cCHUBB

Agent’s/Intermediary’s name {Ri& IR/ A% |

Agent’s/Intermediary’s contact phone no. R/ AmEEsE | | [ [ | | | |
Agent’s/Intermediary’s code {Ri& IR/ AK5E

Agency #8531 Ll |-
Statement Of Insurability
RIREHBERE
To: O NB [ POS [0 New Request $fF% O Reply EI7E

Please tick ¥ appropriate box(es) for request

FEREE 2 AN E MR

Application for 935 [ Add Other Proposed Insured INE #5244 A O Addition of Riders/Increase of Benefits &N N1{RRE /1 MN{RFEEF] &
O Reinstatement 1R B 1854

O Others Efth

* Not applicable for Disability Income Plan (DI) 7@ EAA B RESHE

Policy Number:

REMRIE

Full Name of Insured:

RRAMR

Full Name of Policyowner:

REFFAMR

1) In compliance with the legal and regulatory requirements with respect to the prevention of money laundering and terrorist financing, the Company requires to
collect your identity information. If the identity document(s) of policyowner has (have) not been provided before or has (have) been updated, please submit the
copy(ies) of the latest and valid identity document(s) for our record.
RIEERIEE RSB LS RBMD FESBEERHNRT - FARVANEEHNSHER - MREFFAZESHEBEXH ARG RHIEEN - FAH
PHEZ R R BN SDFEBXERIALUERE o

2) In compliance with the legal and regulatory requirements with respect to U.S. Foreign Account Tax Compliance Act (FATCA) and Automatic Exchange of
Financial Account Information (AEOI), the Company requires you to provide certain information (including but not limited to place of birth, address, telephone
number, citizenship, residency and Taxpayer Identification Number (TIN) etc) by completing the relevant request form for policy change of the Company and
other relevant form where it is applicable if you have any change on the tax residence.
RIEERIZE RSB EBIB/NRFRINAREER BB RIFIRFEH - NEENRBERSH - AARSEKR AT HRNENRESIERIELIRHA
RS (BIRETRMA AR « ik - BFERE - ARG - BERMBFEEES) REMBRAERERE

Personal Details

BAEH

A. Insured

Z2HRA

B. Applicant/Policyowner
RERBA/FHEA

(If other than the Insured &IFZEA)

O The Applicant/Policyowner is also

the Other Proposed Insured

RERFA/FEATEEMEZRA

C. Other Proposed Insured
Hiti R RA

(If other than Applicant/Policyowner
EIFRERBA/BFEN)

1. Surname in English

K (3D

2. Other name in English
2F (&30

3. Name in Chinese

1% (F30)

4. Relationship to the Insured
EMRNZRAR

5. Date of birth
HAEHER

6. Place of birth
Hi& it

7. H.K.ID card/Business
Registration/Passport No.
EERSMNFE/MEELE/
ERRSRE

8. Sex
1£51

9. Residential Address
(city/country)

FEHIE Gm/EIER)

10. Employer’s name
BE®RH

11. Industry/Nature of business
TERARERIEE

12. Present occupation IR{EEH%
(including any part-time job)
(BLFEAE{RIFRIH)

13. Exact duties
L%

O Female & [ Male 88

O Female Z [ Male

O Female % [ Male £

Chubb Lifer

NB068/0720/1C
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14. What is your monthly earned remuneration in average for the past 12 months? (Gross earnings excluding investment income less business

expenses but before tax)

A+ —ERBAFIORNSENA ? (TETERB AR 237 HAVRRETHRULA )
Insured’s basic monthly salary (HK$)

RREANELABRFE(E):
Commission/bonuses/tips (HK$)

/Al EE(ET):

15.

Does applicant/owner/insured hold foreign citizenship or residency? {REEREAN/IFEA/ZRAREHE/NEEESNZEHE ?

O Yes & ONo &
If“Yes”, please state the country(ies) of which the applicant/owner/insured holds citizenship or residency.

mrTRL O FVARERFBAMTAEN/ZRRAGRI EEESE LB RATE

Please complete the questions for “Other Proposed Insured” if Applicant/Owner or Other Proposed Insured applied Child’s Protection
Benefit (CPB), Juvenile Accident Protector (JAP) and/or Lady’s Partner Plan (LD).
IMREBRFA/FFEARHMEZRAPERERETDE - "RRE BIMRIEHBIR/5 "2ER WHERIEEE - BEE THBEZREA ZMHE -

16. Do you have any in-force or pending insurance with the Company or other insurer(s) (new application or reinstatement) ? If “Yes”, please

state amount/sum assured and currency.

EEGEALRSEMRBRATFAEMRSEMEEZT ZRIE GIRFSER) 102, FHLSER/ RERREE -

(@) Insured O | Insurer Life Critical Disability | Hospital Weekly Accident | Date of Issue

SUEIN Yes| F(RAF] N Illness Income Income Accident |Insurance |{REZF3FHER
E feEiRE  |[EBALE  |[IRAE |Indemnity | BIMEE | (mmA /yyyyE)
0 ZEEI
No EERRSE
é:

(b) Other O |Insurer Life Critical Disability |Hospital | Weekly Accident | Date of Issue
Proposed |Yes| i&{R/AR] N Tliness Income Income Accident |Insurance |{REEZ535HHA
Insured z BEERE |[EBAE |[FRAE |Indemnity | EIMERE | (mmA fyyyyE)
Hith2te 0 FBEES
ZIRA No TEERASE

7l:[l:

(c) Applicant/ | O | Insurer Life Critical Disability | Hospital Weekly Accident | Date of Issue
Owner Yes | E{RAF] AE Tliness Income Income Accident |Insurance |{REE%&3%HHA
REREAN/ | B EEEE |[BEAE  |[ERAE  |Indemnity | EIMERE | (mmA fyyyyE)
BEA 0 BEES

No EEREEE
E

17. Have your policy(ies) ever been voided/non-renewed or you ever been refused for applying insurance

or reinstatement of it, or been offered a policy different in plan, term, amount/sum assured or Insured g‘lt;lerregroposed
remium from that applied for with other insurer(s)? If “Yes” , please give name of insurer, date of - gt
P o “ D FRA SHESRA

application, amount/sum assured and the reason. SR EEE S S BN BIERER/CEEER
R B KIS RE M NRFEIER » SR ARREENE THEZEE 15« 2F/REEHRE? | YesE2 No& | YesE No&
MR, FHLERARRE - HEAEH - 2%5/REERER -

Details 5¥1&: O O | O

18. Do you participate or intend to participate in any hazardous activities whether related to your work or

recreation? If “Yes” , please complete and submit the appropriate questionnaire(s). B &2 M TE

ZMATFerFARANRRES 741 T2, - FEBERHEE - O O O O

19. Do you intend to travel outside of your declared resident country/city (including business trips and

study) except holidays? If “yes”, what is the purpose of the trip, for how long will you be away, what is
the destination and how often will you go per year? [ B2EBS} » #5B8 B+] E REFrREIRAEEBIZR/Hth
LMV E At 5 (BIEARSES) 70", BEERE - BETARIE « SEIFH RihE,

Details 3¥15: O O O O
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20. Please provide the following information of the physician of the Insured last visited.
BIRERRARE —RHEELEREEN o
a. Full name of the physician 44 4:

b. Address Hhiit:

c¢. Phone no. &E:E:

d. Last consultation date (dd / mm / yy) &#%3k32 BH8 (B/B/5E): / /

e. Consultation reason, diagnosis and recovery date k2[R - s2E#E R KR 1E HEA:

Insured Z{EA Other Proposed Insured E. {5

2l.a.Height B © _ mx cmEx / __fR inchi m¥ cmEx / __fR inchiy
b.Weight 882 : KA / bsEs kg AF / bss

c.Have you experienced weight loss of more than 5kgs (11lbs.) during the past 12 months?

BE+—EAR  BMEBEEGRRSSATWURE)L E?

If “Yes” , please state exact weight loss amount and the reason. 2l "2 | * FBFiE P HNEE KRR -

Other Proposed

Insured

HAtEZRA

Yes &

No &

22.This question is applicable for female only. (Applicable to age 12 or above)
tFBERIEARZESRA - (REARFRA T R E2x)
a. In the past 10 years, have you ever had or been told to have or been treated for, or intending to
be treated for disorder of pelvic organs, breast, menses or pregnancy? Are you now pregnant?

If “Yes” , please state the expected delivery date. {Ei@E+ER » IFEE B HESMEFHF L
LIRS HTRAERTE  ILE  CHEIHRRRAE P ITREERIRZ 70 TR, 0 i

FAfRERHA -

b. Have you ever had, or been told to have, or are you intending to have mammogram, ultrasound

of breast or pelvis, pap smear, cone biopsy or colposcopy? iR &S s RS e T EiES,

BX3E « RSB EEERIGE  FEEMRZE AR Rt B ERRE ?

c. Have you ever had complications of pregnancy during gestation in the past 10 years (e.g. ectopic
pregnancy, miscarriage, disseminated intravascular coagulation, diabetes or hypertension, etc.)?

ERETEA  RESEHRBBBEMHER (Fla: Z502  RE - EMMERRRM -« ¥RRE

nEs%) ?

23.This question is applicable for juvenile only. (Applicable to age on or below 15)
IFBEREARESRA - (QERRFERAT ARSI TZRE)
a. Was the child’s birth premature or postmature? {f A 2% REEBEFHE ?
b. Any special care needed after birth? Hi4E 1% & 7 1 4% Bl s#18?

c. Has the child had any physical defects or shown any sign of slow physical or mental development?

RRAEE S IERAsAEE LD BB RIERNISR?

24.Have any of your parents or siblings died or suffered from blood disease, liver disease

(including hepatitis B carrier), heart or polycystic kidney disease, stroke, diabetes, hypertension,

cancer, AIDS or known hereditary disease? If “Yes”, please provide the relationship with insured/

other proposed insured, name of disease together with the onset age. f8f2&} « RRMHEREE

MRER ~ FRR@GIN: ZBRT AR E)  ORRESSRITER - PE - KR - S0E - 2E - #X

RN ZIESREMRR; SR EWARET 740 "2 ) FBRHESEN/HMEMRARMBRRE

ERZTEREREE -
Insured 1RA Other Proposed Insured G
(i) Relationship F#f#: (i) Relationship E#f#:

(ii) Disease(s) &J: (i) Disease(s) f5J&:

(ili) Onset age /R 3% FH#5: (iii) Onset age 7 2% T #5:

25.a. Do you drink alcohol on regular basis? if “Yes”, please provide the type and unit of alcohol
consumed per week? ZEEBHEVEZIE 740 "B AREBERESHEGAE -

Type f&%8: Unit of consumption per week B8 E:

b. Do you take or have you ever taken any narcotics or habit forming drugs or been treated or
consulted for alcohol? If “Yes”, please provide details. &5 &2l & R P8 1 {a] R BRI 25 5 maiE
gy SRR AUBRREEE 7 T2, FIRMHES -

c. Do you use or have you ever used any tobacco products in the past 12 months? If “Yes”, please
complete (1) average daily consumption; and (2) number of years. If ceased in consuming any
tobacco products, please also provide the termination cause and date. A2 B EHE BT B

+ERARERRAMEREES 240 "B, FiH OB ERSE  RQWREFH] - an2F 1R

RIEMEEES  BRTRHELRRZREEBE -
Average daily consumption & B 1555 E:
Number of years R HA:
Termination cause and date 1= 1R & K H&5:
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26.Have you ever had or been told to have or been treated for or intending to be treated for any of the
following diseases or conditions: EE & B EHESMEBER N R I BILESHATSIHR LU T HRR ke
KERAVARE:

a.

g.

Disease or disorder of circulatory system, including cardiovascular system and lymphatic system,
e.g. chest discomfort, palpitation, raised blood pressure, rheumatic fever, heart attack, shortness
of breath or dyslipidemia? /BRI » BIECMERFERME RTZ R INEERE » Hian : pEss
T~ DIE - SMER ~ BRMER  OFREEE « IR E ey mASRIE ?

. Disease or disorder of respiratory or endocrine system, e.g. asthma, persistent hoarseness or

cough, diabetes, thyroid disease or disorder? MEIR RHREL R R ik 2 SRR ERTHEE RS » {40 © n#
M ~ FFADIEELIZWE ~ ¥EPKIR « FARBRIEREIINRERE ?

. Disease or disorder of digestive system such as jaundice, ulcer, colitis, disorder of stomach, liver

disease or disorder (including hepatitis : please specify the exact type), bowels, gall bladder
disease or disorder? JH{LRITZ ISR INERE - MEER © B5 ~ #EHX - BURERE - &R
EINEERE (BERLA: FRAAMEBIA) 15 BZARBIIERE ?

. Disease or disorder of genitourinary system or reproductive organs, e.g. abnormal urine or

bladder, prostate, breasts, uterus, uterus cervix or kidney disease or disorder? jifR R#F s L TE=S
BERSIEEERS © 440 - IORESEERN  5i7E ~ 3B ~ 7=~ TR BRI EREINEERE 7

. Disease or disorder of eye or other sensory organs, dizziness, convulsions, epilepsy, neuritis,

paralysis, stroke, mental or other nervous system disease or disorders? ARal EL{ti/&E 28 B 2Rl
IHEERE ~ =X - =2 - B ~ 1S « BHE - APJE - ABPE IS RN IR RE 7
Deformity, lameness or amputation, arthritis, gout or spinal cord, systemic lupus erythematosus,
other musculoskeletal or autoimmune disease or disorders? &2 « BEERENRY - BIEAA -~ BEASE
B8 ~ ALBHMEIRE ~ HALABEEE BRe R B HRREINERES 7

Cancer, tumour, cyst, any disease or disorders of skin, lymph node or blood? fZfE * f&/ - EhE -

F2fE ~ MEAEE E M MR AR E T RER & 7

h. Sexually transmitted disease or HIV infection? &4 32A8{H4 2 FORE B HRR SRS 7

Insured

ZRA

Other Proposed

Insured

HHEZHRA

Yes No&

Yes &

No &

27.In the past 5 years, do you plan to attend, or are you currently attending or have been advised
to, attended any hospital, clinic or doctor for any investigating (other than routine health check) or
diagnostic test (e.g. cholesterol, AIDS, hepatitis including hepatitis B, anaemia etc)? @EFAFA » &
ERTHIRE « BB WEE - G HMEMEERR « S EISAEZ EMeE (HIITEEIGERIN) BRE2ER
1%ER (flan: FEERS - RRBBAENRSE « FABECEFASENT) ?

28. Other than covered above, have you ever had, or are you currently awaiting, or have been advised
to, or do you intend to be counselled, tested, medically advised or treated in connection with any
other illness, disease, signs and symptoms or disorder for more than 7 days, or undertaking
operation, medical advice or hospitalization for more than 3 days? Z2 % « SiE R H « BLG#E
ERLL ERIBRAISRETE « SR ~ R - HEREKER « MEETEE - 168k - 2280 - AREEEYAERE
BEX ; R MERIMNFM - SESEREEZH=X"?

29.Supplement 3¢
If the answer for Questions 21-28 is/are “Yes” , please give details in Question 29.

ME—+—ZE=+/\MBENEER "2, FEFRBE-TUERFS -

Question  Surname & other name  Reason - nature and severity of conditions  Onset Recovery Names and addresses of

no. of person to whom “Yes” (Include frequency, diagnosis, treatment, (mm/yyyy) (mm/yyyy) physicians, hospitals or medical
FIRESRES  applies medication, surgery and results) AR EERE

B ATzps FR-MERELZBES (BEHRXE - (B/F) (R/4E)

ERE ~ A% - RAEY) - FMRESD

facilities

BL  BhrsBRmiEc B

ek
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Remarks & additional questions for “Happy Living Guaranteed Income Plan” and “Happy Living Guaranteed Saving Plan”:
TSEE, REABHIR "S8E , RERKBBHIIRMINRDE:

* Reinstatement within the first 4 policy years (for all GIP plan) and the insured’s attained age is before 60. Please complete Questions 30 &
31 only. BIMEREBFAEREEMEEREE)RZREAFERG LT - RESTHAME30K31

» Reinstatement after the 4th policy year (for GIP8A, GIP8B, GIP8C) and the insured’s attained age is before 60. Please complete
Questions 30 & 31. HAEPUEREBFHERAEAGIPSA, GIPSB, GIPSC) &HEAFHG0LLT » RERMMAIE30K3! -

» Reinstatement after the 4th policy year (for GIP12, GIP18 & GIP22) and the insured’s attained age is before 60. HFPU{E{RE B FELER
(FUEFGIP12, GIP18 & GIP22) KRN FHE0LLT -
» Lapsed over 65 days and within 1 year, please complete Questions 1-31. 238865 H R1FEARER @ AEZRHEIZE3] -
» Lapsed over 1 year and within 3 years, please complete Questions 1-31 and medical requirement will be requested. sk 3{#281FE K3 ERTE

R FBRZRHBEIENREEEHEEEX -

Other Proposed
Insured Insured
ZRA EAESHMREA

. . . . . B 3 Yes@ No&
30.Have you been advised by a doctor that you have a terminal illness with a life expectancy of Yes£ No& €S X o0&

less than 12 months? 5% & #58E LEI B B R HIAMAMB RO R+ B 2 o - - -
31. Are you currently under palliative or intensive care? &2 75 IF £ #=4h B AR R UIARE ? O O O O

Supplementary question for “Partner Income Protection (PIP)/Partner Income Protection Supreme (PIPS)”
TRigR, ABRIE/ "RigF ., ABECRENINEE

Please submit supporting financial evidence if total monthly benefit amount insured is greater than HK$25,000.
RN B EHEES AR ABMHKS25,000 » 55183 "RIFEEER . ©
32. Indicate the approximate percentage of time devoted to the following duties B & 759 KX KI8% R S BECEL B

% Sale #£gH % Outdoor B4 T 1E % Manual #2145 &)
% Managerial/Admin. &32/1TE % Others Efth » please specify 5:1RH

33.How long have you been in this industry? f{¢EBIRFTES K ?

34.How long have you been in your present occupation? SR Z X ?

35.Do you have any other occupation? If “Yes”, please specify: fRE B HMT{E ? & "5, » 588 :

36.What is your monthly earned remuneration in average for the past 12 months? (Gross earnings excluding investment income less business
expenses but before tax) @A+ 18 A 8 B TSI (Tt B E AL HIRR & 2 37 HAVFRATHEULA)
Basic monthly salary (HK$)
EXBRFH (BT
Commission / bonuses / tips (HK$)

A2/l EEET)

37. Will you receive any benefits, other than provided under the mandatory employees compensation ordinance, from your employer or other
sources as a result of your disability? If “Yes” , please give details. B&;ABIF5E < B EMBEMEAT - HEERIEEMENRE S E IR E[

HWETME TR, BREHE

38.What professional or trade qualifications do you have? {5 E BB Ze1TABRIER ?
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Section A: Declaration & Authorization 55 —B{7: B0 R I%iE

I/WE HEREBY DECLARE AND AGREE THAT: (1) All statements and answers to all questions in this Statement of Insurability (“Statement”) and any
questionnaire or declarations of insurability or health answered and made in this statement including but not limited to those made/completed in any related
medical examinations, whether or not written by my/our own hands are to the best of my/our knowledge and belief full, complete and true; (2) All answers to such
questions, together with this application shall form the basis and become part of the Policy issued by Chubb Life Insurance Company Ltd. (herein after known as
“the Company”); (3) The Company is not bound by any statement which I/we may have made to any person, including but not limited to the Agent named herein
if not written or printed here; (4) I/We shall disclose to the Company any change in the health or insurability of the Insured(s) subsequent to the signing of this
Statement but prior to any endorsement/confirmation letter being issued AND the failure to disclose any material facts and/or circumstances relating to any change
in the health or insurability of the Insured(s) shall render the contract voidable; (5) (Where applicable) Any payment made in connection with application of this
Policy does not guarantee immediate approval of the coverage applied. The insurance coverage applied for shall only take effect when due premiums are paid
during the lifetime and continuous good health of the Insured(s); (6) I/We have provided my/our original H.K.ID card/Passport/Business Registration to the Agent
(where applicable) to verify that my/our identity details match with the information provided in this Statement and shown in the copy of H.K.ID card/Passport/
Business Registration.

I/We hereby irrevocably authorize (i) any employer, doctor, hospital, clinic, insurance company, government office or any organizations of persons who have
any records, knowledge or information of me/us (wﬁether medical or otherwise) to disclose, release or transfer to the Company or its representative such record,
knowledge or information pertinent to this application for insurance, reinstatement and any claim arising therefrom; (ii) the Company or any of its appointed
medical/para-medical examiners or laboratories to perform necessary medical assessment and tests to evaluate the health status of me/us in relation to this
application for insurance, reinstatement and any claim arising therefrom. This authorization shall bind the successors and assignees of me/us and remains valid
notwithstanding my/our death or incapacity. A photocopy of this authorization shall be as valid as the original.

EAESHLUPREE () SOREANEE (SRS, ) BETEHNE L0 _IILRTS DB ORY - SO TRIGR 0
SRS AR TREAANBEHINE - Ek$)k/£%ﬁw SREE S SHULWE R O) LANBONS AN RILERE - RaAREBHONE it
ZEASRRARAR (Lﬂﬁ%ﬁf-ﬂ RA) ) ARG ER AERN G0 | () AN SEHETA - BISE R LR SRS RERIA (A0 R - 108
BELEDRE LARREE - \1%&»«3%%,(4)@%%%%&?%%@&&?@{; DRI | A\ BZWARARANEA SRR EANRER
S FTIA(RAEAORIIS - A0 A /B SIBRLL EATiE B » BARERALESA N BEMMOEEAH | () AR REEME TR RATER) * 1R A A eea
S - TS ARHS B S\ f ERT A REA T S (R N BRRERAOTE | - TABAL (6) AN BSCIRHAA/BSE S 513/ B BB LR
fm;ﬁ@7Iﬁgﬁfﬁ<zzu@J@uﬁ%&sﬁsk@%ﬂtEﬁﬁ&itﬁmmﬁxaﬁsfﬁﬁﬂaﬁésf@;’:ﬁé B/ T R A e -

EA/EERBHO EORE s EF GROF UGSHANGREE L MASE N/ ESHEms masay . TEESANaRATLEA
AREER « BB - P W Ry N e i e Y VBTl LI & d B G
ERE GREEGUTENSROCS SoRatang  iiesl/as ERREERA - ZREBHAN EEOEA BN DERR  BEEAN/E
ERTHEATAENEPAEH - LR EOTEHA AR AR S0

Section B: Use Of Personal Information Collection Statement And Consent 5 — &8 {3: EA B EBIARITIE

I/WE UNDERSTAND AND CONSENT THAT, by signing this application, any personal data collected or held by Chubb Life Insurance Company Ltd. (the “Company”)
is provided and may be used, processed, stored, disclosed, transferred by the Company to the companies within the group of which the Company is a subsidiary
(the “Group Companies™), its authorized agents, reinsurers, claims investigators, loss adjudicators, medical advisors, recovery agents, insurance industry
associations, federations and their members, credit reference bureaus, government or judicial or regulatory bodies or any person to whom the Company is under
legal and/or regulatory obligation to make disclosure, and the Company’s appointed third party agents, contractors and advisors, in each case whether within or
outside of Hong Kong to (i) process and evaluate this application and any future insurance application and claim I/we may make; (ii) provide all services related to
this application, administer and process policy, medical and underwriting checks, payment instructions, premiums collection, data matching, and communicate
with me/us for such purposes; (iii) enable the industry associations, the federations and their members, the government or regulatory bodies to carry out the
functions and requirements that may be assigned to them from time to time and are reasonably required in their interest and that of the insurance industry; and
(iv) provide payment, data processing, administration, communications, computer, security and other services (including medical services, emergency assistance
services, mailing and IT services) in connection with the operation of the Company and the provision of services to me/us. Moreover, the Company is hereby
authorized to obtain access to and/or to verify any of my/our data with the information collected by the insurance industry associations, the federations and their
members, the government and regulatory bodies and medical personnel or organizations. I/We am/are obliged to supply the information required from me/us
under this application which is a condition precedent for me/us to apply this application. Failure to supply the required information may result in the Company
being unable to process this application. I/We understand that I/We have the right to obtain access to and to request correction of any personal data held by the
Company or be given reasons for any refusal of access or correction. I/We also understand that a reasonable fee may be charged by the Company for processing
of any access. Any questions regarding personal data, access to or correction of personal data should be made in writing and forwarded to The Data Protection
Officer of Chubb Life Insurance Company Ltd. at 33/F, Chubb Tower, Windsor House, 311 Gloucester Road, Causeway Bay, Hong Kong.

FEBEEILREE AN/ ESEPHARFABLEASFBERAR ( TEAR, ) AILMEA - RIE - &7 B @3*%&'@%’&?]Fﬁﬂi%iﬁ%ﬁ&'ﬁ]KA/E%E"JIIEIA@HQ‘&E
’A‘_J*QIEFI—gIIIﬁE’A‘_JZHIIE’A_J( TEBAR, )  HERMEMNRIEA - BREEAR iEEﬁRH§E FRIBZRAREZEAYIRESET « BERERRS  REIUIE - (RISTTER
H-;«.;.Eﬁ@ﬁ EEEHRBEAR « BUTHRVAR S BB R B AR B AR R/ BSEEAMATUERNEMAL - REARIEFNE=FRIE  AEEHRER
> TsREAMELES) - DL () BRI REAE AR AN /B EIRIET 2 (RIRERGE K SR(E; (i) 125 Fﬁﬁﬁﬁﬁ*l&tEﬁ‘*ZﬂIﬁ%_*“EEEFEEI%E\E‘I?*DI‘?T%Iﬂﬁ RpSE]
HT N I%%HSZEY C BRIz - REAE RN/ BEHEE; (i) SRBITERS MakAgs « BT ‘IZ ERBRITHETREERASIER R UM E R RRIBTTER
WEVIRERIAE; & (iv) RERE AR BERIGT AN/ B LT BRI 2K~ BURSRIE - (7B~ SBEN ~ BAS - (RRRE AR (ERER  RERUERTS « BHHRE
REHFRR) o 1o - EARERERRRTERS - MERHES  LIREEHEE - RESASSRENRE/ SREIAZSRERAIN/ EEREZEN - K
AN EEEEERH \Ejl:lktEﬁnﬁzFﬁ' SRR BUEALERREEZ SORMEM - SRAEIRMATR VA » WIRES OB ARBERIPILREE - AN/ EEWAXN/BSHRIEER
E'I?EIE&'ITE’AT%’EZ’EE@KA/%%E’J&'HIEU\QH » BN ARAR TAEAB BRI E IFAVIRE - AN/EETBEAS AR AAEENEERNERERNER AIBE - 8L
EHERMEARHER  TRSEEEARHMANEAAMEARNEHRETFRY - TEXESEREES HTEIREEAEREA T AIEI3IE -

Section C: Collection of Levy by the Insurance Authority $=23: R EEERIEMNFRENE

Pursuant to the Insurance (Levy) Regulation, with effect from 1 January 2018, the policy owner under a contract of insurance issued by an authorized insurer must,
each time a premium is paid, also pay to the insurer a prescribed levy for the premium. The Insurance Authority may impose on the policy owner a pecuniary
penalty if such policy owner fails to pay the prescribed levy.

RIB (RIGZEEBERG) - F2018F151HEE ﬁ?x’féﬁﬁﬁﬁjé’ﬂﬂdﬂﬁﬁﬁu:.’F’J'FE’JI%E%E}\ BEBEARER  THZEREAZRBARMLITHHE -
B RIEXEERIRRBAEAEHMTRHEBNRERBARME

Signed at Hong Kong On  Signature of Witness (Name : ) * Signature of Insured
BENEE REARE 0% ) *REAEE
I I I |
dd/ mm/ yyyy Signature of Applicant/Policyowner * Signature of Other Proposed Insured
H B F RERBAIFEAR (if other than Applicant/Policyowner)

*HAtERRAEE EFRRERFANFFEN
* Signature is required for the person whose age is 18 or above

AIBEEELLL Ez AT IAARE

Chubb. Insured.
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