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SUPPLEMENTARY QUESTIONNAIRES
il 7 el

LIFESTYLE SUPPLEMENTARY QUESTIONNAIRES

EFLAWMEME

additional declaration:
ESRATEETIIEZESERPRE —HER - WMEHCHRBRNEBERMEREINER:
e AVIAQU | Aviation
RITESE | RAT
e AVOQU | General Hazardous Pursuits
—RERSEERS | —REKES
e DIVQU | Diving
BIKEE | TBK

e MOUNQU | Mountaineering
215 2L

These can be used alongside the Application Form for Proposed Insured completion of known activities that require

MEDICAL SUPPLEMENTARY QUESTIONNAIRES
REKRWERE

These can be used in a variety of ways:

HrEEEZEAR:

e alongside the Application Form for Proposed Insured completion of known medical conditions;
BEPFE-HHER  HESRAERCHAREARR ;

e part of the reflex medical assessment handling;

1ER AR RN —E0 D

e requested by the underwriter as part of additional disclosure requests; or

REBZRMERERRERIIENN—BD 5 =

e part of the APS process completed by the attending doctor.
EREDEBLERERREZA -

This document contains supplementary questionnaires on the following:
XX HBIEUT 2@ 7B S
e BPQU | Blood Pressure
MERRES | mE
e DMQU | Diabetes
HEPRIETES | REPRIE
e GAQU | Gastric Disorders
EHMEE | B
e GMCQU | General Medical Condition
—RACRES | —REERR
e GYNAEQU | Gynaecological Disorders
FRHRERS | BRMER
e MENQU | Mental/Anxiety/Depression
DEREGRERS | BeRER/ SRE/ IT8E
e RESPQU | Respiratory Disorders
IR ASERES |WRASER

e TUMQU | Tumours
[EEm%E | EE

Supplementary Questionnaires # 7 &%

PENERBERR o MPGEARRREEE - BUARIRIRE -

TLB 022HKB SUPQ 1013



LIFESTYLE SUPPLEMENTARY QUESTIONNAIRES Aviation

E£EZHRWREME AT

Proposed Insured Given Name Surname

EZRA B2F PR

Date of birth

A A \ | | (dd/mm/yyyy B/ B/ %)

Producer Name Producer ID

BEEHE BEBRER \
Policy Number ID/Passport Number
REMRSE \ | EEAE 1t \

Please complete in BLOCK CAPITALS and ensure that your answers are true and complete. Failure to disclose all material facts may lead to
cancellation of the insurance cover and/or non-acceptance of future claims. A material fact is one which is likely to influence the assessment
or acceptance of this Application. If you are in any doubt whether a fact is material, it should be disclosed.

FUE#EER  WHERERERTE - HARRIRBEZSELTRARBREEYR/ ARERKIE - EESEETRFETAREMILE
B KRR EEERTEE  BATURE -

1. When and where did you learn to fly, and what flying qualifications do you hold?
ETRAURRBEEE B R 2 IS EMERITHR?

2. On average, how many hours per annum do you fly? SE FHRITZ D/ 2

3. When did you last fly? £ 2 5 i 2 {8 2

4. Please confirm the type of aircraft that you fly, including details of the engine size: FE=E4A%I H B TR E RELAITELE - BEDIZEAN

5. Do you fly for employment purposes? If so please provide details of the flying activities:

BTRERBATERERE 2R - FRMURITEDHE:

6. Do you fly for pleasure only? If so please provide details: B TEE AL 2B AEERE 2 212 » FEaFul:

7. Do you take part in competitions or displays? If so how many events do you take part in per annum?
ETER2NRTEEIRITRE?OR  BFSMZPBEEERRE?

I/We hereby declare that the above statements are true and complete and agree that this supplementary statement together with the

Application Form dated | \ \ | (dd/mm/yyyy) shall be the basis of the contract between me/us and TLB.
AN/ EEENBPLMRAAERTE  UERBMHFTRER R | \ \ | (B/ B/ F)HEBNRRAPEERERARA/ BE

HR2EXASERERITSNZME

Authorised Signatures {Ei#%E

Signature of the Proposed Insured Signature of Witness to Proposed Insured
ERRAEE EZRAZRBAZEE
X X
Date L .l .|, . | || Place Name
HER (dd/mm/yyyy B/ B/ %) ith Country BEIZ i3
Date || | | | | | || Place
R (dd/mm/yyyy B/ B/ %) b2 Country EIZ

Supplementary Questionnaires # 7 &%

PENERBERR o MPGEARRREEE - BUARIRIRE -

TLB 022HKB SUPQ 1013



LIFESTYLE SUPPLEMENTARY QUESTIONNAIRES General Hazardous Pursuits

EEHAWTEMS — A B 1 )
Proposed Insured Given Name Surname

EZRA B2F PR

Date of birth

A A \ | | (dd/mm/yyyy B/ B/ %)

Producer Name Producer ID

BEEHE BEBRER \
Policy Number ID/Passport Number
REMRSE \ | EEAE 1t \

Please complete in BLOCK CAPITALS and ensure that your answers are true and complete. Failure to disclose all material facts may lead to
cancellation of the insurance cover and/or non-acceptance of future claims. A material fact is one which is likely to influence the assessment
or acceptance of this Application. If you are in any doubt whether a fact is material, it should be disclosed.

FUE#EER  WHERERERTE - HARRIRBEZSELTRARBREEYR/ ARERKIE - EESEETRFETAREMILE
B KRR EEERTEE  BATURE -

1. Please provide the details concerning any hazardous pursuits or pastimes that you follow, including but not limited to, caving,
potholing, skydiving, parachuting, canoeing, rafting, etc.? Please provide details.

FHHE T 2 EE AR EBRIREEE 215 - B (BRRN) R - Bk BAARERE

2. Do you take part in this activity on an amateur or a professional basis? B TUA¥EEHIE R ¥ S S HEILES) ?

3. Do you participate in this activity only for pleasure, e.g. on holiday, and not for financial reward? Please provide details.

BTSRRI EBEAEREMN (MEE) MHEHSRER HHL -

4. Do you plan any record attempts, test or stunt flying? Please provide details. Bl N2 &t EIE A4 % « sBUEE SIS R RIT ? 5l ©

5. Do you participate in any form of competitions? Please provide details. B T&&AZIM{EAF R AL E 2 55554 -

6. Do you always wear the required safety and/or protective clothing? B T2 AN EB R ZZEHFENZE R/ SRELER?

7. Please provide full details including how often you take part in this activity. sE12 5515 - AIESELTEBRIEZIRE -

I/We hereby declare that the above statements are true and complete and agree that this supplementary statement together with the

Application Form dated | \ \ | (dd/mm/yyyy) shall be the basis of the contract between me/us and TLB.
AN/ EEENBPLMRAAERTE  UERBMHFTRER R | \ \ | (B/ B/ F)HEBNRRAPEERERARA/ BE

HR2EXASERERITSNZME

Authorised Signatures {Ei#%E

Signature of the Proposed Insured Signature of Witness to Proposed Insured
ERRAEE EZRAZRBAZEE
X X
Date L .l .|, . | || Place Name
HER (dd/mm/yyyy B/ B/ %) ith Country BEIZ i3
Date || | | | | | || Place
R (dd/mm/yyyy B/ B/ %) b2 Country EIZ

Supplementary Questionnaires # 7 &%

PENERBERR o MPGEARRREEE - BUARIRIRE -

TLB 022HKB SUPQ 1013



LIFESTYLE SUPPLEMENTARY QUESTIONNAIRES Diving

EEHAWTEMS %K

Proposed Insured Given Name Surname

EZRA B2F PR

Date of birth

A A \ | | (dd/mm/yyyy B/ B/ %)

Producer Name Producer ID

BEEHE BEBRER \
Policy Number ID/Passport Number
REMRSE \ | EEAE 1t \

Please complete in BLOCK CAPITALS and ensure that your answers are true and complete. Failure to disclose all material facts may lead to
cancellation of the insurance cover and/or non-acceptance of future claims. A material fact is one which is likely to influence the assessment
or acceptance of this Application. If you are in any doubt whether a fact is material, it should be disclosed.

FUE#EER  WHERERERTE - HARRIRBEZSELTRARBREEYR/ ARERKIE - EESEETRFETAREMILE
B KRR EEERTEE  BATURE -

1. When did you learn to dive and what diving qualifications, if any, do you hold? B T E28B k2 A ? FEWEEKEE (M8) ?

2. How frequently do you dive and when did you last dive? B T A2 A Bk —% ?_E—IRZEXK AR ?

3. Please confirm the average depth dived and the maximum depth that you have or intend to dive to:
BRI T EENENRE - URBERETEERRRER o

4. Do you always use equipment that has been properly maintained and serviced, and checked before each dive? If you use a
dive computer do you always dive within the safe limits that your computer allows? Please provide details.

BT EKESEAZERENRER ? SE KA SRERRENE ? MEAEKMER - BTSRERE LFIRZEREEKIE ? F -

5. Do you dive for employment purposes? If so please detail diving activities, including details of any use of explosives and the
location of dives (i.e. deep sea, coastal waters, lakes and rivers).

BTEREBETREX MR - FREEOTDFHE - EREEERBRERNEKBE (RS - FFEE - AR

6. Do you dive for pleasure only? If so please provide details of the country and location of dives:
BTBEKRRERER? MR B KNERRIE

7. Do you dive alone or always in a group? B T BE 24 MK ?

I/We hereby declare that the above statements are true and complete and agree that this supplementary statement together with the

Application Form dated | \ \ | (dd/mm/yyyy) shall be the basis of the contract between me/us and TLB.
AN/ BEEMBP MRAAERTE  WEZUHFTHRMRZ R | \ \ | (B/ B/ F)BEBHREREFERERAEA/ BS

HEXASARESTSN2MEE -

Authorised Signatures {$1#%E

Signature of the Proposed Insured Signature of Witness to Proposed Insured
ERRAEE EZRAZRBAZEE
X X
Date Lol L Place Name
HER (dd/mm/yyyy B/ B/ ) 1h 2h Country BEIZ ®E
Date Lol oL Place
HER (dd/mm/yyyy B/ B/ %) ith 2 Country B

Supplementary Questionnaires # 7 &%

PENERBERR o MPGEARRREEE - BUARIRIRE -

TLB 022HKB SUPQ 1013



LIFESTYLE SUPPLEMENTARY QUESTIONNAIRES Mountaineering

EEHAWTEMS 211

Proposed Insured Given Name Surname

EZRA B2F PR

Date of birth

A A \ | | (dd/mm/yyyy B/ B/ %)

Producer Name Producer ID

BEEHE BEBRER

Policy Number ID/Passport Number
RERS \ | EEAE 1t \

Please complete in BLOCK CAPITALS and ensure that your answers are true and complete. Failure to disclose all material facts may lead to
cancellation of the insurance cover and/or non-acceptance of future claims. A material fact is one which is likely to influence the assessment
or acceptance of this Application. If you are in any doubt whether a fact is material, it should be disclosed.

FUE#EER  WHERERERTE - HARRIRBEZSELTRARBREEYR/ ARERKIE - EESEETRFETAREMILE
B KRR EEERTEE  BATURE -

1. Do you participate in mountain climbing with or without safety equipment? Please provide details.
ETREHNETREMBZ2RE ?FF A

2. How frequently do you climb and when did you last climb?

BT RS AZ L —R ? E—IRE L PR 2

3. Please confirm where you climb and heights that you climb to:
FBRTANDIBAE i B R BB S

4. Are you a member of mountaineering or climbing association(s)? Please provide detalls.
AT RRLRE B HERA?H -

5. Do you climb for pleasure only? If not, please provide details of your climbing activities.

BTRLERENER?NE - FRHBLEDHE -

6. Do you climb alone or as a group? Please provide details.
BT BERRE ML 2 -

|/We hereby declare that the above statements are true and complete and agree that this supplementary statement together with the

Application Form dated | | | | (dd/mm/yyyy) shall be the basis of the contract between me/us and TLB.
AN/ BEENBP MR AEETE YRS U TR | \ \ | (B/ B/ B BEBORRAFEREHAEA/ TS

HEXASARESTN2MEE -

Authorised Signatures {$1#%E

Signature of the Proposed Insured Signature of Witness to Proposed Insured
EZRAEE EZRAZRBAEE
X X
Date Lol L Place Name
A (dd/mm/yyyy B/ B/ &) b Country BIx &
Date Lol L Place
R (dd/mm/yyyy B/ B/ ) et Country EIx

Supplementary Questionnaires # 7 &%

PENERBERR o MPGEARRREEE - BUARIRIRE -

TLB 022HKB SUPQ 1013



MEDICAL SUPPLEMENTARY QUESTIONNAIRES High Blood Pressure
RERAHTRE & I AR

Proposed Insured Given Name Surname

EZRA B2F PR

Date of birth

A A \ | | (dd/mm/yyyy B/ B/ %)

Producer Name Producer ID

BEEHE BEBRER \
Policy Number ID/Passport Number
REMRS \ | EEAE 1t \

Please complete in BLOCK CAPITALS and ensure that your answers are true and complete. Failure to disclose all material facts may lead to
cancellation of the insurance cover and/or non-acceptance of future claims. A material fact is one which is likely to influence the assessment
or acceptance of this Application. If you are in any doubt whether a fact is material, it should be disclosed.

FUE#EER  WHERERERTE - HARRIRBEZSELTRARBREEYR/ ARERKIE - EESEETRFETAREMILE
B KRR EEERTEE  BATURE -

1. When was the diagnosis first made and what were your blood pressure readings at that time?
BETAREDE LSRR ? EFNNRESL S ?

2. Do you know what your current blood pressure readings are? If so, please provide details:
B T ANEE B IE— R VI BRI 2 QN 4038 - #5EAR

3. Please provide details of your treatment, including names of medication, dosage and frequency of dosage:

FiRAEFE - BRENER BERRRIREC:

i) currently IREF

ii) in the pastiB1F

4. Have you required more than 5 consecutive days off work, or have any limitation to your daily activities in any way due to your
medical condition? If so please provide dates and duration:

BTELEsmEBmMEZEENBRABNULE  SEFEZFRLZRE ?0E @ FERNRESREE:

5. Have you had any x-rays, tests or other investigations for this condition? If so, please provide details, including dates and
results. Please attach a copy of the medical report(s) with this questionnaire if available.

BT EERIERMESEMX ABE - AR EMeE 2 0E - Bl (BEEHRER) - XM EEERERIA (0F) o

6. Have tests on your urine always been normal? If not, please provide details.
BTHRBIHERREES 2MAES Bl o

7. Do you have any other medical condition (e.g. kidney or heart disorders, raised cholesterol/lipids)? If so please provide details:
BT EEMERE (R VEER - SIEERE/ mAR) 240748 » Brft:

TLB 022HKB SUPQ 1013

Supplementary Questionnaires # 7 &%

PENERBERR o MPGEARRREEE - BUARIRIRE -



MEDICAL SUPPLEMENTARY QUESTIONNAIRES High Blood Pressure (Continued)
RERABTHES = IR ()

8. Do you currently smoke? If yes, how many cigarettes/cigars per day?
ETRREEAREZE?NE  SARSIIE/ THi?

9. Please provide the name and address of your current treating doctor and/or Hospital if different from above, including any
alternative therapy practitioners:

RN EDE AR/ Bkt (W LRRE) HEBRIbIL - EEEAERA:

State your last follow-up date L /XBZRE: | | | | (dd/mm/yyyy B/ B/ %)
Next follow-up date )X HHA . | \ \ | (dd/mm/yyyy B/ B/ %)

If discharged from any follow-up, please confirm the discharge date
MEEBD  FHHABEREZHE: \ \ \ | (dd/mmsyyyy B/ B/ %)

I/We hereby declare that the above statements are true and complete and agree that this supplementary statement together with the

Application Form dated | \ \ | (dd/mm/yyyy) shall be the basis of the contract between me/us and TLB.
A/ BEENBP ERRASERTE  WRIBHHFRARRA | \ \ | (B/ B/ F)EBNRARPESHERATA/ BE

H2RASHRERTSNZMEE -

Authorised Signatures {5 E

Signature of the Proposed Insured Signature by Attending Doctor (if applicable)
ERRAEE EREERE (ER)
X X
pr P N I Date I B
B (dd/mm/yyyy B/ B/ &) 7 Country Bz B (dd/mm/yyyy B/ B/ &)

Signature of Witness to Proposed Insured

EZRAZRBAZEE
X
Name
#®E
Date“““”‘Place
B (dd/mm/yyyy B/ B/ &) o2 Country B

TLB 022HKB SUPQ 1013

Supplementary Questionnaires # 7 &%

PENERBERR o MPGEARRREEE - BUARIRIRE -



MEDICAL SUPPLEMENTARY QUESTIONNAIRES Diabgtes
RERAWBTRS B I

g Select the box that applies
FEESEZE

Proposed Insured Given Name Surname

EZHRA BF K

Date of birth

44 A \ | | (dd/mm/yyyy B/ B/ )

Producer Name Producer ID

BEENE CESE |
Policy Number ID/Passport Number
BRI | \ BT/ RS |

FBNEIR - MARERESERAER  BLTURE -

Please complete in BLOCK CAPITALS and ensure that your answers are true and complete. Failure to disclose all material facts may lead to
cancellation of the insurance cover and/or non-acceptance of future claims. A material fact is one which is likely to influence the assessment
or acceptance of this Application. If you are in any doubt whether a fact is material, it should be disclosed.

FUE#EE @ WHRARTRERTE - TARBIRBEZSENTBARBREERR/ ARERIE - EESEETRSETHRIERILS

1. Please confirm exact diagnosis:

BTHEDEL:

I:l Insulin Dependent/Type |
RS EMXERNERR/ —ENERR

D Non-Insulin Dependent/Type Il
FIRBERMEENERR/ —EERE

O Impaired Glucose Tolerance
MAEMmME RS

2. When was the diagnosis first made?

ERHERS R ?

3. What type of treatment are you currently taking?
BT EESW—iEamE?

- Oral medication (state name medication and dosage)

AfRZEY RSN EEREE)

- Insulin (state type if insulin and dosage)

REE (FIPARSREERES)

- Diet control

ZHIRE

R T EDFHE:

4. Diabetic follow-up consultations. Please provide the following details:

- Name of Doctor B84E 4 #4

- Frequency of follow up B &

- Result of laboratory test (if known) {L BRI 4R (202 H0)

Fasting sugar 22 M ¥E

HbA1c #E{b AL =

Lipids M fig

Urine JRiR - Sugar ##% Protein % 2&H

Date HEf | \ \ | (dd/mm/yyyyB/ B/ %)
Date HE | | | | (dd/mmsyyyyB/ A/ %)
Date HHA | \ \ | (dd/mm/yyyyB/ B/ %)

Blood #1f

Date BEf | | \ | (dd/mm/yyyy B/ B/ &)

Supplementary Questionnaires # 7 &%

PENERBERR o MPGEARRREEE - BUARIRIRE -

TLB 022HKB SUPQ 1013



MEDICAL SUPPLEMENTARY QUESTIONNAIRES I)‘iabf?tes (Continued) w3 Select the box that applies
R AR & BE VR (50) wRESEY

5. Do you currently suffer from any of the following symptoms:

BTREBERGANTIEMR:

[ Heart disease U s

[ Protein / Blood in the urine EFH R/ IR

[C]Numbness of hands and/or feet ¥ / 5 2 e

[] stroke #1/&

] Skin ulceration 2 Ei& %

[ Eye problems (other than short and long sightedness) BR¥& (EI8 R BRI

6. Have you ever been admitted at a hospital, clinic, sanatorium, or other medical institution for this condition? Or, is any
in-patient treatment planned? If so please provide full details including the name of the hospital and consulting physician/
consultant.

BT EEREMEARMER - AIEDH - AMERERFEMEREE?BTESH R EMERAR?ME @ Bl (BEEREBR
ERBE/ BENBSR) o

7. Do you suffer from any other medical condition not already disclosed? If yes, please provide details.
BTRAEEEMRRIRAEMN 205  FEad:

I/We hereby declare that the above statements are true and complete and agree that this supplementary statement together with the

Application Form dated | \ \ | (dd/mm/yyyy) shall be the basis of the contract between me/us and TLB.
AN/ BEEMBPLMRAAEETE  WRBUHTRER R | \ \ | (B/ B/ F)SEBNRARPESHERATA/ BE

HEXASAREFI]ENZME

Authorised Signatures {5 E

Signature of the Proposed Insured Signature by Attending Doctor (if applicable)
ERRAEE EREESE (WEA)
X X
pr P N I Date I R
B (dd/mm/yyyy B/ B/ &) 2 Country Bz B (dd/mm/yyyy B/ B/ &)
Signature of Witness to Proposed Insured
EZRAZRBAES
X
Name
HE
Date“““”‘Place
B (dd/mm/yyyy B/ B/ &) o2 Country BIxX

Supplementary Questionnaires # 7 &%

PENERBERR o MPGEARRREEE - BUARIRIRE -

TLB 022HKB SUPQ 1013



MEDICAL SUPPLEMENTARY QUESTIONNAIRES Gagtric Disorders
RERABTERS H

Proposed Insured Given Name Surname

EZRA B2F PR

Date of birth

A A \ | | (dd/mm/yyyy B/ B/ %)

Producer Name Producer ID

BEEHE BEBRER

Policy Number ID/Passport Number
REMRSE \ | EEAE 1t \

Please complete in BLOCK CAPITALS and ensure that your answers are true and complete. Failure to disclose all material facts may lead to
cancellation of the insurance cover and/or non-acceptance of future claims. A material fact is one which is likely to influence the assessment
or acceptance of this Application. If you are in any doubt whether a fact is material, it should be disclosed.

FUE#EER  WHERERERTE - HARRIRBEZSELTRARBREEYR/ ARERKIE - EESEETRFETAREMILE
B KRR EEERTEE  BATURE -

1. Please provide details of the exact diagnosis, if known:

ARERRNRESE (WEA)

2. When was the diagnosis first made?
BXRHEZHE?

3. Please state the nature and frequency of your symptom(s). If fully recovered, please state date of recovery.
EIBE M E R ERAE - MERRE  BYIREREAE -

4. Have you had any x-rays, tests or other investigations for this condition? If so, please provide details, including dates and
results. Please attach a copy of the medical report(s) with this questionnaire if available.

BT EERIERMESEMXABE - AR E beE 2 0E - Fridl (BEEHRER) - LM EEERERIA (0F) o

TLB 022HKB SUPQ 1013

Supplementary Questionnaires # 7 &%

PENERBERR o MPGEARRREEE - BUARIRIRE -



MEDICAL SUPPLEMENTARY QUESTIONNAIRES Gagtric Disorders (Continued)
RERABTERS B ()

5. Please provide details of your treatment, including names of medication, dosage and frequency of dosage:
BIRMUARE  BREYER  BERBRRXE:

i) currently IREF

ii) in the pastiBF

I/We hereby declare that the above statements are true and complete and agree that this supplementary statement together with the

Application Form dated | \ \ | (dd/mm/yyyy) shall be the basis of the contract between me/us and TLB.
A/ BEENBP LR AERTE  WRIBHHFRRARRA | \ \ | (B/ B/ F)EBNRARPRBESHERATA/ BE

H2XABSARESTSNZME -

Authorised Signatures {B1#%E

Signature of the Proposed Insured Signature by Attending Doctor (if applicable)
EZRAEE EREEEE (WEA)
X X
vl R B NI - o Date I R
SR (dd/mm/yyyy B/ B/ &) A Country BEIx B4 (dd/mm/yyyy B/ B/ &)

Signature of Witness to Proposed Insured

EFRAZRBAZES
X
Name
HE
Date “““H‘Place
Sh (dd/mm/yyyy B/ B/ &) o2 Country BIZ

Supplementary Questionnaires # 7 &%

PENERBERR o MPGEARRREEE - BUARIRIRE -

TLB 022HKB SUPQ 1013



MEDICAL SUPPLEMENTARY QUESTIONNAIRES General Medical Conditions
RERARTERE — R JE R

Proposed Insured Given Name Surname

EZHRA BF K

Date of birth

44 A \ | | (dd/mm/yyyy B/ B/ )

Producer Name Producer ID

BEENE CESE |
Policy Number ID/Passport Number
BRI | \ BT/ RS |

Please complete in BLOCK CAPITALS and ensure that your answers are true and complete. Failure to disclose all material facts may lead to
cancellation of the insurance cover and/or non-acceptance of future claims. A material fact is one which is likely to influence the assessment
or acceptance of this Application. If you are in any doubt whether a fact is material, it should be disclosed.

FUEHEE  IRAZREERE - TARRIAABEZSESTERRBREENR/ IREWE - EEEEIRTRESETMUEHLLH
FBINEEIE - KRR ESERTEE  BATURE -

1. Please provide details of the exact diagnosis, if known:

R REBEDE (WEA)

2. When was the diagnosis first made?

ERHE RH?

3. Do you still have symptoms? If symptoms are current, please provide details, including the frequency, severity and any
limitation to your daily activities in any way:

BTREBERANAEEEBRB?NE » Frdl - BEBEAE BRERERYABEESNEALE:

4. When did you experience your last symptoms?
BIE—XEHRAE?

5. Please provide details of your treatment, including names of medication, dosage and frequency of dosage:

FREAEFE - BRENERE BHERRRIREC

i) currently IREF

ii) in the pastiB1E

6. Have you required more than 5 consecutive days off work due to your medical condition? If so, please provide dates and duration.
BTEERLERMBESTEEMNMRERAN L2078 » BB RRASRREH -

7. Have you had any x-rays, tests or other investigations for this condition? If so, please provide details, including dates and
results. Please attach a copy of the medical report(s) with this questionnaire if available.

BT EEREERMESEMX ABE - ARSI EMRE 2 0E - Bl (EERHRER) - LM EEERERIA (10F) -

8. Have you ever been admitted at a hospital, clinic, sanatorium, or other medical institution for this condition? Or, is
any in-patient treatment planned? If so, please provide full details including the name of the hospital and consulting
physician/consultant.

BTSSR MEMRMER AIE2H AMEBEERREMMERRE ? B TR EEIEAERER 2 G » Bl (BEEREER
FOBEE/ BENMER)

TLB 022HKB SUPQ 1013

Supplementary Questionnaires # 7 &%

PENERBERR o MPGEARRREEE - BUARIRIRE -



MEDICAL SUPPLEMENTARY QUESTIONNAIRES General _Medical Conditions (Continued)
RERARTERE — IR ()

9. Please provide the name and address of your current treating doctor and/or Hospital if different from above, including any
alternative therapy practitioners:

AERMURRED AR/ 8k (N EHARE) HEBRibIE - B EME AR -

State your last follow-up date L /XEZRE: | | | | (dd/mm/yyyy B/ B/ %)

Next follow-up date T )X HHR . |

| (dd/mm/yyyy B/ B/ )

If discharged from any follow-up, please confirm the discharge date
MB|EED > BHEREREDAB: \ \ \ | (dd/mm/yyyy B/ B/ %)

I/We hereby declare that the above statements are true and complete and agree that this supplementary statement together with the

Application Form dated | \ \ | (dd/mm/yyyy) shall be the basis of the contract between me/us and TLB.
A/ BEENBE LR SERTE  WRIBHHFRARA | \ \ | (B/ B/ F)SEBNRARPESHERATA/ BE

H2XASHREZTSNZMEE -

Authorised Signatures &% E

Signature of the Proposed Insured Signature by Attending Doctor (if applicable)
ERRAEE EREERE (WER)
X X
pr o P N I Date I R
B (dd/mm/yyyy B/ B/ &) R Country Bz B (dd/mm/yyyy B/ B/ &)

Signature of Witness to Proposed Insured

ESRAZRBARE
X
Name
A
Date“““”‘Place
B (dd/mm/yyyy B/ B/ ) o2 Country BIx

TLB 022HKB SUPQ 1013

Supplementary Questionnaires # 7 &%

PENERBERR o MPGEARRREEE - BUARIRIRE -



MEDICAL SUPPLEMENTARY QUESTIONNAIRES (iynaecqlogical Disorders
RER RIS f o 9

Proposed Insured Given Name Surname

EZHRA BF K

Date of birth

44 A \ | | (dd/mm/yyyy B/ B/ )

Producer Name Producer ID

BEENE CESE |
Policy Number ID/Passport Number
BRI | \ BT/ RS |

Please complete in BLOCK CAPITALS and ensure that your answers are true and complete. Failure to disclose all material facts may lead to
cancellation of the insurance cover and/or non-acceptance of future claims. A material fact is one which is likely to influence the assessment
or acceptance of this Application. If you are in any doubt whether a fact is material, it should be disclosed.

FUEHEE  IRAZREERE - TARRIAABEZSESTERRBREENR/ IREWE - EEEEIRTRESETMUEHLLH
FBINEEIE - KRR ESERTEE  BATURE -

1. Do you have any gynaecological problems or still have symptoms? If so, please provide details, including the exact diagnosis,
frequency, severity and any limitation to your daily activities in any way:

BTBERRRETBEEMERERR 2 0E @ Fl - SFREDE XY RERERYAEEDNEMLE:

2. When did you experience your last symptoms?

RIL—RERA?

3. Please provide details of your treatment, including names of medication, dosage and frequency of dosage:

FIREUGEE - AEENERE - HERRRRE:

i) currently BHEF

ii) in the pastiBfE

4. Have you required more than 5 consecutive days off work due to your medical condition? If so, please provide dates and duration.
BTEERLERMEZTEEMNMREAN L2008 » FrBARRASAREE -

5. Have you had any x-rays, tests or other investigations for this condition? If so, please provide details, including dates and
results. Please attach a copy of the medical report(s) with this questionnaire if available.

BT ESRIERMESEMX ARE - ARG EbgE 2 0E - Frrdl (BEENRER) @ Y EEERERIA (0F) -

6. Have you had any surgery for this condition? Or, is any surgery planned? If so, please provide full details including the name of
the hospital and consulting physician/ consultant.

BT S8 EIERESEMFNRA B RS EMFN 2005 » Fil (EEBREBREDEE/ BENKESR)

TLB 022HKB SUPQ 1013

Supplementary Questionnaires # 7 &%

PENERBERR o MPGEARRREEE - BUARIRIRE -



MEDICAL SUPPLEMENTARY QUESTIONNAIRES (iynaecqlogical Disorders (Continued)
RERAWBTRS R ()

7. Please provide the name and address of your current treating doctor and/or Hospital if different from above, including any
alternative therapy practitioners:
BIRMRNEDBAR/ Bk (8 DRRE) WEE R SR EAEmAEA

State your last follow-up date F)XEBZHE: | \ \ | (dd/mm/yyyy B/ B/ %)
Next follow-up date TR AR : | | | | (dd/mm/yyyy B/ A/ %)

If discharged from any follow-up, please confirm the discharge date
MEEED BB -REZHEH: \ \ \ | (dd/mm/yyyy B/ B/ %)

I/We hereby declare that the above statements are true and complete and agree that this supplementary statement together with the

Application Form dated | \ \ | (dd/mm/yyyy) shall be the basis of the contract between me/us and TLB.
AN/ BEENBP L MRAAERETE  SIRZUHFTRER R | \ \ | (B/ B/ F)EBNRAPESHERATA/ BE

HERXASARESTN2MEE -

Authorised Signatures & 1#%E

Signature of the Proposed Insured Signature by Attending Doctor (if applicable)
EZRAEE EREEEE (WEA)
X X
o [ N I Date I B
SR (dd/mm/yyyy B/ B/ ) 2k Country BIZ% B4 (dd/mm/yyyy B/ B/ &)
Signature of Witness to Proposed Insured
EZRAZRBAZEE
X
Name
e
Date“““”‘Place
Sh (dd/mm/yyyy B/ B/ ) R Country BIx

Supplementary Questionnaires # 7 &%

PENERBERR o MPGEARRREEE - BUARIRIRE -

TLB 022HKB SUPQ 1013



MEDICAL SUPPLEMENTARY QUESTIONNAIRES Mental/Anxiety/Depression
@A AT S R rRL /B IR E/ 8%

Proposed Insured Given Name Surname

EZHRA BF K

Date of birth

44 A \ | | (dd/mm/yyyy B/ B/ )

Producer Name Producer ID

BEENE CESE |
Policy Number ID/Passport Number
BRI | \ BT/ RS |

Please complete in BLOCK CAPITALS and ensure that your answers are true and complete. Failure to disclose all material facts may lead to
cancellation of the insurance cover and/or non-acceptance of future claims. A material fact is one which is likely to influence the assessment
or acceptance of this Application. If you are in any doubt whether a fact is material, it should be disclosed.

FUEHEE  IRAZREERE - TARRIAABEZSESTERRBREENR/ IREWE - EEEEIRTRESETMUEHLLH
FBINEEIE - KRR ESERTEE  BATURE -

1. Please provide details of the exact diagnosis, if known:

R REBEDE (WEA)

2. When was the diagnosis first made?
BRFEDRE?

3. Do you still have symptoms? If symptoms are current, please provide details, including the frequency, severity and any
limitation to your daily activities in any way:

BTRERANEEEHB?NE  Frdl - 8EREAE BRERERYASESNEALE:

4. When did you experience your last symptoms?
BIE—XEHRAR?

5. Please provide details of your treatment, including names of medication, dosage and frequency of dosage:

BRAVGEE - BREENEE HERRERE:

i) currently IRAF

ii) in the pasti®fE

6. Have you required more than 5 consecutive days off work due to your medical condition? If so, please provide dates and duration:

BT BEEWERMZZEENRABA L ?20F - FEANREAREH -

7. Have you had ever had treatment as a hospital out-patient or seen a psychiatrist or other specialist for this condition? If so,
please provide details, including dates and results. Please attach a copy of the medical report(s) with this questionnaire if
available.

BT BE R IERZIERFID RO IR BN EMEREERD 2008 - Bl (EEEARAR) » Wi CEEREEA (E) -

8. Have you ever been an in-patient or day-patient at a hospital, clinic, sanatorium, or other medical institution for this condition?
Or, is any in-patient or day-patient treatment planned? If so please provide full details including the name of the hospital and
consulting physician/consultant
BT EEELERNER 27 BERSHOEFRBEZERYARGE B TRAEAAREZ aREEZ RRDER 2118
ARl (BEBEREBREDELE/ BENKSR) -

TLB 022HKB SUPQ 1013

Supplementary Questionnaires # 7 &%

PENERBERR o MPGEARRREEE - BUARIRIRE -



MEDICAL SUPPLEMENTARY QUESTIONNAIRES Mental/Anxiety/Depression (Continued)
R AWM S FARbEOR /B E/ W8I ()

9. Are you aware of any trigger or underlying cause of your medical condition? If yes, please provide details:
BTREAERRFRENFERE ? NAE - fFarl:

10. Have you ever tried to take your own life? If yes, please provide details:

BTEEABRR 21 - B

11. Please provide the name and address of your current treating doctor and/or Hospital if different from above, including any
alternative therapy practitioners:

REREETDEAR/ ekt (WE LRRE) HEERibit - SEEMEERERT:

State your last follow-up date E)XEBZHER: | \ \ | (dd/mm/yyyy B/ B/ %)
Next follow-up date T IXBZ BEA - | \ \ | (dd/mm/yyyy B/ B/ %)

If discharged from any follow-up, please confirm the discharge date
MEFED  FIAREREDEH: \ \ \ | (da/mm/yyyy B/ B/ %)

Please use the space below to provide us with any additional information you feel may be relevant in helping us with your application
assessment:

FRUTZAMCERHEE TR RTRAERNEMERIMER - BB R M EE TSRS

I/We hereby declare that the above statements are true and complete and agree that this supplementary statement together with the

Application Form dated | \ \ | (dd/mm/yyyy) shall be the basis of the contract between me/us and TLB.
A/ BEENBE LR SERTE  WRIBHHFRARRA | \ \ | (B/ B/ E)SEBNRARPBESHERATA/ BE

H2XASARERTSNZMEE -

Authorised Signatures % E

Signature of the Proposed Insured Signature by Attending Doctor (if applicable)
ERRAEE EREERE (WER)
X X
s [P N I Date I R
B (dd/mm/yyyy B/ B/ &) R Country Bz B (dd/mm/yyyy B/ B/ &)

Signature of Witness to Proposed Insured

EZRAZRBARE
X
Name
A
Date“““”‘Place
B (dd/mm/yyyy B/ B/ ©) o2 Country BEIZ

TLB 022HKB SUPQ 1013

Supplementary Questionnaires # 7 &%

PENERBERR o MPGEARRREEE - BUARIRIRE -



MEDICAL SUPPLEMENTARY QUESTIONNAIRES Respiratory Disorders
R R AT S VPR 7 45 9%

Proposed Insured Given Name Surname

EZHRA BF K

Date of birth

44 A \ | | (dd/mm/yyyy B/ B/ )

Producer Name Producer ID

BEENE CESE |
Policy Number ID/Passport Number
BRI | \ BT/ RS |

Please complete in BLOCK CAPITALS and ensure that your answers are true and complete. Failure to disclose all material facts may lead to
cancellation of the insurance cover and/or non-acceptance of future claims. A material fact is one which is likely to influence the assessment
or acceptance of this Application. If you are in any doubt whether a fact is material, it should be disclosed.

FUEHEE  IRAZREERE - TARRIAABEZSESTERRBREENR/ IREWE - EEEEIRTRESETMUEHLLH
FBINEEIE - KRR ESERTEE  BATURE -

1. Please provide details of the exact diagnosis, if known:

R REBEDE (WEA)

2. When was the diagnosis first made?

ERHE RH?

3. Do you still have symptoms? If symptoms are current, please provide details, including the frequency, severity and any
limitation to your daily activities in any way:

BTREBERANEEEBRB?NE @ Fill - BFRBFAE BERERYAREDEREMLE:

4. When did you experience your last symptoms?
BIE—XEHRAE?

5. Please provide details of your treatment, including any steroids. Please confirm names of medication, dosage and frequency of
dosage:

FIREUGEE - OEARRAEER - FIIREYEE - BERRERE:

i) currently JREF

ii) in the pastiBE

6. Have you required more than 5 consecutive days off work due to your medical condition? If so, please provide dates and duration.
BTESRIERMBEZEEMNMRERA L2075 » B ANEREER AR -

7. Have you had any x-rays, tests or other investigations for this condition? If so, please provide details, including dates and
results. Please attach a copy of the medical report(s) with this questionnaire if available.

BT EERIERMESEMXABE - AR EbeE 2 0E - Bl (BEEHRER) - LM EEERERIA (0F) -

8. Have you ever been admitted as an emergency at a hospital, clinic, sanatorium, or other medical institution for this condition?
Or, is any in-patient treatment planned? If so please provide full details including the name of the hospital and consulting
physician/consultant.

BT BEREIEME B SX 8RR - 277 BERSEMEREE ? B TRE 2RI EMERAR 2 MF » Fil(BEREREBRE
DEE/ BENEE)-

TLB 022HKB SUPQ 1013

Supplementary Questionnaires # 7 &%

PENERBERR o MPGEARRREEE - BUARIRIRE -



MEDICAL SUPPLEMENTARY QUESTIONNAIRES Respirat‘ory Disorders (Continued)
RERAWBTRS WPk 2 45 9 0 (40)

9. Are you aware of any trigger or underlying cause of your medical condition (e.g. stress, exercise, and allergy)? If yes, please
provide details:
BTRAMERRRENFELE (RN - EERBE) 2 M - Fafd:

10. Do you monitor your respiratory function? If yes, please provide details of the last three months lowest and highest readings:
ETERERACHTRAZKIIE ?NE @ FRUBE=EAANGERESES:

11. Please provide the name and address of your current treating doctor and/or Hospital if different from above, including any
alternative therapy practitioners:
EIRAUAREDBAER/ SRR (M EMRE) HEB R EIEEMEMSAE:

State your last follow-up date E)XEZHHER: | \ \ | (dd/mm/yyyy B/ B/ %)
Next follow-up date T IXRBZ BEA: | \ \ | (dd/mm/yyyy B/ B/ %)

If discharged from any follow-up, please confirm the discharge date
MEFED  FIPAREREZEH: \ \ \ | (da/mm/yyyy B/ B/ %)

Please use the space below to provide us with any additional information you feel may be relevant in helping us with your application
assessment:

FRUTZAMERHEE TR STRAARNEMERINER - BB RMTHEE THRE:

|/We hereby declare that the above statements are true and complete and agree that this supplementary statement together with the

Application Form dated | | | | (dd/mm/yyyy) shall be the basis of the contract between me/us and TLB.
KA/ BEENER LR AERTE  WEZ LA TBRERRA | \ \ | (B/ B/ B BBNRRAFELREHAEA/ TS

HEXASARESTN2MEE -

Authorised Signatures S 1#%E

Signature of the Proposed Insured Signature by Attending Doctor (if applicable)
EZRAEE EREEEE (WEA)
X X
v N B NI - Date I R
SR (dd/mm/yyyy B/ B/ &) % Country 1% B4 (dd/mm/yyyy B/ B/ &)

Signature of Witness to Proposed Insured

EFRAZRBAZES
X
Name
%A
Date | | |, , , ||Place
B (dd/mm/yyyy B/ B/ &) MR Country B

TLB 022HKB SUPQ 1013

Supplementary Questionnaires # 7 &%

PENERBERR o MPGEARRREEE - BUARIRIRE -



MEDICAL SUPPLEMENTARY QUESTIONNAIRES Tumours
REKAWFEES i 923

Proposed Insured Given Name Surname

EZHRA BF K

Date of birth

44 A \ | | (dd/mm/yyyy B/ B/ )

Producer Name Producer ID

BEENE CESE |
Policy Number ID/Passport Number
BRI | \ BT/ RS |

Please complete in BLOCK CAPITALS and ensure that your answers are true and complete. Failure to disclose all material facts may lead to
cancellation of the insurance cover and/or non-acceptance of future claims. A material fact is one which is likely to influence the assessment
or acceptance of this Application. If you are in any doubt whether a fact is material, it should be disclosed.

FUEHEE  IRAZREERE - TARRIAABEZSESTERRBREENR/ IREWE - EEEEIRTRESETMUEHLLH
FBINEEIE - KRR ESERTEE  BATURE -

1. Please provide the date and details of the exact diagnosis, if known. Please attach a copy of the pathology medical
report(s) with this questionnaire if available:
RIRAtED BE - ZEFEE (EH) - A ERERE (Nf) :
2. When and in what part of the body was the tumour, growth, cyst or lump first discovered?
PAMAT R RE BR L ERBE IR E T ~ 154 - WIESER ?
3. Have you had any x-rays, tests or other investigations for this condition? If so, please provide details, including dates and
results. Please attach a copy of the medical report(s) with this questionnaire if available.
BETEERELERMEZEMAXARE  AEIEMRE 205 » Fdl (BEEHRAR) W EEBERERIAR (0F) -
4. Have you had the tumour removed and any surgery for this condition? Or, is any surgery planned? If so, please provide full
details including the name of the hospital and consulting physician/consultant.
BTRECYRER ? BTSSR EREZEMFARGEEZEMFA 205 » Fl (EEEREBREDBE/ BENKESR) ©
5. Please provide details of your treatment, including names of medication, dosage and frequency of dosage. For any cancer
medication, chemotherapy, radiotherapy and please specify the dates of commencement and completion of such treatment:
BIRMARFE  BREYER  BERBRAE - BEZEMEEEYAE - CRSMEGHAE - FIIRRERKRTRAR
i) currently IHAF
ii) in the pasti®fE
6. Do you have any current symptoms? If so, please provide details, including the frequency, severity and any limitation to your daily
activities in any way:
RIMLEEREG?0E - Fad - BREFAE RERERYAREDEREATE:

Supplementary Questionnaires # 7 &%

PENERBERR o MPGEARRREEE - BUARIRIRE -

TLB 022HKB SUPQ 1013



MEDICAL SUPPLEMENTARY QUESTIONNAIRES TUI}IOUYS (Continued)
RERAHTERS N 98 ()

7. Please provide the name and address of your current treating doctor and/or Hospital if different from above, including any
alternative therapy practitioners:
BIRMRNEDBAR/ B (8E ERRE) WEB R - SR EAEmAEA

State your last follow-up date b /XBZEE: | \ \ | (dd/mm/yyyy B/ B/ %)
Next follow-up date T )X B HER : | \ \ | (dd/mm/yyyy B/ B/ %)

If discharged from any follow-up, please confirm the discharge date
MEFED  FIAREREDEH: \ \ \ | (da/mm/yyyy B/ B/ %)

I/We hereby declare that the above statements are true and complete and agree that this supplementary statement together with the

Application Form dated | \ \ | (dd/mm/yyyy) shall be the basis of the contract between me/us and TLB.

AN/ EEENERR AR AERTE - WEZLHRRARR | \ \ | (B/ B/ BIBBNRREBENERREN/ BE
HR2EXASHERERITSNZME -

Authorised Signatures &% E

Signature of the Proposed Insured Signature by Attending Doctor (if applicable)
ERRAEE FRBEREE (WER)
X X
g N I ) Date Lol by
Sk (dd/mm/yyyy B/ B/ &) 2 Country B B (dd/mm/yyyy B/ B/ %)
Signature of Witness to Proposed Insured
EIRAZRBAEE
X
Name
e
Date“““”‘Place
B (dd/mm/yyyy B/ B/ ©) 1 Country BIZR

Unit 8E Golden Sun Centre 223 Wing Lok St Sheung Wan HK

N AVIG ATOR Tel. (852) 2530 2530 Fax (852) 2530 2535

Insurance Brokers Ltd. Email: crew@navigator-insurance.com www.navigator-insurance.com

TLB 022HKB SUPQ 1013

Supplementary Questionnaires # 7 &%

PENERBERR o MPGEARRREEE - BUARIRIRE -



