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Request for Benefits Change Form
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Palicy No. Name of Palicyowner Name of Insured
RIE X G RIEA T RIRLLFT
Agent Code Agent Name Servicing Bank
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T eS Basic Plan/Supplementary Benefit Add* Delete Changg New Sum Insured/Benefit Class
e R ] ] |

Change of Basic Plan/
Supplementary Benefit
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: ] Fa i erE 2 % % f1.L Please settle the premium and interest required
PO|ICy Reinstatement ded ord e degtE S v e B o B TP A H AR/ S AR E | “DDA/ CCPAForm” is required if autopay accourtshbeen cancelled before lapsation
gu’
#
Others
3 o 4 . r N
4o MY F3 % €ATH % 0 3 < ¢ 3% If re-underwriting for the request is needed, pdeemsmplete Part B
z ¥R Part B

I. % A F# Personal Particulars

L [] % 4 = «+ Policyowner
% % Insured ] L
® [ A4 (2 *mi%) Second Insured (for joint life only)
£ % Height = feet [J& s cm £ % Height = feet &3k cm
# £ Weight (I lbs  [=2 7 kgs £ Weight (17 Ibs ]2 7 kgs
DF L EBEF
Name of Company &
Nature of Business
¥
Occupation
Oy ¥  TJazaic [ #gir R Oazare O %z ®
Manual Work ~ Work at Height Travel Overseas Manual Work Work at Height Travel Overseas
. ded AR ded iy b AR
ri-'? *5} Please give details if involved in the above jobietu Please give details if involved in the above jobiehu
Exact Duties
Il. 3% F# Health Information
A/ WHEE A/ AAREA (BE IR 2 ®
Do the Insured / Policyowner / Second Insured j@ot life only) Yes No
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(and any of theimmediate family) have or ever had TuberculodBiabetes*, Kidney Disease, Heart Disease, Strdiiegh Blood L] ]
Pressure*, Coronary Artery Disease, Blood Disorder, Mentaddase (e.g. Stress, Anxiety, Depression), HemydDesease, Cancer,
Tumour*, Hepatitis, Hepatitis Carrier, AIDS or AIDS reldteonditions?

2. HRRFAERL TR ERPAR LHPL AN LY R REL G RIS L R FSFEIRAT  RORET SR
ERFLEFABARY EERFREI SRR ? 0 0
have ever had or been told to have, or intend todaged or have been treated for any Diseaserd@sdhysical Impairment or Deformity,
SevereInjury*, Severe Nose BleedinBack or Neck Pain*, Epilepsy* or Asthma*?

3a. Al TEP Y FRIARERBL X KR L - TRHFH CALATR SRR FHBRE R RE LR R%R(Ge D ERR -

LA L SR e e AT P R) R A A S DR D ol o

have had or have been advised to have X-ray, Chi, &lza-sonogram, ECG, Biopsy, Urine Test, Blo@stT{e.g. Cholesterol, AIDS,
Hepatitis including Hepatitis B, Anemia, etc.), athier investigatory or diagnostic tests in thet fige years?

b, a7 Ep > gRFIIFARE ﬁviifarﬁ.:},%‘iéﬁi@ﬁﬂiﬁ?‘%iiéiiéu%’?%ié%? [ n

have had any illness, operation, medical advideogpital treatment not mentioned above in the fpasyears?

4. w g * 3tk 4 For Female Only

a MELIME 24 TE,F o FERPGFAY - ] O
now in pregnant? If “yes”, please state the expkdtdivery date.
b. FRTEFL] APPSR 2 ATTARAR e HEFILTF 24 P ha 2P 5477 0 0

have ever had any disorder of the Breast or Reptn@uOrgans including abnormal smear tests aegular menses?
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If any answers to the above questions is “yes"aggeindicate the question number, the person affeid provide full details including onset datiagnosis,
duration, treatment, result and name of all attegpgihysicians and medical institutions (please igeyatient card copy, if any). Please also providme &
address of your personal physician, and date, measd result of last consultation. If there hasnbaey weight changes over 10 Ibs in the past 12tmsoplease
indicate the person affected and give reasons.

(] # & % Insured [] %% 4 %+ Policyowner [] = #t %+ Second Insured
(5 i * »r g ix) (for joint life only)

*##-<3 M2 K ¥ Please complete the corresponding questionnair e(s)
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A/ FHEE A /EBREA(R G IR
Do the Insured / Policyowner / Second Insured j@iont life only) Yes | No

la. ¥ 2 @M1 B! PR ELT AT 240 TE iﬂf CHTIM AR TR A GBI G EY o
smoke or have ever smoked any form of tobacco ;mtectlurlng the past 12 months? If “yes”, pleastedtgpe, average daily consumption
and duration.

[] # %4 Insured J J
] Type # p * £ Daily consumption JE.* & ) Duration

[] =24 5 + Policyowner [J=t#tix 4 (% if * >+ 8% ) Second Insured (for joint life only)

] Type # p * £ Daily consumption JE.* & ) Duration

b. RFYAFLLEEA BLA SN AR 24 (L, F o R
have stopped smoking on medical advice? If “yeEage give reasons
[] 4 %4 Insured [] % 4 5 + Policyowner []=t#% %4 (7 if * *t 5 %) Second Insured (for joint life only) 0 0

J ¥] Reason:

2. EIFFHFPRIEFEFERAVR O NI, F o GrImgs s T E s £y -
drink alcohol, take drugs or narcotics? If “yeslegse state type, average daily consumption aratidaor

[] # %4 Insured
#w Type % p * £ Daily consumption PR+ & #p Duration O] O]
[ =54 5 «+ Policyowner [J=t#ti% 4 (% if * >+ 8 i%) Second Insured (for joint life only)
f:i;ThJ Type % p * £ Daily consumption PE-* & # Duration
3. WEAAAAMEL i pRE o ik A R EL 2k T o AR NRS
engage in or intend to engage in any hazardoussspoch as diving, parachuting, automobile & caing and mountaineering? If “yes], [] U

please complete the corresponding questionnaire(s).
V. B X K i%% & Personal Insurance History
A/ FREEFA / FREA (R B E)(DEFHF ¢ %2 /f g 28
PR SR AR AT R E ok R BALIES ) e B R L RES AQQ)E F 3 uz ;MM = o 853 e i s

X 5 HHLE fp A AT G A o

} PR E S N -
e |

{ ‘I‘V—'ﬁ £ =
? Yes | No

i
Do the Insured / Policyowner / Second Insured j@on life only) have (1) any other insurance imde and/or pending; OR (2) any application far
or reinstatement of life, accident or health inmgmwhich have ever been declined, postponed, catedany way modified; OR (3) any claim fo O 0
accident, health or any sort of benefits? If “ygd&ase indicate the person affected and givelgdtaiow.
A A | AEEDIERES KRR | | pwe | oms | s AR 'y

Insurance Date of | Type of | Amount of

Company | Application |Insurancd Coverage In force | In progress| Declined| Postponed| Sub-Standard rate Claimed

A A
Insured

[ wEg g
Policyowner

[ &k A
Second Insured

#m 1324 Declaration and Authorization
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WA A/ T _g,rg_ PRA/APGEERFAPLS LR FFF ALY PN TR BRSNS 2 R F 2T A A /AP T . I{if‘%*‘_ﬁ@‘\ {1z
B A 20 ST B 4 TR R I RS} TR 0 T g e 8P TR W5 (D) F AP ] e ﬂﬁ@rfﬂﬁﬁk»bw?“°
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EVE SLEN 4/;\ 2 1,3,;,1;. oo T 1“/;\ }lu¢1 Aol g g4 ,Libi;fgé BEd A kA /AP LR R LA PR G o AR LA 1&};,, %4 o
Under the Personal Data (Privacy) Ordinance, |/\&tely declare, understand and agree that: (1) Arsopal information provided by me/us whether iegato me/us or other persons named herein (whethaained
herein or otherwise obtained) is collected or tgldhe Company to enable the Company to carry surance business and may be stored, used, disctetesised and transferred (whether within or datslong Kong)
by the Company to any individuals/organization®aisged with the Company or any selected parthasCompany may consider necessary (including amra@ompany carrying on insurance or reinsuranieéec
business or any intermediary or claims investigatasther service provider providing services rat@vo insurance business or professional advisgogernment authority or any association or fetieneof insurance
companies) for the purpose of processing this egfidin or any other application for insurance paficial related product/service and providing agming services related to such application, claiotessing or any
analysis of it, statistical or actuarial reseantirect marketing and data matching, and commurinatiith me/us or any relevant organization/persotha Company may consider necessary;
(2) I/We have the right to check whether the Coryplamids data about me/us and the right of accessdb data and require the Company to correct atey rélating to me/us which are inaccurate. |/Vée alave the|
right to ascertain the Company’s policies and peastin relation to data and to be kept informethefkind of data held by the Company. Such reqeesstbe made in writing and addressed to the Data®ion Officer
of the Company; (3) The Company has the right axgh a reasonable fee for the processing of aryataess request.
I/We hereby authorize: (1) any employer, doctorsgitl, clinic, insurance company, government efftr any organization or person who has or mayalfierehave any record, knowledge or informatiommef/us
(whether medical or otherwise) to disclose, releaseansfer to the Company or its representatiseh secord, knowledge or information pertinenthis gpplication and any reinstatement or claimirsgisherefrom; (2)
the Company or any of its appointed medical/paracatéxaminers or laboratories to perform the ns@gsmedical assessment and tests to evaluatedité status of me/us in relation to this applmatior insurance|
and any reinstatement or claim arising therefrohis Buthorization shall bind the successors anidress of me/us and remain valid notwithstandingtller incapacity. A photocopy of this authorizat&hall be valid
as the original.
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Signature of Insured Signature of Policyowner (If other than Insured) Signature of Second Insured
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Hong Kong
¥y pr (p/r/e) RIEAREA R ¥ ERATHRRELE A (-7 )EF
Signature Place Date (dd/mm/yyyy) Signature of Agent/Witness Signature of Assignee/lIrrevocable Beneficiary (ifp
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_ ¢ HEEASREEMRAT Hong Kong Life Insurance Limited
— EHBEFEAER1835EHREAE154 15/F Cosco Tower, 183 Queen's Road Central, Hong Kong

#811t Website : www.hklife.com.hk Il &S E-Mail : info@ hklife.com.hk Il Z58%44% Hotline : 2290 2888 Ml {#E Fax : 2530 5682



