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Agent’s/Intermediary’s code fRIIR/ 7 ARIE I O

Agency #5! -

Registration Of Family Members For
Embrace Care Critical Illness Protector

ZIDTEBKRETEIXENE SR

Policy Number: Proposed Insured/Insured (“Insured”): Applicant/Owner (“Owner”): (if other than Proposed Insured)
RE MRS EZRAN/ZRA (TREND) RERFEA/FFEA (THBAL) QIFELZEAN)

You can use this form to register (i) the Insured’s child(ren) for Protection Sharing Benefit; and (ii) the Owner, Owner’s spouse and Owner’s
Child(ren) for Family Premium Waiver. Please provide the relevant information required and answer the health declaration below.
SBEALERELER () LEREBANZRATL S & () KERESRRANEEA - HBEAER B AFR - BERETIHEBRREENREZE
fRERARER -

You can only register child(ren) of age 15 or below. They must also be natural child(ren) of the Insured or Owner. Adopted child(ren) are not
included.

BRI BLFRBSHEDL THFR » RIMVEAREABFEAZREE TR UTBEREFX -

For Family Premium Waiver, you can only register the Owner or Owner’s spouse if their age is 50 or below. The Owner must be either the
Insured, the Insured’s natural parent or the Insured’s spouse.

MEERBHRRME - BRAUBLFRBS05HL THIFEARFEARLR - FEALEAEZHRA » RRAZBELSHZREANZEE -

“Age” refers to age at the nearest birthday.

T8 BRIBAERZF ©

Protection Sharing Benefit

HERE

Full Name (same as HKID/Passport) Date of Birth (DD/MM/YY)
e (EEESRE/EEEER) HERM (B/A/#)

Insured’s Child 1
ZRAFL1
Insured’s Child 2
ZIEAFR2
Insured’s Child 3
ZRAFL3
Insured’s Child 4
ZRAFL A4
Insured’s Child 5
ZRAFLS

Family Premium Waiver

KERBEHE

Full Name (same as HKID/Passport) Date of Birth (DD/MM/YY)
e (HMEES3E/EE LER) HERM (B/A/F)

Owner

HEA

Owner’s Spouse
S Z=PN:D]iW
Owner’s Child 1
BBAFL1
Owner’s Child 2
BBAFR2
Owner’s Child 3
BEAFL3
Owner’s Child 4
BHEATXA4
Owner’s Child 5
HEAFXS

NB382/1018/CO
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Health Declaration

f2ERE2ER

Has the Owner, the Owner’s spouse or any of the Owner’s child(ren) or the Insured’s child(ren) listed in this application been hospitalized for
more than 14 days within the last 5 years or have any medical conditions that requires ongoing treatment or follow-up investigation?
HRILEREBRMIBAZEFE A « HE AR - HAFEAFLERZRATFR  BENEEAFAR EREEI4REERRRARL M H R E LR
BRERRE?

O Yes & ONo&

Declaration

E0R

I/WE HEREBY DECLARE AND AGREE THAT:

(1) This application is subject to the Company’s prevailing rules and must be approved by the Company. The Company has sole discretion to
determine whether to accept the application for registration. The Company may ask for additional information or impose any conditions
for registration.

(2) I/We have the consent of the Relevant Persons (being the Insured’s child(ren), the Owner, the Owner’s spouse or Owner’s child(ren) listed
in this application) to provide the information required.

(3) I/We have checked with the Relevant Persons and confirm that all the information and declarations in this application relating to the
Relevant Persons are true and correct AND the information provided in this application shall form a part of the insurance policy to be/has
been issued and be a condition to registration.

(4) Protection Sharing Benefit and Family Premium Waiver are subject to terms and conditions set out in the policy provisions. I/We
understand there is a waiting period of two years and the benefits are not available for any medical conditions existing prior to or within
the waiting period.

(5) At the time of claiming Protecting Sharing Benefit or requesting for Family Premium Waiver, proof of Relevant Persons’ identification, proof
of relationship, the proof of illness/death will be required together with any other documents required by the Company.

(6) If there is any change of Owner of this policy, the Company will revoke this registration.

(7) 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.

FA/EFELBRERAE
) LERFERALARRITRERFIRVBERALARAME - FARNEEERERIZELHS - AARNEREZMERIAINE K EIERE -
Q) AN/ BEEEEBHEBAL (AIIRLRFEZZRATFR  HFEA  HFEARBSFEATR) WEBLREHAEEH -

Q) AN/ EECAMEMATIRE  RILFFEAZEBATHNERNRERALREE RERULI L RFAFTRHNE ISR ER/ CHEBREZ
—ERDRE R A&

(@) HERERRERERRIRIREMSERARIZERRMR - AN/ EEHEFRBABME - RENRSERBRESLATEFEMNRERR - 1§
TERHEAZRERRERERR

(65) RETHERENRERPFRERERRYE - AARBERERMALNSMHER  BRER &R/ S8R REMEAS I -
(6) EEHULREZFAAN » AATRNEHHALER -

(7) BEASIRER/ PN ARRFRMUNHE - GRSKEGRIBEHETE (BEATRMAN/ EFHELRARNREREZ XS EEEES
BATHEEEAHEST

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

BTEERABURFEE L ZEZERE - LUE%E -

Name of Witness/Agent/Sales representative

BA/RERIE/ EEARYR

Signature of Witness/Agent/Sales representative Date Signature of Applicant/Owner Date
REA/RBRIE/ EERAREE BHEA REBRFN/FFEAE BHA

Chubb. Insured.
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