No 398 Alameda Dr. Carlos D’Assumpcao,
Luen Fung Hang Insurance Company Limited Edif. CNAC, 4 andar, Macau

Tel : (853) 28700033  Fax : (853) 28700088
Website : http://www.luenfunghang.com
E-mail : info@luenfunahana.com
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PROPOSAL FORM FOR COMPREHENSIVE INDIVIDUAL PROTECTION INSURANCE
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1 e >/ Pﬁi?ﬂ}fﬁﬁﬂ M €, Name of Proposer / Policyholder

Pig- Address

?;T—F_F' Tel [ dr Fax T Sex 5 Nationality
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2 &L ¢4 Bank fE Account no.

(-f Iﬁaﬁ?] M FIERD R~ Account Holder must be the Insured)

3 Please list members of your family to be covered as dependents  (If one child is to be covered, all unmarried children under 19 must be covered).
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Do you have any life or me(glcal 1nsurance now in force in respect of the Insured or any of the dependents to be covered ? O O
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Have you or any dependent to be covered ever been refused any form of life or health insurance or ever had a policy rated, O O
modified, or renewal thereof refused ?
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Are you or any dependent to be covered a member of any military force ‘7 Do you or any dependent to be covered contemplate O O
to engage in any hazardous sports or races ?
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Do you or any dependent to be covered expect to change occupation / country of residence in the near future ? O O
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Have you or any dependent to be covered ever been treated for or told that you or any of them has / have abnormal blood pressure, | O
ulcers, tuberculosis, mental disorder, thrombosis, hernia, diabetes, cancer, varicose veins, venereal disease, paralysis, arthritis,
rheumatism, any disorder of disease of nervous, genito—urinary system, spin or heart ?
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Have you or any dependent to be covered ever received, or have any reason for expecting to receive any counselling, medical advice, O O
treatment or tests, including blood tests, in connection with AIDS, hepatitis, or any sexually transmitted disease ?
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lease give full name and address of your family physician
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Have you or any parents brothers and 51sters ever suffered from heart disease, stroke, high blood pressure, diabetes or cancer ? a a
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for “Yes” plgase give full details
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se give details of the existing medical insurance policy purchased.
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On the basis of the Sc edule of Benefits set out above, which of the following insurance plan do you require ?

FEl 1 Planl SHel I plan 11 g% Premium

A FHZEME&FHH]  Basic Program [ O

B i pff&FF5]  Supplementary Program
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Policy to commence on / / for one year.
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DECLARATION

I, the said policyholder / proposer, hereby declare that all statements and answers to all questions stated in this proposal are to the best of my knowledge and
belief complete and true and I hereby agree that these statements and answers shall form the basis and become a part of any policy issued hereunder.

I hereby authorize any licensed physician, hospital, clinic or insurance company that has any records or knowledge of me or any members listed above to give any
such information to Luen Fung Hang Insurance Company Limited.
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Signature of Proposer / Policyholder Date Signed
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Name of Agent / Broker Code of Agent / Broker

R * B3 Important Notes to Proposer
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1 Any other facts known to you which are likely to affect acceptance or assessment of the insurance cover you are requesting must be disclosed. Should you
have any doubt about what you should disclose, do not hesitate to ask us or your insurance agent / broker. We recommend you keep a record (including copies
of letters) for your future reference of any additional information given. Providing correct answers and making sure we are informed is to your own protection,
as failure to disclose such information may mean that your policy will not provide you with the cover you require and may even invalidate the policy altogether.

2 Personal Information Collection Statement
The information you provide to us is collected to enable us to carry on insurance business and may be used for the purpose of
. any insurance or financial related product or service or any alterations, variations, cancellation or renewal of them
. any claim or analysis of it
and may be transferred to any related company or any other company carrying on insurance or reinsurance related business or an intermediary or claims or
investigation; or other service provider providing services relevant to insurance business; or any association or federation of insurance companies that exists or
is formed from time to time.
You have the right to obtain access to and to request correction of any personal information concerning yourself held by Luen Fung Hang Insurance Company
Limited. Requests for such access can be made to our company.

3 Our company is committed to developing products to meet your personal insurance requirements. As you are a valued customer of our company we will keep
you informed of new products and services when they become available. If you do not want to receive this information either now or in the future, please
write and tell us.

*  The liability of the company does not commence until this proposal has been accepted by the company and the premium paid, except as provided by any official
cover note or certificate of insurance issued by the Company.
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