Application For Reinstatement FWD
[REBIEIREPAE

RS insurance

Policy Number Adviser Name and Adviser Code
REMRRE TRRARRRE IR KRR
Policyowner Adviser Unit and Location
BRA IERARRREIAA R K it =

Life to be Insured

HWIRIBA

Personal Statement fi2EEA}R Please Tick (V') where appropriate ZE{EiEEtAMLE" vV 158

(The shaded area should also be completed if there is Parent Risk Rider attached to the policy)  (ZNFfiINSCEHERB R BEEA R » SERIFTRREEESD )

Insured Policyowner
IR A BREA
Yes No Yes No
b= ES b= 5
1. Have you ever changed your occupation since the last application date of this policy? If “Yes”, please give details.] [ [ O O
ELRERBAILE  BTERERIME? & T2, - BlEFE -
2. Have you within the last TWO years engaged or do you intend to engage in any hazardous activity (e.g. scuba o 0O O O
diving, hang-gliding, parachuting or fly other than as a fare-paying passenger)?
EREMEAR @ BTEAE2HNEERREMEREMIEMNESR (ABK @ BNES  PEEERRLIFRESHET
RATIEED) ?
3. a) Have you applied for or are you now applying for insurance with any other companies? O O O
BT EEE M ERHEMERRARRE?
b) Has any insurance held or applied for by you ever been declined, postponed or modified in any way? | | |

ETEGSRARARTER » EERRNENZRIEH ?

4. Have you ever had, or been treated for diseases of the

ETEEEBEUTERLEHMU T ERAERED AR ?

a) Heart, blood or circulatory system or disease of the eye, glandular, digestive, or kidneys system, or are you o o o o
a Hepatitis B carrier?
BADNE - MIRETEIRRMT - SRR @ IRBESHIL R - SNBIERNER © 5 AZEIAEREE ?

b) Respiratory system, musculo-skeletal system such as paralysis, deformity, amputation or severe injury?
MEIR A ALAE B AR ERAERANEEIRE - RBERUIBREARERE ?

c) Nervous system, or any mental impairments such as multiple sclerosis?
TR IE B R AR AN S TERELIE 7

d) Any form of cancer, sexually transmitted disease, Acquired Immunodeficiency Syndrome(AIDS),
AIDS related complex or any other disease not mentioned above?

FEITESAROENE - MU ERARR - #RRBENDRZE (BHR) 8 HRHBIESR LhRmt
FETEAIRR ?

5. Have you ever had:
B TEEEETNBWHESR

a) Any check-up, consultation, treatment, operation or diagnostic test (such as ECG, X-ray, Barium Meal or ] ] ] |
Blood Test) or has been recommended to do so; had a blood transfusion or been refused as a blood donor?
EGIITIRE - 208 - FiliEgis (AOBE - X5t - ABHERM) - SIS HSRMeE BB mm g 7

b) Any test to detect the presence of AIDS antibodies? o 0O (| O
BREMEERINEERGES 7

c) Been hospitalized or suffered from any illness lasting for or requiring treatment for more than 7 days?
ABRRBBES B EEMARISENEE AFEAtH ?

d) Or are you currently receiving medical treatment or under medical care of any kind?

BT = E TR SE) AR B REIE 7

6. (Female Only) (ZM#RIGAER )

a) Are you now pregnant? If “yes”, please state expected delivery date and results of those ante-natal check O O (H] O
ups.
FQEFEEEIEEE’%EEE ? & TR, BRAPEENREREIREMER o

b) Have you ever had any disorder of the breast or female organs? O O O O
BTEEE BB IANIFRER 7

c) Have you ever had any mammogram, ultrasound of breast, pap smear, cone biopsy or colposcopy? O O O (|
BTEAEEIIE XK - ILEEEE - FERARERER RS ESERBRE ?

d) Have you ever had any complications of pregnancy such as ectopic pregnancy, disseminated intravascular o O O O

coagulation or gestational diabetes? BT 2 & iR BEHFHIIE - NEH 2 « FHBMEME R SR HE KR ?

7. Have you within the last FIVE years had any consultation with a Doctor? o o o o
BEAF BTEEERIELEZA?
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Insured Policyowner

ARG BEA
Yes No Yes No
zE B = B
8. Do you have a USUAL personal medical attendant? If “Yes”, state name, address, time and reason for last visit. O 0O O O

ETEE—ERARL? BF "2, - FElAlR it RE#E—CRZEEMERE

9. Smoking Details WREZIE

a) Do you smoke cigarettes or have you smoked any cigarettes within the last 12 months? If “Yes”, O 0 O O
state daily consumption
B TEERENEBE T ZERANGIRE ? 5% "5, © #FXHSEREE

b) Have you ever quitted smoking habit on medical reason? If “Yes”, please give details. o o O O
BT EEAMERIEHEMAE 720 "2, - FEEEIE -

10. Do you drink alcohol or have drug/medication taking habit? If “Yes”, state type and daily quantity. O O O O
BT EEHRBERENSSEEERRENNERIE?EBE "2,  FXPEIESENE -

11. Is your weight changed since the last application date of this policy? If “Yes”, how much? O O O O
BTHREEHRENHFEORRESTHE 1 EE "2, » FxH -

12. (For Disability Income Only) Are you self-employed? If “Yes”, please state no. of employees. O O O O
(EBEARARRENK) BTEERE ?E "2,  FEBAR-
13. (For Disability Income Only) What is your earned income for the last 12 months including any commission,
bonuses and tips?

(BRBARABRERT) BTEBE—FoFHasisefBaREame « TERRE: HK$ i

For any “Yes” answer, state question number and give details by Addendum.
HLMEM—RBERE "2, - BUBEBEEERE RS

14. Have any parent, or one brother/sister ever suffered or been suffering from diseases of the heart, high blood o O
pressure, stroke, kidneys, diabetes, cancer, AIDS, paralysis or any hereditary/familial disorder (such as
Huntington’s chorea, blindness, glaucoma or cataracts)? If “Yes”, complete table below.

TR B RBHEP—NIE ik S DR ER B UK - PR S0 - 8% - #ER% - BE 0 BEK R
T AEEME RIRMERR (GIANAEECESE - 20 - BXBSERRE) 7EE "TH5,  FEZTIIERE:

Relationship Age Type of Disease Living/Deceased Cause of Death
RAfR FH#E iR %8 7/5% JER

Declaration relating to Foreign Account Tax Compliance Act

I/We hereby declare, agree and acknowledge that:

1. The Company and/or its affiliates are obliged to comply with the requirements of the laws, regulations, orders, guidelines, codes, and
requirements including the applicable requirements under the Foreign Account Tax Compliance Act of or agreements with any public,
judicial, taxation, governmental and/or other regulatory authorities, including the Internal Revenue Service of the United States of
America (the “Authorities” and each an “Authority”) in various jurisdictions as promulgated and amended from time to time (the “Appli-

cable Requirements”).

2. The answer below is true and accurate:
Are you, or are you acting for and on behalf of, a United States person, being a U.S. citizen, U.S. resident for U.S. federal income
tax purposes or U.S. Resident Alien (i.e. a so-called U.S. green card holder), whether or not you reside outside of the U.S.? If your
are a body corporate, do you have any beneficial owner(s) holding a 10% or more direct or indirect interest in you who is a U.S.
citizen, resident or U.S. entiry.
1 Yes (and I/we hereby provide the Company with my/our IRS Form W-9)
[J No

3. |/We agree to notify the Company in writing within 30 days if there is any change of any of the details previously provided to the
Company whether at time of application or at any other times, in particular, my/our nationality / place of incorporation, tax status or
tax residency changes or if I/we become tax resident in more than one country. If any of these changes occurs or if any other informa-
tion comes to light concerning such changes, the Company may need to request certain documents or information from me/us, includ-

ing duly completed and/or executed (and, if neccessary, notarized) tax deciarations or forms.



I/We agree that the Company may disclose my/our particulars or any information to any Authority (in or outside Macao) in connection
or adherence with the Applicable Requirements. For the purposes of the foregoing and notwithstanding anything contained in this form
or any other agreements between the Company and myself/ourselves, |/we may need to provide the Company with futher information
and within such time as may be required for disclosure to any Authority. I/We also agree to provide the Company with such assistance
as may be necessary to enable the Company to comply with its obligations under all Applicable Requirements concerning myself/our-

selves, or my/our policies with the Company.

If I/we do not provide the Company with the information or documents requested in a timely manner or if any information or documents
provided are not up-to-date, accurate or complete such that the Company is unable to ensure its ongoing compliance or adherence
with the Applicable Requirements, |/we agree that the Company may withhold payment of any amount due to myself/ourselves or
my/our personal representatives/representatives under my/our policy(ies) in compliance with the Applicable Requirements and/or pay
the same to any relevant Authority on my/our behalf as the relevant Authority may require .I/We also agree that the Company reserves
the right and shall be entitled to terminate my/our policy(ies) and return to me the cash value (if any ) without interest which shall be
calculated pursuant to applicable terms and conditions and provisions of such policy(ies) net of any outstanding amounts relating to
such policy(ies), or take any such other action(s) as may be reasonably required including but not limited to making adjustments to the

values, balances, benefits or entitlements under such policy(ies).

(Applicable for juvenile trust policy) |n relation to the juvenile trust policy issued to an insured whose age is below 18 and to which
I/we act as a trustee, notwithstanding any provisions under such policy to the contrary, |/we may assign the legal ownership of such
policy to the insured upon the insured attaining age 18 by completing the required forms and providing all information and such

documents as the Company may require at the time of application for the transfer of ownership.

(Applicable for policies with Assignment clause) In relation to a policy where the policy owner has a right to assign the policy as
collateral for a loan in accordance with the policy provisions, notwithstanding any provisions under such policy to the contrary, I/we
(as policy owner )may assign the policy by completing (and procuring the proposed assignee to complete) the required forms and

providing (and procuring the proposed assignee to provide) all information and such documents as the Company may require.

This Policy Services Request Form (including all the declarations, agreement and acknowledgements herein) shall amend or supple-
ment the application(s) for all of my/our policy(ies) with the Company. This Policy Services Request Form and such application(s) shall

together form part of the terms and conditions and provisions of all of my/our policy(ies) with the Company.

B (IINBERFMBFEIARE) BB

FA / BERUBHRBREAR

1.

AR/ SEAHMBEEREMER 8 &% 0 55 FRNEE QMNERFRBGRE) ERRATNRER  SEFAAR - 8E R BUSH/ S EtEE
HBEHRENER  SEXEERMER (UTHE "HE8H8E ) ) ETRRZEERTHBEN RETNHE (UTHEE TERHRE, ) -

MTEEDARER

BTEEXEAL  BIXEAR FAXEMERENZEEER  SHEXEERSMHZIME (AXERFHEAN) »H THETREEEXEHEINEE (ZETES
RELEEBEALTE) ?AETREN BTZESRBATEEXEEAR  XEERIEERBERSMBEEANI0% BT 2kE?

U 2 (FA/ BSERAATREEFAN / BEZIRS W-9%H%)

o =&

AN / EEEATRFENSAMERAARRRNEMER  LERHNAAN / BFNEE / St RBWRSREMEHLNES - SEFAN / BEHES
R—EBEXRNRE AN / BEFABEZTRAAETEEMNAR - EREELEY  SEEMEEEHNHGEHNCAARMA - ARAEERREFA / BFREHE
LEXHEER  BEEIRZE / S%E (LENARE  AAZAFHARE) WRBRBARE -

FA / BERBARMKEREEARENER - AEATRMBERSBIMMIEERBEREFA / BFNEAGHEEAEN - BRIENERR - LREEEEFR
BEAREAN / BEZANENEMBERAENEARE  FA / EETHEFRAL/ATERNBHARNRME—SER  UEAREBEMEERBALER - &
A/ BETREALRRMRKRE  EAREKAREAREFAN / BEUARNBENRE  BTARTERRE TR -

NEFN / BERERBOATDRUENALS - BAN / BEFRHOEHATH LR - ERARE  SIHARNEFRETTUSELMERRE - KA /
BERBANTURERRENESR - HADKAN / BEREMIMAA / BEAAN / BFOBEARE / REOEARENELOR - 2 / DBEREE
BEOER - RFA / BEREMEERERARNBHNE - AN / BSARBATGREEN  BRELAA / BE2RERRREEEDNERENREE
HERLEE (M) - NBREENEMARARERRAA / BF SEREATE  SEETRANREGESTEEOREEE &5 CRERSTER
(TR

(BRZEEFME) MAKRTISBENZRARFALULAN / BERETANREEGRREMNS  REZRENRERRDERE  NIRAERI8EE  FAE
EMHZARMEARERRANRFMBRORBEREHAMEARDERNEHAG  BERENEDETHEIRA -

(BARSERZBRAMFERNRE) NRERFARBREGABERZREEZUFERZER  BEARENRERRABRE AN / BF (RERKEAN)
AR (REERZBARR) MRRORBLUEESR (REFRRBAEARZ) MEARRKNERNXG  BEAENELRES -

FERRESHRNARFAE (BEAELFHNAEER  AERADER) BEAFHRFAN / BFULABENMEREZHFAE - AEAREGVARTHFS
REEREZHRFER—HEREAAN / EFUARABENABREZGERIEHRRELN 5 -

3



Declaration relating to Automatic Exchange of Financial Account Information

1.

|/We acknowledge that pursuant to the Guidelines on the Common Reporting and Due Diligence Standards for Financial Account Information, the Company and/or its affiliates are required to
collect information concerning my / our tax residency* and, if applicable, to furnish such information to the Financial Services Bureau of the Macau Special Administrative Region.

|/We declare that my / our answers to the questions below are true and accurate:

For INDIVIDUAL Applicant Only

Are you a tax resident* in other jurisdiction(s) (except Macau and U.S.)?

(If “YES”, please provide the Company with a completed “Self-Certification Form for Individual”

O YES O NO

For ENTITY Applicant Only

All entity applicants are required to fill in and return the “Self-Certification Form for Entity”, and if applicable, the “Self-Certification Form for Controlling Person” as well (Please refer to Part 3

of the “Self-Certification Form for Entity” to see if it is necessary to submit the “Self-Certification for Controlling Person”).
* An individual or entity may be a tax resident of more than one jurisdiction. If you have any questions about your tax residency in any jurisdiction(s), please consult your tax advisors.

I/We agree to notify the Company in writing within 30 days if there is any change of the above information provided to the Company, whether at time of application or at any other times, in
particular, my/our nationality / place of incorporation, tax status or tax residency changes or if I/we become tax resident in other country. If any of these changes occurs or if any other
information comes to light concerning such changes, the Company may need to request certain documents or information from me/us, including duly completed and / or executed (and, if
necessary, notarized) declarations or forms.

EEQEED IRPA TR S E R RO A

- KA/ BFER > RIE (ERRFERREMBHAENHR—
EFSRIITHEBR M BURREEREN -

S ARK/HENBARANERRAN/ EFNRBEEREANENRTERNERLT > @

AN/ BEEBPAN/EEFHLTRBEHNERSAEHER:
FEARBEAREA

ATETAHMEEEERE (BRRFIREEALS) HRBER?
MEXRR "2,  FRAARRMSEZN "EABREBRE,)
mp= o&

REARERBREA

FEEIERAENYRERERSE "ERAREHRE, & (0ER)
HEARE, NEED)

* EANFRUASN—ERZEEENRBER - MUMBERRZEERGIMEER @ AHHAET/EARMRBER -
BAN/BERARRMAN L EEMERANERANREMEMAREEEMNEE A/ BFRABEZTRAEEBNARNEMIED  LEEAAN/EFHEE
/AR - ARIOREIRFERE A EE) - EAAN/EERARMERNNBER - MEMELEE - SUIMEME SR TEEMERE - ARRREERAN/
BERMHEEHHEN  GFCHEZAEE ( TENBRE X ALAFAFHAR) MEHERE -

TERABRERRE. (RNEEFEER 'ERABKERRE, - F2H "E8A

Declaration ZFRH

1.

. RHEE

| HEREBY DECLARE THAT | have read the application and | CERTIFY, on behalf of myself and behalf of any person who may have or claim any interest in the said Policy, that each of the
above answers is full, complete and true and shall form part of the contract under the Policy and | AGREE that they shall be taken as the basis of the proposed reinstatement. | FURTHER
AGREE that such reinstatement shall not be considered as effected by any reason until the Company has consented, approved and endorsed. | UNDERSTAND that the Policy Risk
Commencement Date may also be changed due to such reinstatement subject to the Company approval.

. Any personal data concerning myself or the Insured (if different) collected and held by the Company may be used, stored, disclosed and transferred (whether within or outside Macau) to

such individuals/organizations associated with the Company for the purposes of (i) dealing with any matters arising from any policy issued pursuant to this application; (ii) providing all
services related to this application; (iii) any promotion of financial products and services by the Company and its affiliated companies and (iv) communicating with me or the Insured (if
different ) for such purposes.

BANBRFILRFES - FARKAMARLRETHEMAZACREL LB AEEIAREMAREL - WA LRRESIIZ ) - FERMEELE T EAERRBMERER
Nz AANRABWERARABARBRMERAARERENS - BE FANEEHABRESMOBEE T REERNEE MBS WATARRTALE -

- BARWERFEAASKEA (WETR) WEMEAER  AIEE - {#7 2RRET (ERAMEIEIN) ARARMIAL/SEEERE - R (1) RERREMRHEMRESENER
S (i) REERAREORERSE (1) EMARRENEARZIHIS B R RS2 HEEE ; MUK (iv) Ll BREA ASHRRA 0HTR) 5 -

Signature of Life to be Insured

WRBAEE

Date(mm/dd/yy)
%EZHH (B/B/%H

Signature of Policyowner

RIFAEE

Signature of Witness

RALAZE

For Office Use Only

New RCD

New Paid To Date New Premium

Reinstatement cost

1.
2.
3. o/s loan plus interest

4. back cash value / premium

Premium From to

Interest on Premium

Total:




