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Hong Kong Li fe Request for Benefits Change Form
— UREEREECE —
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Policy No. Name of Policyowner Name of Life Insured
N g 5 N Y=
RN A dmTR RN A £ R
Code of Insurance Name of Insurance Servicing Bank
Intermediary Intermediary

E 57~ Important Notes

TREF R Levy
(AT PR BRI R B i TP TRE & S MBS PR T R R (e 2 A

Any change(s) in policy details and/or benefits may lead to a change in amount of premium and levy payable.

EHIR Part A
NN T VB NG
N a8 H A B PREEER
. A B I mn® | MR | EEC ) PO
EEEAETE/ Basic Plan / Supplementary Benefits Add” Delete | Change® AT AT )
KR Amount / Guaranteed Monthly
Change of Basic Plan / Income / Benefit Class
Supplementary Benefits
O O O
O O O
e
By [1  Reinstatement®
Policy Reinstatement SH ST Z PRE - {%%?;"Q%E&ﬂﬁ Please settle the premium, levy and interest required
AT B BEIRE T HCY - S B/ E AR E
“DDA/ CCPA Form” is required ifautopay account has been cancelled before Iapsation.
it
Others*
USRI S R E . » SR - (N re-underwriting for the request is needed, please complete Part B.
2R Part B
1. {&E A& Personal Particulars
[0 frREEHEZS A Policyowner
Z{# A Life Insured 0 R #E R R) Second Life Insured (for joint
life only)
HigiHeight QIR feet OfE>K cm s Height OR feet OE>K cm
ERE Weight __ Opglb OAT ke HEE Weight O Ib OAT kg
A EYE S5
Name of Company &
Nature of Business
L
Occupation
O #5H) O SZ=TAE O BEBTE O #8158 O =ZETlE O] #EsTrF
Manual Work Work at Height Travel Overseas Manual Work Work at Height Travel Overseas
WE B - FEEE - WE S B - SRR o
EEEM% Please give details |f involved in the above ioh duties. Please give details if involved in the above iob duties.
Exact Duties
ZHEH A SZHE A
Date of employment Date of employment

B ARG Ryl (REEE G R T T HIGR AR - SRR AR R o IR A A = T 2

Has Policyowner changed his/her correspondence address, contact number or nationality since policy issued but not D*E Yes ofsNo
yet notified our company ?

B4 | B =5 223 re R o
(R AR TSGR 2 0 TR & FIURS 2 W0 £i§ 0 ves OENo

Does Policyowner have any U.S. tax obligation? If ”Yes" please fill out IRS Form W-9

TR E SRR T ESREAREEE ) RIEER R -

If “Yes”, please complete “Request for Policy Change Form” and provide relevant document.
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{REA4RSE/ Policy No.

11. {& ABE#F Personal Behaviour

ZERNRERE 2 N /2 R A (R OR) = e
Yes

Do the Life Insured/ Policyowner/ Second Life Insured (for joint life only) No

la.  MEMEBRETEANREESERER? WO T & HIEER - HIERKESE R E T - m] m|
smoke or have ever smoked any form of tobacco products during the past 12 months? If “Yes”, please state type, average daily consumption
and duration.

] =% A Life Insured

FER Type H Fi & Daily consumption K FA-HH Duration
[ fREEMEZS A Policyowner o ZZfR A (B #(R) Second Life Insured (for joint life only)
HERI Type & H F & Daily consumption Hi FH4F-HH Duration
b.  FEEYREEHRMNELREESEES W TR, & EflEA - O O
have stopped smoking on medical advice? If “Yes”, please give reasons.
o ZfE A Life Insured o fREEREZS A Policyowner o ZZ 4R A (H A %) Second Life Insured (for joint life only)
|5 [KIReason: _
2. EEHCH - RESEEEEE W T2 B HYIEEN] - PERI S E R B - O O

drink alcohol, take drugs or narcotics? If “Yes”, please state type, average daily consumption and duration.
o 2% A Life Insured

FER Type & H F & Daily consumption Fi F4F-HH Duration
o PREEREZS A Policyowner 0 X717 A (3 F iR {+) Second Life Insured (for joint life only)
e Type & H FI & Daily consumption AE FI4EHH Duration

3. MESHNEESEEAGRED) > WK B BEREL?N TR F o FESARMEE - O O
engage in or intend to engage in any hazardous sports such as diving, parachuting, automoblle & car racing and mountaineering? If “Yes”,
please complete the corresponding questionnaire(s).

. {EEF &%} Health Information

o pREEZE A
- Policyowner
A EE T VN
SRR AR RN (LEFRTHR) Hieinsured | second
Do the Life Insured/ Policyowner/ Second Life Insured (for joint life only) Life
b & | Z &
Yes No Y No

1 (REEZREET)  Ya&F )\%Lﬁfﬁﬂ‘fff FERRAE* ~ O ~ LB - TR - SmER ~ SEIREARR - R
WA ¢ VR - SR ~ SINEBE) - M - AR - Eﬁ* CBEE  BFRASEE - hRemE s EsARE | 5 | o | o | o
e
(and any of the immediate family) have ever had Tuberculosis, Diabetes*, Kidney Disease, Heart Disease, Stroke, High
Blood Pressure*, Coronary Artery Disease, Blood Disorder, Mental Disease (e.g. Stress, Anxiety, Depression), Hereditary
Disease, Cancer, Tumour*, Hepatitis, Hepatitis Carrier, AIDS or AIDS related conditions?

2. UEEASUEMHSAEEE TR - BRSREEAN - B8 LITEE - RERE - BERE - RS m] ] O ]
R SO 5 S0 S R TR Bt A ol R B S TR A ?
have ever had or been told to have, or intend to be treated or have been treated for any Disease, Disorder, Physical
Impairment or Deformity, Severe Injury*, Severe Nose Bleeding, Back or Neck Pain*, Epilepsy* or Asthma*?

3a. TRBETEN @ Gz esidsieaxoeiads - SR - B - LEE - Sl - Rkhels - okdabs m] ] | m]
(B BEEES ~ R BIERE IR ZIE ~ FFREIE LB R - &%) - By &2 iiahs ?
have had or have been advised to have X-ray, CT Scan, Ultra-sonogram, ECG, Biopsy, Urine Test, Blood Test (e.g.
Cholesterol, AIDS, Hepatitis including Hepatitis B, Anemia, etc.), any other investigatory or diagnostic tests in the past five
vears?

b. EBEREN » GREALSOIARIRK VLML - #EZBEV T - BEZ B g He ok ?

] O ] ]
have had any illness, operation, medical advice or hospital treatment not mentioned above in the past five years?
H3E Y20 For Female Only
da. WEFEEEZ 0 TR F o HIEHETEER -
. . ] O ] ]
now in pregnant? If “Yes”, please state the expected delivery date.
b. T Y& EAEFA GRS ENERR - BRI 228 R QiR 5 5 485k 2 O - O O

have ever had any disorder of the Breast or Reproductive Organs including abnormal smear tests and irregular menses?

ét{giﬁ?:ﬁ%ﬁﬂ@%%% TE. 0 SBEIHESE - FIAKEREEEEREERH Y - 28 - FrgERi - 8% - RBSRITE T2 BE A RREEELTE (5
FAMZEZREAE - W) « Wahatl TR 2 e Sl - Rodgsdfie 2 HIH ~ RIRFIEESR « k18 H ARG E 2 BT » 551
(EPN&=oi N

If any answers to the above questions is “Yes”, please indicate the question number, the person affected and provide full details including onset dates, diagnosis,
duration, treatment, result and name of all attending physicians and medical institutions (please provide patient card copy, if any). Please also provide name &
address of your personal physician, and date, reason and result of last consultation. If there has been any weight changes over 10 Ibs in the past 12 months, please
indicate the person affected and give reasons.

o Zf{#A Life Insured o fREfEZS A Policyowner
o KEZ{FEA Second Life Insured (78 FH AR £7) (for joint life only)
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FREEZRSR/ Policy No.

IV. {E AF&{RECHE Personal Insurance History

ZERNORERERS /T2 OR A (R FTATOR) (1)@ A T AR /S iz b 2 HAt AR R © siIE@ LIRS - BN = 3
B o BCEDRIRIEIIHOR BRI » G SHAEaE ~ IEH ~ IIgr s e AR IR BB) G BRI » B ST R fRIg TR R 2 40 Yes No
M2, & FHIEHE AR N -
Do the Life Insured/Policyowner/Second Life Insured (for joint life only) have (1) any other insurance in force and/or pending; OR (2) any
application for or reinstatement of life, accident or health insurance which have ever been declined, postponed, rated or in any way modified; OR o =
(3) any claim for accident, health or any sort of benefits? If “Yes”, please indicate the person affected and give details below.
= T st | 7S N a5 . "
RRAE | RRAN | RREA | RREEEESE | ap | mme | i | omm | PERE | o
Insuranc Date of Type of Sum Assured / . Sub- .
o . In force |[In progress | Declined |Postpone Claimed
e Application | Insurance Principal Amount A Standard
ZEIRA
Life Insured
OREERERE A
Policyowner
TZIRA
Second Life Insured
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{REA4RSE/ Policy No.

WEKPart C

B HHEEF7## Declaration and Authorization

BRNBEITVEFRAE RE2FEBELT &I © (1) BEASRRATRAT (M T EEAE ) UERFTRE N ERHE RyR R (Rl H A b sl 75 7 S/ IR s ]
HR o SARBLATARAI S RIS - B SR - Sint S ETTE IR - FR0 - mEN - BN - (REFEEIRE - BN TR
b SEORAZ S ~ BTN A A SRR HY S o e/ SRS R N ki © B ARz SR ~ B ~ AR ~ SU/BE T (R e AE A BB N
EREE R RERERER AR AE » A~ FETTEHA - B =TGRS HRIER (EFEEA TR R A F] ~ $R1T ~ A0 ~ Erathl > DULHMER AT TE -
BN - B (K R~ IR AR DL A SR EYSE S BT LUEERYEE = 5 AR s (it ers) ~ B A S - BERUREE AT - ARRAMREE RS
ONE] ~ R~ WIPTAS - BURFRGE ~ (EREAR Mg - (SEERIRESRS - WOREE - DRAERliRS - FFaABBORIER S I E R EE M e BT ~
SRS E B A BRSPS YIS S T ELEE 2 BT 5 (2) AR N/BRPVERERIRT B SRR AR NVER A REEMZE DR - B RARA A/
FIRVERA AR - AESORTEASFL TIOE - FAREEEEAFHNENBERIEBCE - FRIEEHTEAFRAR A/ RITERRVEH] - AR
ARSI » SRS A S ME NS RHIBCREE B0 AS PR ARVE PSR > AT AE P A B E A2 G 0ET 183 5i i E 154 - W
BASEERE AR () Tl NS A MEEH (& ARV IR AT -

AN MERAFI © AN/ BAPIEA FHER AN/ B A RBTER RS BEFIBIR CARIARE - BeBBUR R/ SHMUEBIEDK § (2) ArA%EHE > AN/
ISR A RIS - FrA  $230 - SR DAEA T R B 4 (R B s TEE PRI I A RER T RES | BUHIRRTS ~ TAREEOAM LAYR R - BEAFY
ARAMARNBRMZRBREAZ SRS HRIMEMER  CVEEAFAR SR DEREIFTVERA - SRECARA A/ E A B EAA R
RN B TIREREIA A E Al s A7 =R A B BT ~ BEtsds A0 VAR ~ (TR B8 R/ S ER (BEAUEORSN - &
BAF R LAEUTELT - B AR  RE - (TBEZR B G R/ SEARIS AT I (B MR R/ SR ES A RAEEENERT - g TR
& DR EARAR  ERASFA/ATR - ANBMHE > QERANIHERG T DI IRRETEEAS - BEASHEN BEMIRRELL - KR
RGN/ A -

ANSEATIA EAATER U E NS EOR - AR R ST R 0T A\ BERMRE TR AR5 -

ANSRATE AR (O AERMRTE - B4 - BF% - 220 - (RIBATE) ~ BURTER ~ BRI E S A SR AR b S SR 2 s N1 N sk & R 8 8dF A
BNSFZAENERE (RS B EoR) - 9] [a B A FEHARER - SEEEEZE &k DU E PR R A G, S e (REERIET T 5 2) &
HNFEUETHIE E 2 B N BELEBAT - v 5 A% 2 (REEIERRIEERE B E » BN/ T T TRT TR 2 BTl NG DA A N /B M Z (R R
Lo BIEA N /B TR deme 17 - AEEE BT - MR E LR - AR N/ 2 R N RREE NN E 2 MAREE A » KIS g IARBLEAR
HREERT -

I/We hereby declare, understand and agree that: (1) Hong Kong Life Insurance Limited (hereinafter referred to as “Hong Kong Life”) only collects necessary personal
information for the purpose of processing your application or any other applications for insurance or financial related products/services and providing all on-going
services relating to such applications, claim processing or any analysis of it, statistical or actuarial research, litigation, communication, internal/external audit, to
maintain quality services, direct marketing for insurance products and data matching, and communication with any relevant organization/person in respect of any
services and/or products provided by Hong Kong Life. Any personal information collected or held by Hong Kong Life is to enable it to carry on insurance business and
may be stored, used, disclosed, released and/or transferred (whether within or outside Hong Kong) by Hong Kong Life to any other companies carrying on insurance
or reinsurance related businesses or any intermediaries or third party administrators or third party service providers (including without limitation insurers, bankers,
lawyers, accountants, and other third party service providers who provide administrative, telecommunications, computer, payment, printing, redemption or other
services to Hong Kong Life) or claims investigator or medical bill review companies or other service providers providing services relevant to insurance business or
professional advisors or researchers or government authorities or any associations or federation of insurance companies or credit reference agencies or debt collection
agencies or partnering financial institutions or any organizations which meet disclosure requirements imposed by law or court orders or pursuant to guidelines issued

I/We hereby understand that if I/We do not want to receive any promotional information from Hong Kong Life, I/We can make such request in writing to the Data
Protection Officer of Hong Kong Life at any time.

I/We hereby authorize: (1) any employer, doctor, hospital, clinic, insurance company, government office or any relevant organization/person in respect of any services|
and/or products provided by Hong Kong Life who has or may hereafter have any record, knowledge or information of me/us (whether medical or otherwise) to disclose,
release or transfer to Hong Kong Life or its representative such record, knowledge or information pertinent to this application and any reinstatement or claim arising|
therefrom; (2) Hong Kong Life or any of its appointed medical/paramedical examiners or laboratories to perform the necessary medical assessment and tests to|
evaluate the health status of me/us in relation to this application for insurance and any reinstatement or claim arising therefrom. This authorization shall bind me/us|
as well as the successors and assignees of me/us and remain valid notwithstanding death or incapacity in so far as legally possible. A photocopy of this authorization|
shall be valid as the original.

ZIRNEE rREREm N EE (NIEZIRA) FETIN
Signature of Life Insured Signature of Policyowner (If other than Life Insured) Signature of Second Life Insured
T
Hong Kong
Foeiul HEA (H/B/) R AN/ RBAEE b4 INENIE e INGIES =
Signature Place Date (dd/mm/yyyy) Signature of Insurance Intermediary / Witness Signature of Assignee /

Irrevocable Beneficiary (if any)

[s.v.]|
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