HSBC Lif WM

MACUFT:

Policy Number £ & 5£ 5

Change of Policy Benefit
ERRERE

Name of Policyholder in English
REFH ARIEA

Name of Life Insured in English

FRAE I

NOTE ;T & : 1. HSBC Life (International) Limited is referred to as the “Company” or “HSBC Life" in this document. JEZA 2 (BI85 ) B R 2 G141l X 1 78 5 K2 5] |2t
LR -

2. Please puta V' in the appropriate box(es) and complete in BLOCK LETTERS. 78 & H 5 AL 5+ FEFIEEE ©

3. If the insured is under age 18 on the date this application is signed, the Policyholder must answer questions on behalf of the insured. 2 ZRARFEFU #55
RIFFRZ 18557 BHREFBEANBIELE -

4. If the premium payments are paid in currencies other than the policy currency(ies), the premium payments would be subject to change according to the
prevailing exchange rate of policy currencylies) to payment currency(ies) to be determined by the Company from time to time, likewise any payments
settled in currencies other than the policy currencylies) would be subject to change according to the prevailing exchange rate of policy currencyf(ies) to
payment currency(ies) to be determined by the Company from time to time. The fluctuation in exchange rates may have impact on the amount of payments
including but not limited to premium payments and benefit payments. By choosing the plans denominated in currencies other than local currency, you
are subject to exchange rate risks. Exchange rate fluctuates from time to time. You may suffer a loss of your benefit values and the subsequent premium
payments (if any) may be higher than your initial premium payment as a result of the exchange rate fluctuations. i&,& & M1 R EH) BT EREELH %
(RE AJ L & F R0 ] TH ETE YR B B B R (TR & B I A8 K2k & o [Al% - J0AE N B BT R UIREE LT - ZAENGEZA LG THETEEFREE
LT B AIE R 205 o (B 2 RB) & LB E - BIEETRTIRE R Flzs X (HIE o B ME WA EARE  BRRZEFRG - [EFET
BB - R ETREAE R 2 KB Ty KA B Fa (B R RIRE (WNF ) FIREB LMK ERRE DR °

5. To comply with the Foreign Account Tax Compliance Act (FATCA) regulations issued by the United States Department of the Treasury and Internal Revenue
Service (IRS), we are required to establish the status of policyholder and connected person (including entities/companies) that is entitled to access the
contract’s value or change a beneficiary under the contract. If there is any update in information concerning these parties, you are required to provide the
supporting documents. 375 & i1 3 E AT S5 FIENH /5 (IRS) M #9850k P BT & #EF (FATCA) BIHTE + Bl ZREFRFAARBEA T (E1FHIEX 2 A7]) I
RE FERERRB SR BELTHN TR ANEHFRDIE c EZFZALEEEHER - B T HIEES IR EEY -

H = = = Incorporated in Bermuda with limited liability
!-ISHEC Lie (International) L/l{nlted B SR ST o7 A ]
N = B X = Macau SAR Branch Office Address:
'E = L B ﬁ Bﬁ ( . Ilg ) ﬁ I;a a _'l 1/F Edf. Comercial Si Toi, 619 Avenida da Praia Grande, Macau
BT RITTIE E 55 2 Al B e AE
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Part | 55 —8% Request for Policy Change EX{RE ¥ % (No underwriting approval needed EELiB&XIR)

1.

O

Change term period of

Term Protection Plan/Benefit New term years (from effective date of change)
Frotectic o HES WE S
B e WA it 81 IR R — i ittt
2. 0O Change of Loan Amount/Mortgage Term [0 Reduction of Loan Amount (Apply to early partial repayment only not including regular
EREREE B EH instalments) ~
(Apply to MPP only. BEERSBE(RERARRANDER  TREFSHZHI)
BRENER =2 o . A s o e
RIEARREZ R RER ] <) Partial Repayment Amount &% &3 Z8 MOP JEPIEE
(Please submit partial repayment receipt or other supporting proof i< 207 i& g st &
ftb AT AR 5 B R E T 2 )
O Change of Mortgage Term (Subject to the expiry age of 65 for insurance cover)
FRIR B (BRREFEHTFBIB65 R RERIEFR)
Last Instalment Date /& & HH
(Please submit the new Repayment Schedule 5 iE 32 5151818 5% )
. O Basic Plan O Reduce Sum Insured/Notional Amount/ Reduce  New Amount
BERGE Protection Amount/Policy Amount/ o HiREE
Monthly Guaranteed Annuity Payment
EYREAELERER
RESHE BARBFELHE
[0 Basic Plan O
HEARGTE
O Yearly Renewable Term Benefit O
BETEHERRE
[0 Term Protection Benefit O
EHRRRE
* Notes JE B 18
[11 New Sum Insured/Notional Amount/Protection Amount/Policy Amount/Monthly Guaranteed
Annuity Payment is subject to maximum and minimum requirements. %ﬂ%%ﬁi/%%%%i/ﬁ%
B/ RESE,/ BAREFLLETGBUREAEZ Ha REERS -
[2] Reduction in Sum Insured is subject to (i) a minimum remaining Sum Insured less total
claims paid under the Early Stage Critical Illness Benefit (if applicable) of USD500,000
(or policy currency equivalent) being maintained under the policy; (ii) a surrender charge
deductible from Account Value. Reduction in Sum Insured may reduce the Account Value
and Death Benefit of your Policy. Bl V& (REZAT & THIBNK : () HRAA L X Y2 P HEER
A EZENER) % - SERBIRIREE A 600,000 X7 (MR ETHWOFZEE) © (i) AUES
BEPWERRER - HIORRESSEHTHRERFPBEESHEEHERRE -
[3] Reduction in specified Sum Insured can only be made after the first policy anniversary. EAN
AIAEEERERSF B - BADRIRE ©
[4] For reduction of Sum Insured/Notional Amount/Policy Amount/Monthly Guaranteed Annuity
Payment, the cash value/surrender value (if applicable)/special bonus (if applicable) and
death benefit/critical iliness benefit (if applicable) of the policy will be reduced accordingly.
A fgll review of your existing policy is/are recommended before you make this decision,
%ﬁ?ﬁ%ﬁ/%%ﬁ%ﬁ/i%%@%ﬁ/ﬂf%%ﬁiﬁ%%ﬁ REMRSEERFEE(ER)
HAIEEE (A )&%/ﬂiﬁl’%tﬁ!ﬁﬁ/@éﬂ%ﬁfﬂﬁ(ﬁﬂ@ﬁﬁ VR ERERE - MEMEHBETRE
HULBRFRFH 2 E 2B -
4. 0O Supplementary Benefits O  Amount O Deletion of O Deletion of Joint Life Insured
H ANIREE Supplementary
Benefits*® B
REE HYH B R % © BURBEERRA
¢ Deletion of Major lliness Benefit will be accompanied by deletion of Female Benefit applied/
added on or after Nov 2001 if such is attached to the policy. il & E 5 H4R & & & 1k 2001
F11 AREFEE RN INARE 2 IR -
5. [0 Exercise of Policy Value Management Option [0 Allocate Net Cash Value” to the Policy Value Management Balance % FIR S EE N ZRE

(Apply to WGIP2, FGIP, HGIP only)
TEREEEETEER(RERNERRRE
B ERAERREE  EFRRREE)
Policy has to be in force for 20 policy years
or more with all premiums paid when due
and no indebtedness under the policy. No
cancellation/termination/reversal is allowed
once this Option is exercised.
RENACER20FHIA L WERAR
BN 2 BN RRER G EME
18 o REBEEEME R —EITERTEEUS
Vg Jvg:: N

BEERKEEHS

allocation amount (in policy currency)” FBE LB (AMREEETE) "

“ When exercising this Policy Value Management Option, the allocation amount is subject to
minimum amount requirements on (i) the Net Cash Value” to be allocated per transaction;
and (ii) the Notional Amount after the exercise of this option. Such minimum amount
requirements are determined by the Company from time to time without prior notice to
policyholder. The actual allocation amount that has been transferred to the Policy Value
Management Balance as a result of exercising this option may be less than the requested
allocation amount. Please refer to the Policy Provisions for details. &17#{7 # EEE IR
B ABRSBENRERBEERARESY () GRABNFRLEBE &) ZBRTERIEES
o HREREGHARATKET U TS RABARERBA - (TEZEREEBIREGE
ERWHERNBER BB SHEAIEDRERNARHE - FI5F2HBAREMENK -

Net Cash Value means at any time, an amount equal to Guaranteed Cash Value plus Special

Bonus, if any EFR G EEEAEMHHESHRERSEEMLHHEE (AR DHE -

Change of Policy Benefit EXRERE
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Part Il 35 =%8% Request for Policy Change EX{RE &} (subject to underwriting approval B&BZR)

REFBEABEABHBFRNE = REOAD RNVE

Please complete Part Ill & IV of this form and a “Financial Planning Report/Financial Needs Analysis” at an HSBC branch.

SHTERMAAEME S M BEEEDTRRK]

6. [0 Basic Plan
EARGE

O Add Sum Insured/Notional Amount/ Add New Amount
Protection Amount/Policy Amount/ #n FREE
Monthly Guaranteed Annuity Payment
ENREE ARG REES
RECHE BARBFLLE
[0 Basic Plan O

HEAGHE

* Notes /¥ B E1H
[11 New Sum Insured/Notional Amount/Protection Amount/Policy Amount/Monthly
Guaranteed Annuity Payment is subject to maximum and minimum requirements. FrREE
S EBERT/REE/RELTE /BARBFLLETHRBURENE 2 &= REER -

[2] Any increase in Sum Insured is subject to underwriting approval. You should therefore
complete a full Application Form and may be required to undergo medical examinations or
medical tests depending on the amount of increment. 32 IR REEZAEBIZIR - BT AR
FTEHFRRIBFIE NN RRFETERR T BRI -

[3] Increase in the Sum Insured is subject to a minimum amount pursuant to the Policy terms.
An increase in Sum Insured may also require you to pay an additional premium and levy.
Please read your Policly' s terms and conditions and consult your licensed intermediary for
details. 8 M1 (R BB 78 5 B (R B8 B & I SRR A0 IR R IR - 38 ISR BB sk R P TSR — SN
WRERREHNE - FBFAAREGRRMAR - LRETHRERN AL -

[4] No increase in the Sum Insured is allowed for policies denominated in CNY. &% {REET

HRANREEERARE -

7. O Supplementary Benefits
Bt AR FE

O  Addition of
Supplembentary
Benefits

32 AT ANAREE

Amount

REE

b. Not applicable to Major lliness Benefit (to age 65). i B EARBRE(Z655%) °
Addition of Female Benefit will result in simultaneous addition of Major lliness Benefit if the
latter was not attached to the policy. INE E K RIRE R L M IIAMREE £ - M I IRFERF - &R
BRBRES BB INARE -

O  ** Addition of Payor's Benefit B 5511 XA B 3XIRIE

Relationship to Life Insured: [0 Father O Mother O Other
HRRAZBE R B A

O  ** Addition of Joint Life Insured (applicable for MPP only) B s51E B2 2R A (R B RN %R
BHEREE)

Applicant Status:
AT

O Guarantor

ERA

[0 Home Loan
Applicant N
BFERBEBA

O Existing Home
Loan Customer

REBTFEREF

“* Please complete item (i) to (viii). FEEE LA (i) & (viii) 8 ©

() OMr¥kE  OMrs AKX OMiss/ME  OMs X+

(i) Name in English (Surname first) X4 (FIEBHK) (i) Chinese Name X%

Change of Policy Benefit EXRERE
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Part Il £ =384 Request for Policy Change (cont’d) ER{REEH! (subject to underwriting approval B&EBHZIR) (&)

(iv)

Apphcable when Policyholder is an Individual i

Former Name/Alias (Surname first) (where applicable)’ BIF#E%, /R4 (SESHR) (1n@Em) "

HERANREREARBEBEA

(v)  Date of Birth (H2EHEi (DD B/MM B /YYYY &)
(vl 1D Type & No. S 1{n#& B HEERI K& 5715
(vii)  Marital Status 453K
OSingle &#%&  OMarried 2% O Widowed 8% [ Divorced Bt
(viii)  Nationality” (Country/Region) 1
EIFE (B /)

Nationality (Country/Region) 2" (please complete if different from Nationality (Country/
Region) 1) B (BX /2 ) 2" (FHEE(BRIE) 1 TREES )

Nationality (Country/Region) 3" (please complete if different from Nationality (Country/
Region) 1 and 2) B (B &) 3" (FHEEE (HXR IE)1 &2 FREES L)

" Not applicable to Corporate customer. Under the addition of the Payor’s Benefit and the

Payor is not the Policyholder, Nationalities (Country/Region) 2 and 3 are optional. Otherwise,
please state all your current Nationality(ies) (Country/Region) if you have any revision. In
addition, nationality (country/region) proof is required if the change of nationality (Country/

Region) applied by nonpermanent Macau resident. TEAR A RES » 10 BB NRAETIRE
&ﬁrﬁ\)\l?ﬂ%fﬁ%’ﬁ/\ BE(ERME)2R3AFEVNEBEZER - TR - AME EEREEE

(All medical exam fees will be borne by O
the applicant FTA 5 & & & ARS8 F S
HBAXA)

(BR/#E)ER  FESHTRENAMAERE(BER E) o ttibh - IERPIKAR R BHE
E%(%/iﬁllﬁ)ﬁﬂ wEM FBIEE(BR,ME AR o
8. [0 Loading Removal/Reduction [0 Occupational rating (Please complete Part Il1) E%%#EEEEF* BE=ZIBD)
B, SMR 2 O Medical rating (Please complete Part IIl & IV) f&FEIEH (5F E%*&% &5 )

Residential rating (Please provide address proof, if changed) /& {Eib[& 32 i (B IR b uE 3588 - a0

EHE)

Part Il =5

A. Occupational Details B2 & ¥

Life Insured R A

9. Employer's Name & Address {& = % & &b ik

10. Occupation B3 11.

Industry 173

12. Job Activities B 5 B

13. Work Environment T{E3RE
Indoor work PR T{E
O Outdoor work F4NTE
O Indoor & Outdoor work F R & S5 T 1E

14. Does your work involve working at height? & =ETIE?
No &
O Yes =

max. height &&iE Oft R/Om K

15. Place of work Iﬁziﬂglﬁ
O In Macau SAR JBPI4FRITTE R R

fre%uencv &F‘ﬂ%%ﬂﬁﬁﬁ(laﬁuiﬁﬁ\\ weR

[0 Outside Macau SAR (Please specn‘; %o@u]ntry//ri%gg)n duratlon and
B ES 5

16. Date of Employment AR HHA

Year F Month A

PR S N

Policyholder/Payor/Joint Life Insured REZFEA NFRABEZRA

17. Employment Status* BEEAAR *
[ Self-Employed B8

[0 Student 24 [0 Housewife £z

[0 Full-time Employed %

[0 Part-time Employed 3% %
[0 Retired £k

[0 Not Currently Employed 3E7£ B

18. Industry (where applicable)* 772 (fniE A ) * 19. Occupation (where applicable)* B (2n@E ) *

20. Job Title (where applicable)* Bfr (2n@m) *

21. Name of Employer / Business & Address (where applicable)* 18 /A &4 8 K& b ik (4niE A ) *

22. Monthly Salary (MOP) (where applicable)* A% CBPI®) (2@ /A ) *
O below 5,000 AT (0) O 5,000-9,999 (1) [0 10,000 - 14,999 (2) O 15,000 - 19,999 (3)
[0 20,000 - 29,999 (4) O 30,000 - 49,999 (5, [0 50,000 - 69,999 (6) O 70,000 -99,999 (7)
O 100,000 - 199,999 (8) [0 200,000 or above &J«At (9)

23. Main source of income £ Z W AR N
O Salary %% [0 Saving f#& O Donation 15k
O |Inheritance &&E O Business Income £ ZWA [0 From Business Owner A E A Alet
O Return on Investment Txﬁ@%& O Sales Proceed $5& U A O Fee and Commission Income Bi& &4 YA
[0 Others, please state Efth » 5588 :

Change of Policy Benefit EXRERE

Page HX 4/8

MAC034 R1 (0324) W



Part lll (cont’d) =5 (#)

A. Occupational Details (cont’d) Bi¥E % (#F)
24. Work Environment T{FIRE 25. Does your work involve working at height? B &2 FmZE TE?
O Indoor work FIAT{E O No#&
O Outdoor work F4T{E O Yes:E .
O Indoor & Outdoor work BRI K& NI {E max. height fx= i Oft R/Om K
26. Place of work T{E:i[& 27. Date of Employment A& H £
[0 In Macau SAR EPI&RITTEE R A
[0 Outside Macau SAR (Please specﬁ country/region, duration and
fre%uency) @F‘ﬂ%%ﬁﬂ(laﬁufﬁ% A RAER e - B R R AR Year & Month A
ZIRE)

* Applicable when Policyholder is an Individual {#EBRREFH A AIEA

B. Personal Details A& ¥
28. Please provide current country/region of residence. ;&% IR B EEFR & o
(a) Life Insured 2R A
(b) Policyholder/Payor/Joint Life Insured (REFHE A KA HEZRA
(a) Life Insured | (b) Policyholder/
ZRA Payor/Joint
Ll%eal?st%red
B5F
AL N4
BEZRA
Yes No Yes No
= % = E
29. Are you now covered by any hospital cash or life insurance policy excludmg;;rou life insurance)? If ﬂj answer |s O O O O
I leLL/ﬂpIease give information below. HEE T EE ZRAEA(ERB X ASREE (BERBIHRN ? BEIZ]
E
Name of Insurance Company Year Issued Amount of Life Insurance Amount of Hospital Cash Benefit
, (MOP per day) v spamis
RIRAREH BERFH )\ﬂ%l‘ﬁ%%’ﬁ( PIHE) IFtReRESH(GRNEPTSTE
30. Is there any other ap ||cat|on fori msur nce on your life now pending? If the answer is “Yes”, please give details. O O O O
TEARFEMAFREMDESZT ? B2 2] S5 -
31. Has any proposal or application for life or accident or health insurance on you or re|nstatement of such insurance O O O O
ever been decllned/postponed/acce ted at other than normal terms? If the answer is ” |ve the reason
and the name of the company. A, NEBERIRER - BIMRRE - Fﬂ%l?ﬁikgji\ﬂﬁﬁtﬁéﬁfﬂﬁxﬁlﬂﬁ# ©EWIE T
SR, FRDRIER? EE £ BHBRE KA R A o
32. Do you engage or expect to engage in any hazardous activities, such as automobile or motorcycle racing, skm or O O O O
scuba diving, sky diving, professional sports or ﬂz.ng other than as a fare- y|n? passenger? If the answer is
lease state activity and frequency below: %ﬁT"—jZ T2 EEMEREE > ik K - B - B %
SEERITEDUARESHBEERIN ? BE(=] - HE FEFASIHESHER /E§)5ﬁ+ :

Change of Policy Benefit EXRERE
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Part IV S5 [UE % Health Declaration 2ER N EHE

Height (ft/cm) Weight (Ib/kg)
EE(EREX) BE(E/2T)

33. (a) Life Insured
ZRA

(b) Policyholder/Payor/Joint Life Insured
REFAEAN RN BHEZRA

(a) Life Insured | (b) Policyholder/
=4

ZIRA Payor/Joint

Life Insured

RERAA

/HRAS

BEZRA

Yes No Yes No

= = = =

34. Are you a Smoker (excluding cigar users)? B N2 AR EE (TRERRIHE) ? O O O O
35. Have you ever taken or used any addictive drugs? And, have you, in the past 12 months, smoked cigarettes or O O O O

frequently taken alcoholic drink(s)? If the answer is. “Yes", please state average consumption (such as quantity Per
day or week) and type. @TEHE@EZ@FHE@EX%?@@ PUAHN EBE12EA NG ERES LT E O ? FE
[E] #FHRAEFHEUE(WEELIEBERNNHE) RESE -

36. Have any of your parents, brothers or sisters whether dead or living EVER SUFFERED from (a) heart disease, (b) O O O O
stroke, (c) cancer, (d) kidney disease, (e) diabetes, (f) high blood pressure, (g) mental disorder, (h) coronary artery
disease, (i) epilepsy, (j) tuberculosis, (k) any hereditary disease or (I) liver disease? If the answer is “"Yes”, please
state details of which relative(s), the diagnosis, the onset age and current health condition. B THIAL &} ~ SLsB sk i ik
BRELENERTEEEE (@) DM - (b)FE - (c)BIE * (d) BE -~ (e)BERRE - (MBS - (o) 45185 ~ (h) BB AKK
& () EERTIE © () AR0E -~ (K ERBEERS () B ? 551=] paﬁfjﬂﬂuﬁ/\ TRIE © B3R Euv&?ﬁ%ﬁéﬂﬁ/ﬂ

37. Have you ever had or been told that you had or been treated for cancer, tumour, diabetes, asthma, stroke, heart [} O O [}
trouble (including murmur), high blood pressure, rheumatic fever, systemic lupus erythematosus, lung disease,
liver disease, hepatitis B/C carrier, kidney disease, mental disorder, blood disease, blood spitting, passing blood per
rectum, epilepsy, or any disease, abnormality or discomfort of the brain, eyes, ears (including hearing impairment),
genito-urinary system, musculo-skeletal system, digestive system, respiratory system or nervous system? B T &%
%ﬁﬁ?&%%ﬂ%ﬁi%&iﬁ%%ﬁ PEUE  RERR  Bm o PR DRER(BELEMEE) MBS - BB - AVRE -
bk ~ FFAE Z/ﬁ’*“ﬁ? HHEE  BUE R - MBHERRE - & - Fi - EREsERKE - R BER(eERER
B) « EIEMRES Iﬁﬂﬁ%%w S B REE - D?D&%my}rﬁ”«‘nmﬁ']ﬁr NEFESAE ?

38. Have you ever consulted any medical adviser about, or been tested for (including self-initiated oral fluid test), or O O O O
been recommended to undergo a test for Human Immunodeficiency Virus, AIDS-related Complex or AIDS or is
there anything about your life-style which could expose you to the risk of AIDS? HTEaEZBMEERERLRERE
Z%Qf §7z§ﬁ;ﬁ:?§cf‘kﬁﬂﬁmu BEEN  2XNHA(BEEE MM 0IRER) BHEBEAS - AEEREEH

R

39. Have you, in the past five years, (a) consulted your physician or medical adviser, or (b) had any operations, hospital O O O O
care, medical tests (including mammogram, pap smear, ultrasound or biopsies) , X-ray, medical treatment or any
other treatment or examination not mentioned above (excluding consultations for minor complaints, such as flu,
cold, as well as pre-employment medical examination which did not lead to any further investigation or treatment) ?
EBEDF  BTES (@m2skb)EXFM - ABRBEE X K@k ARAE  BRER(BIEIEX- X - F=EMAK
ggﬁ%ﬁv K OR RN ) A FRIBRAAR(FBRENGRE - RERZEMNRERE M AT ZEIMRBRIIAR

N

40. Do you have any other acquired or congemtal deformity, bodily injury or disorder not mentioned above? B T~ A& E O O O O
fb LR B RR R AR SIERERRE - HBIB G TE ?

41. For females only SEAR it
a Are you now pregnant? If the answer is “Yes”, please state for how many months. B FNERERLRE ? HE O O O O

[Z] FeE®Reg-

b. Have you ever had complications of pregnancy during gestation in the past 10 years including current O O O O
pregnancy, if applicable (eg. ectopic pregnancy, abortion, disseminated intravascular coagulation, gestational
diabetes, hypertension, protein in urine etc.)? TE@ A TFRIEIXIEZ(WEA) - B T2 EEEIRABBEHEE
(Blgn - ZHNE - FRE - W2MEMERNEN - FREERRE  NESEQRSE)?

42. If the answer to questions 36 - 41 is “Yes”, please complete the following: ZfIfE36 Z41 5 EA( 2] BHEBETHAEBELR :

Question I?Ji\agnisis Duration of Type of Treatment Pg;’_S;I\CEISn angj;;l;gal Last Follow
No DN iliness or injury | ' P received DB Up Date Results
. = ot 1 celve N 4
P Date RPN | wpzzan Name #% Address 4 swpaam| R

Any Additional Information

H b hnE R

Change of Policy Benefit EXRERE Page EX 6/3
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For application of (i) unscheduled/irregular premium, (ii) add supplementary benefits, (iii) increase sum insured or (iv) switch of life insured (if additional
premium is required) only

SUB AR () B0 3E LR ER -+ (i) ANKANGREE - (iii) AR - R (iv) ERZRA(MFBNRIMRE) 205

Part V £ #4% Companion/Second Frontline Staff Arrangement ZFE# $E - UBTAEME 5

Companion/

Second Frontline | understand that | am advised to have a companion (a friend or a relative) and a second frontline staff to attend this sales meeting. < A B8

Staff Arangement | g i soweas . 772 iAW FEEBIR S ER) R E (T THISH S — A2 M E R -
BERE B
TR B 2

[J 1 have companion (a friend or a relative) to attend this meeting to facilitate my better understanding of the advice given to me. " AH

— A (ARSRER) — A2 ML HESEABAA T RELHAARENER -
Name of Companion [EIEE 2

Companion - ;
Arrangement Relationship B#{%
BRI ZHE

[J I declare that | do not need the companion arrangement due to the reason below: IR A THRE - AABBEKRAL AT EEHLHE -
Reason [RE

Arrangement of [J I agree to have a second frontline staff to attend this meeting. ZN A A B ME S —MRITANGRME — A0 EESHE -
Second Frontline Staff Name B 224 Title Bz Staff Initial 8% 8 f5%

Staff 85 —{78R7T
RUARES: B 2HF 0

| declare that | do not need this arrangement. Zx A B BAZN A NG Z 22 4F -

Initial of Policyholder

REFEAGE
Part VI 5 /5%8% Reflection Period £ E
| have been advised on (DD/MM/YYYY) to take at least one business day to reflect before applying the product(s)
discussed. E1TE R (B/ A/ E)EEAANERBEANRNERANAIB IR —(EEEXENRHEZRE -

[J I decided to take at least one business day to reflect before the application. &R ASREE B BATHAT DR — AL EBNBRHEESE -
[] I decided to take less than one business day to reflect before the application. K ASREE BB ATH DN — (AL ¥ BANBEEZE o

Reason [RA
[J Idecided that I do not need a reflection period before the application. K ASREEEH BRI TR E2E EH -

Reason [RE&

Initial of Policyholder
REFFA AL

Change of Policy Benefit EXRERE Page EX 7/8
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Part VIl 55+ % Declarations and Authorisations B R ZESE

| understand that | am advised to A B BTHES
(i) set aside at least 6 months personal/household expenses as liquid assets for unforeseeable emergency personal or family needs when considering
the amount of funds available for achieving my financial goals and consider to diversify my investment and allocate the amount of fund across
diferent produets; &40\ 2 Lo HH SR AR A A RS B8 B A R - AT S ATE SR B A B R R - T
X EEDD

(ii) if ' am aged 65 or above, invest into lower risk products with capital protection and less into products where the capl tal is at risk, maintain a higher
proportion of assets in deposit based accounts, and reserve more ersonal/household expenses as liquid assets for foreseeable emergency
personal or family needs; 4175 A2 65 578k A | + IR & RO R 8 (K B0 R A CRADIRERASERBNER  BEENRSZ IO FRIEFR iS4

E;”%yil)x/%i}t%ﬁi‘z%%ﬁi’ﬁm@iﬁé IPYAINES ZIDEIXE’JiI}\&Z«EEﬁf

(iii) Seek independent professional tax advice whenever necessary, including but not limited to an tax implications on (a) the value of my estate, and
(b) any other tax issues. e.g. those related to non-Macau citizen; INfE % 2 AR EEHNHES BIEETRR () BEGME - Kb EibHE S
Blan 3F@F‘EI’AEEM ;

(iv) if I have or anticipate changes in circumstances impacting time horizon, invest less, invest into lower risk products with capital pro}ection maintain
an accessible source of funds, and maintain a higher proportion of assets in depOS|t based accounts; fAZK A ﬂﬁ“it‘}zﬁﬁﬁ“1lﬁmwg$}\a’j
REGH  EALRE  REXADBRERORAER  SRASHTDENES  REEENESHH T?E&ET?

(v) if | have limited means or no regular source of income, invest less and maintain a higher proportion of assets in deposit based accounts; 11 A&
EARIVZAETFRARIR - BRIIRE - HEENRSZADTFREFRSA

(vi) if | have recently received unexpected windfall, dep03|t the money into a flexible savings account whilst | decide on what | want to achieve, and
seek advice from trusted family, friends and professionals prior to committing to longer term products and services. N7 A &3 U2 & oh > 81 - fEfx
REEBNBAZERBENBABAFABRENHFEEF, D - ERENBREPNERAAEENRA - BRAFEEALER -

| further authorise any p gswlan hospital, clinic, insurance company or other organisation or person that has any records or knowledge of me or my

health to disclose to HSBC Life (International) L|m|ted or its representative. A photo copy of this authorisation shall be as valid as the original. 7x A #%#&

(LRGBS A B 2 %R&}EFE%&EH%&%ZEE CBRR A“Ttﬁﬂt%iﬁ&/\i%ﬁﬂ)\ﬁﬁ % (BIRR ) BRARIKHERKRIBEAAZBRBEER - &

BEENFHAREAEBRFN -

By signing below, |/we acknowledge and expressly agree that HSBC may collect, process, use, store, disclose and transfer any personal data (including

any sensitive data) about me/us that HSBC currently or subsequently hold for the purposes as set out in the Personal Information Collection Statement

which can either be found inserted on my/our poI|cy by visiting www.hsbc.com.mo (Insurance > Important Information) or by requesting a copy at my
local branch. I/we also acknowled%e and expressl agree that the ersonal data (including any sensitive data) about me/us may be transferred to place

outside Macau. 7% £ T 7 & ZE RN A ﬁE ELAR ARBANSIHBalck - B2 5 #F  BERER) ﬁﬁ%yﬁl@t%ﬁ$/\(# ik
*Bil/\éﬂ(@%ﬁﬂmﬁﬂ) (SEPN-E € - LED)Y \Zii/\(%)i%?ﬁﬁﬂ BII%; - 308 % www.hsbe.com.mo (IR > & 2 & =) 5k o] B = E & RHEIAR
% - K)\(a)ﬁﬂﬁ)&ﬁﬂﬁﬁl’iE-Ziilx(%)ﬁ’\]il/\ﬁ S (BREHRER) IR EB I RPIAI R -

Signature of Life Insured Signature of Policyholder (if other than Insured)

ZRAEE REBEAEZB(BHEZRA)

Name %4 : Name 44 :

Date HEf : Date HEf :

Signature of Payor/Joint Life Insured N RAEE HEZZRA

Name # % : Date HEi :

Signature of Irrevocable Beneficiary (if any) T A% 25 AR E (EA )

Name %4 : Date HEj :
Signature of Assignee (with company chop, if any) F:EAZE(H L ARIZEE - @EH)
Name # 4 : Date B :

Important Note: Please return the original of this form, duly completed and signed, to HSBC Life (International) Limited of 1/F Edf. Comercial Si Toi,
619 Avenida da Praia Grande, Macau. Please note that we will only process your request* upon actual receipt of this "original form”

TEE  FEEREENEEE(ER LA RFNEEASRR (EE)ERAR - i BFBEASROIORERBETL 158 - Bl s EE (&
i%)ift$Ji§ ﬁiiﬁﬁ@ﬂﬁE%ﬁTim'ﬁ* -

*

For change of Basic Plan/Supplementary Benefits (except for reduction of Sum Insured/Notional Amount/Protection Amount/Policy Amount/Monthly Guaranteed Annuity Payment
and deletion of supplementary benefits), the Policyholder is required to complete a “Financial Planning Report/Financial Needs Analysis” at an HSBC branch. Please visit an HSBC
branch to conduct the “Financial Planning Report/Financial Needs Analysis” and submit it together with this form.

N B E ARG &R (RORIEREE, 2ELE(REE,/RESHE,/TARE E%%Eﬁ&ﬁxlﬁﬁmiﬁeﬁi ) REFBEAERELHTRRIMEARKFE,/BMBEEEDIITER
] FRBELDITTRMEARY B BEEED TR | E R I RIE— IR

For HSBC Use
O Client's ID copy attached Staff Name and ID: Servicing Staff AMCM No. Branch Code and Chop
O Client's original ID sighted Contact No.: Servicing Staff Rl No.
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