GroBaL BeNEriTS GROUP

Ny PBEIAR

CHINA TAIPING

Insurance Without Borders

A= RIS AR AT

TAIPING GENERAL INSURANCE CO., LTD.

Enrollment Form / Health Statement

ORI HE N RS A

GROUP COVERAGE

AR

A. APPLICANT Requested Effective Date (DD/MMM/YYYY):
A, HIEAGER FERAKHM(HIR )
Last Name #: First Name #: Date of Birth (DDIMMMAYYYY):

AR RS (RAME -

Citizenship (if dual, provide both) [¥ £ Nationality (Place of Birth) 44 4: [

Have you been covered

Marital Status 45k % : [ Married c.48

[ Single #: & [ Divorced # 5 Gender f1il: E g:r:?ale if& ?Jygaﬁlﬁpg']gﬁ??gii?:;? E Eﬁsﬂ?
[ Domestic Partner [t fefs L] Widowed 43 seil )

Passport / ID Card # and Issuing Country: Country of Residence while on Assignment:
P B RS S I TAERS B JE A

Please answer below two questions if your country of residence is not China:

IR EAE EAZ T E, WEE RPN EE: nia
Departure Date for International Assignment:
AN TAE R H

Email:

LTI

B. EMPLOYER

B. EEEE

Employer:

JEEEA4FR:

Applicant’s Title and Occupation (provide brief description):
AR AIESS GEVEARR) -

Annual Salary (Specify Currency):

Anticipated Length of Assignment:
THU LA (A -

Date of Hire (DD/MMM/YYYY):
NIRBEH CHIAME -

Hours worked per Week:

T GEFRITTAIS . MR NGES
Address:

Ji& bk

C. DEPENDENTS: Only complete if enrolling dependents.

C. EiHIEMSE ER) _ _
Relationship  7<:  |SSSNNINENS Gender f5: [Male mer | Height i Oemek [Oft 221
SPOUSE rifg ' [ Female % | Weight #&: Olkg 27 Oib w

. , Date of Birth (DD/MMM/YYYY):
First Name 4: A A -
Spouse’s Occupation (optional): Spouse’s Country of Residence:
FMEERNY, (FTig) - P A% F A [
Relationship 3 %: Last Name - Gender t£7: [1Male 5t Height &7 ClemiEk [ft %R
CHILD F% : [] Female 414 Weight 4 kg 25 Clb &
. , Date of Birth (DD/MMM/YYYY):
First Name : A A -
Relationship 5 7. - N ANINNNS Gender #:%: [JMale %4t | Height &7 Clomx [ft %R
CHILD 7% ' (] Female %t | Weight £ Llkg 2/ b #
. , Date of Birth (DD/MMM/YYYY):
First Name 2 L CHUAKE)
Relationship 3 %: Last Name - Gender #:%: [Male 54t | Height & Oemmx It wR
CHILD 7% ' ] Female %t | Weight 4 Llkg 2/ b 5
. , Date of Birth (DD/MMM/YYYY):
First Name 4 L CHUAME) -
Relationship 3 %: . Gender #£5%: []Male 9# | Height £ Clemmk [ft 3R
Last Name #: ) — N
[] Female %t | Weight fk: Clkg 2 b &
. ) Date of Birth (DD/MMM/YYYY):
First Name £ HEE CHIAKE -
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D. TRAVEL PATTERN: Anticipated travel pattern for the next 12 months. If applying for the War & Terrorism or Nuclear, Chemical, or Biological
Perils Rider, please provide details of security arrangements in place.
D. FIMRATIHRIAZE: BUHERRK 1240 H i kIikT .

Destination Frequency Duration Duties
H iy i [IRS JR A

E-1. MEDICAL QUESTIONNAIRE: Complete for all members applying for coverage.
E-1. ERERERS: S LR ST A ORE Bl A g i i) 4 .

1) Have you or any dependent(s) been treated, diagnosed, tested, hospitalized, or recommended for treatment for any of the following?
B RS ARG B P AT RIS, WA, (ERBEEIEIRT ?

1A) Seizures or seizure disorder; paralysis: multiple sclerosis; or any disorder of the central nervous system? [(dYes | [INo
ST B R W 2 RNVEREBUEAT R0 R ZEL? & i

1B) Mental retardation; any mental, behavioral, emotional, or eating disorder; anxiety, depression, neurosis or psychosis;

psychotherapy; psychological, or any form of counseling or therapy? JYes | [INo
RBEEB G AL AT, EEREFERT R, . FEREIESAE AL, BRI T IESE TR A OB & %

WEIRIT?

1C) High blood pressure; heart attack, stroke, chest pain or palpitations, murmur, varicose veins, blood clot, anemia, or any other

blood heart, or circulatory disorder or condition? If yes, most recent blood pressure reading . Date .| OvYes | CINo
RBEHFME IR R OEIREE. DS BRI, ke 20 Sl A O i 3 e sl M A PR R 2 4 =

&, Bl — IR EHUE WA H B

o

1D) Asthma; emphysema; bronchitis; sinusitis; pneumonia; allergies; apnea; or any breathing difficulty, lung or respiratory disease, [JYes | [ No
2

disorder or condition? e
RMBE VN A SR TR R EBUE. ST R A R v 5 L ? o

1E) Colitis; chronic diarrhea, or intestinal problems; hernia; ulcer of the stomach or duodenum; hemorrhoids or rectal disorder;

hepatitis or liver disorder; gallbladder, pancreas, esophagus, or any other digestive disorder or condition? [(JYes | [(ONo
REEHEKRG R BMRESRS R WS, BEmsit s, FHRslE il HFRBBTFIEhaEEEL. HEE, = &

R B BT AT A )T Ak D B SR LB ?

1F) Cancer, tumor, growth, cyst, enlarged lymph nodes; psoriasis, keratosis, lesions of the skin or mouth or any other skin

disorder? O EY es DKNO
RMBE A R B SR MREYR. AR MARE. BBRE A AT A A ) B SR Th e L 2 = "

1G) Disease or disorder of the breast; kidney; kidney stones; bladder; prostate; abnormal PSA, or any other urinary disorder or

infection? CIYes | [ONo
REEHEABFREINGERGL BA. BaA. Btk 8. arsl ke PR A8 57 s A AR R G Z =

iiL?

abnormal pap smear?

1H) Disease or disorder of the genital or reproductive system; herpes, any sexually transmitted disease; endometriosis, or [JYes | [ No
REEFEEAGHHREIIREEA. S MR, FEABRB ST SRR EER? =

o

11) Been treated for infertility; taken any medication, or advised to seek treatment, medication, diagnostic tests or surgery for
infertiity? [ Yes | [INo
REGEZEANEIERT . B ANAA B IRAEFA ST AL Rk B 2 Wk B s T AR YT ? = "
1J) Arthritis; rheumatism; gout; TMJ (temporomandibular joint syndrome); any injury to or disease or disorder of the spine, back,
jaw, bones, muscles, or joints; joint replacement? [(JYes | [(ONo
RBBARTR W X PR REEAAE . AT A ME. W, 8. B WAL R RO =AM, o & &
ERIfEEAL?
1K) Pituitary, adrenal, or thyroid disorder; lupus; diabetes? If yes to diabetes, state type and most recent
blood sugar reading . Date recorded . dYes | [INo
T EE MR B IR RIRII AR AL BRI MR ? WA, R R — U UK A A P o
, B H N
1L) Cataracts; glaucoma; or any eye disorder; hearing loss; or any ear, nose, or throat disorder? [Yes | [INo
e BA AR, FORIRSIRMIIAE L. ok, BUEME. B, BT EaL? & i
1M) Alcoholism; alcohol, drug or substance abuse or dependency? [dYes | [INo
ST AR TR, SHERG . B B B B O ? & i
1N) Acquired Immune Deficiency Syndrome (AIDS), AIDS-Related Complex (ARC), HIV Positive, or other immune disorders? [dYes | [INo
e A PAFIERPEFARLEERE 00D « SRR REREAE . J& T 3000w Bt iy 2 sl HoAh S R ThRe KL ? & i
2) Have you been advised to have a surgical procedure, hospitalization, or undergo testing that has not yet been completed? [dYes | [INo
TR IER AR EBEIRT BUEAEREAT MRS R B 2k A ? & &
3) Are you currently pregnant? Expected Due Date: . JYes | [INo
I HETRBATRZ? B & &
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3A) If yes, is there a history of complications with previous pregnancies or are complications anticipated with this pregnancy? CJYes | [INo
R SR, A — M B AR AR A I RO SEEUR TR AE I IR I R RE TR 2 R AR 7 TR 0 E & =
3B) Is this pregnancy the result of infertility treatment? [dYes | [INo
BRWPREF R ZA T IRIT R RAER? & &
4) Have you gained or lost more than 12 kilos or 25 pounds during the last 12 months? dYes | [INo
FEIS 229 12 S H R 0 s pA S 12 AT B 25 B ? & %
5) Have you ever been declined, postponed, rated, or limited for Life, Health, or Accident Insurance? [JYes | [INo
R A S AR A FHEOR . I AR ORI P B B e NG (R, BURSMRIG ORI 4007 & n
6) Have you been hospitalized for any reason? dYes | [INo
FEIS 22 10 R A M 2 E il R B R YT ? & n
7) Have you consulted or been advised to consult a medical practitioner, or do you suffer from any significant physical impairment,
o e . ; [IYes | [INo
deformity sickness, or injury other than revealed in questions above? = o=
BT VA XS R LASL, SRS A B i R PO R, s R IEAE S W R AR E . R R ? = "
8) Do you engage in any profession, sport, or hobby that could be considered hazardous? dYes | [INo
RO IETENEIETIPO B3 B0l R ZIF, 1M RTESI 2 KSR i B R U 2 & %
9) Do you receive any disability pension or work accident pension? dYes | [No
TR IEAER 20 R A 4 B T A i 41 2 & 5
10) Primary Insured’s Current Height: HEEIN
EX RSN g [(1em EXk
11) Primary Insured’s Current Weight: L] ftgee
TR N AR (] om gk

E-2. MEDICAL QUESTIONNAIRE: Give details of each item answered “Yes” in Section E-1. If more space is needed, attach separate page(s)

which must be signed and dated.

E-2 8 RE . 76 B M0 P “2” WTHIHTE FRTBETURS G MASAE NAETEE LR, 1AM, JEH R2842 & H.

' - Treatment (Surgery/ | Treatment Dates | Ongoing or Date
Patient's Name Qu’t\alztlon g?angdr:t(')zirz Medication) (From and To) of Recovery Na&?gggf’?}gﬂgﬁ? @i
N R e v TRIT T T HH IETE#T Bz & H Sy
i R 4 ARG CERIZEM) GRIE o 2 T ¢ it P 44 R 2 b
E. MEDICATION: List all current prescriptions for you and your family. [[] Check if you and your family members do not take any
E. #¥isyr: #51¥ Bl EFEASRERET AR T SEMIRT WA prescriptions. i EEAEEN HEARTRRAEMLTTZ.
Patient's Name Medication Name Dosage Frequency Reason for Use
I NIt 44 kR Fillkes FH 25 5i% A48 5 BRI

G. FAMILY PHYSICIAN

G KRB
Physician’s Name: Country:
BE A4« X
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TAIPING GENERAL INSURANCE CO., LTD.

H. ACKNOWLEDGEMENTS AND AUTHORIZATIONS
H. BiAFISA

|, the Undersigned Hereby:

&, 4

1. Declare that the foregoing answers to the best of my knowledge and belief are true and accurate and are offered as an inducement to grant

insurance.
LA RS, MR E RAE, RS, AR TR AR AT R 51

2. Declare that | am currently actively at work and mentally and physically capable of conducting the regular duties of my employment and have not
been absent from work for more than 10 consecutive days in the preceding twelve months.
F A SR H AR AR IE EAS R S R e AT R AR (6 B 56, AERTIR AN 12 AN B TAEA T 44k 10 K.

3. Agree that there shall be no insurance until the Insurer has approved this application.
I R B BVORISG AL A KR, ORI ST 7 4R 45 AR AL

4. Authorize any medical professional, hospital, clinic, other medical or medically related facility, governmental agency, or other person or firm to
provide the Insurer or their authorized representative information, including copies of records, concerning advice, care, or treatment provided to me,
including without limitation, information relating to mental illness or use of drugs or alcohol.
PRBULIEIT B R BT BT, HABE BRI AR SCHIA . BURAREEA . B A G 7] [ ORE A BT BRI IME R, B e
SENME AR, HEBIRIT TS, ORI TR T RN . R RS

5. Understand that such information will be used by the Insurer for the purpose of evaluating my application for insurance, or by Insurer representatives
involved in evaluating, determining, or administering claims for insurance benefits. | understand that any authorized representative or | will receive a
copy of this authorization upon request.
FH ELRBS A S LA A5 BTAG SR B LR PR S BRI A IR 228 S AL BRI SRR VPO . BB 2. B AT HRA R B
W dE T DA R IR AT AR

6. ANY CHANGES THAT OCCUR TO YOUR MEDICAL HISTORY PRIOR TO ISSUE OF THE POLICY MUST IMMEDIATELY BE REPORTED TO THE INSURER.
PR ETRIERRT, AR — EREEARL, R ERRRAT .

Name &#:44: Date Hi:

Signature %4,

By typing my name on this form, | am signing electronically and this electronic signature is the legal equivalent of my manual, handwritten signature.
FIOX NI TR RO R TR ET 5% 4.
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