CHUBBR Agent’s/Intermediary’s name {RIR 32/ FAN AR | |
Agent’s/Intermediary’s contact phone no. fRlAIE /A ARdsEsE | [ [ [ [ | | | |
|

Agent’s/Intermediary’s code 1R X2/ 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  ZEFEE 2 Z2AEANN L M5E
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 {21851 O Revision of substandard condition 2 &R R B ARITEZ ¢4+
O Others EAth
* Not applicable for Disability Income Plan (DI) 7S@ERREAA B RESHE
Policy Number:

REMRIE

Full Name of Insured:

ZRAMR

Full Name of Policyowner:

REFAAMR

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 REEHIBR LA RBMD FELBEFHNAT - FARVANEEHNSHER - MEREFFAZESHNEBXH ARG RHIEEN - FAH
PHERZ SRR BN S DR FRIALUEAER 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.

RIEERIEE RE BB XBIBINRFRINAREER BB RIFIRFEH - MEENRBERSH - AARSEKRTEASHRENENRESIERIELIRHA
FAE R (BIEETRA A « 4l - BFERS - ARSH - BERMBHERES) REMBHMAERIRS -

Personal Details A. Insured B. Applicant/Policyowner C. Other Proposed Insured
BAEH ZRA RERBA/FHEA Hti R RA
(If other than the Insured ZIFZEA) (If other than Applicant/Policyowner
O The Applicant/Policyowner is also EFREFFAHFEN

the Other Proposed Insured

RERFA/FEATEEMEZRA

1. Surname in English
P (3D

2. Other name in English
&2F (&30

3. Name in Chinese

1% (F30)

4. Relationship to the Insured
ER N ZRAR

5. Date of birth
HAEBEA

6. H.K. ID card/Business
Registration/Passport No.
BARGME/ EEERE
FERRSRIS

7. Sex
1451

8. Residential Address
(city/country)
EEMIE GH/E%)

9. Mobile phone no. (Country)
FIREFEEE @)

10. Employer’s name
BEX 25

11. Industry/Nature of business
TERAREBRME

12. Present occupation IF{EH§¥
(including any part-time job)
(B FEAERIFRER)

13. Exact duties
7%

O Female Zz [0 Male 8

[0 Female Zz [0 Male 88

O Female Zz [0 Male £

Chubb Lifer

NBO068/0723/1C
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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+ —ERBAFIIRNSENA ? (TETERB AR 237 HAVRETARULA )
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? {REHEAN/IFEA/ZRAREHE/NEEESNEZEE ?

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

mTRL O FVARERFEAMTAEN/RRAGR EEESNE LB R ATE

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).
IMREBRFBA/FFEANHMEZRAPEREREFDE » "RRE BIMRIEHBIR/5 "2ER WHERIERE - BEE THBEDREA 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.

EEGEALRSEMRBRATFAEMRSEMEBEZT ZRIE GRRFSER) 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 BH BIERER/CEEER
R E RIS RE M NFFEIER » SR ARREENE THEZEE 15« 2F/REEHRE? | YesE2 No& | YesE No&
MR, FFHLERARRE - 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). BB 2MeITE

ZMATFerFARANGIRER 721 T2, - FEBEREHEE - 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? [ 2EBS} » #5B B+] E RRFrREIRAEEBIZR/Hth
LISMVOE At 5 (BIEARSES) 70 "2, BEERE - BETARAE « SREIFH RihEL

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 —RHEBELEREEN -
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 K18 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  BMEBEETRADSATWRE)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)
tFBEREARZESRA - (REARFRA T RN E2L)
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 » IFE S BFESMEFHF L
LIRS HTRIERTE  ILE  ICHESIHRRRAE P ITREERIRZ 70 TR, 0

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,

BX3G « RS 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  RESEHRBEBEMHER (Fla: Z502  RE - FEMmERRRM - ¥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 E& 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&} « RBMHEREE

MRER ~ FHR@GIN: ZBRT AR E)  ORRSSRITER - PE - KR - S0E - =E - #X

REHENRZIESREMER; SR EWARET 740 "2 ) FRHESEN/HMERARBRRE

ERBTEREREE -
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% TF#5:

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

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 BB AUBRREEE 7 T2, FIEMHES -

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 20 "B, Fi OB ERSE  RQWREFH] - 2R

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 EHESMER N R I BILESH AT SRR LU T HRR e
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? fBIRR#% - BIECOERFERMERT 2R INEERE » 5o : pEss
T~ DIE - SMER ~ BRMER  OREEIE « IR E ey mASRIE ?

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

cough, diabetes, thyroid disease or disorder? FEIR RHREL A3 R ik 2 SRR ERTHBER S » {40 © n#
M ~ FFDIEELIZWE ~ ¥EPRIR « FARBRIEREIINRER S ?

. 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 (BEL: 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
BERSIEEES © 440 - IOREFEERN  5i7E ~ 3B ~ 7= TR BRI EREINEERRE 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 B /Rl
IHEERE ~ =X - £ « B ~ 1S « BHE - APE  FBE IS RN IR RE 7
Deformity, lameness or amputation, arthritis, gout or spinal cord, systemic lupus erythematosus,
other musculoskeletal or autoimmune disease or disorders? B&HZ « BEERENRY - BIEAA -~ BEASE
B8 ~ ALBHMEIRE ~ HALABEEE BRe B HRREINERER 7

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

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

h. Sexually transmitted disease or HIV infection? #&432A8{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 » &
ERTHEIRE « BB WEE - G HMEMEERR « 2B AEZ EMeE (HIITEEIeERI)) BRE2kR
%ER (flan: FEERS - R RBBRENRSIE « FABECEFARENSF) ?

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? ZZ% « SiE R H « BLG#E
ERLL ERIBRAISRETE « SR ~ R - HERERER « M EE - 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) RS EERE

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

ERE ~ A% - RAEY) - FMRESD

facilities

BL  BhrsBRmiEc 2B

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

* 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)RZREAFERGC LT - RETHME30K31

» Reinstatement after the 4th policy year (for GIP8A, GIP8B, GIP8C) and the insured’s attained age is before 60. Please complete
Questions 30 & 31. FAEPUEREBFHERAEAGIPSA, GIPSB, GIPSC) &HEAFHG0LLT » RERMMAIE30K31

» 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 @ AEZRHEIZES] -
» 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 FBRZRBEIENREEEHEEEX -

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% & #5E LEI B E R HIAMAMB RO R+ B ? 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 ., ABECREMNINEE

Please submit supporting financial evidence if total monthly benefit amount insured is greater than HK$25,000.
MZAR AN B B 4EE ST AFEMHKS25,000 © 351832 TAAT5EER . ©
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? £ EIRIZ 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 A TSI (Tt B E AL HIRR & 2 37 HAVFRATARUEA)
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&ABI35E < B EMBEMEAT - BETRIEEMEN R SE IR E[

HWETME TR, FREHE

38.What professional or trade qualifications do you have? i35 E BB ZaTTABRIEHR ?
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Section A: Declaration & Authorization 5—&{3: 2R g

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 Hong Kong Limited (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 (whether 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.

AAN/EEFELRBPREE (1) MULHREEHPRE ("HERE ) ) REMTEREME LA —IRERAEEN R AR (EHAVEE - S ETRNIEERSEHEHAYER
HIARAIER - TREDAN/BERTFNE » SIAN/EBEMARE  19ABEZ2ILEERN 0 ) LEMENFAEERRILRRE @ SRAREFHANMRE - Wi
LZEANSRHREBERAR (UTHHES "BAB ) ZERHREARAREN I ° Q) AN/EFHEMA » BIFEETRICRE R SIRERRFT(E LAV EFIZR -
AR BT ERIRE HABSNEIY - SEARTEARHEIAR ; 1) HEBHRREESHREMIZ/FEDEZHIRE » AN/ BEVEREGEENEARPREEAZRANEE
HRRELFIR (RIEAVEEEE - AN/ EEBMULATRRE - EARGRIVERAN/SERNRESH)  6) HEARREBREMATRENER) » BT REZUREE I BEF
BN - MATRFNREREEIRATERHBRERALEZRASRERNELT - TAEH 6) FA/ELEERERAN/EENTES N/ ER/METTEN
EAHRERSBREMGER) LEARBEARN/BERILRRE LFMEHN S OB REESHIE/ER/HEERLER A -

AN/ BEFLITEG (TAEE - L - BT - 277 RIGAR - BUFSBPIsi M ER AL - MEBAAN/EENEMACH « AANER - ARZEEHREARNEA
ARKRERE  FMERERL - ALUEAZGIRAS - REEMEIIMHALMRHRERBNSE ; () BSARNBEARNEENER/ HEERGE SSRERFT - MARZGS
BRE ~ REEXEAILMR HRERRGE - EITERMEEAE - LIREAAN/SENREIRN - HIREEHAN/EENRAANREZEAIGENERD  AIEEAN/E
FRTCHB/EITHENRPAB - ZIRESENVHLONAEFHREARFNHA -

Section B: Personal Information Collection Statement 58 — {3 : A B UISEEER

Chubb Life Insurance Hong Kong Limited (“Chubb Life HK”, “Company”, “we”, “us”, “our”).
RENSFREEEERARN "REASEE, ~ "FAF, ~ "HM, L "HMEH, ) -

Chubb Life HK recognizes the importance of protecting your privacy and is fully committed to implementing and complying with the Data
Protection Principles and the Personal Data (Privacy) Ordinance of Hong Kong.

REASEEBOREFTHLRNERY  UHNBERMETEEN (REEHER) M (EABH (RR) &6 -

Personal Information we may collect

HMATEEUSRAVEA B

In the course of us providing you with the insurance policy and related services (“Services”), we may from time to time collect your personal
information for the purposes set out in this Personal Information Collection Statement (“PICS”). We may collect your personal information
directly from you, or indirectly from other third parties in connection with the Services, including but not limited to when you complete or
submit an application form, submit a claim, access our website, or participate in any of our and/or our partner’s programs. The personal
information we collect may include but is not limited to your personal identification information, contact information, financial information,
policy information, claims history, medical and health records.

EHRMARTRMAREMMBERERE ( "R, ) ERED  BATRESTREER THEAER  ARAEAZTRKRERR ( TEAEHKRESR
BR, ) FFARTERER - BFIRTREE EEARE TIER TREAER - it RARFSHERRMNEME =S MAENER THEAER - BEETRAE A
BRI AR « IRRXRE - BARMBEmE 2 BB R/ B MASER TR E - BFIENEAER TREREETRAB FTREASH
B BHEEH - MBEN - REEN - REES - BREMERCHE -

When you provide us with personal information about another person in connection with your application or insurance policy, which may

include but is not limited to your dependents, the insured, the beneficiaries, your authorized representatives (“relevant persons”), you
confirm you have obtained that relevant person’s consent to provide such personal information to us for the purposes stated in this PICS.

BRI TARMRHERATORGRREFMNEMANEAERE  EFEERFETRAETHREA « FRA - ZHA - BTRERERR
( "TBRAL. )  BETHEHRSSESZANER  AXEAZRERRSAGEERRFREZFEAER

As a condition precedent to your application for the policy, you are required to provide us with the information set out under [Parts I and II of
the application]. If you do not provide us with the required information, this may result in the us not being able to process your application,
process claims or provide you with the Services.

ERRE T ERBRENSREE B TEEARMEM [RERNE—IME L] PIHEN - WRE T TARPHEMAMEER - FJREEEE
BKFIEERIER T AYERES « RIEREE MR TR AR -

What we may use your Personal Information for
BMATEISE THEA SR AR EEN
By making the application and receiving the Services, you give us your consent to use, process, disclose, transfer, store your or the relevant
persons, personal information for any purpose related to the Services, and to communicate with you and the relevant persons for such
purposes, which may include without limit:
B REER R - B TRERMARRFEENEMBENER - RIE - K5E « 512 - TR THERALHEAER - UHMZENERT
MBEBALER  FJREEHEETRMN
(i)  to process and evaluate this and any future application for the insurance policy;

BRERFIF(A L ER A LU A AR IR AR B B ES;
(ii)  for policy administration, processing payments and premium collection;

RRMREEIE  RIEIHARE W ;

(iii)  to conduct medical, security and underwriting checks;
EITRMER « RRREREE;
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(iv) to assess insurance claims and to process payments;
SRR BRI B,
(v)  to provide insurance products and related services;

AR E R R BRIRTE;

(vi) with your consent, to promote and directly market to you and your related persons: (a) the insurance products and services of the Chubb

Limited group of companies; (b) mandatory provident fund-related products/services sponsored by the third party scheme providers
connected with us; (c) insurance, financial or investment related products/services, rewards, loyalty, co-branding and/or other privileges
programs related to health, wellness, medical, entertainment, media, offered by third party partners appointed by us;
ZRTHRET @ @A TREATIERALIEEREREH; () REERARMNRBAERER/IRT; (b) BERPIERM < E=581HEERR
RAREEIMEATRSAARER/ RIS OFRE - SRERERREER/RE - ZE - BHE - BESMR/SHMREMHEENE =15 EBE
IRAtERMRER - BoR - IREE - IRRSMERANVIEEETE;

(vii) to perform data matching and communicating with you and/or your relevant persons for such purposes;

ETERZY - RRLLARER T RETERA LHHE;

(viii) to cooperate with law enforcement bodies for law enforcement purposes, to prevent any serious threat to public safety; for police
investigation purposes; or to comply with requirements imposed by or agreed with government or regulatory bodies or imposed by law
or for litigation;

BEVHEERERIE - LI LEABRERZARLENSER ; FESETHAETMAE | B TBUTEEHBIEMSIRZRARTE ;5 SERaL

(ix) to enable industry associations, federations, government or regulatory bodies to carry out their functions and requirements that may be
assigned to them from time to time as are reasonably required and in the interests of the insurance industry;
FREBTEDEREE U EEHERTHETHEER BAAIBERUMER RRGITER RMITIRERRE;

(x)  to conduct research, research, surveys, data analytics and statistics, administration, communications, computer, security and other
services (including medical services, mailing and IT services) in connection with the usual operations of the Company as a life insurance
company; and
ETRAAREBAZRBRARWERELERMAOME « BE - BUBMTAMED « 1710 B - BhE - REMAMERT (SEEEHERT - 8
FMENRRRE) 5 &

(xi) for any other purpose directly relating to any of the above.

FARER Bt E M —IRE AR H MR -

Who we may share your personal information with

Hfr st R =R THEA SR

We may for the purposes stated in this PICS disclose or transfer your or the relevant persons, personal information, within or outside of Hong
Kong, to:

BRI AEABEHEERPAEN B - EEBENSIEIME RS EBE TRERATHEABENE

(i)  our authorized agents, insurance intermediaries, third party providers or administrators including healthcare providers, in connection
with the placement or handling of your insurance policy and any related claims and/or services;
R T RRE RATIHERARER/SRIFILHEEIE - ERPIRENRIEA - RPN A - BE=AHEESREEAS - SEEREREAUE
(ii)  reinsurers, claims investigators, loss adjudicators, fraud investigators, medical advisers, debt recovery agents, credit reference agencies,
law enforcement bodies, fraud prevention agencies;
BRGAR); AT AR); BERAES; MEFAEE - BRER - BFBNAT ~ (EEERHERE « BUEIE - [HLEHEERE |
(iii) any branch, subsidiary, holding company, associated company or affiliates of Chubb Life HK (“Group Companies”);
ZEAEEE ( TREARE, ) WEADT  MEAR ~ ERAR - B ARSMEAR
(iv) our appointed third-party vendors, agents, contractors, advisers;
BPEERE=T4tER - RIBA ~ &EHE - B &
(v)  insurance industry associations and federations, government or judicial or regulatory bodies, or any person to whom we have a legal or
regulatory obligation to make disclosure.

BARZENEERBRAEFHEENRBITEG SIS - BUFRIASEEHRE - siffmMAL -

Your data access rights

BT ERER AT

You have the right to obtain access to and to request correction of your personal information held by Chubb Life HK or be given reasons for any

refusal of access or correction. We may charge you a reasonable fee to process your data access request.

Eﬁ?;ﬁﬁ%ﬁﬁf}ggﬂiiE%i%k%éi%ﬁﬁ%ﬁ"lrﬂ’ﬂf{ﬁ]Afﬁ*ﬂ - ESIERERNEIERIEH - AP RESRARE TWIGENER - LURIERT
YERERER -

For more details of the Company’s policies on personal data and privacy protection, please read the Chubb Life HK’s Privacy Policy available
at https://www.chubb.com/hk-en/footer/chubb-life-privacy-policy.html. Any questions regarding personal data, access to or correction of
personal data should be made in writing and submitted to: Data Protection Officer of Chubb Life Insurance Hong Kong Limited at 35/F, Chubb
Tower, Windsor House, 311 Gloucester Road, Causeway Bay, Hong Kong.

BEAALREAER RILBREBERNFS - F2EREASETEWTLBEEE © #uAhttps://www.chubb.com/hk-zh/footer/chubb-life-privacy-
policy.html. BEAEAEH « EREEBABHNTARE, FUEEEAAGEASFEEEFRATNNELHRETARL - WERXEHEHE
BEIITE=——RETABLREASTAE=1TAE -

In case of discrepancies between the English and Chinese version, the English version shall apply and prevail.

AR AT IREZ R » BRI REE o
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Section C: Use of Personal Information for Direct Marketing Purposes Statement 5 =#{3: FREAEH N EEZHERE 2B

Chubb Life HK intends to use or transfer your and the relevant persons’ name, contact information, and policy details (“Relevant Data”) for
direct marketing of insurance related product and services of our and our Group Companies, mandatory provident fund-related products/
services sponsored by the third-party scheme providers connected with us, and/or insurance, financial or investment related products/services,
rewards, loyalty, co-branding and/or other privileges programs related to health, wellness, medical, entertainment, media, offered

by third party partners appointed by us. In doing so, we may transfer your Relevant Data to our Group Companies and/or our appointed
partners, for the purposes of them providing you with promotional communications and materials in relation to their products and/or services.
However, we cannot use your Relevant Data without your consent. Please sign at the end of this statement to indicate your consent to such use.
Should you find such use of your Relevant Data not acceptable, please indicate your objection by selecting the opt-out box below.
ZEANSEEREASNEBEA T REMALTOES « BI8ERRRERFE ( "TERER ., ) - LEHEHAMREMIEE ARV REHERESRR
%~ S ATESMERAE S/ AR PIERENE =S5 BR A B RIS - K/EURE - SREIREERES/RTE - RE) - BHE - Ma R R/
ERBRFHEEMNE =S (ERS IR ERER - 5% (R4 - ZREMERARVEEETE] - Bt - BRI T EREHBERERMNER AR R/
R FHEEN SRS - LUEMPIRR T IR AR EZE S K/SRIFERMEEEE R TIY - B2 - RMEATHER - RfITEEABTHERES -
BEAEPREES  RIETREZER - RETTEIHETHERERAZER » BT RHEZERE -

O Ido not want Chubb Life HK or the Group Companies to use my Relevant Data for direct marketing purposes.
BT AEREASEENEBRARKRBREENAREREHER -

O Ido not want Chubb Life HK to share my Relevant Data with third party scheme providers for their marketing purposes.

BT HAEREASEERE=FEIEREENZRNEAES LA EHEER -

O Ido not want Chubb Life HK to share my Relevant Data with third party product/service providers for direct marketing purposes.

RTARBREASEERE=NELR/MBRMUEDIZRNEFEH AN EREHER -

If you have consented to direct marketing but later decide that you no longer wish to receive direct marketing, you may exercise the right to
opt-out at any time by writing to: The Data Protection Officer of Life Administration of Chubb Life Insurance Hong Kong Limited at 35/F, Chubb
Tower, Windsor House, 311 Gloucester Road, Causeway Bay, Hong Kong.

MRFETERBEREH  BEHAATTBAEERETEELYH - BT rLBEHTEERRENES - LLUEEFXRAREASREEEBRARS
RITEESERMRE T AR TR R ERAMBE S LI E = —— RETABREASAE=TAE -

Section D: Collection of Levy by the Insurance Authority SEIU&R{7: (RIS EEERBIKENRIREHE

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 (RIBZEEBE)MRAG) - A2018F1F1HEE - BIREFRBRARDFHNVFRBRANTHORERFEA » AEBLHORER @ THZEREOZFRADMIITHEE -
B RIEXEER AR BAEAEHNTRHBNRERFBARME

Signed at Hong Kong On  Signature of Witness (Name : ) * Signature of Insured
BENEE BARE @ ) *REAEE
I I I |
dd/ mm/ yyyy Signature of Applicant/Policyowner * Signature of Other Proposed Insured
H A T REBRBA/ITFEAE (if other than Applicant/Policyowner)

*HMERRARE EIFREFBAMFEN)
* Signature is required for the person whose age is 18 or above

AIBEEELLL E AT IAARE

Chubb. Insured.
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