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https://cs.chinalife.com.hk
REMRRBPHRER - RERARBMERETE "EHERE / BREEHEUEERFRMEETSE.
HEALTH DECLARATION - FOR VOLUNTARY HEALTH INSURANCE SCHEME POLICY " GUARD
YOUR HEALTH / HEALTHY LIFE MEDICAL INSURANCE PLAN ,

E)REFAALR B ZRRALS ERENRERS
Name of (Proposed) Policyholder Name of (Proposed) Insured Application/Policy No.

A& 7T AE i INSURANCE INTERMEDIARY’S INFORMATION
REED /T AL Name of Insurance Intermediary

RERE T A#RSR Insurance Intermediary’s Code Bt 45 E 5 Contact No.

L 1 1 1 1 1 1 1 1 1 1 1 1 | L 1 1 1 1 1 1 1 1 1 1 1 1 1 | | | |

BARS ()= R A ZEIZE QUESTIONS CONCERNING (PROPOSED) INSURED

MUNEEREECINE " ASRBERE , A "TEAREAEN .- BE)REFBEAME)ZRAZBERIEEEREZRAARR) - F
RIBEEZHEMLE "V, 5K - AER - BEARBEBOMER -

The following health questions can replace Section V and Section VI of Life Insurance Application Form. To be completed by (Proposed) Policyholder on the
conditions of (Proposed) Insured (if different from (Proposed) Insured). Please tick the appropriate box below. Please cross out the irrelevant part(s) if not
applicable.

A. [E{FithE R RESIDENTIAL INFORMATION

BTEERBET BRI EEARK T ZEBAEEELINEE BB /NEH (IREER) ? 2 -
FBTE NEREIARER - Wit - [REAKREE

Have you resided or intended to reside outside Hong Kong for more than 6 months during the last 12 months or in the
coming 12 months (except for Holiday)? If Yes, please state the country, city, reason(s) and duration in the table below.

[] cREl ™ City in China

ur

1
] Z Yes ] & No

EEYSS (FEREE AR/ MBEREWERR/SEE)
Name of Country and City (excluding Tibet Autonomous Region/Xinjiang Uygur Autonomous Region/Qinghai)
BIIHFTA Please state all) (] "2PF9 Macau

[] EAfth Others

/2 EJ[RA Reason of Stay
i 8 (5 £%) Duration (Month(s))
B. EZAER GENERAL INFORMATION

1 |ERBIEE? Your height? EE>K cm
o |ETRIBEE? Your weight? AFTKg

3 | ETARBARENEBET _ERAREERE? W "2, FERE MIRKE

NRE | ZIEENSHREEEARREE - i - &3} BERFHES T MALER (AN
BTE)- -
Do you smoke or have you smoked in the last 12 months? If Yes, please complete below questions [] & Yes [J & No
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).

i) BEEMREE Type of tobacco product

(iy BHFEHREZ/DZ? Average number of pieces daily? 7 piece(s)

(i)  REESBEZ/DE? For how many years have you smoked? F year(s)
4 |EBRET_ERA - BMNEEFHESBRAEERmEA=—R?N "2, BER FMIBEE

In the last 12 months, on average do you drink alcoholic beverage for more than 3 times in a week? If Yes, please [] =2 Yes [] & No

complete below questions

(i) SETEER BIELE Type of alcoholic beverage

(i) EHHEFIIEAEZ /D ? Average quantity of consumption? R glass(es)

(i) ERFIESERmEZ /D EE? For how many years have you drink? £F year(s)
FEIASRE (850 ROBBEROT (RPEARKNBEZMARLZRBERDT) II“II II""II I“I Ill I III
China Life Insurance (Overseas) Company Limited (incorporated in the People's Republic of China with limited liability) 3021004601
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5 |EAERAFA BISEREBE—ERFERARKBLEES ZEY) ( EMRHSUHETEY)
Blynol~E - BER - 8% - EE - ECHEERE ; EAEREEMAR) W "2, FE
B MRE

In the last 5 years, have you used any drugs (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? If Yes, please complete below questions

] Z Yes ] & No

()  ZE¥)FELE Type of drugs

(ii) H¥9ERE Average quantity of consumption?

(i)  SEAZE? For how many years have you consumed? F year(s)

6 |BFEEEBET_ERANEEERK T _ERASHALTEE ?
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?

(@) EHAERREESSREN( AIMEK BE - 2SR - Pk S =S BEBAIRT ) ?
meE - FEEAEZES -
Any hazardous sports or activities (such as diving, motor racing, mountaineering or rock climbing, parachuting,
sky diving, hang gliding)? If Yes, please complete the appropriate questionnaire.

[] =& Yes ] & No

b) ITEE (ABRBUNERESHEREOBEUEMESHIE R LER TN EEMITRT ) -
mA - FEERTHESE -
Flying activities other than as a fare-paying passenger of a licensed air service operating within recognized
scheduled routes. If Yes, please complete Aviation Questionnaire.

] Z Yes ] & No

C. f{#EEEHR HEALTH INFORMATION

BEARA : EER C MEEWELU T REMARREAE -

SR / K8 / EERE - BEX / BYPE (BRE ) BHEAR (BEWRE ) BE IAHRE (B&E ) BOE  BREMNFEHE
/ EEEE (fEaERER ) ERF=R4ARERieh (BRERER ) BRERNS (MBERER ) EHEE  SHEEHR
AR (EEHR ) ABRERIREERBRIEEWEZR - 58 / B8 / 806 / £16 -

EURNE T 24 EHO-EEEZEERD "2 & - BN D MEZHBENIRERE -

Note for applicant(s): Questions of Part C do not require the applicant(s) to disclose information regarding the medical conditions or treatments below —

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.

If your answer to any of the questions 7 — 14 below is “Yes”, please proceed to answer the relevant follow-up questions in Part D.

7 |BT2EEWEZ NEREEMNDT ?

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

() FERESRRIRE

Cancer or carcinoma in situ

] Z Yes ] & No

(b) PEiRETE

Brain tumor

] Z Yes ] & No

) EER
Heart disease

] =2 Yes ] & No

(d SE (SEEEMHKERE - 6% T/PE )

Stroke (including transient ischemic attack (TIA))

] =2 Yes ] & No

() SIME

=
Hypertension [] = Yes [] & No

O BREAHSENERE

=
Diabetes mellitus or impaired glucose tolerance [] & Yes [J & No

@ B

Kidney disease

] =2 Yes ] & No

(h) HEEBREIBIERIEERRB

Prolapsed intervertebral disc or degenerative spine conditions

] 2 Yes ] & No

() FEEABEREHRAEZKOEREERDT

=
Diseases or medical conditions requiring a medical device or prosthesis to be implanted within the body L] & Yes [J & No

() ABRRENRZRS (BLRRS ) KR

Human immunodeficiency virus (“HIV”) infection

[] = Yes ] & No

k) FERMER (FREERRZACHFENESR  FHEBEW ENER)

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

] =2 Yes ] & No

() BEERE- - ~AMEE - B K/ AEEIFEED - /O - SREEAREDRR

Physical defects, impairments, deformities, and / or conditions affecting mobility, sight, speech or hearing

] =2 Yes ] & No
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(m)  EWEEAAR (HNNE - £E - BHHR - REXFIIRITNEAE )

Mental health conditions (such as depression, anxiety, schizophrenia, eating disorders, or bipolar disorders) L] Yes [J & No
(n) SIEEEEESSMASE =
Hypercholesterolemia or Hyperlipidemia L] Yes [J & No
(o) HhEEm (AINSBSRENT R ( R RIEERERIE ) ISR EL ) 2y &N
Liver disorder (such as hepatitis B or hepatitis C (including tested positive), fatty liver or cirrhosis of liver) = 1es °
(p) ZERUE(ERE =
Multiple sclerosis [] = Yes ] & No
8§ |[BTEAZEEERA NIERIERENRT ?
Do you currently have any of the following diseases or medical conditions?
(@ JI& (A% "/NBR.) =
Hernia [] = Yes ] &No
b) ZFERE (MR /ER / ER / BE / &8 / 18%) =
Breast Iesmn (tumour / mass / lump / cyst / nodule / growth) L] Yes [] & No
) F=oHOPERE (MERE / W@ELR / BB / BWIE / BN / &8 / 1BE) ] 2v &N
Uterine or ovarian lesion (tumour / mass / lump / cyst / polyp / nodule / growth) & 188 °
(d) RHERIZIBRAEXR =
Benign prostatic hypertrophy [] = Yes ] & No
) MEEAIUMKREEA (BEO BRESOQTEMEL ) ] 2Y (&N
Gall bladder stone or urinary stone (renal stone, ureteric stones or urinary bladder stone) = 168 °
H BRkE - EXRAEHEERFE =
Cataract, glaucoma or retinopathy L] Yes [J & No
(@ BRI E RS =
Arthritis or other joint disorder [] = Yes ] & No
9 [ERELFA - BFEEREARERTHNSE (FINEH  SMEAR  8¥%% - 85 ) BiE
HFFWU?HNRF‘;E%%%FEAE ( PINERIBEE - VERERED - IBHRIEEE ) RUIRERZ A
B TE ? oy .
In the last 5 years, have you ever had or been advised to have any regular or ongoing (such as monthly, every 2 L] & Yes [ °
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?
10 [EEBE=0LERN BTEaSRBEEREH (HINRBERE~EH / 8B—R /| BREN )RKA
AEBE—ERENERZEY ? 12 v A EN
In the last 5 years, have you been advised by your doctor to take any medications (such as to be taken daily / once = Yes °
per week / as needed as directed by doctor) for a continuous period of more than 1 month?
1 |EBELFERN  BTEE8AGER? =
In the last 5 years, have you been admitted into a hospital? [] & Yes [J & No
12 |EBELEA - BTEEEEFRERER NMERIINIER (AENBRBREIEABI R ) ?
In the last 5 years, have you undergone a surgical procedure (including endoscopy or biopsy) without being admitted [] 2 Yes [ ] & No
into a hospital?
13 [EBEAER  MTREYFFARRRAEIRSE (AINRN - BR OBE Xk BER -
BigREE - MAORKR - IE%%%%E BRI - OB SO - REFSORIE ) ? =y 0 &N
In the last 5 years, have you ever had or been advised to undergo investigations (such as blood or urine test, ECG, /e 168 °
X-ray, ultrasound, CT scan, MRI, PET scan, HIV test, Hepatitis B test, Hepatitis C test)?
14 [RTEMEET7E B EFBEPCEENERNS  BTE2EB F3ER ?
Apart from anything you have already disclosed in Questions 7 - 13, do you have any of the following conditions?
() TEBE—FRN - BEENMED 75 AT (1158 ) ML =
Unintentional weight loss by more than 5 kg (11 Ibs) over past 1 year [] == Yes [] & No
(b) ALEESLM (FIWERELMD - FM0 - REMSZM) 2P0—EH
Abnormal bleeding (such as vaginal bleeding, rectal bleeding, nose bleeding or coughing up of blood) for at [] =2 Yes [] & No
least one month
© TEBE—FA BIERARERIIFERERSEESNEZEITREEAS(HIY
ERIELE - YIEAEED - FRNEBL ) NIRERZR O 2v O =N
In the last 1 year, you had or have been required to have follow-up consultation with a healthcare professional & 1es °
(such as specialist doctor, physiotherapist, psychiatrist) for any medical condition or sign and symptom
(d) EMRERRSBERER (BIANELR - 585 - HERW - Mk LieR ) MEES &=
s [1=2Yes [1&No

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
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15 |REAR LM For Female only

BTREEERZ? WERS "2, FARHURERS -

= =

Are you currently pregnant? If Yes, please provide expected date of delivery. L] Yes [J & No

78 72 H H3 Expected date of delivery F Year B Month H Day
16 |[RBEARANBEIUT ZZIRFEE Forinsured children aged 6 or below only

RREEEENERZE 37 BRILSE - K / SEERREDR 25 AT (558 ) P NERELATZ 1

BIREMUTERN - [12Y [1&N

Was the insured child born before 37th week of pregnancy and / or born with body weight less than 2.5 kg (5.5 Ibs)? & 168 °

If Yes, please provide below information.

(@)

SERRBEPHP—BLRE ? [J>3778 weeks
At which week of pregnancy was the insured child born? []32-37 18 weeks

[]28-31 3 weeks

[]<28 i@ weeks

(b)

HERREE
Body weight at birth
[1<1.50 AfT kg

[1>2.50 AT kg/>5.51 &% Ibs
[11.51-250 AT kg/3.32-5.51 %% Ibs

/<3.31 & Ibs

17 |PERRHD - B FRORRAER B TR R E AR /N T LRI g2 T S5 m et @R AR0n ? A -
FEIR KR R TG

At your best knowledge, have any of your parents or sibling(s) by blood been diagnosed with any of the following diseases or medical conditions at or
before age 607 If Yes, please state which family member, which disease and onset age of disease in the table below:

ABTE NAREEARMMEIRR S - TR{E

(a) ¥=YE Cancer [] =2 Yes ] & No
(b)  7E/\E Coronary heart disease [(J=&Yes []&No
(c) #EFR¥® Diabetes melliitus [12Yes [1&No
(d) EENBLITER Motor neuron disease [12Yes []&ENo
(e) ZEEMIF(LAE Multiple sclerosis [12Yes []&ENo
()  @fE Stroke [J=2Yes []&No
(@) MEEHAE Parkinson's disease [1=Yes []&No
(hy EiER((eFRETEEE  REUERBIRERE - BZOEMEE - KK OE - BEMD

% (AR - thdBEM - |IREM ) NNERE - SERUERSNT T REHE )

Hereditary diseases (including cystic fibrosis, familial adenomatous polyposis, Alzheimer's disease, familial (] 2 Yes ] & No

cardiomyopathy, inherited blood disorders (hemophilia, thalassemia, sickle cell disease), muscular dystrophy,

polycystic kidney disease or Huntington’s disease)

M A ER?
Whichuz;lgrlf:f imber? Wh?iffﬁeﬁa_se? CALEA K G R el
[ 51-60 ] 31-40
[ 41-50 (<30
[ 51-60 ] 31-40
[]41-50 (<30
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D.

{B@EEERTT Supplementary Health Information

ECHFTEMREEU-—REBEZERS "2, & FEEANBERHEZEN - IFIEUAFHER - FER T ERHETEHRL

==

- ERERUEZER (BIWERE

REEHHNER T REEHRAD ) UEEEAFZFRE -

If your answer to any of the questions 7 — 14 in Part C is “Yes”, please provide additional information as applicable. If space given is insufficient, please complete
a “Supplementary Information Form”. 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.

5% Question No.

R/ R / REURER
Disease / medical condition / sign and
symptom

BREIRBERIER B

Date of first occurrence of sign and symptom

/ /

/ /

%F Year A Month  H Day

%F Year HMonth  H Day

(@) CETREE /B&E / AE /
e
Treatment / investigations / tests /
scans that have been performed

b) BRERE/BRE /AR /7
B
Date of such treatment / investigation /
tests / scan

/ /

/ /

ZF Year A Month H Day

F Year A Month H Day

RR(PIUNREERERE AERE
/ IRAIREZY) / TREZHH)
Present condition (such as whether fully
recovered, follow up action / medication / next
follow up date)

EEZ / BEEH
Date of last follow-up medical consultation /
treatment

[ /

/ /

F Year A Month H Day

F Year A Month H Day

BEBBEER / AE / BERR /
S =R EAA RO B8 AL 1

Name of doctor who treated the disease /
sickness / medical condition / sign and
symptom

B2 (1EH)
Name of Hospital (where applicable)
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fREERIUWEEERA HEALTH INFORMATION COLLECTION STATEMENT

() UESWEEREARNEREFEARZRZAR MZREPEASRECBINBOHARAS ( "ELQT " ) FEE)RERAZ
RERERERERFERNER - EASRANKREFRESATEE  TEREEREXKBERFER -

(iy TFRBFEAN  AABESFKAARHMAE  BABSPEROEATRUTELERNER - SEATRBAARMNOER - IJEE
REIREMENEAMBEZARAANE—TRBHERDUERERZA -

(i) BARAAERRABFLZEZEARAABERENNHENABEPRUENERNBEANENEN AABERBEHNELQT -

(iv) BIEERINRIMRITERIRRE  BARARR (i) R RERAAEDE AR MR RERWER - SLKRIE (i ) IR E R
FAREREFMERENELT - AANRRREDEEIITE - SQASMOEEIRZLL - FESBEARRE - B8R
18 -

(i)  This questionnaire collects health-related information solely for the purpose of underwriting which is a process for China Life Insurance (Overseas)
Company Limited (“your Company”) to evaluate the health risk of the (Proposed) Insured and decide the application results. The underwriting process that
your Company adopts should be fair and reasonable, and your Company should explain the application results if requested by the customers.

(i) Asthe applicant, | am required to provide your Company with complete and accurate information requested in this questionnaire to the best of my knowledge
and belief. Based on the information provided, your Company may have follow-up questions or enquiries that require me to provide further information for
underwriting purpose.

(i) If there are any changes to or updates of the information provided in this questionnaire after the time of submission of this application and before | receive
the Policy, | am required to notify your Company in a timely manner.

(iv) Even after an insurance policy has been issued upon successful application, the insurance coverage for me may be affected or the policy may be
terminated, voided or rescinded, or claims may be repudiated by your Company, if | have not provided your Company with complete and accurate
information to the best of my knowledge and belief according to (ii), or if | have not notified your Company on any changes to or updates of the information
in time according to (iii).

{El A\ E i Ua S22 AR PERSONAL INFORMATION COLLECTION STATEMENT

RN/ HMEIRCEEBERAL " PEASRRE (B ) ROHBRAT 1 WRERAERER - BRESERANKERAZERER - IR
www.chinalife.comhk &K@ P EIASZREE (585 ) RHOBEREASTIZEEL - I/We confirm that l/we have read and understood Personal Information
Collection Statement ("PICS”) of China Life Insurance (Overseas) Company Limited. For the latest version of PICS, it can be downloaded from
www.chinalife.com.hk or available upon request.

2 HH DECLARATIONS

RAN/FHMELER - AA/RPPEMU LREREEZE2E - URIBZERARIERRN/BHMARPBEASHREBECENROBRAT
A Lt ZERE T - MAEAAEESERER - ER 7 REFRBEAINWEEMEN DI FEEY -

I/We declare that the above statements are full, complete and true, and agree that they shall form part of my/our application above mentioned to China Life
Insurance (Overseas) Company Limited and that any untrue or inaccurate statement shall render the policy issued void or voidable at the option of the Company.

e e e

RIBP AT AEE (EREFBAEE (EZRARE (BFHRE 18 FEHILUL)
Insurance Intermediary’s Signature (Proposed) Policyholder’s Signature (Proposed) Insured’s Signature (If age 18 or above)
AEFRMEHER

This form is signed on / l (£F Year/H Month/H Day)
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