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Health Declaration

PR A4 Insurance Applicant: AR5 Application Form No:

W4 (453 Gender: AR T i A H gaics Ja %
Full Name O%H Male [JZ Female Date of Birth(YYYY/MM/DD) Age:

BE{E2EA ID Type: D& 40F ID Card [O47ME Passport O3H‘E Others: RIE{E5 5 1D No.

[H4& Nationality: HAMY Occupation: 4% Position:

N NAFEIAZ) Annual Income: Ji7G (Ten Thousand RMB) ‘bﬁ%— Height: JEK cm A E Weight: NI

Y A2 BT AR S (R Covered by Local Sociomedical Insurance:[J5& Yes[J75 No

YA 2T AE B RS N Covered by Local Social Maternity Insurance:[JJ& Yes[J75 No

i E75 %1 Heal th Declaration
ERARBE N AR AE N, WEBAR RS N ACREC [A1% . If the insured is below 18 years old, the blank should be filled in by his/her parents.

H.
E

Yes

i

No

1. B HAT T AEIE S MZEAIN TA/E? Are you currently active at work on a full-time basis?

2. RN/ IEEE FHER. Hioiiky: Have you ever suffered/Are you currently suffering from the following symptoms, diseases and/or disabilities:

(1D JAE BRE Wb, ZEAP. BT R, W CRE RN TR 5 A7, AEIEE S SOKALERAD ? Cancer, tumor, lump, cyst, polyp, lymph node
enlargement, weight loss (more than 5kg in one year, not caused by exercise and/or obesity control)

(2) MO EE I (—SE R = AN ) Wiy W DR L A BRI L SR SR 98 I U L I AL ST R ST ? Respiratory system
disorder: cough or expectoration (more than 3 months in a year), emptysis, dyspnoea, pneumothorax, pleural effusion, asthma, bronchiectasis, chronic
bronchitis, emphysema, lung tuberculosis, etc?

(3 offiEs R R DR OB DL LU SERPEC IR . RIBEOIER . SO R R BRI O IE LR ? Cardiovascular
disorder: Palpitation, chest distress, chest pain, arrhythmia, angina, myocarditis, cardiomyopathy, congenital heart disease, rheumatic heart
disease, coronary artery disease, hypertension, hyperlipidemia, aneurysm, etc?

(4) RENGHEIEE . WK (i, BRI PR Bt TRt B et a m g . g SO REE A . IEREG . R IHEESE .
s A B B, . BUIBR. WUIBR. BERRDIBR. FFUIBR. BEUIBREEIH L RGP sk k% ? Digestive systemdisorder and/or disabilities: frequent
bellyache or diarrhea, hematemesis, hematochezia, jaundice, dysphagia, liver/spleen enlargement, gastric or duodenal ulcer, chronic or ulcerative
colitis, hepatitis, hepatitis virus carrier, liver cirrhosis, fatty liver, cholecystitis, gallbladder stone, pancreatitis, haemorrhoids, hernia,
gastrectomy, enterectomy, pancreatectomy, hepatectomy, splenectomy, etc?

(5) MR EAMR B BIRLREAE. WIIRESH . JRFFAE . BN . KBS A IRBRITE . IR AUAUNRIE R . AUSIRAE . B OIRR . f A P Bl A SR AR
499 ? Urinary system disease: haematuria, proteinuria, nephritis, nephrotic syndrome, abnormal renal function, uremia, kidney cyst, urinary tract
stone, urinary tract deformity, urinary tract infection, prostate enlargement, prostatitis, nephrectomy, ureteral atresia, etc?

(6) ZIR. &, LR RBFSUIRE 55« MR . BRI ZE N 43 W R 489505 ? Endocrine disorder: polydipsia, frequent hunger, polyuria, abnormal
urine/blood sugar, diabetes mellitus, thyroid disease, etc?

(D RERIFHCKRE B g PR R B EE )RR ISR IE . R RERERS . R MCRA RS L J00AE. I E e (HRD GehE R EUR phk 2
Nervous system or mental disorder: dizziness, headache, faint, convulsion, stroke, epilepsy, partial or total loss of sensation or motion,
Parkinsonism, hypophrenia, abnormal mental state, depression, cerebrospinal rhinorrhea(cerebrospinal otorrhea), etc?

(8) AT . RNIRPEICAT 8 SREVERAE 2 TSy RO EHESCHHEME IR B O By ST B0k iAs . O IR e . A
R a RS REAS . N R 9K ? joint swelling or pain, gout, rheumatoid arthritis, ankylosing spondylitis, myasthenia, lupus erythematosus, neck
vertebra or lumbar disc diseases, hyperosteogeny, fracture, joint injury or dislocation, skeleton or joint deformity, mutilation or malfunction
of any limb, varicosity?

(9D AN BT i ST S s il s Bl CHERE MR U SRR, RS2, BB R A A UM KR 2 Blood disorder: noncausal
subcutaneous hemorrhagic spot, repeated nasal or gingival hemorrhage, anaemia, purpura, haemophilia, leukemia, etc. ever received a blood
transfusion, or requested by doctor to take bone marrow examination?

(10> HLJyellr U FRE. AT A mEEEAL (800 FELA L) « FrARE. TFOGIR . MURERIE . SRJE e kB (4 WL ) SRR Bk, Mgk
W95 ? Eye, ear, nose, throat and oral disorder or disabilities: eyesight or hearing deteriorated, hoarseness, high myopia (8.0D or over), cataract,
glaucoma, retina detachment, meniere’s disease, loss of teeth(more than three teeth), etc?

(1) M CuER ek HIV ge. (FH A 295 ? Sexually transmitted disease, AIDS or HIV infection, use any addictive drug?

3. (BT HAEWN, BRENA FHEM: Have you ever suffered/Are you currently suffering from following conditions in the last 5 years:

(D) AFT R AL R, s, 304F. OHE. Xob. ). &%, EudtydR. CT. BilB4%? Any abnormal medical check results, such as blood test, feces
examination, urine analysis, electrocardiogram, X-ray, puncture biopsy, contrast examination, MRI, CT, ultrasonography, etc.?

(2) RPN B2 TR A1 Be, skl sz fraiid 1 AN HINRYY, sRFEEpiftEid 10 K? Undergone a surgery operation, hospitalized, or had continuous

medical treatment for more than one month, or had continuous sick leave for more than 10 days due to any disease or injury?




4. SRIMAIREL SR AR PR TS PR LA 60 % 2 i R Bt S T R L AR ZE B PR R, WHR AT IS ISR . SRS, | O o
Do you have 2 or more family members (parents or siblings) who passed away before 60y due to any disease or have malignant tumor, heart attack or
stroke? If “Yes”, please give detailed information including diagnosis, age at diagnosis, age at death.)
5. DOERT 15 A% R LRI ARB A : Only for female insured of 15 years old and older :
(1) RBEEAEWZR? 2 “B”, HEMHFZE__ H. Are you pregnant? If ‘Yes’ , pregnant for __ months. o o
(2) BB G/IERRILEME. BETPUGRNL . FENE. FEABRRAE. AR . 2%, BFRAREREEIFR LM EEREIPRELMN ? Have you
ever suffered/Are you currently suffering from mammary lump, irregular vaginal hemorrhage, hysteromyoma, endometriosis, ovarian cyst, pelvic o o
inflammation, abnormal Pap smear and other mammary or female reproductive system symptom or disease?
(3) REYRAREEHNERITRTFEAR? Have you ever been hospitalized or had surgery due to abnormal pregnancy? a a
6. DUEFTERAE 3 AZ LT HBAM A :Only for insured of age under 3 years old:
(DHENGEE_ AF, HENERREESFEL TR? HR”, HHRBEKEE: . Weight of birth:__ kg. Whether the insured was hospitalized - -
more than 7 days when he/she was born? If ‘Yes’ , please specify the reason: - -
OF LR 7B AR/ B EERR R . K THREIRSE? Has the insured ever suffered/Is the insured currently suffering from premature 0 0
birth, dystocia, suffocation, congenital/hereditary disease or deformity, hypophrenia, growth retarded? - -
HAth# %1 Other Declaration:
7. BRBIEAANFRES SN BR M RT ZAF s TE (W, AT WS, Bk, . Bh. 280 IREW3h. 285, J8%45) ? Have you ever takenor | OJ a
do you expected to take endangered sports or jobs, such as mountaineering, flying, skiing, diving, gliding, parachute jumping, rock climbing, exploring,
horse racing, car racing, etc.?
8. RB&Z)Jj: Experience of insurance application:
(1) fEem e AT HiEE NGS5 “&”, i Have you ever applied for insurance to other insurer? If ‘Yes’ , please specify: O O
RUTPIR AR PR JI 76, B AE BRI RES R A TG/ R BT R AR TG, S RN ORI Jio6, Bl .| O] 0O
Total sum assured of critical illness cover: X10 thousand RMB, total sum assured of hospital income cover: RMB/day, total sum
assured of life insurance cover: X 10 thousand RMB, total sum assured of accident cover: X 10 thousand RMB, others:
(2) T dEE. . BRAIMRRE G FE i m{# 2% 2 Have your application of insurance ever been declined, postponed or accepted with exclusions O O
or special rated?
ERESAARREE “B”, EETEPEMEP. I any answer to the above questions is “Yes” , please specify in following blanks.
iacs H J Wiz E R BRI BT 2 IRIE— RIS ) F ARG
No. Date Reason Hospital Examination and Treatment Diagnosis Time of Latest Treatment Current Status

TN ‘R, HE TR 4B . If any answer to the above questions other than health declaration is “Yes” , please specify in following blanks.

W8 A5 B Applicant’ s declaration

L AN RRRRZ e B, ORI TR &A1 0 PR ST A

I declare that to the best of my knowledge and belief that the statements made above are complete and true, together with the policy terms and conditions,

shall form the basis of the coverage.

2. TRANEATAT R BN R AR A Bt 8 T, d TR 9 o 0 TR 2 3 BUE I .

I understand that any change to my health must be notified to Taiping Pension prior to the commencement date of the contract and that failure to disclose]

all material facts may result in the rejection of claims.

3. WEEBUTAIAARNERE R EPIRENN . B7 M BEBE. ST BT IREGHU AN, ATy 52 A RAT S R STAE I G5

I authorize any licensed physician, medical practitioner, hospital, clinic, or other medical or medical related facility, insurance company, institution or]

person that has any records or knowledge of me, my dependants or my health to provide Taiping Pension with any information they may require in respect of]

this coverage.

BifRBE N/ Wiy N5 Applicant” s signature: F ¥ Date:
EHRESE N JCR Relationship to the insured:
CYHBARBE NN AR A NN #7315 Please fill out if the insured is a minor. )




