Health Declaration Form for Applicant and Person(s) to be Insured SHZ(XAH)

This form is valid only for filling out within 2 month from the inception date of insurance.
(AEHMEPEGRZFEIRB L2 AMRBICEATNEEODHEHTT, )
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9. In questions above, if you answer "YES" even one question, please inform the detail below.
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® The Statement of Insured Health(#&{R&ESX0)
1. When you contracted health care insurance, personal accident insurance and/ or life insurance, have ™ Yes I No
you had health screening with abnormal results?(B{Fl. EE -5 - A mRROZZIEICHIASED - HIA B SR -
FEANIAZOBBEZEANIEENDOEIN. )
2. Are you currently undergoing in-hospital or under any medical treatment?(3R7E. AfxHZE [ Yes CINo
FZ3EEPRTIN. )
3. During the last 5 years, have you ever been in-hospital for more than 2 weeks or did you take a Oy ON
leave on your works due to any sichness as you were not able to work normally more than 2 weeks?(G@Z% es °
SELRIC2BRU EABSAEEURT -, FzE. mRNER RSB LR
H2BR EE . S5EE 2RI BEHDEITN. )
4. Have you ever received any medical advise, counselling from a doctor? ] Yes T No
(BEERICEDERMNSEIRE JAEDT RINA 22 ZITZENH0EIH. )
5. During the last 6 month, have you get diconditioning and/ or any omen? a a
(BEGHARIC, ABREPZOIEIEETN. ) ves No
E_Iil] 6. Do you have any disabilities?(SAEZENGHDEITH. ) [ Yes INo
0 |7. Have you ever been under non-occupational and/ or any parmanent diseases? Or have you ever 7 Yes I No
E under any sick, serious disease and/ or got injuried?(FAEREEPLRIERE . FERENBFIFLZHEIERP
an BAER. B\ BEEESEZITIRANDDEIH. )
& [8. Questions for the insured FEMALE(&HDIRIRE DS DHHEZIEL, )
E A. Within 5 years, have you ever been any reproductive system diseases such as uterus, breast and/ or a ]
3 |ovary etc.2(BESERICTE. TR, SMESOLTERSHRBEHIFTN, ) ves No
'; B. Are you pregnant now?(3R7E. {FIRLTOETH. ) [ Yes [ No
L . . . e
%' If yes, do you have any complication relating to this/previous pregnancies? [ Yes [ No
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The Statement of the insured

® OTHER NOTICE(Z0fthesA0)
1. Do you have any contract of Vietnam life insurance?( XM ADEEHREIRICANALTOEIH. ) [] Yes []No

In case of "YES", please inform the detail type of insurance and the sum insured.
(Tes1DIZE. FFBRRBEELRREREZBI TTEL, )

2. Have you ever often used any drug, used any prohibited drug and/ or used any drug? ™ Yes I No
(FREOERENFZEIEEN TV EMHDWNIRMEZERULIENBDEITH. )
3. Do you have any dangerous sport hobbies? (Diving, skydiving, expoloration, martial arts, Sumo, horse [ Yes [ No

racing, race car, operation of private airplane, hot air baloon, ski, surfing, climbing, acrobat etc.)

® THE INSURED STATEMENT

1. In this statement, in case you ticked in |:| , it is interpreted that the insured answered so.

2. I hereby declare to the best of my knowledge and belief that the statements and answers given in this health
declaration are true and complete and that I have not withheld any information or material facts that may
influence the assessment and acceptance of this insurance. I understand that any misstatement of fact, whether
by commission or omission may be grounds for Insurer in its absolute and sole discretion to decline to pay any
benefit which might otherwise have been payable and agreethat this proposal and declaration shall be the basis
of the contract between me and Insurer and shall be deemed to be incorporated in such contract.

I understand that all Pre-Existing Conditions before the effective date of this Policy are not covered during first
joining year.

I am aware that I can seek advice from Insurer or Insurance Agent before completing this declaration form, and
will take responsibility to check that this product is appropriate to my financial needs and insurance objectives.

Signed Date Signature of Insured

Policy Number




