éTRANSAMERICA@

LIFE BERMUDA LTD

PARAMEDICAL EXAMINATION
aarkad &)

IMPORTANT INFORMATION
Please complete in ENGLISH and BLOCK CAPITALS.

Transamerica Life (Bermuda) Ltd.
(Incorporated in Bermuda with limited liability)

Hong Kong Branch Office

58/F One Island East

18 Westlands Road

Island East, Hong Kong

T: +852 2506 0311

F: +852 2506 1455
www.transamericalifebermuda.com

The Chinese text is for reference only. If there is any conflict between the meaning of the words or terms of the English and Chinese text of this

application form, the English version shall prevail.

If you make a mistake completing this form, simply cross out the error, note the correct details and initial each correction.

Capitalised terms in this form have the same meaning as defined in the policy.

R

SAMUBE X IEHEIEE o

POGEREMRSERR - MAPNEREIENEXA LS » SIURXRXBE -
MEBRAFMERNERA EAH#ER  FTUEELEZEMEBEFE -
FREFAANARAS » BREETHRERERRAZ -

PART 1 $—2B

Select the box that applies

HEESEEN

(To be completed by the patient HEZ{RAIRE)
Name
e
Gender Date of Birth dd/mm/yyyy)
R [ Male 5 [ Female % 4 A H | | L ‘EE /B /zE)
ID Type ID Number
BB 4R B Rk R R A A
Please provide the following details 12U FT&E K
a) Name and Address of Personal or Attending Physician

TAREBE A T30 88 7 gt Rtk
b) EPEh_l_Oqe Number ‘ | | ‘ - l | | ‘ - l | | | |

%aﬂ'sﬁﬁ% Country Code Area Code Phone Number

B ulet BRI

c) Date last consulted Edd/mm/ vy)

E—RRZEHA lxlxlxxxla/ﬁ/)

Reason for consultation

Diagnosis/Result of visit

sl /R HER
d) List any medications (prescription or non prescription) you are taking currently

EHIHIRSARAAREEY) (B SIERR S 2E4))
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(Continued)

M mmmems

Select the box that applies

Smoking Status IRIEBIE

If ‘Yes’, provide details below.
ME > FREUTER -

Tin ~ NEA

1 Have you ever used tobacco or nicotine products in any form (including cigarettes, cigars, cigarillos,
a pipe, chewing tobacco, nicotine patches or gum)?

ETELRERETARANEERELTER (BFEEFE

Oves® ONokA

S IRIE  RUERSEAUIER OR)?

Product Freqyency Current Past Date Last Used
B R B BE Big—REAEE
Cigarettes
g-gg pack(s) f/day B (| ([l Lol by ey
Cigars dd/mm/yyyy)
= /day H O O T T ‘EE]/E é)
Other dd/mm/yyyy)
Hith /day H O O [T T ‘EE/ﬁ/é)
Family Questions KIXEE
2. Has any member of your immediate family (parents, brothers, sisters) died of Coronary Artery - -
Disease or Cancer prior to age 60? 0 Yes 2 L No &
ETEREARAERLRE (RS- % ~ k) 1605 F1 R OREEETET?
3. Please provide the following details:
FERGHLUTEE:
Living Deceased
iz 2k
Age Present Health Age Cause of Death
FHhe REFERER Fhe SEA
Father Father
p%::] R
Mother Mother
S5 =2
Siblings Siblings
SRR SRR
Health Questions R 1ER
Please provide details for ‘Yes’ answers in the “Supplementary Information” section below.
MERR B > FHN THRER BoRMEHFE-
4. Within the last 10 years have you had symptoms of, or been told by a physician that you have had or have:

BEIVERTESEHRUTENR » HERESNEUATERR:

arteries?

a) Chest pain, angina, congestive heart failure, heart attack, shortness of breath, heart murmur, high blood OvYes2 ONo &
pressure, irregular heart beat, heart valve disease or any other disease or disorder of the heart or =

Fgfs ~ O ~ IO © ORREE - RIZ « RS  SME - DEFRE « OREIRERR
SEME MO E R ?

b) Aneurysm, transient ischemic attack (TIA), stroke, or peripheral vascular disease?

BARE ~ AEYRSER ~ RSB 2 M ERR?

Oves2 ONo &

c) Diabetes, elevated blood sugar or glucose intolerance or disease of any glands?

WEPRA ~ BIMAE « MAET S 2 ESEARIEERR?

Oves2 ONo &

d) Seizures, fainting, dizziness, epilepsy, convulsions or paralysis?

=8 BE - RE B mESUER?

Oves2 ONo

7]

e) Any nervous, mental or emotional disorder, or received counselling for anxiety, depression, stress, or
any other emotional condition?

(EAIRAE ~ FEMELIBAEREA - SNEES ~ 8 - BHBASEMEtISHEMBETIETHE?

Oves2 ONo &

Paramedical Examination BEi&iRE (&)
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FPIGEREMSERR - MAPNERRRRENALE » SRR

e (Continued) Select the box that applies
PART 1 #—f () M mmmems

f) Alzheimer’s disease, dementia, memory loss or organic brain syndrome? Oves2 ONo S
FIFZERE ~ REE ~ KIESREMMRSE?

g) Multiple sclerosis (MS), muscular dystrophy, Parkinson’s disease or tremors? Oves2 ONo S
LEMRCE - MNEGRE - S HAESEE?

h) Arthritis, gout, chronic fatigue, fibromyalgia, myalgia, osteoporosis, or any other bone, joint or muscle Oves2 ONo S
disorder?

RAEAK ~ A ~ 1RIHRS  MEIEIE - IS « BERR > SEAEMEE - BESRER?

i) Asthma, sleep apnoea, bronchitis, pneumonia, emphysema, chronic obstructive lung disease or any OvYes2 ONo &
other lung disorder? =
By~ BERREBE ~ TREX ~ iR - fiRE © 1M EEMRSE R EMARE?

j) Cirrhosis, hepatitis, ulcer, colitis, diverticulitis, Crohn’s disease, or other disease of the liver, gall OvYes2 ONo &
bladder, pancreas, stomach or intestines?

FFEE{E ~ BFR ~ B95 ~ B ~ BEX -~ RIEKRF > SUEMATHE « FBE « RE - B3R RR?

k) Disease of the prostate, testicles, uterus, cervix, ovaries or breasts? OvYes2 ONo &
AFIER s EA S FE - FEE - NESIEFER?

1) Anaemia, bleeding or clotting disorder, recurrent infection, or any problem, disease or disorder OvYes2 ONo &
of the immune system, blood, blood cells or bone marrow or any lymph node disorders?

&I ~ HMSRMERLER « BEERE > SUEARERR « MRS EBERESRR > SUER
B EERR?

m) Di:c,ease of the urinary tract, bladder or kidneys, sugar, protein or blood in the urine? OdYes2 N0 &
FR3E ~ BERRS BB 0 ShERR ~ EEPRELMAR?

n) Cancer, leukaemia, lymphoma, malignant melanoma or tumours of any kind, malignant or benign? OdYes2 ONo &
FRIE ~ B ~ HEE - BSUERERENEMERNER (RaEtaiRMY)?

0) Any other health impairmerlt‘?r medically treated condition? OdYes2 ONo &
R E it BRRS R S B B R R AR IE?

5. Within the last 10 years have you had:

BEIVFETETER:

a) An operation or admission to a hospital or any other health care facility for observation and/or treatment Oves2 ONo S
of any illness, disease or accident? =
EZFMSEEARE « FRSRIM AR E it R IR AR PR K SR ER?

b) Any diagnostic tests (e.g. blood, urine, ECGs, x-rays etc), whether conducted on an in-patient or OvYes2 ONo &
out-patient basis (other than for regular health screening, visa or employment medicals which were =
confirmed as normal results)?

EITERERRPIZZEMRR (FIMN:M& ~ KRB ~ OEE ~ X% (BEEREBN—RBERERE
FE ARSI BERERIN)?
6. Within the last 10 years have you been diagnosed or treated by a physician as having Acquired Immune OYes2 ONo &

Deficiency Syndrome (AIDS) or tested positive for the Human Immunodeficiency Virus (HIV)?

BEIVFELTRBLERS BEBLRIERARERE » SiNHIVESAEP 2HBIERE?

7. Do you:

B TEE:

a) Have any symptom or medical concern for which you have not consulted a physician or had any OvYes2 ONo &
consultation, testing or investigation recommended by a physician which has not yet been completed?
BEEAERSEEREMARAEERS » RRBEEZZ IR ARTR?

b) Consume alcoholic beverages?

RS ?
Never

O fer

O Currently Type of beverage Frequency Quantity
e ERmmiERY RY AR

O !n the past [iatejtopped | ‘ ‘ | (dd/immiyyyy) Reason stopped
BE {FIEEGEEER . . 1 (B/ B/ %) R&A
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e (Continued) $e|ect the box that applies
PART 1 $—&B (&) M%i%}%é?@

8. Within the last 10 years have you:

BEIEFETES:

a) Been advised to limit or discontinue the use of alcohol or drugs, sought or received treatment OvYes2 [ONoZ&
counselling or participated in a support group?
WERAIRGISE LHUBRAREEEY) « BFRARFHEN 2 MER)VAE?

b) Used or tested positive for marijuana, cocaine, heroin, amphetamines, or hallucinogens? Ovesg2 ONo&d
BRFEAARR ~ BJRE ~ 8783 « LIEMen gk 4In - SiEBRARAEZ G RE?

c) Used any tranquilizers, sedatives or narcotic drugs or any prescription drug except in accordance with OvYes2 [ONoZ&

physician’s instructions?

IRFEAIEER « SRFFE « MEREESERERSEY) (REBERAIRIN?

Supplementary Information #7T &k

Question
Number

RIRE ARSI

and hospitals)
S5 (BIEEHEA -~ 26 - B &R ABEKMAE I RAN L EY K ERATE)

Details (include dates, diagnosis, duration, outcome, treatment and the names of all attending physicians, clinics

Paramedical Examination BEi&iRE (&)
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_ (Continued)

Authorisation To Obtain Information ZH{ZRHZHE

1, (the “patient”) hereby consent to and authorise:

1. any registered medical physician, medical practitioner, medical care provider, hospital, clinic, medical laboratory, government organisation
or any other medical or medical related facility that has record or knowledge of my health and medical history or treatments to provide such
information about me; (including diagnosis, examination and test results, medical reports, treatments and prognosis) with respect to any of
my physical or mental conditions and/or treatments to such insurance provider (or its legal representatives) as | may designate from time to
time; and

2. the insurance provider (who | have designated) to disclose such medical or other information about me which has been provided to the
insurance provider or which the insurance provider develops during its evaluation of any application for life insurance to:

a) its reinsurers;
b) any other insurance company that | may designate;
c) me;
d) my financial representative, when that financial representative is seeking insurance coverage through the insurance provider on my
behalf;
e) any medical professional that | may designate; and
f) any person or entity entitled to receive such information by law.
| acknowledge and agree that:

1. the above authorisation will be valid for two years from the date shown below. A photocopy of the authorisation will be as valid as the
original;

2. the above authorisation shall bind my successors and assigns and remain valid notwithstanding my death or incapacity as far as legally
possible;

3. information collected under the authorisation may be used by the insurance provider to evaluate my application for insurance, to evaluate a
claim for benefits, for reinsurance or for other insurance related purposes; and

4. | and my authorised representative are entitled to a copy of this authorisation.

A ( TZREAL) BUREREE

1. FABEE R ARERBERARCEHR ML « BEAR - BERRBAERS - Bt « 2257 - BT - BUFERIEEREthERERIE
RS > TR EAANEENRRAR (HEEERR) REAMAASRIUGERIR AR ZER (BIE20 - RERIEHER - BR
BE - BERRERTER), Kk

2. (FABEZ) R AB A RHESBRA ANBRSEMERRETESRPAEFRRERAAZBRAEMER - IREF:
a) HBERE ;
b) & NIEE 2 R REMIRB A E;
c) &
d) ZISAE’JEZ?%E (A BARARENBBRIZA B BHHFRIE) ;5
e) FAREZEAEEEEAS ; &

f) RIFEB B RRNZEFER 2 ER AL ER

FARETRER:

1 U ERER BN TR BBEAMERY - REZEFREERERENS ;

2. DU ERIER AN Z RN RS ERARNRD - BMERASRIETRESD > MEERFINERTEY ;
3. R AR AHMERRBIRIEWENE AR AN R RS  RE - BREFNEMRREMALR ; &

4. EAREANZREARAEISEREERE -

Paramedical Examination BEi&iRE (&) <« Page 5/8 »
FRSGEAREESERR c P NEARRYENAEE » MIUREENAZE -

TLB 478HKB PARA 0821



_ (Continued)

Signatures X

| have read the statements and answers in this form and they are complete and true to the best of my knowledge and belief.
| hereby agree that they shall form part of any application for life insurance for which this medical information was required.

FACRBERREANBRARESR » BRAFHKRAEEAERTE o
FARRERRLANERREUAEAREFBRRERN 2 SREPF 2D

Signature of Patient/Proposed Insured Place
ERRAEE 1th 24 (Country EIX)
Date
X HEA T T
(dd/mm/yyyy H B )

| certify that | have truly and accurately recorded on this form the information supplied by the patient/proposed insured.

ANEHENB RN S RATHESRARMEZ K -

Signature of Paramedical Examiner as Witness Print Name of
RERREEL =2 ((FRREEA) Paramedical Examiner
MR EELT R

Name of Financial
Representative

X | #HHRMS

TLB 478HKB PARA 0821
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(To be completed by the paramedical examiner HEEIRIGEETIAE)

Paramedical Examiner's Report

Ak A GEL)

! Select the box that applies
AREGETR

1. a) Height
g5

m3K/ ftIR

Did you measure?

rEAER?

Ovesg2 [ONo&

b) Weight
feE

Males only: Abdomen

RBARSY : EE

kgAFr/ lbskE

Did you weigh?
EEAEBE?

Oves2 [ONo&

inches I/ cm [E3k

c) Any weight change in the past 12 months?
BERERBERSHEME(E?

If ‘Yes’, amount

iz EEEES

kg AFr/ Ibshs

[ Loss BeETk
O Gain ggE&=11n

OvYes2 [ONo&

d) Urine Dipstick Result:

FRBSARAER:

Protein

=

Sugar

Blood
i

[ urine sample sent to the laboratory (please tick)

FRBIRABEE(CRRT (B71E)

il

2. Blood Pressure Readings:

UihvA

Standing

Sitting
&F

Lying
SHEA

Systolic
WK 4EER

Diastolic

EFIRER

3. Pulse ARi#

Pulse Rate ARi# :

[ Regular $EEHE

O irregular RS

Type of irregularity
HEEHER

per minute &8

If extra systoles, No. per minute

WMEISIBRNE - BoE

Have you examined the patient in the past year?

BE—FETAGEZRAETRE?

OvYes2 [ONo&

Is the patient known or related to you and/or your private patient?

ET LR RARRAZFABRE?

Ovesg [ONo&
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Paramedical Examiner's Report (Continued)

Al s GEL) (8

! Select the box that applies
AREGETR

Paramedical Examiner's Certification And Signature B2 EE T RIAREE

How did you identify the patient?
BT AHERERAZH?
Driver's License (with photo) Passport Other photo ID — please provide details
BEHE (WRR) i HAMER 7 955 38 EA - 55568
Examination location:
MR it
n Examiner's Office 0 Residence of Proposed Insured 0 Business address of Proposed Insured
E&F5FR ERRAEFR ERRAEF AL
0 Other - please provide details
Hith - 355188
Indicate requirements completed
AR AR EIEE
Blood Urine Other
O n% D mw O s
Indicate further instructions (if applicable)
SESIRAEMIES] (MER)
Indicate any requirements not completed and reason
AL AR ERE KRR
Date provided to financial representative Edd/mm/y vy)
BRTHEAREN L .., |B/R/%

Signatures EE

FAEIEREREEZRAETSERE > DIERRCBMEBHRELER -

| hereby certify that | have personally examined the patient and have correctly and fully reported my findings.

Signature of Paramedical Examiner Clinic Stamp/Chop
ERmEELE BEmMES
X
Name of Paramedical Examiner Paramedical Firm Identification
BT ELI S BISPE
Place Date Lol L
[

R (Country BIX) SE (dd/mm/yyyy B,/ B ./ %)

Number/Street/Building

=/HE/ KE
Address City Province
oAk by E15

Country Postal Code

EIES TR
Phone Number I e IR I I N B R
%%?ﬁﬁ% Country Code Area Code Phone Number

[EE & SRS BRI

Examination completed on (date and time)
TERBE (BERER)
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