Authorization for Living Claims FWD

EERESISIES insurance

Policy No. {REE5EHS

Name of Insured #{RAMR

Authorization

| HEREBY AUTHORIZE AND AUTHORIZE ON BEHALF OF THE INSURED (if different):

1.

any registered practitioners, hospitals, clinics, insurance companies, government institution, organizations or persons that
possess any medical history or records or employment and salary information or other information of me/the insured or whom |
have attended or may hereafter attend, to disclose any of my or the insured’s medical information or other information to FWD
Life Insurance Company (Bermuda) Limited in relation to this claim.

the Company or any of its approved medical examiners or laboratories to perform necessary medical assessment and tests to
evaluate my or the Insured’s health status in relation to this claim.

FANELRESARBRA (NERR) RHiE:

1.
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[Note : This authorization shall bind my and the Insured’s successors and assigns and remain valid notwithstanding my or the
Insured’s death or incapacity in so far as legally possible. A photocopy of this Authorization shall be as valid as the original].
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Date (DD / MM / YY) Signature of Claimant Z{E A\ &%
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Name of Claimant Z{& A\ #:%
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