Reinstatement / Policy Coverage Change Form m

REEXN / REREELRE insurance

Please darken the appropriate circle i iEEEBIER Correct method IEFEF % : @

Policy Number {RE S
Personal Information 1B A&k} Life Insured #{R A Policy Owner {REEHEZE A

Name #55

ID Card No. / Passport No. / Travel Document No.
SR 05EHS / sEIRARSE / MRS SRS

Important Notes B4R :

e Any change or amendments in this form must be countersigned by the Policy Owner in full signature.
RERE T AN ATEIERIE AT BN ERIM S EEBIER o
e  Sum Insured can also be expressed as Protection Amount, Monthly Guaranteed Annuity Amount or Notional Amount.

BRERESHTAREIARESE SARIFEESSHAZEREH -

e  The amounts of Sum Insured are in Policy Currency.
RREEURBEEHHE o

e FWD Life Insurance Company (Bermuda) Limited (“FWD” / “the Company”) reserves the right to request additional information or documents and shall
have the right to decline this application if all requirements are not met.

EWMASRE (BRE) ARAR ("B / "2 ) BREREINENIX » REEIFMEER - SRARIERILARS -

PART A BB : SERVICE ITEMS RFIER

O 1. Change Sum Insured of Basic Plan, Plan Level and Change of Riders & A st 2I(RELE + 51 2I4R A RBP4
(If you wish to increase coverage, please complete PART B) (N FARIEIN{RIE > sAER 230 )
1.1 Plan Name / Rider 1.2 New Sum Insured/Plan Level/ Deductible
EAEE / MiaE FRIREEE / SHEIRE)  BHE
O Basic Plan B2t Increase Decrease
O i © mu
Rider Ffi#9
Add Delete Change
O e © s © zx
Add Delete Change
O g O m O =
Add Delete Change
O s © © =
Add Delete Change
O s O mp O =
Add Delete Change
O s © s © @
Add Delete Change
O sim O m O =
Add Delete Change
O e © © @
(O 1.3 Others EA (Please specify in details 5:£405R5A )
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O 2. Change of Occupation Class / Review Exclusion or Loading BI85 / F{REBIEMINFRE

o Please complete PART B :B5IHE Z 48
e Further requirement(s) will be subject to underwriting decision R E#ZRIER » RBRUEZEH

O 21  Review Loading / Exclusion JH &M IR E / FMREIE

(You will be required to pay all associated charges if any Medical Examination is needed. For VHIS certified plans, please complete "Policy Service
Request Form Addendum - Standardized Underwriting Questionnaire on Health-Related Information for VHIS Certified Plans".

g%ﬁﬁg%ﬁ% > {EFAE B EHE T AR - BERBRINER  FEE [EXRESGHASTHNENFFE - BEBRIUERERAN BHNRE
ZiREE ©)

O 2.2  Change of Occupation Class 5 24 24871

When BEEZENBHA :

O 2.3  Change of Smoking Habit EXIRER B
O Change to Smoker EXAIRIEE

When FSAIRIZERHER :

O Change to Non-Smoker B AIEIRIEE
O 3. Reinstatement {FEE{F

Please complete PART B and submit all arrears premiums plus interest. Please note that if any medical examination is needed, you will be required to pay all
charges associated with the examination.

(FEBIHRBEEHPRERFE  SHIBMEALTRS > EMEARHETARE )

To ensure that payment can be made successfully after policy reinstatement, please complete 4. — Change of Payment Method after Reinstatement (if necessary).

HERREERRBBERER  FER 4. - ERERRNOUNINE (NFRE) -

4 Change of Payment Method after Reinstatement (if necessary) BEIEIRERNSFIEE (MNEE )
4.1 Change of Payment Mode B R EIE

Yearly 45 O Half-Yearly 3444 O Monthly B#

4.2 Change of Payment Option B35
Cash / Cheque 3% / X Z (not applicable to monthly payment mode AEAI B&ET A )
Autopay BEENEEER (please complete 4.3 — Change of Payment Method 351E%E 4.3 - BERIHAR)

O By bank direct debit & $R1TEIZER O 3 of each month &7 3 $EEENEEIR O 25" of each month &8 25 55 HEHEEER
(Autopay will be arranged on the 3 of each month if no autopay day is selected U3 A EIZ H SR AL - HERAGRHNER 39%)

O By credit card direct debit on the 3™ of each month &{EAFEA 3 SEEIZIR
(only applicable to monthly payment mode and may not be applicable to certain products RiERM B A > AIAERBERRERER)

O 4.3 Change of Payment Method E{IFA R

Direct Debit Authorization ELIE{JEriSiEE

1/We hereby authorize my/our below named Bank to effect transfers from my/our account to that of the FWD Life Insurance Company (Bermuda) Limited (the
“Company”) in accordance with such instructions as my/our Bank may receive from the beneficiary and /or its banker from time to time.
ﬁA(%%%ﬁ%$A/E%ZTm$ﬁ“(mﬁ&ﬁAﬁE&mﬁﬁ$ﬁ£¥$A/E%EGZEE)E$A/§%Zﬁﬁﬁﬁﬁ$éﬁk%ﬁ@(ﬁﬁg)ﬁ@
AF) (“RF ) °

I/We agree that my/our Bank shall not be obliged to ascertain whether or not notice of any such transfer has been given to me/us.

TN/ BELERBHFAN / EENRITHEREEEZSERENETERTAAN/ EF -

1/We jointly and severally accept full responsibility for any overdraft (or increase in existing overdraft) on my/our account which may arise as a result of any
such transfer(s).

MRZEFERMS AN / ELZRPHRBEX (HLHRZBEZILM) > AN/ EEEEHRKRERFREHEE -

I/We agree that should there be insufficient funds in my/our account to meet any transfer hereby authorized, my/our Bank shall be entitled, in its discretion, not
to effect such transfer in which event the Bank may make the usual charge and that it may cancel this authorization at any time on one week’s written notice.
gg%@iﬁ%m$A/E%Z%ﬁﬁﬁ%%%ﬁiﬁﬁ%ﬁ%ﬁﬁ’$A/§%Zﬂﬁﬁ%K%EE’EﬁﬁﬂwmﬁﬁZWE’ﬁﬂ%ﬁﬁ—i%%ﬁﬁﬁm
This authorization shall have effect until further notice or until the expiry date written below (whichever shall first occur).
AREEREEENEESTRNALSEETHEHEAL UREPRENEHEAE) o

I/We agree that any notice of cancellation or variation of this authorization which I/we may give to my/our Bank shall be given at least two working days prior
to the date on which such cancellation/variation is to take effect.

KN/ EBLERE > AN/ EEECHRERAEEE ZETER - HREUH / ERERASOMETFERZARFTARAN / EFZIRT -

I/We agree to deduct premium and levy payment by autopay through my designated bank / credit card.

KN/ ELRERERGEBERSA / ESEENRT / ERABROXM

“Notes FfizF :

(1) If the amount of your payments are likely to vary each time, set the Limit for Each Payment at the maximum amount you would expect to pay at any one time. If “Limit
for Each Payment” is not specified, the debtor’s bank will set the limit as “unlimited”.

MA RN EEEERAIAERR B REE EASRIRHNREIREE o i1 SRIRIIRE —HREEL  BHRTTRERBERES [FRER ©

All debits will be made in Hong Kong currency. If currency conversion is necessary, the rate to be used will be that of FWD Life Insurance Company (Bermuda) Limited
applying at the date of lodgment and, if applicable, dishonor.

—UIRIENAB A B - EREENERAEY > EXNEAMSTEARZEHRAT ZERAE o

If account holder is different from the policy owner, please complete “Special Arrangement of Premium Payment Application Form” and submit ID copy.
ERPFAANMRBEGEA » BRR “RESMRZHRFEE" WIRHS HRANM o

(4) Should any disagreement arise in respect to the interpretation of this Authorization, the relevant clause as expressed in English will apply.

ERAREEZRERAERTE  UEXNE-

O O|O| © [O|O

2

(3

<
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O Direct Debit EH3Z{JFr (Payment by local Hong Kong Dollar Bank Account &8 Zs#t$R1T 2 #oER B &R E )

For change of direct debit account, please choose your preference here. MIZEEXTHE D » HIEFETHIER o
(Not Applicable to Credit Card Payment &S FIE(ITR © )

(If not specified, the existing direct debit account will be stopped immediately i1% FRBIET » ZNAEHGERHEAEERA D)

O Stop using the existing direct debit account two months after reinstatement.

RmfE A &= EREERA O

O Stop the existing direct debit account immediately and two months
premium was paid.

BN AEERA O > BEBRKMERNRE

Bank Name and Branch Name

RITRDITRME

Bank No. $R1T4RSR Branch No. 3174R5% Account No. BR B SEHE

Bank Account No.

SRITERPSRES

English Name of Account Holder

IRPRFAAREXHS
ID No. S5 38R 1H57E5 Type £85!
O HKID 8517
(N S o gy o
O China ID/Travel Permit it 5 15:% / @173
O Business Registration E2E30
O Certificate of Incorporation A EE

English Name of Other Account Holder (Joint Account)
HMERA A AR (BEBRO)

ID No. S{3EEEAX 55

Type 485!

HKID F#& 51558

Passport &8

China ID/Travel Permit At &1{5:% / @175
Business Registration B &0

Certificate of Incorporation AT X s E

00000

Note & :

If the Policy Owner or Insured is not the holder of the above bank account, please read the “Personal Info rmation Collection Statement” overleaf.
& LiRIT A OIFMREEE ASRIRAFIEE » FRMEREEN NERABRER) -

All the above information provided must be consistent with the Bank’s record.

W EFriR R E R A BSRITACIRAART o

Limit for Each Payment Signature of Account Holder Signature Date
BRMFREER IREFEAEE FZZEHH (DD/MM/YYYY)
775 HKD

O Credit Card Payment {SF-R{FFX (Applicable to Credit Card issued in HK only RN &#5 H 2 ERNE)
Credit Card payment is not available for specified products. i A-E{IF R ERMERNER °

Please charge the following credit card account :B7E A FEHE A OINRERIFIE ©

O FWD Credit Card Account

EEERERD [ | | |

VISA/MasterCard Account
VISA TS / BEERAD [ | | |

Card Expiry Date (MM/YYYY)
(EREENE (B/%) L

| /210] | |

Note JE& :

If the Policy Owner or Insured is not the holder of the above bank account, please read the “Personal Information Collection Statement” overleaf.
& LIRITR OIFRREBEZ ASRRAFRSS > ACMBEEN NREEAERERA) -

All the above information provided must be consistent with the Bank’s record.

W EFriR R E R ARSI TACERABRT -

Credit Card Holder Name
FEAZHE

Signature of Credit Card Holder
FAARE

Signature Date
ZEZHH (DD/MM/YYYY)

FWD Life Insurance Company (Bermuda) Limited (Incorporated in Bermuda with limited liability)

EFASRE (BRE) FIRAE (RNEREFMRILZERAR)

Page 3 of 8
L-LA23-MAR-25



PART B Z&B : PERSONAL PARTICULARS BAE#}

(For VHIS certified plans, please complete "Policy Service Request Form Addendum - Standardized Underwriting Questionnaire on Health-Related Information

for VHIS Certified Plans". {[E EEEFAAEmR ° :AEE EXRRESHABKMNENERSE - BERRINEREREERERIZEZRRSE] ©)
O 1. Occupation Details (For Life Insured) B2 (iBRAREEA )

Please state your Occupation Title, Exact Job Duties, Nature of Business and if business travelling is required

FRPE T 2N  BBHE  EBHERETREIIMAR - Bl

O 2. Other Details (For Life Insured) E S RIEFRE (ERAMREREA )

Do you have in force or are you now applying for any life or disability insurance with any company and do you have any life or disability insurance held
or applied for by you ever been declined, postponed or modified in anyway? If yes, please give details below. Bl T2 EHE X ERARBELATDKREASHER
78 ? BREGRFBABIER « EEZRABRZRGE ? ER » FHERFHE

O Yes 2 ONo &

O 3. Education Details (For Policy Owner) 3{B12E (EAMRERZEA )

Policy Owner education level? {REHEZZ AR BIZE ?

O  Primary or below O Secondary / Matriculation O Vocational Training / Technical Institute / O Post-secondary / University or above

INBI TR e/ 3ER Business Institute K&/ KB E
HEETIR / T30t / iR

O 4. Income Source Details (For Policy Owner) WA KR (iEARREREZA )

Is the source of income regular? B FHIWRAZRZEE ? OYes 2 ONo &
O 5. Personal Habit Details B A ZFEHF Life Insured R A Policy Owner {RE#EZEA
A. Have you smoked any cigarettes within the past 12 months (Excluding cigars and pipes)? OVYes 2 ONo & OVYes 2 ONo &

(If “No”, please complete 5B)

ETBE+T_EAARGEERE (REESMKES) ? (B E) > BE% 58)
Note: Any misrepresentation or non-disclosure of smoking habit will render the policy | If “Yes”, state no. of cigarettes | If “Yes”, state no. of cigarettes
void in case of claims, whether the claims is per day per day
it [ AIBAETE - MAANTTEB U FEE T DR RIEE B EHR G EE - BIfw | & 121 81 52 = 21> 8H 52
RAVEIEE 2 FRE D RIRIETTEE » Y8R RELRY o

B. Have you ever smoked any cigarettes (Excluding cigars and pipes) in the past? If “Yes”,

please specify: B TEERE (FEESHRIEL) ?25E (21 > AERSHRA
(1) your consumption in the past X RAHE

(2) when {Z1EIR AR B HA and &

(3) for what reason of stop smoking J& &

OYes 2 ONo & O Yes 2 ONo &

C. Do you drink alcohol or do you have a drug taking habit? If “Yes”, please specify:
HTREARAERRRIRRENNER 5 ()  HEmHE OYes®E  ONoRE OYes®  ONom
(1) daily quantity (& (2) kinds of consumption %85|

D. Do you, or are you likely to, engage in hazardous pursuits (such as motor racing or

scuba diving, etc.) or fly other than as a fare-paying passenger? (If “Yes”, please
complete appropriate questionnaire.) OVYes 2 ONo & O VYes 2 ONo &

BTREANE2REARKRES MBEEREHFHKIMEKE) REUBERETSHR
ERITES? (B TR FEBEMEBE )

O 6. Personal Health Statement 2Bk R ESEA ; : s e
(For non-medical cases only fEERNFEE SR ) i (Sl S ey O, B
A. Please state you_r_height and weight. VAR L7 e
AEBETHNESRIEE cm EX  FtRR In. & cm EX  FtR In. &
Y N /2 O N A e O
Kg. 2f Ib. i Kg. 2F Ib. B

B. Do you have any weight gain or loss of more than 5 kg or 11 Ib in the past year? (If “Yes”,
please state the weight gain or lose in kg or Ib with reason in the Supplementary
Information.) . , . . e OYes 2 ONo & OYes 2 ONo &
ETEBRE—FRERFTHEMFIALVBBRBEAFRE+—E? (B 121 ERTIHTER
BRI E—EREEMFEL 2 AT HFEHREE <)

C. Have you ever had, or been told you had or been treated for:

BTEEERANETBE TIER « NEEAMERER

i. Diseases of the heart, blood or circulatory system such as rheumatic fever, high OYes @ ONo & O Yes 2 ONo &
blood pressure, haemophilia or anaemia?
BLOE ~ RFBIRARARINGER > MERMEOER - BB « MAFHED ?
ii. Diseases of the eye, glandular, digestive or kidneys systems such as ulcer, diabetes, OYes @ ONo & O Yes 2 ONo &
bladder, kidney or liver diseases or diseases of the thyroid gland? (If Hepatitis B
carriers, please also specify)
HIERES ~BRAE VHICRAS B EARMNRER - WIEE ERE BERER JBR (A
RRIRER ? (BEAZERXRBESE  HA3H)

iii. Diseases of the respiratory system such as asthma, bronchitis or tuberculosis? OYes @ ONo & O Yes 2 ONo &
IR RAR RN IR ~ 2 R KB IfAE1Z 2
iv. Diseases of the musculo-skeletal system such as arthritis, paralysis, gout, back OYes 2 ONo & O Yes & ONo &

disorder, deformity, amputation or severe injury?
SRS RRARMNER > MERER « B  BE - HIRERE -~ B RERTIRE

BREREG?
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O 6. Personal Health Statement (Continued) AR EZER (45)
(For non-medical cases only {EERNFEE SR )

v. Diseases of nervous system such as mental diseases, stroke, multiple sclerosis, OYes 2 ONo & O Yes 2 ONo &

tremor, giddiness or other mental impairments?

PR RGIRR » B ~ A - STBE(LE « B - ERSBHREER?

Cancer, tumour or any sexually transmitted disease, HIV infection, Acquired OVYes 2 ONo& OVYes 2 ONo &

Immunodeficiency Syndrome (AIDS) or AIDS-related complex?

;Jz'; Hﬁ;fﬁﬁ‘%?ﬁ'&%ﬁ%f@%ﬂ’ﬂﬁﬁ “HIVRUR - BREBIENRZIE (BHRK) =
?

i. Any other disease not mentioned above which require investigation, treatment or OYes@ ONo & OYes @ ONo &
hosp|tallzat|on for more than seven da s?

MERMUINZ EAETER » MEEETHE  ABRNEREB8tH?
D. Haveyouever B TFE

i. had any check-up, consultation, treatment, operation or diagnostic test (such as OYes @ ONo & O Yes 2 ONo &
ECG, X-Ray, Barium Meal, AIDS Test, Mammogram, pap smear or Cancer Marker
Blood Test); been so recommended; had a blood transfusion or been refused as a
blood donor?

BT ESHEIRRESETEMRE 208 ~ FirgigR oER -« Xk RE -
BRFEEE LE XX TEEAKAER - BROKAR) > IBEIHOKEERE
AR ?

ii. Or are you currently receiving medical treatment or under medical care of any kind? OYes 2 ONo & O Yes 2 ONo &

BT RS SRy a R B RER ?
E. (For Insured with age O to 17 only) (#E#EAHt 0 E 17 B ZHWIEA )

i. Do the parents of the insured own any life insurance policy? (If “Yes”, please state OYes 2 ONo &
their type of insurance, currency and coverage amount in the Supplementary
Information.)

WREEZR %EEHA—«@F“? B TR #ARTIHAENIBIRAE
i—'Eﬁ&A—A?F%ZﬁF 185 ~ B R(RIEEE o)

Life Insured 1R A Policy Owner {REEHEZE A

vi.

vi

ii. Please state the weight at birth. (For the Life To Be Insured aged under 24 months only) L1 7L L !
BEBHARMAEE o GEEARN 24 BAARUTHHEAN) Kg. AF Ib. 5
F. (Female Only) ((EBERAMLIEWRA)
Have you ever had, or have been told to have any disease/disorder of the cervix, OYes @ ONo & OYes & ONo &

uterus, fallopian tubes, vagina, ovaries or the breast? Have you ever had

complications during or as a result of your pregnancy such as high blood sugar,

high blood pressure or other complications?

HTEEEE  WENBETATFEE T2 HNE BB NERRAEZIHEF/

KA ? RS EEIHRABM S REZMERHEIE GlNSmE S mEEs 6 3E 2
ii. Are you now pregnant? (If “Yes”, please state the estimated date of childbirth.) OYes 2 ONo & OYes 2 ONo &

BTRERTIEESZ? (& 21 AXHEEH )

Supplementary Information #7E & ¥l :
For any “Yes” answer, please state dates, diagnosis duration, results, stage of recovery, name and address of all attending physicians.

ELREMBEEZEER TR & FIARH - 20 - BREE  IEERARTERR > ARMABRENERMMIL

Life Insured #fRA Policy Owner fREEHER A

G. Family Health History $B AR
Has any of your parents or brother or sister ever had diabetes, breast, cervical, ovarian, OVYes 2 ONo & OVYes 2 ONo &
colon or other cancer, high blood pressure, heart problems, stroke, muscular
dystrophy, Huntington’s disease, polycystic kidney or any other hereditary diseases?
(If “Yes”, please complete the table below in details.)

METRBHEA—UTE / hik B BIREIESR EFERR ~ 32 - FEHE ~ IPEE -
PR s EL AR » B ~ DES ~ PR~ AEMEE - FEERESE - 2EBR 5
EEEMERERF? (& 121 > FER TIHRBREARNRFMMNUERER <)

In the unfortunate case of death, please specify

Reletionship | AgeofOnset | Typeof Disease | Cumront Health () Cause of Death & (2) Age of Death

BEREGH  FRIERA () BRERREK (2) S

Father ¥

Mother £}38

Brother(s) / Sister(s)
S5 / Wik

O 7. Occupation & Income Details (For Disablility Income Only) Life Insured BEA
HERASHE (GEEBRASREHL) -

A. Are you self-employed? If “Yes”, do you work at home? Please state no. of employee. Yes £ No &
HTREERE?E Rl BTRSEXRPIME? AIRESAZ - = =
O O

B. Please state your annual (a) earned income (b) commission/allowance (c) unearned income.

AT ERE—F2Z

(a) ¥z $ (b) A% / 2Bk $ (c) EfA $
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Declaration 4

I/We declare that I/we have read and fully understand the implications of the contents of this Application, and that the information given in this Application is
true and complete to the best of my/our knowledge. | / We agree that if I/We fail to provide any information requested in this Application, it may result in the
inability of FWD Life Insurance Company (Bermuda) Limited (the “Company”) to accept the application.

AN/ BELERBRAAAN / ELERBKRTR2ARAREMHANBTREE » MARRARENEIIBEAN / EEMANEEREE - KA / BEEREESAN/ B
TRERMARRFMBNEAER » AREEBASZFRER (BEBFRE) ARRAT (‘A8 ") FERZAREE -

1/We (acting on behalf of the Insured, wherever applicable) hereby irrevocably authorize any employer, doctor, hospital, clinic, insurance company, government
office or any organization, or persons who have any records, knowledge or information (whether medical or otherwise) of me/us (or the Insured, wherever
applicable) to disclose, release or transfer to the Company or its representative(s) such information pertinent to this application. This authorization shall bind
my/our successors and assignees and remain valid notwithstanding my/our (or the Insured, wherever applicable) death or incapacity in so far as legally feasible.
This authorization shall be valid until my/our further instructions. A photocopy of this authorization shall be as valid as original.

AN/ EF(ARZRA > MER ) FILEE (IR HE) FRASESA/ EL (R2RA, NEA ) EALHE - EARER (TRBRIEMEE) fEE 8B4 -
BaBR ~ 2P ~ RIRAT) » BUNSPINEMEEHA L - BARARHERRER « BRNBBZZTEHEARFEZA « MEEBEN / ESEANKREEARLRS
FEERN/EE (HZMRA > NER) ETEHBKITARES » THERBT MIAREN ) EEARAN / EFE—FIET - FAEEENHNARABEIEARENS
I/We have read, understood and accepted the Personal Information Collection Statement (“PICS”) attached to this form. I/We consent to the transfer of my
personal data outside Hong Kong and I/We understand my/our personal data may not be protected to the same or similar level in Hong Kong.

KA/ BEECMRAKRAEN / EFRARIEZMNARBHBEBAEHER - KA/ EXEREEANEABREBBESRERIN > HAAN / EZHAERAN / EFHE
ANBERRU ] S S E S BER SR LIZENRE o

Collection of Levy by the Insurance Authority (“IA”)

With effect from 1 January 2018, Levy collected by the Insurance Authority will be imposed on relevant policy at the applicable rate. For further information,
please visit www.fwd.com.hk or contact: (852) 3123 3123.
For policy services requests that involve payment of premium, please be reminded to pay the levy as well.

RIBEEER ( MRER ) WINRERE
2018 18 1B > REBERZRERBEXNERMMENRE - MBEMER > 5258 www.fwd.com.hk {EE : (852) 3123 3123 ©
WMERRESHARRFI RREHNY > BRNFHZRERE -

Authorization 121§E

| hereby authorize or authorize on behalf of the Insured (if different);

1. any registered medical practitioner/hospital/clinic/insurance company/government institution or other organization that has record or knowledge of my or
the Insured’s (if different) health and medical history or any treatment or advice or that has been or may hereafter be consulted to disclose to the Company
such information as required by the Company in relation to this application and any matters arising from any policy issued pursuant to this applications; and

2. the Company or any of its approved medical examiners or laboratories to perform the necessary medical assessment and tests evaluate my or the Insured’s
health status in relation to this application and any matters arising from any policy issued pursuant to this application. (Note: This authorization shall bind my
or the Insured’s successors and assignees 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.)

RAEEEEIARBREA WETR) & :

1. BEARARER > ARAUEKFANEBRAATREA WAETRRE) HRERBERLHS  WEMAREENEMERSRUABBE RS ZEAZMEE « Bk -
2R RIBAR B ENECERERAMARBEZEN » RIREARFBREHZREFS EMNEMEMF -

2. ABHATHFINBRBRASICEFT > AXRBERARBERFFME HRESENEMSEG » ETUVENBSETHEAE » LEHEEANSFRFARRERT
gé;i%‘ 2§r$§§§ﬂxzk)§EE?&{%)\B@??(%&)\&E%?&A%E%%?J > W BINERE ERIITRY > RN ARRRATETREREITARES » NEEMAEN o K-

RIEARBA
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| CONFIRM this Reinstatement / Policy Coverage Change Form is signed in Hong Kong.
AFERILREEY / REMREENRBETEEE

Signature of Policy Owner Signature Date (DD/MM/YYYY)
REETAEE ®EHH(B/B/F)
Signature of Life Insured (if other than Policy Owner) Signature Date (DD/MM/YYYY)
WIRAZEE (IEREBEEEN) HEHWH(B/B/HF)
Signature of Irrevocable Beneficiary (if applicable) Signature Date (DD/MM/YYYY)
ZEA/ FOHHEZEAEE (WNEA) HEHH(B/B/F)

Name of Irrevocable Beneficiary (if applicable)

REA/ FABEER S AMR (NEA )

For Assignee Use Only (if applicable) Z:BEAZH (MiER)
| / We, the assignee of the policy, hereby consent and agree the Policy Owner for applying the above policy change request(s).

TN REREAN > BILEZSERRSRERE AR EREBMEHE

Signature of Assignee Signature Date (DD/MM/YYYY)
ZEAEE HEHH(B/B/F)

PLEASE DO NOT SIGN ON BLANK FORM 571EZHRIBLEE

Adviser Information I2EIEERIE )
Adviser Name I2A1EBRIER  Adviser Location IBRAEERIME Adviser Code IERFRARISREE  %share B3 LEZ D EC Adviser Signature IEBEERI 22

1 (N I B
2 (N N O O
FWD Life Insurance Company (Bermuda) Limited (Incorporated in Bermuda with limited liability) Page 7 of 8
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Personal Information Collection Statement (“PICS”)

WS BAE IR

The terms “personal data”, “direct marketing”, and “processing” used
in this Personal Data Collection Statement shall bear the meanings
as assigned to such terms in the Personal Data (Privacy) Ordinance
(PDPO). We may collect or obtain, hold and use, your personal data
provided in this form for (i) assessing, processing, verifying and
determining your eligibility to apply for the policy or services, (ii)
contacting you to inform you of the outcome of your application,
(iii) carrying out direct marketing activities in accordance with your
consent given in the “Direct Marketing” section in the application
form (in compliance with the relevant requirements of Part 6A of
the PDPO), (iv) compilation of statistical and actuarial information
and research and training purposes, and (v) any other directly
related purposes pertaining to any of the above, or other purposes
agreed by you. We may disclose or transfer (whether within or
outside Hong Kong) your personal data to our Agents or authorized
insurance intermediaries or third party service providers for or in
relation to the aforesaid purposes. We keep your personal data
only for a period reasonably necessary for any of the purposes set
out above or as prescribed or permitted by the applicable laws and
regulations. If you do not provide the required personal data, we will
be unable to process your application for the policy or respond to
any request, enquiry or complaint, as the case may be. The updated
version of company PICS is available for download from our website:
www.fwd.com.hk, and is made available upon request.
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