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have heart disease, high blood pressure, diabetes, liver disease, cancer or any other serious diseases?)
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hospital or clinic, or been advised about any treatment during the past 2 years?)
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Have you ever had, or been advised to have, any surgical operation? Yes
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insurance application or application for reinstatement declined, postponed, rated up or modified of its conditions?)
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tuberculosis, diabetes, heart disease or mental disease, or has your spouse suffered from AIDS or had a positive HIV blood test?)
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Remark : If any of the answers to question 1 through 5 is “Yes” or injury as a result of accident, please provide full details below, by nothing the question number.
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All the above statements are true and complete to the best of my knowledge and belief. Furthermore, I hereby authorize any physician, hospital, clinic, or
other organization that has any records or knowledge of me or my health to furnish AIA Company Limited with information concerning my medical history and
physical condition. A photocopy of this authorization shall be effective and valid as the original.
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In addition to the above statement, I hereby warrant that I am not aware to, or have never been treated of AIDS or test positive to AIDS virus and 1 fully
understand that if I contact AIDS virus or have a positive blood test, the company may decline my application for insurance.
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The statements made on this form are answered correctly to the best of my knowledge Y
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s luareduadulnamaunumndyaussiugannulssuaangagunsuasnineums 865
Important Note Pursuant To : Civil & Commercial Codes, Section No. 865, you are required to disclose in this application form,
Sfully and faithfully, all the facts which you know or ought to know, otherwise the policy issued here under may be void. FFO1
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