to outside Mainland China and/or (iii) providing personal data (including sensitive
personal data) of myself as the Policy Owner and/or the Insured (if applicable) and/or the Minor (if applicable) to third parties, shall be

Qpllcable to aII existing policies whlch are |n-force and/or waltlng for reinstatement of myself as the Pollcy Owner and/or the

AERAZEBRENORILIFEEITRE o

This Statement shall be governed by, and construed in accordance with, the laws of Hong Kong.

| have read and understood the above Personal Information Collection Statement of CTF Life.

O BRABELREEAEBASHERZRH  FHEDEN LXTEN EAERRERE) -
| consent to receive direct marketing from CTF Life, details of which have been set out in the Personal Information Collection
Statement mentioned above.

0O HKRZBZHUCREAXEBASH@ERARN/HEAXEBASHEHSIERHOERERE  FBEENR Eis (EAERRER
BH) o
| consent to receive direct marketing from CTF Life’s Affiliates and/or from CTF Life’s Marketing Partners, details of which have
been set out in the Personal Information Collection Statement mentioned above.

X
BB AMRERE AGSE (NFFEZRA/ZRA) MEANREFEARE (MIFLEZRAZRA) #ZEHE (B AIF)
Name of the Applicant / Policy Owner Signature of the Applicant / Policy Owner Signed on (DD / MM / YY)
(if other than the Proposed Insured / Insured) (if other than the Proposed Insured / Insured)

X
EZRANZRAMLS (BAMN 185K L) BEZRANZRAREE (BAMN8EA L) HEHE (B AIF)
Name of the Proposed Insured / Insured Signature of the Proposed Insured / Insured Signed on (DD / MM / YY)
(Applicable to age 18 or above) (Applicable to age 18 or above)

X
EZRNZRARXBEAIOETFEEA EZRANZRAXESETEEEARE #ZHE(B/AIHF)
(IAEZRA/ZAR A1BERIAT) (;zu/&ﬂ%/\/xﬂ%msmxﬂ Signed on (DD / MM/ YY)
Name of Proposed Insured / Insured’s parent Signature of Proposed Insured / Insured’s
or legal guardian (if proposed insured / Insured parent or legal guardian (if proposed insured /
aged 18 below) Insured aged 18 below)
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