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B ES B EEIBE To be completed by Emplayee in Black Letters {EH Fax :28503003
AREE [‘f%%ﬁgxﬁm;i;;er Name {Policyholder} [BlhE LB {R B EY Group Medical Policy No.
MEE A B AT Affiliated Company Name ERE A FREBHEIE Group Life Policy No.
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Note : Dependants include employee’s spouse under the age of 69 and the employee’s unmarried children who are over the age of 14 days but under 19 years old, and

those at or ahove the age of 19 but under 25 who are receiving fult time edueation at an educational establishment. (Please provide evidential proaof).

1. BT SEREGER) NEERES? B8 Employee: FTHRkeg K m

What is your and your spouse’s (if applicable) weight and height?
EBspouse:  Fmup  ¥m

2. MTRS2BEERBHEETEREEHIMR ORves [1&Fno
Are you now empiayed on a full-time basis and actively-at-work?

3. MTE BFRE (NER) §4aRE? Ofvyes OFno
Do you or yeur dependant (if applicable) smoke?
W ERAREERARG AR IANS
If yes, please name the person who smokes and the average datly consumption:

4. MTH SRE (NEM) REEEREELER - SR ASRE? Ofves [FENo
Do you ar your dependant (if appticable) currently bave any other medical, accident or life insurance?

5. %&%E%é%yﬁﬁﬁﬁ) EHEEAEE - B AEERMNERENERS D GHER - FER RN RS i D Rves L& No
Have—you (;rﬂy;our ;iependant (if applicable) ever had any medical, accident or life insurance application rejected or policy cancelled,
rated or restricted or renewat decfined?

6 BT BFE(NEM NERNETEAERGNESRER T ENBEBREDRE? O&ves OFEN
Have you or your dependant (if applicable) had any two or more of your immediate family members who are known to have any
hereditary disease before age 607

7. TS BRE (NEA) 2SS ERlEEE  MBE Bk BalNTED REMRRFSHEELN? dfves & o

Do you or your dependant (if applicable) have any intention of engaging in hazardous pursuits, e.g. motor sports, diving, rock
climbing, flving other than as a fare paying passenger?

LRSI 4.7 MAEARE  HRMNMEEEELE .

Provide details including name for the above question no. 4 - 7 answered “Yes” :
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{2 & M 5 Employee Name ..

.3 Tiﬁﬁ%fﬁﬁ Rﬁ'l":ﬁ BHERE (EA) %E”’%ﬂﬁ:ﬁ@fﬂ%&ﬁ%ﬁﬁﬁr BrHAMRERT %Fiﬁ'ﬁr&kﬂﬂﬁﬁ? OBves O&Fwno
Ha\}rz ?uu or your dependant (if applicable) suffered from or been treated for any serious diseases, disorder, physical
impairment or severe injury in the last 5 years?

EPERER BT SR8 (WEM) EEEFRMRTE - SErER S RER SRR GEaRg? [JR8ves TOHENo
Have you or your dependant {if applicable) had a surgical operation or been confined in hospital or sanaterium for treatment
or observation in the last 5 years?

10. EREEFR  BTH BFE ﬂﬂLFﬁ) ﬁ%% WWRE ?ﬁy_{{ﬂ*“%ﬁﬁiﬁ? {{51 XA :u%lmmm&%ﬁ) O&ves 1% o
Have you or your dependant (|fapp£|cabie] had, of been advised to have any diagnostic tests {e.g. X-ray, ECG or blood test) in
the fast 5 years?

1. BT BFE (OER) BMHAEEBTRREE  CAERBEYSAFAHETRERE ZHRBR? IR ves [1&No
Are you or your dependant (if applicable) currently undey medical abservation or receiving any treatment or medication or
aware of any symptoms which may indicate a disorder?

12. F@T‘"E‘i %“I% gﬁﬂaﬁﬁ%) &’ﬁziﬂ‘l‘ﬂﬁfzzuﬁ'ﬁm?&‘tiﬂ %\LTW%F ANEHE ~ R R > BRI - LDRves [3&No
F : AR - UENE o~ Al - SR Ralgss - RS - BURERE - 0F - ST MEEENIMEEE - By

ﬁﬂﬁ ﬁ%ffﬁi A AS - PR BE . BRRE jjﬂiﬁ (ﬁ;mm) SRR A BN T RIE SRR Y
Ha\re you or yeur dependant (if applicable} ever been ireated for or been told of heart trouble, high blood pressure, diabetes,
cancer, tumor, ulcer, tuberculosis, asthma, epilepsy, emphysema, pleurisy, colitis, rheumatic fever, syphilis or any other
disease of the brain, central nervous system, gastro-intestinal tract, liver, pancreas, genito-urinary, thyroid gland, bones,
AlDS, AIDS-related complication or AlDS-related condition?

BLEEE « MSEARE - SRR

Provide name and details of each guestion answered “Yes” :
q

PR AR 1EE /S & RIEE B ARAN SR ANRIEE IR I R b
Cuestion No. | e of Employee / Depandant & Detalls of Item

Treatment Period Date & Degree of Recovery Name & Address of Attending Doctor

)7_{3‘ -12 B From____ §Tn_

ZHABUEE DECLARATION AND AUTHORISATION
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FATAKMRNA (I rl_l? BRTASE - 8 - f%F‘i’&T*M‘%iﬁ » o SRR 8 2 SRR R A AL iR AMEHE 8 - B RS0IT L@#ELTF[!EH\ FERE zlﬁﬁ?ﬂﬁﬁﬁ%ﬂ CBR
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AN TR O R A B S A AR B A A6 A R A AR B SR AR R R R « R ]ﬁﬂﬂ%ﬁﬁ)\ﬁﬁﬁ“HFHE“EEZ%‘HEU\%H—H&Eﬁilﬁﬂﬁﬁ@}?ﬁ .

| hereby declare that alt the information supglied above is true and correct and | hereby agree that this Declaration form shall fore the basis and become a part of any policy issved.
i understand that any false, incorrect or misleading statement may render the relevant insurance policy nuil and void.

| authorise or authorise an behalf of the insured {(if different) the physician, hospital, insurance company or organization to furnish part of or ali medical history {including but not limited
to infoermation in respect of consultants, diagnostic test results, prescriptions or treatiments) with respect to any iflness or injury of me or the insvred to PWD General insurance Company
Limited or FWD tife Insuranee Company (Berinuda) Limited or its autharised representative for the purpose of assessing and processing this application. A photocopy of this suthorisation
shall be considered as effective and valid as the ariginal.

ihereby also confirnt that | have read the attached Persoral lnformatien Collection Statement ("PICS"} and understand iy rights and obligations in relatian to my personal data and consent
to the manner in which the personal data may be used or dealt with as specified in the PICS.

{# 832 signature of Employee #EAHM (A /751‘/523) Date Signed (DD/MM/YY]

[RIRABIEHRI For insurance Company use only

BHRBEERAT/ERASRER (BFE) BEAH FEBEzHRARMSEZH - MEFE  BURNESHE -
FEAPEAFIBD 08 BEFHERAL 018

FWD General Insurance Company Limited / FWD Life Insurance Company (Bermuda) Limited Chinese version of this Application Form is for reference only. if there is any
9/F., FWD Financial Centre, 308 Des Voeux Road Central, Hong Kong inconsistency between the English and Chinese versions, The English version

T3123 3123 F 28503003 www.fwd.com.hk shall prevaif.





