PDF Form Version

Insurance Application Form
(Insurance Broker Version) L

Important Notes:

Application No.:

Financial Consultant’s Code

Financial Consultant’s Name

1.
2.

« You have to disclose fully and truthfully in this application ALL material facts, which shall form the basis of our contract; otherwise the policy issued may be void or
voidable. If in doubt whether a fact is material, please disclose it below. In case the space provided is insufficient, please indicate the section and question number, and
provide the details in a separate supplement to application form.

R e A X hRAHIEE o

Al. Personal Details of Proposed Insured/Proposed Owner

Please complete this application form in Block Letters and put a “¢’” in the appropriate box(es) or delete as appropriate.
This form is also applicable for investment-linked assurance scheme with sum insured.
The original of this form and supporting documents submitted will not be returned.
This form is also available in Chinese/ZE

Proposed Insured

Proposed Owner
(Leave blank if Proposed Owner is the Proposed Insured)

1. Name
(as shown on H.K.I1.D. Card/
Passport/Birth Certificate)

In English
Surname

Given Name

In Chinese
(If applicable)

In English
Surname

Given Name

In Chinese
(If applicable)

2. Sex

[ ] Male [ ] Female

[ ] Male [ ] Female

3. Date of Birth

YYYY MM DD

YYYY MM DD

4. Place of Birth

Country City/Town

Country City/Town

5. Nationality

6. H.K.I.D. Card/Passport/
Birth Certificate/Business
Registration No.

(Please attach copy)

Notes:

* If Proposed Insured’s Age is
Below 18.

@ For Non-HK Permanent Resident,
please submit nationality proof.

# For corporate entity as Proposed
Owner, please complete
and submit “Supplement to
Application - for Corporate
Proposed Owner” together with
this application form.

[ ] HK Permanent Resident:
H.K.I.D. Card/Birth Certificate No.*

[ ] Non-HK Permanent Resident:
H.K.I.D. Card No.® (if any)

Passport No./Birth Certificate No.*

[ ] HK Permanent Resident:
H.K.1.D. Card No.

[ ] Non-HK Permanent Resident:
H.K.I.D. Card No.® (if any)

Passport No.

[ ] Corporate Customer®: Business Registration No.

7. Relationship to Proposed
Insured

Not Applicable

[ ] Spouse [ | Parent [ | Others

8. Name of Employer

9. Office Address

Note: If the address is located in the
Mainland China, please complete
Section J of this form.

Room/Flat Floor Block
Name of Building/Estate
Street No. & Name
City/District

Postal Code Country

Room/Flat Floor Block
Name of Building/Estate
Street No. & Name
City/District

Postal Code Country

10. Employer’s Business Nature

11. Occupation

Title Main Duties

Title Main Duties

12. Current Monthly Income (HK$)
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Insurance Application Form(Insurance Broker Version)

Al. Personal Details
(Cont’d)

Proposed Insured

Proposed Owner

13. Education

[ ] Primary orbelow [ | Secondary/Advanced Level
[ ] Tertiary or above

[ ] Primary or below [ | Secondary/Advanced Level
[ ] Tertiary or above

14a. Residential Address

Note:

i. Please attach address proof
issued within 3 months from the
date of submission.

ii. Please complete the address in
English if residing in Hong Kong:
address in Mainland China or
Taiwan please complete in English
or Chinese.

iii.If the address is located in the
Mainland China, please complete
Section J of this form.

Room/Flat Floor Block
Name of Building/Estate
Street No. & Name
City/District

Postal Code Country

Room/Flat Floor Block
Name of Building/Estate
Street No. & Name
City/District

Postal Code Country

14b. Have you resided outside the
country/city of the provided
Residential Address for more
than 6 months during the
last 12 months?

[ ] Yes (Please provide the country and city):

DNO

[ ] Yes (Please provide the country and city):

DNO

15. Permanent Address
(Leave blank if same as
Residential Address & see
Note ii. in Item 14a)
Note: If the address is located in the
Mainland China, please complete
Section J of this form.

16. Correspondence Address of
Proposed Owner
(Leave blank if same as
Residential Address & see
Note ii. in Item 14a)
Note: If the address is located in the
Mainland China, please complete
Section J of this form.

Room/Flat Floor Block

Street No. & Name City/District

Name of Building/Estate

Postal Code Country

17. Contact No.

Country Code

Hong Kong: 852
China: 86

Others: Please specify

Mobile:
(Country Code)

Mobile:
(Country Code)

Residence:

(Country Code) ( AreaCode )

Residence:

(Country Code) ( AreaCode )

Office:

(Country Code) ( AreaCode )

Office:

(Country Code) ( AreaCode )

18. Email Address

D Policy contract - | request to receive a paper copy of my policy contract

To reduce paper use and provide you with a better digital experience, if you have provided your mobile number or email address on this form, you will automatically be enrolled in
“ePolicy Service” and “eStatement/eAdvice Service”. You will not receive paper copies of relevant documents for this policy.
After your policy is issued, an email/SMS will be sent to you. You will be able to register for Emma by AXA to enjoy “ePolicy” and “eStatement/eAdvice” services via the app or portal.
Please activate or login to your account to view and download your policy documents anytime online. For details, please visit www.axa.com.hk/en/emma-by-axa.

If you would like to receive paper copies of relevant documents, please mark “v” in the applicable box(es) below:

D Statement/Advice - | do not wish to enroll to eStatement/eAdvice Service and request to receive paper copies of my policy statements/advices

Terms and conditions of “ePolicy Service” and “eStatement/eAdvice Service” apply, please refer to section F of this form. You may also refer to our website www.axa.com.hk for the
latest terms and conditions for “eStatement/eAdvice Service”. AXA reserves the right to revise the relevant terms and conditions from time to time.

19.

Self-Certification of

Tax Residency

(Foreign Account Tax
Compliance Act (FATCA)
and Common Reporting
Standard (CRS))

Tax regulations require the Company to collect information about the tax residence(s) of our customers. Depending on
your tax residence, the Company may be obliged to pass on information on this form and information related to the
policy to the relevant tax authorities. If you have any questions about how to determine your tax residency status you
should consult your tax adviser.

Please note that it may be an offence under the laws of the jurisdiction(s) where the Company is regulated, for a person who
makes a statement that is misleading, false or incorrect in a particular material, and such person may be liable to penalties.

. FATCA Declaration of U.S. Tax Residency

[Applicable to individual as Proposed Owner]
Is Proposed Owner a US citizen or US tax resident? [ ]ves [ INo
If Yes, please submit “Supplement - Tax Residency Self-Certification for Individual”.

If No, you must notify us if you become a US citizen or US tax resident immediately (and in any event within 30 days of you becoming a US citizen or US
tax resident).

[Applicable to non-individual as Proposed Owner]
Is Proposed Owner an entity or trust? [ ]ves [ INo

If Yes, please submit “Supplement - Tax Residency Self-Certification for Non-Individual”, and provide (a) IRS Form W-8 (for Entities) if you are a non-US
entity or trust; or (b) IRS Form W-9 if you are a US entity or trust.

For information on the definition of US citizen, US tax resident, US entity or US trust, please refer to US Internal Revenue Service website www.irs.gov.
If you are in any doubt, you should consult your personal professional adviser.

Please declare all your other tax residency in the following section 19b.
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Insurance Application Form(Insurance Broker Version)

Al. Personal Details (Cont’d)
19b. CRS Declaration of Non-U.S. Tax Residency (Including Hong Kong and/or Macau)

Regulations based on the Organisation for Economic Co-operation and Development (“OECD”) CRS require financial institutions to collect and report
certain required information based on an account holder’s tax residence. Each jurisdiction has its own rules for defining tax residence. In general, tax
residence is the country in which you live. Special circumstances (such as studying abroad, working overseas, or extended travel) may cause you to
be resident elsewhere or resident in more than one country at the same time (multiple residency). The country(ies)/jurisdiction(s) in which you pay
income tax are likely to be your country(ies)/jurisdiction(s) of tax residence. For more information on tax residence, please consult your tax adviser
or the information at the following OECD Automatic Exchange of Financial Account Information (“AEOI”) link: http://www.oecd.org/tax/automatic-
exchange/crs-implementation-and-assistance/

The Company must comply with the following requirements of the Inland Revenue Ordinance to facilitate the Inland Revenue Department of Hong
Kong automatically exchanging certain financial account information as provided for thereunder:

(i) to identify certain accounts as “non-excluded financial accounts” (“NEFAs”); (i) to identify the jurisdiction(s) in which NEFA-holding individuals and
certain NEFA-holding entities reside for tax purposes; (iii) to determine the status of certain NEFA-holding entities as “passive NFEs” and identify the
jurisdiction(s) in which their “controlling persons” reside for tax purposes; (iv) to collect certain information on NEFAs (“Required Information”); and (v) to
furnish certain Required Information to the Inland Revenue Department of Hong Kong (collectively, the “AEOI requirements”).

The Proposed Owner agrees to comply with requests made by the Company to comply with the AEOI requirements.

[Applicable to individual as Proposed Owner]

Please indicate your country/jurisdiction of tax residence (please list all countries of tax residence, including Hong Kong and/or Macau, and associated
taxpayer identification numbers (“TIN”)). Please refer to the OECD AEOI Portal for more information on tax residency and TIN.

If a TIN is unavailable, please provide the appropriate reason A or B where indicated below:

Reason A - The country/jurisdiction where you are resident in does not issue TINs to its residents
Reason B - You are unable to obtain a TIN or equivalent number.

TIN or equivalent number If no TIN is available,

Country/Jurisdiction of Tax Residence (Please write “N/A” if TIN is not available) enter Reason Aor B
1* [ JReasonA [ |ReasonB
2. [ JReasonA [ |ReasonB
3. [ |ReasonA [ |ReasonB
4. [ JReasonA [ |ReasonB

* Please put “NIL” in the first box if you have no Tax Residency other than U.S.
Please explain in the following boxes why you are unable to obtain a TIN if you selected Reason B above.
1.

28
3

4.

I/We undertake to advise the Company and provide a duly updated “Supplement - Tax Residency Self-Certification for Individual” within 30 days of
the occurrence of any change in circumstance which causes any of the information contained in this form to be incorrect.

[Applicable to non-individual as Proposed Owner]

Please complete and submit “Supplement - Tax Residency Self-Certification for Non-Individual”.

A2. Source of Funds & Supplementary Question

20. Are you acting on behalf of another person in connection with this insurance application? DYes D No
If Yes, please submit “Supplement to Application - Declaration of Acting on Behalf of Another Person in Connection with Insurance Application/Policy Service”.

21. What are your sources of funds for insurance premiums? (Tick one or more)

[ ]salary Income/Bonus | |Rentalincome [ JAccumulated Savings [ ]Investment return/ongoing investment income
D Pension Fund/Ongoing pension Income & previous occupation D Loan D Business earning

[ ]others (If financially depends on others, please provide relationship, occupation & title)

22. What s your rationale for purchasing insurance policy in Hong Kong? (Applicable to non-H.K.1.D. card holder only)
[ ]ProductVariety [ ]Risk Diversification [ ]others (Please specify):

A3. Beneficiary Details

23. Death proceeds of this policy shall be payable to beneficiaries in equal shares unless specified otherwise. If no beneficiary is designated, the death
proceeds shall be payable according to the policy contracts of your policy.

Beneficiary Name H.K.I.D. Card/Passport No. Relationship to Proposed Insured Share (%)
TOTAL: 100%
3o0f11
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Insurance Application Form(Insurance Broker Version)

Bl. Details of Plan

24. Policy Contract Language 25. [ | Term Conversion 26. | | Replacement of Healthpak Plan (For Smart Start)
D English D Chinese Policy No.: Policy No.:
27. Policy Currency D usD D HKD D Others (Please specify):
28. PaymentMode | [ | Monthly (must pay via autopay) [ | Semi-Annual [ | Annual | | Single Premium
29. Renewal Premium Payment Method [ ]Autopay by Bank Account (Please complete Direct Debit Authorisation)
(For non-autopay, direct billing will be assigned) D Autopay by ICBC AXA Credit Card (Please complete ICBC AXA Credit Card Payment Authorisation)
30. BasicPlan 31. Sum Insured/
Protection Amount/
Notional Amount
Annuity Start Age (For annuity product):
Benefit Type Supplement Pr ;::::i:‘:ll‘-\::lg/u nt
32a. Waiver of [ ] waiver of Premium (On Basic Plan & Term Supplement)
Premium [ ] Applicant’s Waiver of Premium at Death up to insured’s Age 18
[ ] Applicant’s Waiver of Premium at Death up to insured’s Age 21
[ ] Applicant’s Waiver of Premium at Death or Disability up to insured’s Age 18
: Applicant’s Waiver of Premium at Death or Disability up to insured’s Age 21
32b. Accident Benefit| | | Extra CARE
[ ] Accident Protector
|| child Accident Protector Plan 1 [ ] child Accident Protector Plan 2
[ ] Fortune Guard Accident Protector (For Fortune Guard Life Insurance only)
(Premium payment term: D 10 years D 15 years D 20 years D To age 85)
D Ever Care Accident Protector
(Premium payment term: [ |10years [ ]15years [ |20years | |To age 85)
: Accident Protector First (1st) Year Free Supplement
: Accident Protector First 3 Years Free Supplement
32c. Critical Illness : HealthVital Il Multiple Benefit Supplement D HealthVital Il Multiple Benefit (Enhancer) Supplement
(Premium payment term: D 10 years D 15 years D 20 years D 25 years D To age 85)
[ ] Multiple Benefit Ill Supplement [ | Multiple Benefit Ill (Enhancer) Supplement
(Premium payment term: D 20 years D 25 years D To age 85)
[ ] Healthvital Il Early Stage Major lllness Benefit Supplement
(Premium payment term: D 10 years D 15 years D 20 years D 25 years D To age 85)
[ ] Early Stage Major Illness Benefit Il Supplement
(Premium payment term: [ ]10years [ ]15years [ |20years [ |25years [ ]To age 85)
[ ] Smart Living Insurance Il (On Basic Plan) : Living Insurance Plus Il (On Basic Plan)
[ ] Extra Living Insurance I | _|Smart Lady
: Living Insurance Plus Il (On Term)
32d. Term : Smart Elite Term Supplement/Smart Term Supplement
(Renewal Period: [ ]Yearly [ ]5years [ |10years [ |Toage75)
D Smart Elite 10-Year Term First (1st) Year Free Supplement/
Smart 10-Year Term First (1st) Year Free Supplement
32e. Medical [ ] AXAWiseGuard Medical Insurance Plan
[ | Smart Start Medical Insurance [ | with Supplementary Major Medical Coverage
[ ] smart Medicare | |Regular [ |Superior [ |Premier
[ ] with Supplementary Major Medical Coverage
[ ] AXA WiseGuard Pro Medical [ JRegular [ |Enhance [ |Premier [ |Noble
Insurance Plan Deductible: [ |HKDO/ [ | HKD 20,000/ [ |HKD 50,000/
usb 0 USD 2,500 USD 6,250
[ ] smart Medimoney [ JEconomy | |Regular | |Superior [ |Premier
: Cancer Therapy Insurance Il : Regular : Superior
[ ] Cancer and Stroke Therapy Insurance || | Regular [ | Superior
[ ] Pink Medical Insurance Plan
[ ] careForAll Hospital Cash Plan [ ] careForAll Hospital Cash - First Year $1 Supplement
32f. Disability [ ] Disability Income Protection | |Disability Income Protection Plus
Benefit Max Benefit Period: [ ]2Years [ ]5Years [ ]Age65
Waiting Period: [ ]30days [ ]60days [ ]90 days [ ]180days
32g. Long-term Care | [ ] Lifelong Care Partner Insurance Supplement
32h. Others
40f11
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Insurance Application Form(Insurance Broker Version)

B1l. Details of Plan (Cont’d)
33a. Dividend Option
(If applicable)

33b. Annuity Payment
Option [ ]Jcash [ |Accumulate
(If applicable)

B2. Details of Investment-Linked Assurance Scheme (If Applicable)

[ ]cash [ ]Reduce Premium (Please submit Premium Offset Supplementary lllustration) | |Accumulated [ |Paid-up Addition

34. Death Benefit Option (If applicable) [ | Level Death Benefit [ ] Increasing Death Benefit [ | Others

35. D Lump Sum Premium (In policy currency) $ DTop—up Premium (per payment mode) (In policy currency) $

36. Investment Option Allocation Instruction

Please refer to Investment Options Leaflet of the relevant plan for the full list of investment options currently available for the investment-linked assurance
scheme applying for. You can choose up to a maximum of 10 investment options. Allocation shall be at least 10% for each investment option chosen.

Investment Option Allocation %

%
%
%
%
%
%
%
%
%
%

TOTAL 100%

C1. Personal Statement: Other Insurance Information

37. Insurance in force and amount (including currently applied for) on Proposed Insured. Please complete the table below if applicable.

Insurance Company Sum Insured/Protection Amount/Notional Amount/Benefit (HKS) Date of Issuance
Name (YYYY/MM)

Life Insurance Disability Income | Critical lllness Insurance | Personal Accident | Hospital Cash/Income
(Including Lifetime Annuity)

Attention: Please read the below statement carefully before completing the sections C2 and C3.

Statement for Collection of Information

(i) This questionnaire collects health-related information solely for the purpose of underwriting which is a process for the Company to evaluate the health
risk of the applicants and decide the application results. The underwriting process that the Company adopts should be fair and reasonable, and the
Company should explain the application results if requested by the customers.

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

(iii) - 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 you
receive the Policy, you are required to notify the Company in a timely manner.

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

C2. Personal Statement: Health-Related Information (Part|)
(For Individual Indemnity Hospital Insurance Plans, please complete the Information in C3 - Personal Statement: Health-Related
Information (Part I1). For all other products including Cancer Therapy series and Cancer And Stroke Therapy series please complete the

information in C2 and C3.)

The “you” and “your” under this section shall refer to Proposed Insured in this application. If Applicant’s Waiver of Premium is applied, Proposed
Owner is also required to complete this section.

If your answer to any of the questions 38, 39, or 41, 42 below is “Yes”, please complete the Supplementary Health Information form. Any disclosures made to
questions 38-43 below, will not be used in the assessment of any Individual Indemnity Hospital Insurance Plans.

General Information

Proposed Insured

Proposed Owner

Yes No

Yes No

38.

Have you ever been declined, postponed, or accepted with an increased premium or an exclusion applied in
any Life, Critical Illness, Medical or Disability insurance application, reinstatement or renewal due to health/
medical reasons?

b O

b O

SO

Have you ever taken habit forming drugs or narcotics, or been treated or counselled for a drug or alcohol
problem?

b O

b O

40.

Do you participate or intend to participate in any hazardous activities such as diving, mountaineering,
skydiving, parachuting, hang gliding, motor sports or aviation (excluding flying as a passenger on a regular
scheduled airline)? If Yes, please complete the appropriate questionnaire/Personal Statement.

b O

b O

Health Information

Applicant(s) are not required 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.

Proposed Insured

Proposed Owner

Yes No

Yes No

41.

Do you currently have or have you ever been diagnosed with any of the following diseases or medical
conditions?

Cancer or carcinoma in situ (CIS), tumour, melanoma, cyst, nodule, polyp, lump or growth of any kind
Heart disease including chest pain, angina, heart rhythm disorder or structural heart abnormalities
Stroke including transient ischemic attack (TIA) or cerebral aneurysm/subarachnoid haemorrhage
Hypertension/high blood pressure

Thyroid disorders including hypothyroidism or hyperthyroidism

-0 o0 T o

Diabetes mellitus, impaired glucose tolerance or diseases of the kidney, genitourinary system (including
bladder or prostate) or the reproductive organs

Prolapsed intervertebral disc, degenerative spine conditions, arthritis or other joint disorders

@

h. Medical conditions requiring a medical device or prosthesis to be implanted within the body

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

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

k. Mental health conditions (such as depression, anxiety disorders, schizophrenia, eating disorders or bipolar
disorders)

|.  Hypercholesterolemia or hyperlipidaemia (elevated cholesterol)

Human immunodeficiency virus (“HIV”) infection, liver disorders (example Hepatitis B or Hepatitis C
(including tested positive), fatty liver or cirrhosis of liver)

Multiple sclerosis or neurological disorders (example Alzheimer’s disease, Epilepsy)

0. Respiratory diseases, blood or vascular disorders, auto-immune diseases (example Myasthenia gravis),
sleep disorders (example Obstructive sleep apnoea)

p. Gallbladder or any gastrointestinal diseases (including gastric/duodenal ulcer, ulcerative colitis)

42.

Only for juvenile applicant (under age 18): Have you ever been diagnosed with or had signs or symptoms
of physical, mental or neurodevelopment problems such as Attention Deficit Hyperactivity Disorder (ADHD),
Autism Spectrum Disorder (ASD) and/or developmental delay?

) A |
) ¥ N |

) s A
) s A

43.

Has your biological mother, father, or any sister or brother been diagnosed prior to age 60 with any of the
following?

« Cancer, heart disease, stroke, diabetes, Huntington’s disease, polycystic kidney disease, multiple sclerosis,
Alzheimer's disease or any other inherited conditions. If Yes, please complete the table below with exact
nature of the illness e.g. breast cancer, colon cancer or heart attack etc.

D | am adopted

D I am adopted

Proposed Insured

Proposed Owner

Relative Diagnosis/Condition Onset Age Relative

Diagnosis/Condition

Onset Age

60f11
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Insurance Application Form(Insurance Broker Version)
C3. Personal Statement: Health-Related Information (Part Il)

(Please complete for ALL Individual Indemnity Hospital Insurance Plans PLUS all other insurance products where applicable)

The “you” and “your” under this section shall refer to Proposed Insured in this application. If Applicant’s Waiver of Premium is applied, Proposed

Owner is also required to complete this section.

If your answer to any of the questions 46 - 51 below is “Yes”, please complete the Supplementary Health Information form.

General Information

44, Proposed Insured Proposed Owner
a. Height cm Or ft in cm Or ft in
b. Weight kg Or lbs kg Or lbs

Proposed Insured

Proposed Owner

Yes No

Yes No

45. Do you smoke or have you smoked in the last 12 months?
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).

If “Yes”, please provide types of tobacco product, frequency and quantity of consumption.

a. Cigarettes

b. Others (Please specify):

b O

[ ]
[]

pcs/day

pcs/day

I

[]
[ ]

pcs/day

pcs/day

Health Information

Applicant(s) are not required 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.

Proposed Insured

Proposed Owner

Yes No

Yes No

46. In the last 5 years, have you ever had or been advised to have any regular or ongoing (such as monthly, every 2
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?

47. In the last 5 years, have you been advised by your doctor to take any medications (such as to be taken daily/once

per week/as needed as directed by doctor) for a continuous period of more than 1 month?

48. In the last 5 years, have you been admitted into a hospital?

49. In the last 5 years, have you undergone a surgical procedure (including endoscopy or biopsy) without being

admitted into a hospital?

50. In the last 5 years, have you ever had or been advised to undergo investigations (such as blood or urine test,

ECG, X-ray, ultrasound, CT scan, MRI, PET scan, HIV test, Hepatitis B test, Hepatitis C test)?
If the answer is “Yes”, do your investigation result(s) include the followings?

a. Normal test result is advised

Abnormal test result is advised

You are still awaiting test/test result

Test result is inconclusive or uncertain (retesting or follow up test is required)

Medical advice has been sought or treatment is required for the test result (such as liver cyst/brain cyst/
joint degeneration or calcification/lung or breast or thyroid calcification discovered on imaging test, that
may not require immediate treatment)

oo a o

51. Do you have any 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?

| T | | | O
| 1 | | | O

52. [For children aged 2 or below only] Was the insured child born before 37th week of pregnancy and/or born

with body weight less than 2.5 kg (5.51 lbs)?

If the answer is “Yes”, please provide body weight at birth:
a. more than 2.50 kg/5.51 lbs

b. 1.51-2.50kg/3.32-5.51lbs

c. 1.00-1.50 kg/2.20 - 3.31 lbs

d. lessthan 1.00 kg/2.20 lbs

N T | A | A O A N
R | O

D. Remarks or Special Requests

[ ]

[ ] others:

Date back Policy Date to a day before Birthday with a maximum of 6 months. If the day falls on 29th to 31st, 28th will be assigned.
(Date back Policy Date is not applicable to some products, e.g. Investment-Linked Assurance Scheme, Medical products and Disability Income applied
as basic plan, any application with Medical products under the Voluntary Health Insurance Scheme, etc. Details refer to Product Handbook)

Signature of Proposed Owner
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Insurance Application Form(Insurance Broker Version)
E. Replacement Declaration

In order to fund the purchase of your new life and/or medical insurance policy, are you using, or do you intend to use some or all of the funds arising from your
existing life and/or medical insurance policy, or any savings made by reducing the premium payable under your existing life and/or medical insurance policy?

For example, such funds or savings may arise from:

a) surrendering/partially surrendering your existing life and/or medical insurance policy to obtain its surrender value
b) taking out a policy loan (including automatic premium loan) from your existing life and/or medical insurance policy
¢) withdrawing policy values from your existing life and/or medical insurance policy (e.g. cash out dividends or redeem fund units etc.)
d) lapsation of your existing life and/or medical insurance policy (e.g. by non-payment of premium)
exercising the right to a premium holiday under your existing life and/or medical insurance policy

e)

D Yes D Not yet decided D No Please check one appropriate box only

Warning: Please answer the above question carefully. Making changes on your existing life and/or medical insurance policy may not be in your
best interest. Your licensed insurance intermediary must explain to you the financial implications, insurability implications and claims eligibility
implications of such changes. For this purpose, your licensed insurance intermediary may require certain information on your existing life and/or
medical insurance policy. You may need to approach the insurer of your existing life and/or medical insurance policy to obtain accurate and up to
date information on your existing policy.

Please also sign and submit the “Important Facts Statement - Policy Replacement” as appropriate, and your licensed insurance intermediary
must explain the relevant to you.

IMPORTANT: PLEASE DO NOT SIGN ON BLANK FORM

Signature of Proposed Owner Date Signed in Hong Kong (YYYY/MM/DD)
Signature of Financial Consultant Date Signed in Hong Kong (YYYY/MM/DD)
Full Name of Financial Consultant Type of License and License No.

F. Declaration and Authorisation

“The Company”:dAXA China Region Insurance Company (Bermuda) Limited (Incorporated in Bermuda with limited liability)/AXA China Region Insurance

Company Limite

| HEREBY CONFIRM that | am not acting on behalf of any other person for this insurance application unless otherwise expressly indicated in this application

form or any other documents provided to the Company for this application.

| HEREBY DECLARE AND AGREE on behalf of myself and other persons referred to in this application (hereinafter referred to as “Relevant Persons”, “We”, “Our”

or “Us”) (for the avoidance of doubt, the expressions “Relevant Persons”, “We”, “Our” or “Us” include myself and such other persons) that

1. all statements and answers to all questions whether or not written by my own hand are to the best of my knowledge and belief complete and true;

2. all answers to such questions, together with this application, shall form the basis and become a part of the policy;

3. | have read and fully understood the relevant offering/promotional documents, including but not limited to (where applicable) Principal Brochure (in
the case of an investment-linked plan), proposal (including the illustration document), product leaflet and promotional leaflet for the plan(s) and/or
additional benefit(s) applied for in this application form;

4. where | have provided the personal data of other persons (including but not limited to the beneficiary) (“Such Other Persons”) to the Company in
this application form or in any ways provided to the Company for or relating to this application, or for or relating to the future services in connection
with this application, (a) | have obtained the personal data from Such Other Persons lawfully; (b) | have notified Such Other Persons of the Company’s
Privacy Policy” and the relevant data collection document (being this application form or any other documents provided to the Company for this
application) and obtained all necessary consent from Such Other Persons for the data processing (including provision of personal data to the
Company) as set out in the Company’s Privacy Policy?; (c) | will assist the Company to obtain all necessary consent from Such Other Persons if the
processing of personal data of Such Other Persons goes beyond the original scope of consent provided by them; (d) | acknowledge and understand
that a minor is a person under 14 (in Mainland China) or 18 years old (in Hong Kong) under applicable data protection law, and | am (or | have been
authorised by) the guardian of Such Other Person who is a minor, or | have been authorised by Such Other Person who is not a minor (e.g. individuals
aged 14-17 years old located in Mainland China) to give necessary consent on his/her behalf; and (e) | have taken reasonably practicable measures to
ensure that the personal data | provide to the Company is accurate and complete;

5. in the case of an investment-linked plan, my investment option allocation instruction is based on my own judgment and | have not relied on any
advice provided by the financial consultant or other person acting on behalf of the Company. | fully understand that investment in investment-linked
plan involves risks. Value of units in investment options may rise or fall. The benefits payable under such plan are, depending on the policy features, in
whole or in part, linked to the performance of the investment options in my investment option allocation instruction;

6. | confirm that neither the financial consultant nor anyone else acting on behalf of the Company has provided me with any investment advice in
connection with any investment-linked plan or discussed with me or provided me with any information concerning any of the securities or other assets
underlying any investment-linked plan other than to provide me with factual information about the securities or other assets upon which the value of
particular investment options is based;

7. lunderstand and accept that | have to reimburse the fees as charged by medical service providers if | apply to obtain the results of any Medical
Examination Report/Laboratory Tests;

8. | shall disclose to the Company any change in health and/or medical consultation and/or material facts of all Relevant Person(s) that occur after
signing this application form but before the policy is issued;

9. the policy shall not become effective until it is issued with initial premium paid in full, the Relevant Person(s) being still living, and all applicable
requirements being met;

10. the Company is not bound by and is not required to rely on any statement which | may have made to any person if not written or printed here.

#The Privacy policy is available here: https://www.axa.com.hk/en/legal

If We fail to provide any information requested in this application, it may result in the Company’s inability to accept or process this application.

| HEREBY REPRESENT, WARRANT AND CERTIFY on behalf of the Relevant Persons that

1. (i) all funds to be invested in the policy have been or will be declared to relevant tax authorities in the jurisdiction of my/Our habitual residence for the
purposes of taxation and/or any other jurisdictions as necessary or appropriate in accordance with applicable laws and regulations, and (ii) none of
the funds derive, directly or indirectly, from illegal activities or sources and/or tax evasion;

2. the AXA Group and the Company have a longstanding policy of cooperating with tax and other governmental authorities to combat money laundering,
tax evasion or other illegal activities. In cases where | am/We are not a tax resident of the jurisdiction in which this policy is issued (a “Cross-Border
Transaction”) the AXA Group may, in accordance with applicable laws and regulations, disclose to the pertinent tax and/or other governmental
authorities the identity of myself/ourselves and certain information concerning the policy that is the subject of this application and I/We hereby
consent and agree that the Company may, in its discretion, make such disclosure;

3. in the event of a violation of the foregoing representation and warranty, I/We hereby jointly and severally expressly acknowledge and agree that
the Company shall, to the fullest extent permitted by applicable law and regulation, have the right to (i) terminate the policy immediately, (ii)
notwithstanding the actual date of termination pursuant to clause (i) of this paragraph, impose the maximum surrender and any other charges
imposable on me/Us under the policy, as if the policy had been surrendered immediately after issuance, (iii) notify relevant governmental authorities
and furnish all information deemed necessary or appropriate in the entire discretion of the Company concerning any of Us and/or the policy; and (iv)
if deemed appropriate after consultation with governmental authorities and legal counsel, either (a) refund to me premiums and other amounts paid
to the Company through the date of such termination less applicable surrender and other charges in accordance with clause (ii) of this paragraph
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(the “Refund Amount”), or (b) if requested or required to do so by competent governmental authorities, freeze or pay over to relevant governmental
authorities all or a portion of the Refund Amount or take such other actions as competent governmental authorities may request or require.

| HEREBY AUTHORISE on behalf of the Relevant Persons

1. any employer, registered medical practitioner, hospital, clinic, insurance company, bank, government institution, or other organization, institution or
person, that has any records or knowledge of me/the Relevant Persons and/or who has attended or may hereafter attend to me/the Relevant Persons
to disclose such information to the Company as the Company may request;

2. the Company or any of its appointed medical examiners, paramedical examiners or laboratories to perform the necessary medical assessment and
tests to evaluate the health status of myself/the Relevant Persons in relation to this application and any claim arising therefrom.

3. the Company to give either the Insurance Authority or other parties, as required for relevant records or information.

This authorisation shall bind the successors and assignees of the Relevant Persons and remains valid notwithstanding death or incapacity. A photocopy of

this authorisation shall be as valid as the original.

Terms and Conditions of “ePolicy Service” and “eStatement/eAdvice Service” (if applicable)

| acknowledge and agree that:

1. In respect of policy document for which | have subscribed for the “ePolicy Service”, paper copies will no longer be provided to me by AXA China
Region Insurance Company Limited or AXA China Region Insurance Company (Bermuda) Limited (collectively “AXA”). Only electronic copies of policy
document (“ePolicy”) will be provided and shall be available on my Emma by AXA account. | understand and accept that | am required to activate my
Emma by AXA account to get the ePolicy.

2. Inrespect of any document type (“Specified Document”) for which | have subscribed for the “eStatement/eAdvice Service”, paper copies of such
document will no longer be provided to me by AXA for relevant policy unless AXA receives my written instruction to resume the delivery of such paper
copies. Only electronic copies (“eStatements/eAdvices”) of the Specified Documents will be provided and such eStatements/eAdvices shall be available
on my Emma by AXA account.

3. A notification email and/or SMS (if | have provided a mobile phone number) eAlert (as defined in paragraph 6 below) will be sent to my designated
email address and/or mobile phone number (if | have provided a mobile phone number) when a new ePolicy or eStatement/eAdvice is available for
viewing on my Emma by AXA account. | should promptly check my ePolicy or eStatement/eAdvice. Should the ePolicy or eStatement/eAdvice not be
available for viewing, | should promptly contact AXA.

4. Latest version of ePolicy will be retained and available on my Emma by AXA account and old version of ePolicy will be replaced. Each eStatement/
eAdvice will be retained on my Emma by AXA account for 3 years from the issue date. All eStatements/eAdvices will be deleted automatically after
the said retention period. | may save an electronic copy of the ePolicy or eStatements/eAdvices in my own computer storage or print a hard copy of
the ePolicy or eStatements/eAdvices for my future reference. | may be required to pay a reasonable charge for obtaining a hard copy of any Specified
Document that is no longer available for access and downloading through my Emma by AXA account.

5. Appropriate computer equipment and software, internet access and a specific email address provided and designated by me are required for viewing ePolicy
or eStatements/eAduvices. | will need Adobe Acrobat Reader installed in my computer to view the PDF (Portable Document File) file of ePolicy or eStatements/
eAdvices. | am recommended to upgrade the Adobe Acrobat Reader to the latest version from time to time to view my ePolicy or eStatements/eAdvices.

6. lunderstand and accept that email (and SMS (if applicable)) will be the only notice (i.e. the “eAlert”) that ePolicy or eStatements/eAdvices have
been posted on my Emma by AXA account, and | should check my designated email address (and SMS (if applicable)) regularly for such notice. I am
obliged to provide a valid and up-to-date email address (and mobile phone number (if applicable)) that has sufficient capacity at all relevant times to
receive an eAlert, and inform AXA as soon as practicable upon a change in my designated e-mail address (and mobile phone number (if applicable)) or
termination or suspension of my electronic communication devices or services.

7. lunderstand and accept that should | want to cancel the eStatement/eAdvice Service and resume receiving paper copies of the Specified Documents, |

have to give written instruction to AXA not less than fifteen working days before the intended cancellation.

| understand and accept that internet and email services (and SMS (if applicable)) may be subject to certain IT risks and disruption.

| understand and accept that | may incur additional costs (e.g. internet service and mobile telephone service costs) for using the ePolicy Service or

eStatement/eAdvice Service.

10. | will need to promptly review any ePolicy or eStatements/eAdvices posted on my Emma by AXA account upon receiving an eAlert from AXA to ensure
that any errors are detected and reported to AXA as soon as practicable.

11. AXA has the discretion from time to time to modify, restrict, withdraw, cancel, suspend or discontinue the ePolicy Service or eStatement/eAdvice
Service without giving any reason and | understand that by using the ePolicy Service or eStatement/eAdvice Service after any modification has been
effected, | shall be deemed to have agreed to such modification.

12. | understand and accept that AXA reserves the right to add to, delete and/or vary any of these Terms and Conditions upon notice to me using such
means of notification as AXA shall deem appropriate. By continuing to use the eStatement/eAdvice Service from the date upon which any changes to
these Terms and Conditions are to take effect (as specified in AXA's notice), | shall be deemed to have agreed to such changes. If | do not agree to any
change(s), | must cancel or terminate the eStatement/eAdvice Service prior to the date upon which such change(s) are to take effect.

| HEREBY DECLARE that | understand that the Company may deduct any outstanding amount applicable from the payout and/or sum received by the
Company under the Policy according to the applicable statutory and/or regulatory requirement(s), including levy collected by the Insurance Authority.

| ACKNOWLEDGE that the terms, “Insured”, “Owner”, “Policy Anniversary”, “Policy Date” and “Issue Date” mentioned in the forms, letters and any
communication means shall bear the same meaning as “Insured Person”, “Policy Holder”, “Renewal Date”, “Policy Effective Date” and “Policy Issuance
Date” stated in the terms and benefits of the relevant certified plan under the Voluntary Health Insurance Scheme (“VHIS”) respectively.

| HEREBY DECLARE AND AGREE that | have the full authority from and consent of the Relevant Persons to make the above declarations, agreements and authorisations.

Important Notes:

1. For an investment-linked assurance scheme, this application form should only be issued in conjunction with the Principal Brochure and the proposal
(including illustration document) of the plan that you are applying for.

2. The Proposed Insured shall be deemed to be the Proposed Owner unless otherwise indicated in this application form.

3. Thisform is only for use in Hong Kong Special Administrative Region.

4. Please visit www.axa.com.hk or contact the Company for the latest version of the “eStatement/eAdvice Service” introduction.

G. Appointment of Broker Declaration

I/We acknowledge and agree that the insurance broker through whom this application is submitted is appointed and authorized as my/Our insurance
broker regarding the new policy (the “Policy”). The Company is authorized to release from time to time information pertaining to me/Us as actual or
proposed owner/insured and/or the Policy to the insurance broker. This appointment and authorization shall remain in effect unless I/We write to the
Company to revoke the same, in which event the Company shall give effect to the written revocation within 30 days after its actual receipt of the same. This
rule equally applies to future replacement broker(s), if any, appointed by me/Us.

H. Personal Information Collection Statement

The Company recognises its responsibilities in relation to the collection, holding, processing, use and/or transfer of personal data under the Personal Data
(Privacy) Ordinance (Cap. 486) (“PDPO”). Personal data will be collected only for lawful and relevant purposes and all practicable steps will be taken to
ensure that personal data held by the Company is accurate. The Company will take all practicable steps to ensure security of the personal data and to
avoid unauthorised or accidental access, erasure or other use.

Please note that if you do not provide us with your personal data, we may not be able to provide the information, products or services you need or process your request.

Purpose: From time to time it is necessary for the Company to collect your personal data (including credit information and claims history) which may be
used, stored, processed, transferred, disclosed or shared by us for purposes (“Purposes”), including:

1. offering, providing and marketing to you the products/services of the Company, other companies of the AXA Group (“our affiliates”) or our business partners
(see “Use and provision of personal data in direct marketing” below), and administering, maintaining, managing and operating such products/services;

2. processing and evaluating any applications or requests made by you for products/services offered by the Company and our affiliates;

3. providing subsequent services to you, including but not limited to administering the policies issued;

4. any purposes in connection with any claims made by or against or otherwise involving you in respect of any products/services provided by the

Company and/or our affiliates, including investigation of claims;

detecting and preventing fraud (whether or not relating to the products/services provided by the Company and/or our affiliates);

evaluating your financial needs;

designing products/services for customers;

e
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8. conducting market research for statistical or other purposes;

9. matching any data held which relates to you from time to time for any of the purposes listed herein;

10. making disclosure as required by any applicable law, rules, regulations, codes of practice or guidelines or to assist in law enforcement purposes,
investigations by police or other government or regulatory authorities in Hong Kong or elsewhere;

11. conducting identity and/or credit checks and/or debt collection;

12. complying with the laws of any applicable jurisdiction;

13. carrying out other services in connection with the operation of the Company’s business; and

14. other purposes directly relating to any of the above.

Transfer of personal data: Personal data will be kept confidential but, subject to the provisions of any applicable law, may be provided to:

1. any of our affiliates, any person associated with the Company, any reinsurance company, claims investigation company, your broker, industry
association or federation, fund management company or financial institution in Hong Kong or elsewhere and in this regard you consent to the transfer
of your data outside of Hong Kong;

any person (including private investigators) in connection with any claims made by or against or otherwise involving you in respect of any products/
services provided by the Company and/or our affiliates;

any agent, contractor or third party who provides administrative, technology or other services (including direct marketing services) to the Company
and/or our affiliates in Hong Kong or elsewhere and who has a duty of confidentiality to the same;

credit reference agencies or, in the event of default, debt collection agencies;

any actual or proposed assignee, transferee, participant or sub-participant of our rights or business;

any government department or other appropriate governmental or regulatory authority in Hong Kong or elsewhere; and

the following persons who may collect and use the data only as reasonably necessary to carry out any of the purposes described in paragraphs nos. 2,
3, 4 and 5 of the Purposes specified above: insurance adjusters, agents and brokers, employers, health care professionals, hospitals, accountants,
financial advisors, solicitors, organisations that consolidate claims and underwriting information for the insurance industry, fraud prevention
organisations, other insurance companies (whether directly or through fraud prevention organisation or other persons named in this paragraph), the
police and databases or registers (and their operators) used by the insurance industry to analyse and check data provided against existing data.

For our policy on using your personal data for marketing purposes, please see the section below “Use and provision of personal data in direct marketing”.
Transfer of your personal data will only be made for one or more of the Purposes specified above.

Use and provision of personal data in direct marketing: The Company intends to:

1. use your name, contact details, products and services portfolio information, transaction pattern and behaviour, financial background and
demographic data held by the Company from time to time for direct marketing;

2. conduct direct marketing (including but not limited to providing reward, loyalty or privileges programmes) in relation to the following classes of
products and services that the Company, our affiliates, our co-branding partners and our business partners may offer:
a) insurance, banking, provident fund or scheme, financial services, securities and related products and services;
b) products and services on health, wellness and medical, food and beverage, sporting activities and membership, entertainment, spa and similar

relaxation activities, travel and transportation, household, apparel, education, social networking, media and high-end consumer products;

3. the above products and services may be provided by the Company and/or:
a) any of our affiliates;
b) third party financial institutions;
c) the business partners or co-branding partners of the Company and/or affiliates providing the products and services set out in (2) above;
d) third party reward, loyalty or privileges programme providers supporting the Company or any of the above listed entities;

4. in addition to marketing the above products and services, the Company also intends to provide the data described in (1) above to all or any of the
persons described in (3) above for use by them in marketing those products and services, and the Company requires your written consent (which
includes an indication of no objection) for that purpose.

Before using your personal data for the purposes and providing to the transferees set out above, the Company must obtain your written consent, and only
after having obtained such written consent, may use and provide your personal data for any promotional or marketing purpose.

You may in future withdraw your consent to the use and provision of your personal data for direct marketing.

If you wish to withdraw your consent, please inform us in writing to the address in the section on “Access and correction of personal data”. The Company
shall, without charge to you, ensure that you are not included in future direct marketing activities.

Access and correction of personal data: Under the PDPO, you have the right to ascertain whether the Company holds your personal data, to obtain a copy
of the data, and to correct any data that is inaccurate. You may also request the Company to inform you of the type of personal data held by it.

Requests for access and correction or for information regarding policies and practices and kinds of data held by the Company should be addressed in writing to:

Data Privacy Officer
AXA China Region Insurance Company Limited
Suite 2001, 20/F, Tower Two, Times Square, 1 Matheson Street, Causeway Bay, Hong Kong

Areasonable fee may be charged to offset the Company’s administrative and actual costs incurred in complying with your data access requests.

I/WE ACKNOWLEDGE AND CONFIRM that I/We have read and understood the Personal Information Collection Statement (“PICS”). |/We confirm that I/We
have been advised to read carefully the PICS, and I/We have read it carefully its effect and impact in respect of my/Our personal data collected or held by
the Company (whether contained in this application or otherwise). Based on the foregoing, I/We hereby give my/Our acknowledgement and agree to the
use and transfer of my/Our personal data by the Company in accordance with the PICS, including the use and provision of my/Our personal data for the
purpose of direct marketing.

[Important: If you do not agree to the use and provision of your personal data for direct marketing as set out in the section “Use and provision of personal
data in direct marketing”, please tick the box below and we will not use your personal data for direct marketing.]

D I/We do not agree with the use and provision of my/Our personal data for direct marketing purposes as set out above in the Personal Information
Collection Statement (see “Use and provision of personal data in direct marketing”) and do not wish to receive any promotional and direct
marketing materials.

I. Commission Disclosure Declaration

I/We understand, acknowledge and agree that, as a result of my/Our purchasing and taking up the policy to be issued by the Company, the Company will
pay the authorised insurance broker commission during the continuance of the policy including renewals, for arranging the said policy. Where |/We am/are
a body corporate, the authorised person who signs on my/Our behalf further confirms to the Company that he or she is authorised to do so.

I/We further understand that the above agreement is necessary for the Company to proceed with the application.

Nouk w N
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J. Consents to Data Processing Pursuant to AXA Privacy Policy
(Applicable to individual signatory(ies) with any declared address in the Mainland China only)

Please sign below to ACKNOWLEDGE and CONFIRM you agree to the following statements and grant each of the separate consents below. If you do not
agree to grant any one of the consents below, the Company and/or other companies of the AXA Group may not be able to provide the information, products
or services you need or process your request.

« |/We have read and consent to the Privacy Policy”; and

« |/We agree to the processing and/or management of my/Our personal data, sensitive personal data, and that of minors under my/Our guardianship (if
applicable) outside of Mainland China as prescribed in the Privacy Policy.

In the case that the Proposed Insured is aged below 18, I/We grant each of the above separate consents on behalf of the Proposed Insured as his/her

guardian or authorised person (as the case may be).

#The Privacy policy is available here: https://www.axa.com.hk/en/legal

Signature of Proposed Insured (If aged 18 or above)/ the Guardian or Signature of Proposed Owner (If other than Proposed Insured)
authorised person of Proposed Insured (If Proposed Insured is aged below 18)

K. Cancellation Right and Refund of Premium and Levy

1 understand that | have the right to cancel this new policy and obtain a refund of any premium(s) (in the case of an investment-linked assurance
schemes policy and/or single premium policy (if applicable), less any market value adjustment (if applicable)) and any levy paid by returning
the policy (if applicable) by giving a written notice to the Company. | understand that to exercise this right, the notice of cancellation must be
signed by me and received directly by the Customer Service of the Company at Suite 2001, 20/F, Tower Two, Times Square, 1 Matheson Street,
Causeway Bay, Hong Kong within the Cooling-off Period. | understand that the Cooling-off Period is the period of 21 calendar days immediately
following either the day of delivery of the policy or the Notice of Policy Issuance to me or my nominated representative (whichever is the earlier).
1 understand that the Notice of Policy Issuance is a notice that will be sent to me or my nominated representative by the Company to notify me of
the Cooling-off Period around the time the policy is delivered.

The Cancellation Right and Refund of Premium do not apply to any non-investment-linked policy issued from term conversion.

L. Signature

IMPORTANT: PLEASE DO NOT SIGN ON BLANK FORM

Signature of Proposed Insured (If aged 18 or above) Signature of Proposed Owner (If other than Proposed Insured)

Signature of Financial Consultant as Witness Date Signed in Hong Kong (YYYY/MM/DD)

Full Name of Financial Consultant as Witness
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Insurance Application Form (Insurance Broker Version) Financial Consultant’s Report

Questions for Proposed Insured and Proposed Owner

Application number Proposed Insured Proposed Owner

1. How long have you known him/her? Years Years

2. If he/she is not gainfully employed, please state details of supporter’s insurance coverage.
(Amount and name of Insurance company)

3. Initial Premium submitted with this application | HK$ by | [ ]cash [ |Cheque [ |CreditCard [ ]Others

4. What is the purpose

AT D Family Protection D Keyman Insurance D Mortgage Redemption D Employee Benefit D Others (please specify):

5. Underwriting notification language (If unspecified, the underwriting notification language will be CHINESE by default) D English D Chinese

Mandatory Checklist for Insurance Application Form (For Financial Consultants) -
For Priority Processing

When you submit the application, please put “¢’”in tick box after checking to ensure applicable items are fully completed.

Compulsory

SPECIAL ATTENTION is Required for the Following: Section No. | Q. No. Specific Details Required

D Employment & Occupation Information Al 8-11 |+ Full name of employer must be completed
« Employer’s office address must be completed
« Nature of employer’s business must be stated
« Occupation Title & Main Duties must be completed
|| | Current Monthly Income (HKS) Al 12 |+ Monthly Income must be completed
| | | Education Al 13 |+ Education must be completed
| | |Residential Address Al 14 |+ Residential Address must be completed
+ Residential Address must match with the supporting Address Proof
| | | Self-Certification of Tax Residency (FATCA and CRS) Al 19 |+ Mustcomplete both 19a and 19b
| | |Plan Name/Plan Code/Sum Insured/Protection B1 30-32 |+ Must match Proposal lllustration
Amount/Notional Amount
| | |OtherlInsurance Information Cl 37 |« Provide details if applicable
| | |Personal Statement - Health-Related Information C2 38-43 |+ This part is NOT applicable to Individual Indemnity Hospital Insurance

(Part1) Plans (Except Cancer Therapy Insurance series and Cancer And Stroke
Therapy Insurance series)

+ All questions must be completed with “¢” in either the ‘Yes’ or ‘No’ box

+ Full details to any ‘Yes’ answers must be completed in the “Supplement
to Application - Supplementary Health Information” form for medical
condition Information

[ ] |Personal Statement - Health-Related Information €3 44-52 |« All questions must be completed with “¢’” in either the ‘Yes’ or ‘No’ box

(Part 1) + Height & weight must be completed

« Full details to any ‘Yes’ answers must be completed in the Q45 for
relevant smoking habit information or/and “Supplement to Application -
Supplementary Health Information” form for medical condition Information

D Consents to Data Processing Pursuant to AXA Privacy J — |« Fully Signed by Owner/Insured (if any declared address is in the Mainland
Policy (Applicable to individual signatory(ies) with China)
any declared address in the Mainland China only)

D Application Form Sign Date & Signature L — |« Fully Signed & Dated by Owner/Insured & Financial Consultant

Other Documents Required to Complete the Application (If Applicable)

& Residential Address Proof (Owner) - Issued within 3 months from the date of submission - Verified by Financial Consultant
& Copy of Birth Certificate if Child under age 18 years - Verified by Financial Consultant

& Section of “Term Policy Conversion” under “Policy Service Application Form II”- For Term Conversion
Remarks: Please also submit “Supplement to Application for Term Conversion to Major Illness Insurance/Critical Illness Insurance” if Term Conversion to
HealthVital Il/HealthSelect Il/LoveAssure/LoveAssure Plus

Important Facts Statement - Policy Replacement
Client Needs Analysis (CNA)
Proposal/Illustration Summary Forms - Signed & Dated
Direct Debit Authorisation - Payment mode monthly/Payment by Autopay for Renewal Premium
Large Amount Supplement - Sum Insured > HKD12,000,000/
Annual Premium > HKD500,000/Single Premium > HKD3,000,000
Additional Requirements For Investment Linked Assurance Scheme (ILAS) - Fully Completed Signed & Dated
& Important Facts Statement and Applicant’s Declarations (IFS and AD)
Additional Requirements For Non-Hong Kong Residents
& Copy of Passport & Copy of Entry Proof - Verified by Financial Consultant
& Copy of Passport & Copy of Entry Proof of MCV - Face-to-face verification by authorized staff/via Mobile Electronic MCV Verification
& Declaration of Insurance - Fully Completed, Signed & Dated
Other Applicable to Mainland Chinese Visitors Only (additional to above) - Fully Completed Signed and Dated:
O EEERERE - AMALTTEBREAS /SRIRE (MCV-IFS)
Financial Consultant’s Declaration

| HEREBY CERTIFY that | have personally asked all the questions (including all health questions in case of a non-medical application) on the application form, verified the
identity of the Proposed Insured and Proposed Owner against their original identification documents, and witnessed their signatures on the application.

& & 6 & &

Name of Financial Consultant Signature of Financial Consultant Contact Number Date (YYYY/MM/DD)

Name of Financial Consultant’s Manager  Signature of Financial Consultant’s Manager Contact Number Date (YYYY/MM/DD)
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Policy Number fREE4RSE :

Important Facts Statement - Policy Replacement [}y ieelicetion - [[] Bxistig Policy
ERRNENE -8R o -

“The Company”
“KAE B BAT
AXA China Region Insurance

Important Notes: Company (Bermuda) Limited
1. This form is to be filled in BLOCK LETTERS and signed by the Proposed Owner/Owner, please ensure the (Incorporated in Bermuda with
signature matches with the one provided in the policy file. limited liability)

2. Please read carefully before signing. TR (ARE) BIEAS
3. Please do not sign on blank form. (PEEESMRIERAR) /
4. The original of this form and supporting documents submitted will not be returned. AXA China Region Insurance
SEFE: Company Limited
L EBEEERETEA SEAUERARRES - ERREARRE HOREIET o REEHUBIRAT /

C ARl E BAERE 2 BREIVBCRIRIRE LRTRCEET AXA Wealth Management (HK)
2. FREITHERESAEE o Limited g
3. BAENEERBHELEE - - - R -
4 FRBRZ EASHERFBX S TEER o REMEER (@F) BRAT

Full Name of Proposed Owner/Owner:

BERFBEA/FBEALS

This “Important Facts Statement - Policy Replacement” (“IFS-PR”) aims to help you understand the factors to be considered and the risks involved in
replacing your existing life insurance policy with a new life insurance policy. Your licensed insurance intermediary should explain to you the implications and
associated risks involved in replacing your existing life insurance policy.

If you do not understand any of the following paragraphs or the advice or information provided to you by your licensed insurance intermediary is different
from the information in this IFS-PR, please do not sign this IFS-PR and do not proceed with replacing your existing Life Policy.

IE(EEEHFAE-ER) (BAE)) EARPHETBUHMNASREFRENRREAASRRREMZEES RNERKAERRER o SRR RER T AGAR G
ERARAEASRBRENTERABRMELE -

EEAIFERPA TXERMESEZAD » REHFREEPAMADCRENSRAEHER(BRE)FMENENAER > MICENEZEA(BHE) - URTERK
REASREBRE -

SOME IMPORTANT FACTS YOU SHOULD KNOW
Please read carefully before signing.
Your insurance intermediary shall explain the content to you.
BEMEZEERA
IR BRIRFEL AR ©
BEVRIRP T AR AR EHAREN RS o

Financial Implications B8 2&

(1) Informed Decision - Life insurance policies usually lasts for a long period of time. If you surrender/take out policy loan from/withdraw policy values
from/suspend or stop paying premium/reduce the premium payable on your existing life insurance policy, particularly during the early years of the policy
period, you will usually suffer loss, including by way of having to pay charges. You should carefully compare your existing life insurance policy against
the new life insurance policy you intend to purchase, and assess whether replacing your existing life insurance policy is in your best interests before you
make a final decision.

HMBRRE - ASREFREEZERREN - BERR/REASREREPIRIVREKIFER /IRIVGEEE / BEIR L GRE AL EORE » CEE
BETRER (RHRERERENSE) » OEASESZMNREMRZER o BEFALBIREASFRREELEBENINASREBRE » THEEHREORE
AEHERRIREASTRRRERSRATN AL ZREFNH °

(2) Difference between cash value from Surrender/Lapse and total premium paid under your existing Life Policy - The cash value that you may
receive from surrendering your existing life insurance policy or allowing your existing life insurance policy to lapse, may be less than your total premium
paid. This means that you may suffer a loss. Further, you may incur surrender charges if you surrender your existing life insurance policy or allow it to
lapse.

EREASREBFRENRR/EXYAENRESEEEEZHNEREZZH - MRAASRERERFIAFELNFAENREEETEELONEESCNER
B AMEAIAE R RIAK o IbSh » ERFBAERRFRIAAFREXUMITENRRFRER °

Policy Loan Interest - The issuing insurer of your existing life insurance policy may charge you interest starting from the loan drawdown date. You
should carefully review your regular statements to understand the opening and ending loan balance as well as the interest amount charged in the
relevant period. Your existing life insurance policy may be terminated if the accumulated loan amount (and interest) exceeds a specified level of the
account value/cash value of your existing life insurance policy.

REERHFE - BEEREASFREFRENFREATIES BEIRNGESRE QRIS 8 - EREZFAREEIRRE » U7 BNE M EBRERMEAR
BWEREE > UURZEAREF B &8 - IRFHAERET (KAL) BERBASFRRARENRSBE/RESBENSEKT > AIENREASRRREREY
AR LE o

Withdrawal/Partial Surrender Charges - You may be subject to withdrawal charges or partial surrender charges within a prescribed period before the
end of the policy term of your existing life insurance policy. For the new life insurance policy you intended to purchase, you may be subject to other early
surrender/withdrawal charges within a prescribed period before the end of the term of the new life insurance policy.
RERERIE/ BAREER - EENREASRRRENRESIIRFMNTAIRRA » RIVREBERIDRR » LB IHEMER - I EE BN
ASRBREMS > BHBRHASZREBRENRERBHEANTRIARRA » ZTHAMRAIRR /IREREBENER °
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Important Facts Statement - Policy Replacement EEEHBIAE - #(R

(5) Policy Set-up Cost and Remuneration for licensed insurance intermediaries - If you purchase a new life insurance policy, a substantial part of the
initial premium may be used to pay for policy administration costs incurred by insurers and remuneration for the licensed insurance intermediaries. As a
result, you may incur additional cost for replacing your existing life insurance policy.

Eﬁuﬁﬁgﬁﬁﬂzﬁﬁﬂﬁrﬂh TARIENS - BEEBEMNASRRIRE > KBDRVMZAHNERERSEEAREMRBA BN REITHRE RIFERIEH T AR
5 o At - EEIREREAMARE A?{%Bﬁﬁf#%ﬁ@}%gﬁiyl‘%ﬁi °

(6) Higher Premium - You may have to pay higher premium under the new life insurance policy in view of the difference in age, changes of health
conditions, occupation, lifestyle/habit, and recreational activities (as compared with when you purchased your existing life insurance policy).
BENRE - AEMNERIER » REREAR « B2 £F51/ BERM2BANREEBBME (BB EREASRRRERAL) » BHTAMHNASZRE
REZNBRSHRE o

(7) Loss of Financial Benefit under the existing life insurance policy - You may lose the financial benefit accumulated over the years (e.g. loyalty bonus
or dividends) or to which you may be entitled (e.g. terminal bonus or dividends) under the existing life insurance policy.
REASHKREFRETHMBENZMRK - TR FRRREASRREELERZRNUH S (FIN | REPFFLRENAF) BRERNIREASRBREER
RISz (g0 @ ARERATFISIREEALF) o

(8) Financial Benefits under the New Life Insurance Policy Not Guaranteed - The illustrated benefits of a new life insurance policy may NOT be
guaranteed and whether they can be achieved depend on the performance of the issuing insurer of the new life insurance policy. If the new life insurance
policy is an investment-linked assurance scheme policy, the illustrated benefits are based on assumed rates of return only.

e A SRIEREBE MBS IEREE - HOASREFRENRAPMNEF E L IFBREFE > LERELNNAZSRBRRENRBRASNRRAZE o
TASRBREMRERESEERE > B HRAMTF 05t ERERRREIRE -

Insurability Implications SR EIRAISE

(9) Changes in Coverage - If you purchase a new life insurance policy and use it to replace an existing life insurance policy, some benefits, which are the
policy features of the existing life insurance policy, may not be covered under the new life insurance policy due to changes in age, health conditions,
occupation, lifestyle/habit or recreational activities. Also, riders/supplementary benefits under your existing life insurance policy may not be available
under the new life insurance policy.

RIESENEE - SCEEMNASRRRARE > TUERRRAEASRERE » BIREASFRBRENIAORFRE > FIEERGER « @ERR - B £F7
T/?‘lﬁ&/,\ﬂﬁﬁéﬁéxﬁﬁﬁﬁﬁﬁﬁ ) MABEERNASRRRENZREER © LI > FHAZSRBRETEL RS EERE ASRBRENMINREF)

Py

m

Claims Eligibility Implications E{EERNHTE

(10) Benefits under the existing life insurance policy will no longer be payable to you if you surrender the policy or allow it to lapse. Besides, you may need
to start a new waiting period in respect of certain benefits (e.g. medical, critical illness, suicide or incontestability) under the terms and conditions of the
new life insurance policy.

EEMRAEASRBRERRIAAFEERY > ARAEASRBREZSTHATIREMRE o 15 > RIMHASRIBRENGETRRME] > FLERENZFEIANE
EREE (B9 : B~ BV ~ BRIFATFENER) ©

Declaration 88

By the Insurance Intermediary 1R 7Y A28

| declare that I have discussed and explained the implications and associated risks (including the above listed items) to the Applicant/Proposer regarding
his/her decision to replace his/her existing life insurance policy with a new life insurance policy. | further declare that | have not made any inaccurate or
misleading statements or comparisons, or withheld any information which may affect the decision of the Applicant/Proposer.

AANERR > RABKHEBFA /REAGHRLBEREA [ RERAMUTHASERAENRREASRBRRENATHENTEREFAER (8F LREE) ; AA
TREER > ARALEOEH AR ARG LR - SRMER L ZRFEAN /[ RFANRENER

Signature of the Licensed Insurance Intermediary Full Name of the Licensed Insurance Intermediary
FRRRIER N AZEE FERRRIR N AR

Type of License and Licensed No. Date (YYYY/MM/DD)

R BRAE Rl K2 R BR ST HEA(F/B/8)

By the Proposed Owner/Owner EZiFH A [ISEARBH :

| understand the content of the above listed items (1) - (10).
AABAB it (1) - (10) FIEBZAR °

Warning: you must read all items carefully and check that the licensed insurance intermediary has explained all the information on this IFS-PR
before you sign this IFS-PR.
B BWAMREFREER  URBFREZEES(BHE)F > FRERPNACERNEERES (BAE) LFREEH -

Signature of the Proposed Owner/Owner Full Name of the Proposed Owner/Owner Date (YYYY/MM/DD)
BRRBAN/HEANEE EBREEAN/FBEALSR HER (/B /H)
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Application/Policy No. & 1RE / IREE4REE

Electronic Copy E ¥ &4

WER

Supplement to Application -
Supplementary Health Information

x| RERBHRREEMHT - RREERH

Important Notes:

1. Thisformis providing additional information, if the answer to any of the health questions in the application
form/service form/request form is “Yes”.

2. This form is to be filled in BLOCK LETTERS and signed by the Proposed Insured/Insured/Proposed Owner/
Owner.

3. Please puta “/” in the appropriate box.

4. Please do not sign on blank form.

EERIE:

1. ERFE/BHFEE/PHERERLREREZERZA TR E > WREAHIEHTELER o

LERAEFERZEFRRA /RAREA / EESFEA /B ANEBERRES

RIETEEAEAMLE/ 15

ENEERRFESLEE o

1. Proposed Insured/Insured/Proposed Owner/Owner

BRmRA [ HEA [ BERIFEA I FEA

HwnN

J New Application

J Existing Policy
RERE

“The Company”

/N1 — VN

AXA China Region Insurance Company
(Bermuda) Limited (Incorporated in
Bermuda with limited liability)
ZREFRE (BRE) GRATE
(REFREXMRIINERAR) /

AXA China Region Insurance
Company Limited
ZREERABRAT/

AXA Wealth Management (HK) Limited
ZRUEEE (F8) BRAF

Name of Proposed Insured/Insured:
EEWRRA /RN -

Name of Proposed Owner/Owner:
EEFBEA/FEAN

2. Supplementary Health Information

REEEHHT
| ‘ Proposed Insured/Insured | Proposed Insured/Insured
EERWAERA/BRA EERWERA/BRA
| Proposed Owner/Owner Proposed Owner/Owner
EFHEA/FEA EFHEA/FEA
Question No. Z8%% Off Off

1. Disease/medical condition/sign and
symptom

oI5 | BRRART | B EAR

2. Date of first occurrence of sign and
symptom (YYYY/MM/DD)
BARERBEBRERNBER (/8 /8)

1of2

*NHK1AURAQ*

LFUW253-2110



Supplement to Application - Supplementary Health Information 131 / (REIRIEHA TR T - BRESH @7

3. (a) Treatment/investigations/tests/
scans that have been performed Off Off

EEITHUAR /RS /RIS /R

(b) Date of such treatment/

investigation/tests/scan

(YYYY/MM/DD) Off
BRIER /wE AR/ wEa
(#/8/H)

4. Present condition (such as whether
fully recovered, follow up action/
medication/next follow up date)

IR (BINREEREEE - B5RE/
PR FAERAEZEY) | SRS B HA)

5. Date of last follow-up medical
consultation/treatment (YYYY/MM/DD)
REEZaRBH (FE/B/H)

6. Name of doctor who treated the
disease/sickness/medical condition/
sign and symptom
TARBRRR | NE | REARR [ R E
ARRVER A4t

7. Name of Hospital, where applicable
BepratB (InEmA)

3. Declaration and Authorisation

BARRE

I, on behalf of myself and other persons referred to in this application (hereinafter referred to as “We”, “Us” or “Our”), acknowledge that this form is
supplemental to the application for insurance, change or reinstatement (the “Application Form”) in relation to the above Application No./Policy No. signed
by me/Us. | agree and confirm that (1) to the best of my knowledge and belief the above statements and answers to all questions are true and complete;
(2) We have not had any change in material facts and/or medical consultation since the date I/We signed the Application Form of the above mentioned
application; (3) the declarations, agreements and authorisations made by me/Us under the Declaration & Authorisation Section and Personal Information
Collection Statement Section of the Application Form shall also apply to this form; and (4) this statement shall form the basis and become a part of the policy
to be issued/reinstated or issued by the Company.

BN > KREAREMAEUMRREAFR N2 AL (P B RRERAAN /R EM LR RERET/ RERREZBNRR - REBENHREBUFRH
& (THERE)) - AABENED (1) R—TIBRTE R ENFAE SR - IAAFRNFE  9RERZ 2B REREN ; 2 BB LEFFE > AAZEZFRLE
i TORAERREMBRDSG 5 ) M PHE LBARED N RSB ABHERNMONNER « RIRETEANRILRRE | & (4) LERBERE AR
/BB REEBIIRIE - MR IRE—ERD o

Signature of Proposed Insured/Insured
(If aged 18 or above)

BERAA [ RRAEE
(I+/\BEEEA L)

Signature of Proposed Owner/Owner

(If other than Proposed Insured/Insured)
EEFBEAN/FEAEE
(WNFEREZMRA /RN

Date (YYYY/MM/DD)
Z=EBAH EFE/A/H)

20f2



AA redefining / standards

Application/Policy Number 1R1%Z {REE 4RI

Supplemental to Application - For General Information | .1, company -

BE RERBEPEIHETE —BER RAEATAAA -~
AXA China Region Insurance Company (Bermuda) Limited
Important note (Incorporated in Bermuda with limited liability)

1. This form is to be filled in BLOCK LETTERS and signed by the Proposed Owner/Owner. ZRERE (BRE)ERAA

2. Please do not sign on blank form. (REREZMALNBRAR),/
EEEIE: AXA China Region Insurance Company Limited
1. lttiEfr%J?EEELE%%EA/%EAB&IE%E%&%&% o ZREMBARAR

2. ENIELEHRBELRZE o AXA Wealth Management (HK) Limited

ZRUEEE (F8) GIRLA

1. Proposed Insured/Insured/Proposed Owner/Owner
BEBRABRABERAAN BEA

Name of Proposed Insured/Insured :

BEEWRA BRALE:

Name of Proposed Owner/Owner :

EEREA FEALS:

2. Declaration by Proposed Insured/Insured/Proposed Owner/Owner
HESMERAN HRAEEBEAN HEAERH

3. Declaration and authorisation 87 % 3#E

I, on behalf of myself and other persons referred to in this application (hereinafter referred to as “We” or “Our”), acknowledge that this form is supplemental
to the application for insurance, change or reinstatement (the “Application Form”) in relation to the above Application No./Policy No. signed by me/Us. |
agree and confirm that (1) to the best of my knowledge and belief the above statements and answers to all questions are true and complete; (2) We have
not had any change in material facts and/or medical consultation since the date |/We signed the Application Form of the above mentioned application;
(3) the declarations, agreements and authorisations made by me/Us under the Declaration & Authorisation Section and Personal Information Collection
Statement Section of the Application Form shall also apply to this form; and (4) this statement shall form the basis and become a part of the policy to be
issued/reinstated or issued by the Company.

AN - RREAREMAE LR RAF }E&Z}\i (T?ﬁI'ﬁiﬁ"ij)ﬁﬁi%’\ltti%%?ﬁ?ﬁ$)\/ﬁﬁ?ﬁﬁEﬁJ:?Lﬂﬁﬁ%.‘.‘ﬁ%ﬁ/ﬁ%ﬁﬁ?L%E%%%E’\J}Qﬁ C REEHRH

REEMRFEE (RFE) - FARBERER M-I R AN RE SR  BAAFRAMAE YASE22RREEE . 2 BHF LlHE
T RMERBRNEES  FRE EEH%F‘?#)E F QENBPFEE LBARBERDREKEAERNBAROANES - HERREIERR

3R &(4)ﬁt%ﬂﬁﬂ%?ﬁ%fﬂT?ﬁ&/fﬁx&ﬂ’ﬂ%ﬁﬂ’]*ﬁ}}*‘ P AR RRE—EBH o

Slgnature of Proposed Insured/Insured Signature of Proposed Owner/Owner Date (YYYY/MM/DD)
éed 18 or above) (If other than Proposed Insured/Insured) HERH(EA8)
EERWRA %&1%)&%%% EEREAN BEARE

(ZID—H\E‘RLAL (HSEEZBWARA,HIRA)
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