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Application Supplement For
“The ONE” Accident Protector

"EEAMI BIMRESTEIMINERES
Policy No.: Proposed Insured/Applicant/Owner:
RE R EZRAN/RERFA/FFEA

Free Family Accidental Protection #REZRAZIMRIE

The below section only applicable if proposed insured and applicant/owner of the application is the same person.

DFE G RERANERRARREREA/SEARR—A -

Free Family Accidental Protection provides a one-year free coverage of accidental death and accidental dismemberment benefits, up to 100%
of the sum assured of The One Accidental Protector in the first year, subject to an upper limit of HK$2,340,000/US$300,000 for each eligible
family member. Eligible family member refers to the legally recognized spouse and/or children of the insured and reside in Hong Kong/China at
the date of issue.

REFXABIMAERHSEBNREREAI—FHFN TE258, AEENES A= 1TNEET/ = +tEETHNRERINETHEERRE -
AERNRERBRESFEANERHERSE/PEZAFRBR/HTFX -

Please indicate family members you want to enroll for Free Family Accidental Protection by ticking below box and filling in relevant
information. If you have more than 5 children, please provide details on the “Supplement of New Application for Policy” (NBO53).

ARHHRFERERARIMRBRRERSFM v 7 - MPFNRERSSHAR TR > FL T REBBFHAEH . (NBO53) HE -

Family Members Sex DOB (DD/MM/YY) Occupation Residence Country
KERE RE3: ] HERH S BEEXR

O Spouse AC{&

O Child 1 F%1

O Child 2 ¥%2

0 Child 3 ¥%3

O Child 4 F%4

O Child 5 ¥%5

NB281/0617/CO
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Declaration & Authorization BRI IZIE

I/WE HEREBY DECLARE AND AGREE THAT: (1) I/We have read the IMPORTANT NOTE from the application form. I/We fully understand
the consequences of my/our failure to discharge my/our duties stipulated therein; (2) All statements and answers to all questions in this
application and any questionnaire or declarations of insurability or health completed in connection with this application including without
limitation those made/completed in any related medical examinations, whether or not written by my/our own hands are to the best of
my/our knowledge and belief full, complete and true; (3) All answers to such questions, together with this application shall form the basis
and become a part of the insurance policy to be issued by the Company upon its approval of this application; (4) Except for disclosure in

the preceding section, I/we confirm that I/we am/are acting solely on my/our behalf in respect of this policy. In the event that I/we am/are
acting on behalf of another person, without limitation, as trustee, nominee or agent, I/we understand and agree that I/we am/are needed to
complete a “Supplementary Form of Beneficial Owner/Controlling Person/Successor Owner” (NB222) to provide identity information
and documents, including but not limited to any copies of identification documents of the beneficial owner and any documentary proof of
my/our legal capacity and authority in so acting; (5) The Company is not bound by any statement which I/we may have made to any person,
including without limitation the Agent named herein if not written or printed here; (6) I/We shall disclose to the Company any change in the
health or insurability of the Proposed Insured(s) subsequent to the signing of this application but prior to any policy being issued AND the
failure to disclose any material facts and/or circumstances relating to any change in the health or insurability of the Proposed Insured(s) shall
render the contract voidable; (7) Any payment made in connection to this application does not guarantee immediate approval of the coverage
applied. The insurance coverage applied for shall only take effect where the relevant policy(ies) has/have been issued and the first premium
duly paid during my/our life time and good health. I/We hereby irrevocably authorize (i) any employer, doctor, hospital, clinic, insurance
company, government office or any organizations or persons who have any records, knowledge or information of me/us (whether medical

or otherwise) to disclose, release or transfer to the Company or its representative such record, knowledge or information pertinent to this
application for insurance, reinstatement and any claim arising therefrom; (ii) the Company or any of its appointed medical/para-medical
examiners or laboratories to perform necessary medical assessment and tests to evaluate the health status of me/us in relation to this
application for insurance, reinstatement and any claim arising therefrom. This authorization shall bind the successors and assignees of me/us
and remains valid notwithstanding my/our death or incapacity. A photocopy of this authorization shall be as valid as the original.

FA/BFERERRAE (1) AAN/EFCHFRPFELNERETR AN/ EEREPH—EERGHRE L2 EE ) (2) RltHRFEE
RAFMERERS LN — IR RATE R R AR E AR - SEETRNERSEHEFHNEASIERNEY - TRESAA/BERTFH
B BAAN/EERAFE © 9AEBEZEIAREEL  3) LAMBENREERKILIREE - BRARERZHARE - UESARREZHRE
BRAMAREN—IM 5 (4) BLtKEI - AN/ EFHEDBEN/EEEZTERRASTEMRALRE  MEAN/EEERRAMBATS
THREFREEA RBARREA  AA/BEFHANERES "ERlEEA/TE/EEFFABRENRE (\B222) DRHEMERETA
WEHERR G - BEEATRNESEEASGERNGEIER - UREMEAEAAN/EERREFIEREENMIREITEMERXG 5 6) XA/
BEHREMA - SELFRENSHBERAEHAEMER  WREEILRGEE HASHEY - EARTATHNIR ; (6) AREPFEEHEER
BRI AN/ BELAEEEREARPREMREANERTEAIREMREE - AN/ BERMULARRE - SARGRIUER
AN/ BEZEWRESH (1) BARZFEBRMEMGN - L TRELPETARESEMN - MARZENRESEEREJLRNAN/BFE
EEERER  LEAA/BESRERINVERLT - HAEM - FA/SFLRE () FEE - 8L - Bk - 257 RRAR ~ BUFEEF > SiE
B RAL - EEAN/BEREMILHE - MHHEN - URZFENREARNEARNRKIKE « ¥R - AUMEAZMHREE - RE
EAEEM AL MR RERFENRE ; () SARNEARNEEMNER/ SNSRI E SIS - MARMZORAE « REENEHLMEL
RIERVERGE - EITERAIMEERIER - LIRER N/ BEREARN - FREEHEN/EFRAARZEANSBNRA - AMEEFA/EFRCE
REITREENRINAAR - RISV EARRRERARFAN -

I/We hereby declare and warrant that solicitation of sales and all other marketing activities on part of the agent/representative of the
broker and sale formalities (including but not limited to my/our signing of this application and payment of premium) took place in the Hong
Kong Special Administrative Region.

KAN/EFELBARRKRE GRASHER/ PN ALTARENEE - BEASHREERINEHETE BREETRRAIN/ZEHELATRER
BENH) BEEBRNTHEBIREARET

Signature must be consistent with that in your life application form.

ETEERABEAFE L ZEEERE » LUMEKE -

Name of Witness/Agent/Intermediary
REBA/RG IR/ RN AR

Signature of Witness/Agent/Intermediary Date Signature of Proposed Insured/Applicant/Owner Date
REAN/MRBRE/ AN AEE HEA ESRN/REBRBEAN/FFEAE BER

Chubb. Insured.
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