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MEDICAL EXAMINATION
AiksbEE (B4)

IMPORTANT INFORMATION
Please complete in ENGLISH and BLOCK CAPITALS.
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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.

HEE R

B IEHIAR o

PIGEREMSERR o MPNEREIEENALSE - BIURXRBE -
WRMAFMARNER A ERER - FTUMEELEZBHHFE
ERIEFIBNARAR > BREEREABERER

Select the box that applies
(To be completed by the patient HZ{RAIRE)
Name
e
Gender Date of Birth dd/mm/yyyy)
R [ Male 5 [ Female % 4 B H Lol Ly IEE/H/XE)
ID Type ID Number
B BB 4R B Gk N R R R A
Please provide the following details iU F&E K
a) Name and Address of Personal or Attending Physician
TAREBRER T BE 2 i Rithik
b) EPEhJ__OQe Number ‘ | | ‘ - l | | ‘ - l | | | | | | |
%aﬂ'sﬁﬁ% Country Code Area Code Phone Number
B ulet AR
c) Date last consulted Edd/mm/y yy)
L—RKZEH I I R ‘E/ﬁ/é)
Reason for consultation
Diagnosis/Result of visit
sOHR/SREEER
d) List any medications (prescription or non prescription) you are taking currently
EHIHIRFARAAREEY) (BRASIER TS ZE4))
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— Continued) (%) Select the box that applies
( ! M mmme e

Smoking Status IRIEEE

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

ETERERAEAEANEESELT Emn (BESE T« /NEh B - IBE « IEMEAESORE)?

If ‘Yes’, provide details below.

mE > FRMUTER -

Product Freqyency Current Past Date Last Used
ER RY RiE BE BE—REAEH

Ci tt
éiﬁjre e pack(s) &/day H O O T T E%d//m)%n//%w
Ci
%;%;rs /day B O O I T Edéﬂ/mé“//%%’)y)
Oth
Eﬂﬂer /day B O O (I I A E%d//m)%n//%w

Family Questions RiXZE

2. Has any member of your immediate family (parents, brothers, sisters) died of Coronary Artery - -
Disease or Cancer prior to age 607 O Yes 2 O NoH

ETEREAEMERRE (K& 7% k) 1R60sRHIEm REERESLT?

3. Please provide the following details:
RO TER:

Living Deceased
f21E B
Age Present Health Age Cause of Death
FHe REFEERIER Fhe FER

Father Father

R R

Mother Mother

BHiR BHiR

Siblings Siblings

LRI SRR

Health Questions fZEH&:R

Please provide details for ‘Yes’ answers in the “Supplementary Information” section below.

MERED 1B - FH THERER BoRMFS -

4. Within the last 10 years have you had symptoms of, or been told by a physician that you have had or have:
BEIVCFETREEEHRUTER » iEBESNEUTER:

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 =
arteries?

BajE ~ DA ~ FRIMPEOBREIS  DIRREE /I - OIS « SIE « OERE © ORIHIRRR
SEMEMOERMEZR?

b) Aneurysm, transient ischemic attack (TIA), stroke, or peripheral vascular disease? OvYes2 CONo &
BIRE « AEERSEAN « PR EEMERR?
c) Diabetes, elevated blood sugar or glucose intolerance or disease of any glands? OvYes2 ONo &

HEPRI ~ A  MAET S R % S ERRIERR?

d) Seizures, fainting, dizziness, epilepsy, convulsions or paralysis? OvYes2 OONo &
8 BB e - B - hiEsuER?

e) Any nervous, mental or emotional disorder, or received counselling for anxiety, depression, stress, [Jvyes 2 [1No &
or any other emotional condition?

AR ~ IBHEIEERA > RS ~ 18 - BHBASEMEtBERBETIERHE?

Medical Examination FEMIRE (B4) <« Page 2/10 »
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Select the box that applies

BEEGETR

f) Alzheimer’s disease, dementia, memory loss or organic brain syndrome?

MIEZLEERE « REE - KISHSE MR EIE?

Oves2 ONo &

g) Multiple sclerosis (MS), muscular dystrophy, Parkinson’s disease or tremors?
LEMRECE - INEGE - S HAESNEE?

Oves2 ONo &

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

RAEAK ~ A ~ 12MRS  MAENVEIE - IRy - BERRE > EMEMEE « RMETSIPER?

OyYesE ONo &

i) Asthma, sleep apnoea, bronchitis, pneumonia, emphysema, chronic obstructive lung disease or any
other lung disorder?

20« BERRESE « STRER K ~ FRAE « 12 AEMRIUE R EMRE?

OvYes2 ONo &

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

FFEBME ~ BF3 ~ B95 ~ IR~ BER ~ RIE0R - SIEMTR -« % - &R - SRK?

Oves2 ONo &

k) Disease of the prostate, testicles, uterus, cervix, ovaries or breasts?

AISURR ~ A - FE ~ FER  MRFIEHR?

OvYes2 ONo &

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

&l ~ HinsRmERER « EEMERE > HEFNRERR - MR MBS EREREZRRE » ER
A ER?

OvYes2 ONo &

m) Disease of the urinary tract, bladder or kidneys, sugar, protein or blood in the urine?

FRIE ~ BRSNS BER - SRR ~ EAFRSMR?

Oves2 ONo &

n) Cancer, leukaemia, lymphoma, malignant melanoma or tumours of any kind, malignant or benign?

FEAE ~ IR ~ HEE - BUHRERBREAEENER (RTREERRN)?

OyYesE ONo &

0) Any other health impairment or medically treated condition?
R E it BRR R S B 2R R AR AE?

OyYesE ONo &

5. Within the last 10 years have you had:
BXIFETEESY

a) An operation or admission to a hospital or any other health care facility for observation and/or treatment
of any illness, disease or accident?

EZRFMHEERFE - FREEIAEBRREN Bt EE B R R ek

OyYesE ONo &

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

EITERERRPIZZEMRR (P& ~ K& ~ OEE ~ X% (BEEREBN—RBERERE
FHEE AR S BERERIN)?

OvYes2 ONo &

6. Within the last 10 years have you been diagnosed or treated by a physician as having Acquired Immune
Deficiency Syndrome (AIDS) or tested positive for the Human Immunodeficiency Virus (HIV)?

BEIVFEEERERD BAZRRIETERGRE » WNHIVESAFHT 2B RE?

Oves2 OONo &

7. Do you:
ETEE:

a) Have any symptom or medical concern for which you have not consulted a physician or had any
consultation, testing or investigation recommended by a physician which has not yet been completed?

BREEAHRNREREMARRBERDS - FEBERZ A IRRARTTH?

OyYesE ONo &

b) Consume alcoholic beverages?

RS ?
Never
O fer
O Currently Type of beverage Frequency Quantity
e ERmmiERY R AR
O !n the past [iatejtopped | ‘ ‘ | (dd/immiyyyy) Reason stopped
Bx FIEEREREA * * 1R/ A/ %) RE

Medical Examination BE#&igzE (884)
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i (Continued) (%) Select the box that applies
G

=K

8. Within the last 10 years have you:

BEIEETES:

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?
WERIRGISE LEUBRAREEY) « BEXARFHEN 2 MER)VAE?

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

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

physician’s instructions?

IRAEAEER « SHFFE « MERESERES Y (REERARIN?

Supplementary Information #7EE ¥}

Question
Number

RIRE ARSI

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

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

Medical Examination BE#&igzE (884)
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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 ( TRREAN)) BRI REE !

1. FABE R ARERBERARCER ML « BEAS - BERRBMUERS « Bt « 5257 - B2MCERAT - BUSEMEERE ek
BRERAES - IR ABENFRRAR (REEEAR) REAMAASEIBERRLE FaR2 Bl (81F20  mERAR
HER - BERRS  BBRMERER) &

2. (FAIBEZ) R ABAIRHESBERA ANBRSEMERNRETESRPAEFRERERAAZBRIEMER - IHEF:
a) HERE;
b) &R ANIEE 2 R REMIRBAE;
c) &
d) ZISAE’JEZ?%E (MR BARARENBBRIZA B BHHFRIR);
e) RANIEEZEMEXEBEAS; Kk

f) RIFEB B RRNZEFER 2 ER AL ER

FAHETRER:

1 WU ERER BT AR MERR - RIEFEXAFRERRRENT;

2. U ERER AN Z RN R ERARNRS > BMERASHEETAES » MEEEFINBERTER;
3. (R AR AHERRIBRIEWENEREHA T ARNRRRE « RE - BREFAMRRAEMAE; &

4. EAREANZ RTINS EREERE -
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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.

FACRBERREANRARESR » BEAFHKRAE EAERTE o
FARRERRLANERREUAEAREFBRRERN 2 SRPF 2D

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

AAEBENB RN SR THESRARBEL K -

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

Signature of Medical Examiner as Witness
BEEE ((FAREAN)

Print Name of
Medical Examiner

BEs

Name of Financial
Representative

MEARLER

Medical Examination BE#&igzE (884)
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Medical Examiner’s Report

4]

Select the box that applies
AREGETR

(To be completed by the Medical Examiner HHEE4IRE)

Did you measure?

rEAER?

Ovesg [ONo&

1. a) Height
55 mK/ ftiR
b) Weight
S KgAFT/ Ibsks

Males only: Abdomen

Did you weigh?
EEABE?

IERAN B - EE inches I/ cm [E3k

OvYes2 [ONo&

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

If ‘Yes’, amount

[ Loss p2ETp
O Gain ggE&=11n

mE > WEL(LH kg fT/ Ibst

OvYes2 [ONo&

d) Urine Dipstick Result:
PRARFARLER:

Protein Sugar

E{=| ]

Blood
i

O urine sample sent to the laboratory (please tick)

FRBIRASEECERFT (F57188)

2. Blood Pressure Readings:

il

Standing
UHIL

Sitting
&F

Lying
GiHEA

Systolic
4B ER

Diastolic

EFIRER

3. Pulse ARi#

[ Regular $EEHE

O irregular RERE

Type of irregularity
HEEHER

Pulse Rate AR{E=R : per minute §7) &

If extra systoles, No. per minute

ISR NE - BoE R

Medical Examination BE#&igzE (884)
FASGERERSE AR o P NERRANENAER » BIUEXEXAE

« Page 7/10 »

TLB 1230HKB ME 0325



Medical Examiner’s Report (Continued)

Select the box that applies

M smmem

BT

BEDARRARARRAGRER HEBZRANLKEE ?

If ‘Yes’, please provide details of any medical history which is pertinent to the mortality risk and not already
disclosed.

g TRl o SAEHMESE T RRAMMAIRENRERR o

=i
4. On examination is/are there any:
BERESH !
a)  Extra or abnormal heart sounds? OdvYes2 ONoHd
BEIHEBOF?
b)  Murmurs? OyYes [ONo&
DEE?
C) Cardiomegaly or cardiac enlargement ? OvYes2 ONoHd
OBERER/HRK ?
d)  Inadequate circulation anywhere? (i.e. shortness of breath, peripheral vascular disease) OvYes2 [ONoT
FEESBAIERE? (FINRE - B2nEER)
If “Yes” please provide details (Type, Grade, Location)
mE o sEsEA (FRE ~ 4RB) ~ BBAI)
5. On examination, is there any abnormality of the:
BERUTEERSAEERE:
a) Respiratory system? OvYes2 [ONo&d
MR ZR 47
b) Abdomen (visceral organs, size of liver and spleen, palpable mass, evidence of surgery)? OvYes2 [ONoT
REER (POBEL - FTREIR ARARIA /)N ~ SERSFNBVRESR « FATREF) ?
c) Eyes, ears, nose, mouth, pharynx, head and neck (including hearing, vision, speech)? OvYes2 ONo&d
R-E-£2- 0 R B5RE (B1FREL - RERESHEN)?
d) Skin, lymph nodes, peripheral arteries or veins? OvYes2 [ONoT
FERS§ ~ WMEAS ~ BiEmE?
e) Nervous system (including reflexes, weakness, gait, paralysis, tremors)? Ovyes2 [ONoHd
HERG (BERNEE - NHRSE - FREE -~ FE - R ?
f)  Genitourinary system (including prostate, rectum (only if male), external genitalia, breasts)? OvYes2 [ONoT
WIREERS (BIEAITIER ~ B (RIRB1%) -~ SMEER IE) ?
g) Endocrine systems (including thyroid)? OvYes2 [ONoH
RNDBRSE (BIEFRE)?
h)  Musculoskeletal system (including spine, joints, amputation, deformity)? OvYes2 [ONo&
BRIARS (BiEFH & - 8 « Bi) ?
6. Have you examined the patient in the past year? OvYes2 [ONoT
BE—FETEGERRAETRE?
Is the patient known or related to you and/or your private patient? OYes2& [ONoZ&d

7. Describe general appearance (older than stated age, alert?)

FRHIERERANING (LLEEFHRFR - HEEY)

Medical Examination BE#&igzE (884)
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Medical Examiner’s Report (Continued)

AR (B @)

8. Did anyone

peEa

! Select the box that applies
AREGETR

accompany the patient during the examination?

BERZRARSTAARBMF?

If “Yes” please provide details:
s > e
Name of the person

Oyes2 [ONoH

SRR

HERRE

Relationship to patient

%

Why present

9. Did the patient understand and answer all the questions asked in connection with this exam? OvYes2 [ONoFd

RRARBHBKROEFRAERREREERNREE ?

If "No" please provide details:
mn T&y o sAEEER:

BTREE

RZRABERR R > GIGIAE - IRIESRS ?

10. Do you suspect anything unfavourable such as excessive use of alcohol, cigarettes, or drugs? OvYes2 [ONoT

If "Yes", to any of

the above questions please provide details:

N LEREERIE RS TR - RIS ¢

Question No.

RIRAARSR

Reason &
Date (dd/mm/yyyy)
A8 (88, %) s

Duration of
Condition

AEAR P R e

Name, Address & Phone Number of
Attending Physician and Hospital
FOBREML KRBTGS « iR BRGNS

Medical Examination BE#&igzE (884)
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Medical Examiner’s Report (Continued)

! Select the box that applies
AREGETR

Medical Examiner's Certification And Signature B4 SRIGEIEIAREE

How did you identify the patient?
BTN ERASR ?
Driver's License (with photo) Passport Other photo ID — please provide details
BEHE (WRR) i HAMFER R B9 515 35BS - 55568
Examination location:
IR tE,
0 Examiner's Office 0 Residence of Proposed Insured 0 Business address of Proposed Insured
B&F5PR ERRAEFR ERRAEF AL
0 Other - please provide details
Hith - 555588
Indicate requirements completed
AR AR EIEE
Blood ECG Urine T™MT Other
O g EN D D zsomm D s
Indicate any requirements not completed and reason
AR ATRNIREER KREA
Date provided to financial representative | | | | ?dd/mm/ VYY)
BT RO N IR BRI i 7 4

Signatures #E

TAEILEREREERRAETEERE > UIFRRTEM2MIGEER -

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

Signature of Medical Examiner Medical Examiner’s Stamp/Chop
BESE BEES
X
Name of Medical Examiner
BAMS
Place Date Lol L
E

MR (Country EIZ) SR (dd/mm/yyyy B B /£)

Number/Street/Building

=/fHE KB
Address City Province
3k bl =i

Country Postal Code

E7ES TPEARSR
Phone Number Lo - v =
TS Country Code Area Code Phone Number

BB Ll BEEIRES

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

Medical Examination BE#&igzE (884)
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