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Member Health Declaration Form

BRANEE
{516 & %% T /Policy no: G AR A 4 Fr/Policyholder:
5 LIk 52 4 5 /Employee / W AR B Nk 4% /Name of B 549/1D Card No. or Passport | 142 H ffi/Date of Birth
Member No: Proposed Insured: No. MM /DD /YY
T 7/Sex: [ £%/Nationality USIRIR i/ Marital Status Hi i 5 fid/Telephone No.
O B Male O Single 0% Widowed J15 HLiE Office:
O %t Female O 4§ Married  JE545 Divorced 3 HiE Mobile:
A. R TAEAREFIFor AlA user only:
F Ky NEL 4% « B NEL #i% «
Term Life NEL Critical lllness NEL

B. R ASHET (54kHE L N0 H) : Declaration of Proposed Insured Member (please tick or fill in):  f&/Yes 75/No

1. B ARG EIWEAS R ER? & ‘-7, lrk
Do you have any life insurance coverage? If ‘Yes’, please specify:

IR ¢ PRI S B2 RIS S0 T 3 H 39 O O
Insurance company: Type of product: Amount of Insurance: Effective Date:

2. WAREANIAG RIS NS A E g BRI B2 &5 8 Ban iR, IR g s/ R e & “-7 , s
Have you had any application for life insurance/ADD/health insurance ever been declined, postponed, rated up or |:| |:|

modified? If ‘Yes’, please specify

3. BT AT ORI A W S DA . R GiREE BRI T IR I RIS B R, U
Have you claimed from any insurance company because of cancer, critical illness, disability or hospitalization?  If |:| |:|
‘Yes’, please specify:

4. EESGRESMA A $AT, SUEHESE K. 308, SINEERERZEEh? 7 R, TEHZMR N,
B E MBI MR AT,
Are you engaging or do you contemplate to engage in any private flying, scuba-diving, mountain climbing, or any |:| |:|

hazardous sports? If ‘Yes’, please complete the related questionnaire, and return to the Company together with
this declaration form.

5. T IETHRIATAE AL E R e SN X GRAT . TARBEE? 5“7, TR )R B AR AR 9 S A S X
Are you planning to travel, work or live in other countries or overseas areas? If ‘Yes’, please specify the date and |:| |:|
the destination.

6. BUMWEEEL K H# 515 ? Present occupation and daily duty?

7. BRTFAEHLE L OFHERL? E1EIR:  Please state your present residential address, and country of origin:

C. R AEREER (2SI R4 H) : Health Details of Proposed Insured Member (please tick orfillin): & Yes 7 No

1. a. Bl & &, E G JEK R N
Body height & weight body height _ cm body weight Kg
b. L % Py 2 MR T L 5 472 FAEHE R, LR O O
Change of body weight in the past year exceeds 5 KG? If ‘Yes’, please specify reason:

2. JUZ LR (EIY%) JLE:
Child below 4 years old:
a AR E )L CHAEREEN 25 ATEUR) 8E7)L? HAENGREREE 0. €88 mHEL?
Low birth weight (birth weight less than 2.5 kg) or premature? If any disorder like birth injury or asphyxia neonatorum? a. |:| |:|
g, HARE AT, W JEHAE, AR K, AEBEEH
If yes, Birth weight kg, Gestational week , hospitalized days, inpatient diagnosis
b.RMAMIE. KEBZE. K. fldE. WifE. BEERAG. Ja R A s ? b. [ L]

Are there malformations, developmental retardation, convulsions, cerebral palsy, intellectual impairment, congenital
and genetic diseases?

3. R IEERZEMREZAMIRT. TR BUT. LHERYT. EITAIT?

Are you receiving or preparing to receive medication, surgery, radiotherapy, psychotherapy, dialysis? D D

[AIA = INTERNAL]



. BUEM Adult only:

a. BB E T T, R F, SR
Do you smoke or have you smoked? If ‘Yes’, please state duration year, pieces / day.

A BLCA AR, 5 L IR R PR B e )
If you have stopped smoking, please state the reason and date

b. R HE A YN B CNERER/RAESRIED & “-”7 , Wil o B , HE PR
Do you drink alcohol or have you drunk alcohol(excluding social drinking )? If ‘Yes’, please state duration
year, type of drink , quantity ml/week

EDLCAZ IR, 2RI B PR A ]

If you have stopped drinking, please state the reason and date

C. R R B BE AR SR I R U

Have you been advised or warned by your attending doctors regarding your smoking and drinking habit
?

. EZHERT Y In the past three years, had you

a.  PEERIEAE CHEERARED HERRE? Wik, MRhsE®. Xoh, @A, k. CT. PET-CT. &
WEHAR R, WEB. IR A, AR, LM
Received medical examination (including physical examination) and abnormal results? Such as blood test,

tumor marker, X-ray, ultrasound, ECG, CT, PET-CT, MRI, radionuclide scan, endoscopic examination,
pathological examination, EEG, angiocardiography, etc?

b.  BETFA. ERIHIT? ST 7 RELE?

Received surgical treatment, hospitalization? Or treatment lasts more than 7 days

. BHTEGE AR RS A TIERRER FE RO s Bt ag ?

Have you had any of the following symptoms or abnormalities currently or within the past year? Have you ever
seen a doctor for them?

REZRE REIJE B BRI, R, RS A AU R B S R R R . HhiE . AR B R
M VER MBS L Wi, BE R R R ECE M R A WXL PR BEEL (I R EER. M. MIEL
A /2B N N NS 2D P S Dt N AN 92 5 4

Repeated dizziness, repeated headache, syncope, chest tightness, chest pain, shortness of breath, cyanosis,
unexplained fever or persistent repeated fever, convulsion, unexplained subcutaneous hemorrhage, gingival
bleeding or nasal bleeding, hemoptysis, choking or dysphagia due to eating obstruction, hematemesis, edema,
jaundice, blood in stool, hematuria, proteinuria, mass, obvious decrease of vision or hearing, unexplained
hoarseness, abnormal blood glucose, and abnormal blood pressure

. RERSRFERDL: Do you have any physical disability:
a. DB HE. T EAHEREmT 2
Defects or deformity of limbs, five senses, fingers and toes
M Wr g, BTSRRI ES 2
Impairment of vision, hearing, language ability or mental retardation
c. HFEE. MER. DU Bk hReEaG?

Spine, thorax, limbs or joint dysfunction

o

[

O O

.t HATEOE 2 BH R AR
Are you currently or in the past suffering from the following diseases:

a.  PREREMETON, WU, ERENITGT. DUEFRARAE. 2RMEEE. WERREGERE. NIRES. 7
BER . RSP 2GR ARIERE . THIRBENG . HARAE . PR
Neuropsychiatric diseases, such as epilepsy, myasthenia gravis, muscular dystrophy, multiple sclerosis,
Parkinson's syndrome, muscular atrophy, spinal cord disease, schizophrenia, anxiety disorder, emotional
disorder, depression, dementia

b, FERMER, WRLMEH MR E . MR MRERRAR R BORIR. B, R, S IEAL800 5
PLEL BREHAR. % HE. S8R, ERRMH
Eyes, ears, nose and throat diseases, such as retinal hemorrhage or detachment, optic neuropathy,

iridocyclitis, glaucoma, cataract, blindness, high myopia above 800 degrees, fundus disease, otitis
media, deafness, sinusitis, Meniere's disease

c.  WPRARGHR, WEMESCRE R NG BEIRIFRCE S EREAE . BlME . BikEZE. BB M. SR
=600 QN EA R R AN o SN oY N [ N )
Respiratory diseases, such as chronic bronchitis, asthma, sleep apnea syndrome, lung abscess,
pulmonary embolism, pleuritis, emphysema (COPD), bronchiectasis, pulmonary fibrosis, tuberculosis,
pneumoconiosis, silicosis, pulmonary nodules

d. O KM EGRR, WS IR FAEMOER . ORBER . KIBHEOIER . e RO ik i
Wi O DGO DUEZE . ONUIEE . EIIKMER . ORI B i =
Shy S MRS . MUEWTE . AR, RIBE ki K
Cardio-cerebral and vascular diseases, such as hypertension, constrictive pericarditis, endocarditis,
rheumatic heart disease, congenital heart disease, ischemic heart disease, coronary heart disease,
angina pectoris, myocardial infarction, myocardial hypertrophy, aortic aneurysm, arrhythmia,
cardiomyopathy, cerebral hemangioma, cerebrovascular accident, encephalitis, meningitis, vascular
malformation, hemangioma, varicose veins of lower limbs
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e. THWARGON, WATAIRESEHE . BRI, ATk, FFSa . BFS. BEIRIFOR. RERHT. TR dUsk

e MHEER . MEEA . AIRIEIRE R HAEBYG. ML FAL. BRI R . BRIRK . AE SR Al e [] ]
—
=

Digestive system diseases, such as hepatitis virus carriers, liver cirrhosis, liver abscess, hepatolithiasis,
hepatitis, hepatosplenomegaly, fatty liver, liver fluke infection, cholecystitis, gallstone, suppurative
cholangitis, digestive tract ulcer, hemorrhage and perforation, ulcerative colitis, pancreatitis, anal canal
disease, hernia

£ WIRARGHWN, WK, WIRGEME. WIRER R JREE. WM. BWRBUK. IRERS . JRERIHY

Urinary system diseases, such as nephritis, nephrotic syndrome, renal dysfunction, uremia, renal cyst,
hydronephrosis, urinary calculus, urinary tract malformation

g WINBRGEHR, WHERP. RS BOmIERIE . FEAHLAETCHEROHGR  HOPBREHUR 55 AL R Tk B
S HOIRREES . B LR S T SRR g O ]
Endocrine system diseases, such as diabetes, gout, acromegaly, pituitary hyperfunction or hypofunction,

thyroid or parathyroid hyperfunction or hypofunction, thyroid nodules, adrenal hyperfunction or
hypofunction

he GEBMEE (FEAED  ASAEME . BMARIESOY RIESCEERE . S . BN, a5

Malignant tumors (including carcinoma in situ), borderline tumors, or tumors, polyps, cysts, vegetations,
and nodules that have not been confirmed as benign or malignant

i MEARSGER, WiAm. AR, 280, MR
Blood system diseases, such as hemophilia, leukemia, various anaemia, thrombocytopenia

Joo PURABENESR, WGRAESCT R RIRIERTTR . BB R . ROV ARG RREUE. R

Rheumatoimmune diseases, such as rheumatoid arthritis, rheumatoid arthritis, ankylosing spondylitis,
systemic lupus erythematosus, collagen disease, scleroderma

k. EHERGON, ERWIITE .. SKWIIRERH . B RIFR, BB IR SR« MR . AT k.

Skeletal system diseases, such as bone and joint deformities, joint dysfunction, bilateral limb asymmetry,
femoral head necrosis, cervical spondylosis, lumbar spondylosis, and spinal diseases

Lo PR, RSB YR
Sexually transmitted disease(STD), alcohol or drug dependence

O O o 0O
O

9. RS IBCARALBE G H 2 WO B B2 5 3000W  (AIDS ) A RINEST &M, KEREUEYT, WEdE 6 MHARE—H
PAEA RHIREIR: (A TR, SRCRR. B0 BE . AR R 05 .
Do you and your spouse/parents have received or contemplate to receive any medical counseling, examination or |:| D
treatment in connection with AIDS, or in the past 6 months have ever had any of the following symptoms
continuously for one week or longer: weight loss, anorexia, night sweating, diarrhoea, enlarged lymph nodes, or
any unusual skin lesions?

10. TEMSRIE (SRR, SUoRiHoR) &M W EENIERE O . 28T, BER. WERW. B2 35 7, WA
CEFERR . IR A TR S RS
Have your relatives (parents, siblings) ever suffered or are any one of them suffering from heart disease, polycystic [ D

kidney disease, intestinal polyps, diabetes, cancer? If "Yes", please specify (including relationship, disease name
and age of illness)

1. WAE L&A Adult female only:

TR/ IEATARE? & “2&7 , TR H; Are you now pregnant? If ‘Yes’, how many months? a. ] ]
REBAIAEME. FEARROAE. TENUE. G0N, BIEFH eIl A 5 8% B ? b. [] [

Do you have breast lumps, endometriosis, uterine fibroids, ovarian cysts, abnormal vaginal bleeding or other
diseases of reproductive organs?

c. RUUPHWESEIHAKE. ABERE. A5 Xtuunikiaa? ] ]

Have you ever been advised to repeat cervical smears, mammograms or biopsies?

DL CH#A A E SN “R7 #F, THEH 8 S5 IFE 3 i .
If any answer to the questions under the above section C is ‘Yes’, please provide full particulars below by noting the question number.

A A B Declaration:

1. AEMAB 5EBA KK S FS LSS DUE U] SRR s To R, A AR, WA R oA TRk,
| hereby declare all the above declaration and statement made in this application form, and any questionnaire or documents related to this
application are true, otherwise, this application for insurance coverage under this Policy may be regarded as void.

2. KNBEROIBNFEIEMBELE . BEBE. B REA R BUEMHSUR AL, AR S B A4 AR AR S A SREN] S
| hereby authorize any doctor, hospital, clinic, insurance company or any other organization to disclose to the Company any of my
information related to my insurance coverage applied herein.

3. AANCHEEI T NGB RIN S E1) DU QLB NG BB &A1) .

E ct

| have read and understood the “Notification of Personal Information Processing Rules” and “Notification of Children’s Personal
Information Processing Rules”, and please scan the QR code to obtain them.

FE 0 T RS BB H W R R
Signature of Employee / Member Date (dd/mm/yy) / Place

[AIA - INTERNAL]



