At NN

MACUFT:

Policy Number £ & 5£ 5

Change of Policy Benefit
ERRERE

Name of Policyholder in English
REFHARIEA

RRAEX A

Name of Life Insured in English

NOTE JTE : 1.

2.
3.

4.

HSBC Life (International) Limited is referred to as the “Company” or “HSBC Life” in this document. JEZA 2 (BB ) B R A G X (EH 78 A KR F] 2 E
LR -

Please put a ‘v in the appropriate box(es) and complete in BLOCK LETTERS. & HHE 18R ML v/ 5 » T fHIEHEE ©

If the insured is under age 18 on the date this application is signed, the Policyholder must answer questions on behalf of the insured. 21 (RAREZ UL F a7
KEFRE 18557 @ BHREFBEABIEE ©

If the premium payments are paid in currencies other than the policy currencyfies), 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 currency(ies) would be subject to change according to the prevailing exchange rate of policy currency(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& T &M IREM E BT ERELNE 7
(RE AJ L & TR ] T TE YR B B IR (T (R E & M E R M2 o A - I A B BT R UREE KL - ZAEAREZAL R ] THETEFREE
B BB AEEMNE - [EX 2 KRB ELABELZE  OFETRIHNRERF % (VHE o BRI R I EWRAERRE - EERZIEZmE - [EXET
BB - RATREAEE 2 B T RK DB Flz (BIER M A RIRE (INF ) FJREB LMK ERRERFEARE °

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. 374 1 ERTB 5 FIET /5 (IRS) & 1 69,8 Mk P B 75 8 #UZ R (FATCA) BIAEE + BT ZREFRFGARBEA T (E1EHIEX L F])E
RE L ERERRBE A H BB TN RALMEHTRDIE « BEZZEALEEMEHER - B T H IR E I HIER 2

H = = = Incorporated in Bermuda with limited liability
HSBC Life (International) Limited B R SRt o T A ]

iE % * % ﬁ I}ﬁ ( I}% ) ﬁ BE /A EJ Macau SAR Branch Office Address:

1/F Edf. Comercial Si Toi, 619 Avenida da Praia Grande, Macau
SBPIRFBITTIR B 5 2 AT F R bt -
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Part | #—#% Request for Policy Change ER{RE & % (No underwriting approval needed EHELBZR)

1.

O

Change term period of

(Apply to WGIP2, FGIP, HGIP only)
TEREBEEERR (RERNERRRE
2l OERALEREREE - OERRRAE)
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.
RENABEM20FSHIA L WHRAR
BHEED IR 28N RREREEME
B REBEEE#ER LTS TEIUA
SIS

Term Protection Plan/Benefit New term years (from effective date of change)
SHAS K S ¥ E 7 EE
F e BRI T —— A s sttt
2. O Change of Loan Amount/Mortgage Term [0 Reduction of Loan Amount (Apply to early partial repayment only not including regular
EREREEIIBEH instalments)
(Apply to MPP only. WIEERSE(RERRIRATDER - TRIESHZH#H)
; PA Gtk o A AR N3 B 3
REARREREREREE <) Partial Repayment Amount &7 &3 E8 MOP JEPI#E
(Please submit partial repayment receipt or other supporting proof 5iE32 289 18 Zk i sk &
fth AT ERAER 9 B RS R 2 )
[0 Change of Mortgage Term (Subject to the expiry age of 65 for insurance cover)
BRI FH(BRREF AT SBIB65 R RERIEFR)
Last Instalment Date & /&E A
(Please submit the new Repayment Schedule 55 1E 32 2 VIR I8IE 50K )
3. O Basic Plan O  Reduce Sum Insured/Notional Amount/ Reduce  New Amount
HAEE Protection Amount/Policy Amount/ o HiREE
Monthly Guaranteed Annuity Payment
ERREhELE RERS
RESTE BAREFLLHE
[0 Basic Plan O
EARGTE
O Yearly Renewable Term Benefit O
BEEHERRE
[0 Term Protection Benefit O
EHBRBRE
* Notes T E HH :
[1] New Sum Insured/Notional Amount/Protection Amount/Policy Amount/Monthly Guaranteed
Annuity Payment is subject to maximum and minimum requirements. %ﬂ%%’ﬁ/%%ﬁ%’ﬁ/ﬁ
B/ RESE/ BARBEFLSETSBUREASZ &a REERS -
[2] Reduction in Sum Insured is subject to (i) a minimum remaining Sum Insured less total
claims paid under the Early Stage Critical lliness 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 A & (REEZANS & THIERK « () MBRAAAL N2 FHEER
IR AR IE (A ) 18 - S EFI R REE /2 500,000 K7L (MR B W FFEE) ¢ (i) AR
BETRIRRER - ARRENSER THRERFEERS SHFERERE -
[3] Reduction in specified Sum Insured can only be made after the first policy anniversary. BT
AIAEEERERF BE - BARIREE ©
[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 full review of your existing policy is/are recommended before you make this decision.
BERVRE/ LR RESE BAREF LW REMNRSAEERREEWER)
FRIEEE (nE A )&%ﬁﬂl[ﬁtﬁ!ﬁﬁ/@éﬁﬁfﬂﬁ(ﬁﬂi@ﬁﬁ VB RERAIE - MEMEZHEMTRIE
HLRFREH 2 E 2 BE -
4. O Supplementary Benefits O  Amount [ Deletion of O Deletion of Joint Life Insured
B AN{RBE Supplementary
Benefits®
REE EH B hnfRE © BUBBEERRA
¢ 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. filiEE K BRIEE B Bl 2001
F11 ARBEENM IR E 2 ZIERE -
5. [0 Exercise of Policy Value Management Option | [J Allocate Net Cash Value to the Policy Value Management Balance Ff# ¢ EENERE

BEERWEER

allocation amount (in policy currency)” FE £ (LAMREEHEHE) "

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. &7 /% S5 EEEIEEZ
o ABSBENRERBESRARSL () BRABRNFREEEA - ki) ZBRTREZEES
o HRERFEGAHARATNKET U TSRABIARERBA - (TEZEREEBIREEE
ERWHERNER AR SHEAIGEDRERNARDE - FIEF2BEMREMENK -

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

+

Bonus, if any JFR S EEEAEMNHHESHRERS EEMN LHHEE (AR DHE -

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

REFBENAABUHBFROFE=REMNLD RAE

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

LTk EAEME R MBEEDTERE] -

6. [ Basic Plan
VNG ]

O Add Sum Insured/Notional Amount/ Add New Amount
Protection Amount/Policy Amount/ N FREE
Monthly Guaranteed Annuity Payment
EWIREEEESERERE
RESHE BRAREBEFSLHE
[0 Basic Plan O

HEAGHE

* Notes J¥ B 578 :

[11 New Sum Insured/Notional Amount/Protection Amount/Policy Amount/Monthly
Guaranteed Annuity Payment is subject to maximum and minimum requirements. ¥ {R &
SE2ESE/REE/RESE /BAREFSSETEEURENE 2 &m REERH -

[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. ¥ MR FARACBIZAR - B T EER
FEAFRLIBEEMNRRFETERR S LBERRR -

[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 Policy " s terms and conditions and consult your licensed intermediary for
details JEINIRFEAR 2R E A MBS REE GFFURMR o AR BRAR THR—FHEH
WRERRENE  FBEIAMREGERRAL] - WAE THFERNASH -

[4] No increase in the Sum Insured is allowed for policies denominated in CNY. 3% {REET

HANREEE A ANRE o

7. O Supplementary Benefits
B AnERFE

O  Addition of
Supplembentary
Benefits

2 H0F AR FE

Amount

RE

b. Not applicable to Major lliness Benefit (to age 65). i R B EARFRE(Z655%) °
Addition of Female Benefit will result in simultaneous addition of Major lliness Benefit if the
latter was not attached to the policy. ZEEERIRIER LM MMARE £ - RH L ERIEE » &
BERREE G EMMNAIRE -

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

Relationship to Life Insured: [ Father O Mother O Other
BRRAZBAER - R B8 Efth
[0 ** Addition of Joint Life Insured (applicable for MPP only) B 5538 1 R A (R i@ AR LR
BHERETE])
Applicant Status: [0 Home Loan [0 Existing Home [0 Guarantor
AASD Applicant Loan Customer ERA
BFERBEBA REBFERER

“* Please complete item (i) to (viii). FBEE AT (i) Z (vii)) 3 ©

()  OMrsEE OMrs KX OMiss /ME  OMs &+

(i) Name in English (Surname first) X2 (FEBHK) (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&EBEIR) (&)

(iv)

Former Name/Alias (Surname first) (where applicable)” A %%,/ BI 4 (Sl EB R ) (AnEA)

" Applicable when Policyholder is an Individual @B REREE A AREA

Date of Birth i B & (DD B /MM A /YYYY )

(v)
(vi) 1D Type & No. 177 B SCHHERI & 57 15
(vii)  Marital Status 25 487K
OSingle &#%&  OMarried 2% O Widowed #8% [ Divorced Bt
(viii)  Nationality" (Country/Region) 1

H#E(EXR/LR)

Nationality (Country/Region) 2" (please complete if different from Nationality (Country/
Region) 1) B (BR /@) 2" (FHEE(ER E) 1 TREESE)

Nationality (Country/Region) 3" (please complete if different from Nationality (Country/
Region) 1 and 2) BI£E (B, ) 3" (F B (BRI )1 &2 TR FESULHE)

" 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. TERARAEIEF © &0 HiE M RAHRTKRE
EARATHERERHAA  BEBER WRE)2RIAFLEBERER - T ﬁﬂfflEfﬂEJ%g
(BR/E)ER  FEBHTRENMARE(BER &) o i - 3ERPIKA R R BHE
FEEBR E)ER - FH EFEE(FER )7 o

8. O Loading Removal/Reduction [0 Occupational rating (Please complete Part Il1) E%%#EEEEF* B E =)
fﬂ}A‘Jﬁ%/ﬁd.ﬁ?ﬁﬁl\ﬁ% i be b . O Medical rating (Please complete Part 11l & IV) @FEEH(GEESE=RENHED)
medical exam fees will be borne by
the applicant Fi A8 5 K 2 A 32 2 F &1 O Reegﬁlf;mal rating (Please provide address proof, if changed) BT it/ # i (FEIR LU FERA » 40
EEPN-ZND)
Part Il =5
A. Occupational Details B & ¥
Life Insured ZR A
9. Employer's Name & Address {& = %78 Kb ik
10. Occupation % 11. Industry 172 12. Job Activities B 5 #1E
13. Work Environment T{EiR% 14. Does your work involve working at height? &2 Y a2 L{E?
Indoor work F A T{E No &
O Outdoor work F4MI{E O Yes & .
O Indoor & Outdoor work PR K& FoMT 15 max. height &miE Oft R/Om K

15. Place of work Iﬁziﬂglﬁ
O In Macau SAR JBPI4FRIfT @R

fre%uency) JBPIEFRI f‘rﬁﬁ(@iﬂﬁl\ B

[0 Outside Macau SAR (Please speC| country/reg|on duration and
éﬁﬁl%/ﬁﬂ[ IR R 5R Year F Month A

16. Date of Employment AR HHA

Policyholder/Payor/Joint Life Insured REZFEHA NFHRABEZRA

17. Employment Status* BEEAAR *

[ Self-Employed B8 [0 Full-time Employed % [0 Part-time Employed 3% % [0 Not Currently Employed 3E7£ B
[0 Student 24 [0 Housewife £z

[0 Retired £k

18. Industry (where applicable)* 173 (0@ /A8 ) *

19. Occupation (where applicable)* B2 (20@E ) *

20. Job Title (where applicable)* B:fr (2@ ) *

21. Name of Employer / Business & Address (where applicable)* X /A B & Rl (2@ ) *

22. Monthly Salary (MOP) (where apphcl:a,)ble)* A3 CRPI®) (i@ ) *
5

O below 5,000 AT (0) 000 -9,999 (7) [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) O 200,000 or above &J«At (9)
23. Main source of income £ Z AR .
O Salary %% [0 Saving @& O Donation Bk
O Inheritance &E&E O Business Income £ EW A [0 From Business Owner A EHH ARRHE
O Return on Investment Txﬁ@%& O Sales Proceed $5& A O Fee and Commission Income B &4 YA
[0 Others, please state Efth » 5588 :

Change of Policy Benefit EXRERE
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Part lll (cont’d) =% (#)

A. Occupational Details (cont’d) Bi¥E % (#F)

24. Work Environment T{EIRE 25. Does your work involve working at height? B2 FaZET{E?
O Indoor work FIAT{E O No#&
O Outdoor work F4T{E O Yes:E -
O Indoor & Outdoor work B A& FEINT{E max. height fx =i Oft R/Om K

Month A

26. Place of work T{E:[& 27. Date of Employment A& H £
[0 In Macau SAR EPI&RITTEE R A
[0 Outside Macau SAR (Please specnc country/region, duration and
fre%uency) @F%—r%”ﬁﬂ(@f‘% AEAER e - 2R R Year 4F
ZIEE)

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

B. Personal Details A&

28. Please provide current country/region of residence. 5t FAREFEER @ -
(a) Life Insured R A

(b) Policyholder/Payor/Joint Life Insured {REFHH A FHRA L ZRA

29. Are you now covered by any hospital cash or I|fe insurance policy (excluding gro up life insurance)? If the answer |s
‘Flease give information below. HREE TR A ZRNEMERR G IASRRE (BRRBRIN 2 EEZ]

kﬁiM
Name of Insurance Company Year Issued Amount of Life Insurance Amount of Hospital Cash Benefit
- (MOP) o (M9P§ergay) RN
RARAFI A FREF D ASRESECRPE) IPtReRESTH(GRNEPTEHE)
30. Is there any other tap ||cat| fg insurance on your life now pending? If the answer is “Yes”, please give details. &
TEABEFEMATSREMNESZS P BE(R]  FlFE -

31. Has any proposal or application for life or accident or health insurance on you or re|n5tatement of such insurance
ever been decllned/postponed/acce ted at other than normal terms7 If the answer is “Yes ase |ve the reason
and the name of the company. ﬁﬂi%X{%ffB - BOMRE Fﬂ%l?ﬁikgji\ﬂﬁﬁtﬁﬁlﬁxﬁ(ﬁﬁ% BEIE I
BRR/ERAZRESR  B5ER] SR ARERARER

32. Do you engage or expect to engage in any hazardous activities, such as automobile or motorcycle racing, skm or
scuba diving, sky diving, professional sports or flz-ng other than as a fare-paying passenger? If the answer is “Yes”,
lease state activity and frequenc below:ﬁﬁTT% FrEI2EARBRIEE) - %‘f)ugﬁ EK - Bk - BREMESE
SRERITEDHARESHBEZRIN ? BE(R] - BE FTEFAYFFSDER LTI IR -

(a) Life Insured | (b) Policyholder/
ZIRA Payor/Joint
Ll%eal?st%red
B
D
5%%?1%)\
Yes No Yes No
= & = B
O O O O
O O O O
O O O O
O O O O

Change of Policy Benefit EXRERE
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Part IV $5UE % Health Declaration 2ER N EHE

|—_|_eight (ft/cm) Welght (Ib/kg)
Em(HRER) EEAC YN

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

REFHA

/HRAS

BEZRA

Yes No Yes No

E B E =)

34. Are you a Smoker (excluding cigar users)? B N 2EREE (TRERRIHME)? 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. BT B A RAKEAEMMBEY ? 4Lo - FRE1NZEANGEREREFIEHHE 7 5E
(=] FHRATHHE=(NERAEEHNNE) RIESR -

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 (l) liver disease? If the answer is “Yes", please
state details of which relative(s), the diagnosis, the onset age and current health condition. B TR} ~ S B sk b ik
ERELNCHTEREAR (@) DM - (b)FE - (c)BIE * (d)BF - (e)#@)z'k S (N MER - (o) FEHE - (h) AR B AR
T ()VEERSE () &% -~ (R ZEERE ()% 2 BEE] - &l ﬁﬁua&%}\ TRIE ~ B i%&fﬁﬁfﬁiflaﬁ °

37. Have you ever had or been told that you had or been treated for cancer, tumour, diabetes, asthma, stroke, heart O O 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? & N &%
%ﬁﬁ%&%%ﬂ%ﬁﬁ%&iﬁ%fﬁ FER - MBI - B PR DEER(BEORAS)  0EFS - RRR - A5RAE -
fbis « R - 2/ REFAREE - B% - R - IERE - & - B - SsE s - B3 Bf(aEEEs
B) - EEMRES - Hﬂ‘ma%%m N /ﬁ1ﬁ/\,)b IR RS RGN - N IER S E ?

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? MTELEETBEEAERERELE
TRIE ~ BmARERESRERNBERRS B (BEEE MM DIRER) SAREBEUS - siAEEMEEH
A AT BE G BB RIE ?

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) ?
EBREDF  BTEE a)avtuﬁﬁz(b)}zfi%ﬁ ABTEE - X ki AELAE - BRER(EEILEX- - FERMAR
§@§§% B T BRI R IR R A (BB RIS - BE &xﬁﬂw RIS T ZRIMEER TR R

40. Do you have any other acquired or congenital deformity, bodily injury or disorder not mentioned above? B ~AB &G E O O O O
b _FI KRB IR R e RSk ig RiRkG - HE8IRGTE ?

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

[Z] FuEEZAH -

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.)? LA +FBFELNEZ(EA) - BT S EETRBEMBHEHEE
(Bln - ZHNE - RE - MBMEME RN - TRERRK - MBSELRSE)?

42. If the answer to questions 36 - 41 is “Yes”, please complete the following: EfIE36 Z415EA(2 | BFHEBTHAEBES :

Question Diagnosis Duration of Type of Treatment Pt;];/—S/AICEISn ang;g;%%%al Last Follow
o DEER iliness or injury | ' P received CETRES Up Date Results
: T ok 2 e N N 4
o Date RIEZRD | wpzzan Name #% Address st swpaEm|

Any Additional Information
H At ff o0 &

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

FUBRAR (i) 18036 R ER - (i) SN AOEREE - (ifi) EANREE - R (iv) EARZRA(WFEBAREIMRE) 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. 2~ A BA

Staff Arangement | w g iz uoseas . w2 s —(o FEEIIR SKER) R E (T BITHISHME — AR HERE -
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

R (RSB R) —A2ELHESEABAAT RELHAARENER -
Name of Companion [EIEE 2

Companion - ;
Arrangement Relationship B#{%
BRREERHE

[J I declare that | do not need the companion arrangement due to the reason below: IR A THREA - AABEKRAL AEEEHLHE -
Reason R A

Arrangement of [J I agree to have a second frontline staff to attend this meeting. 7N AR B MFEE —MRITANGRME — A0 EESE -
Second Frontline Staff Name B 224 Title Bz Staff Initial 8% 8 f5%

Staff 8 —f7$R1T
RTAREE B 25k 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)EEAANERBENRNERI AR PR—(EEEXENRHEZRE -

[J I decided to take at least one business day to reflect before the application. R ASREEEBATHA T DR — AL EBNBRHEESE -
[J I decided to take less than one business day to reflect before the application. K ASREE B ZATH LN — (AL ¥ BANBEEZE o

Reason [RA
[J I decided that I do not need a reflection period before the application. K ASREEE BRI TR 2L EH -

Reason [RH

Initial of Policyholder
REFFA AL

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

| understand that | am advised to "AHBABTHWES

(i) set aside at least 6 months personal/household expenses as I|qU|d assets for unforeseeable emergency personal or family needs when considering
the amount of funds available for achieving my financial goals and consider to d|verS| investment and allocate the amount of fund across
Gifferent products, B A% LM H E RAIE HFS - RS R e U SR R SN
BAMEE BB RRNAER L ;

(ii) if 'am aged 65 or above, invest into lower risk products with capital protection and less into products where the capital is at risk, maintain a higher
proportion of assets in deposit based accounts, and reserve more rsonal/household expenses as liquid assets for unforeseeable emergency

personal or family needs; Z075 A 52 65 5Rak A+ » ﬁ?xﬁ?ﬂlhfﬁﬂ’ﬂ%zﬁiuu CRAOKRERASBREBNER  BEEMNREZ IO FRIEFR 53

BREZEN RERY S HEERDERE - UENRNAKNEARRERS

Seek independent professional tax advice whenever necessary, including but not limited to any tax |mp||cat|ons on: (a) the value of my estate, and

(b) any other tax issues. e.g. those related to non-Macau citizen; lZDEZ\é BERNEENBREER  BREETRN : @ EBEEEE & b)ﬁ%ﬁﬂﬁf‘ﬁ% ;

filgA 3E@FEI’AE%1

(iv) if | have or anticipate changes in circumstances impacting time horizon, invest less, invest into lower risk products with capital pro}ectlon maintain
an accessible source of funds, and maintain a higher proportion of assets in deposit based accounts; Q7K A HY1E 04 &4k 5 B T {1 T S22 78 A )
REFH  ERIRE  REARRSENRAER SR ALHADHANES  REEENSSHHFRETFRE O |

(v) if | have limited means or no regular source of income, |nvest less and maintain a higher proportion of assets in deposit based accounts; A& A&
EERIZFETHRARR - BRIKRE - BEENRSZIADFREFRSA

(vi) if I have recently received unexpected windfall, deposit the money into a flexible savings account whilst | decide on what | want to achieve, and
seek advice from trusted famlly friends and professionals prior to committing to longer term products and services. ARG EIZINZ B - B
REEBNBAZERBNBABAFABRENHEEF D - ERENBREPNERAAEENRA - BRAFEEALER -

I further authorise any physician, hospital, clinic, insurance company or other organisation or person that has any records or knowledge of e or my

health to disclose to HSBC Life (Internanonal) Limited or its representative. A photo copy of this authorisation shall be as valid as the original AR

E}Tgéﬁzﬁéﬁ%ﬁfIa%&g%ﬁ%ﬂ{iﬂﬁﬁz B4 Bk 2 RRA T&Emﬁ%%&)\i%&i/\ﬂ%b(lF’%)ﬁﬂE& DAl ERRIBEAAZ BHER © &

i3 =:ng

By signing below, I/we agree that HSBC may use and disclose all personal data about me/us that HSBC currently or subsequently hold for the purposes

as set out in the Notice relating to Personal Data (Privacy) which accompanies this form. AANE)VETHEZRESEL A i AR EBEH OB EAERH(FL

E)E’J‘@%ﬂﬂﬂﬁ‘].‘ﬂE’JFFJ%E@FH&%Eg/ﬁaiﬂﬁﬁiﬂfﬁhﬁﬁﬁﬁzﬁ/\(#)E’J%:.MI)\éH

| have read and fully understand the Notice relating to the Personal Data (Privacy) and | |rrevocably and expressly consent the processin transferrm

and disclosin of my personal data in accordance with the said Notice. A A B 41 KB ABENEAARHERA - RARE (&%Tfﬁ%@uiﬂ

LA A (AR PR T8 P R -

I/We agree that you may collect, use, store and disclose all personal data about me/us that you currently or subsequently hold for the purposes as set

out in the Personal Information Collection Statement included in my insurance poI|cy appllcanon form or else | can request a copy at my local HSBC

Branch, RA(Z)REER T‘JLME%ZIS/M%%EEuai’%mﬁJéXE’Mﬁzﬁﬂ/\ﬁﬂﬁEﬁZﬁﬁ CRFRTERARME R BF }&z§$/\($§ﬁ ﬁu&@afﬁ%*ﬁﬁ’]ﬁﬁ

BEABE « AR EREYS 511 =862 8 -

By signing below, I/'we acknowledge and expressly agree that HSBC may collect, process, use, 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 this form, all better referred in the

Personal Information Collection Statement inserted on my/our policy. l/we also acknowled e and ex ress}_z ree that the personal data

(includin é ar% sensmve data) about me/us may be transferred to place outside Macau. & A (% ?{‘ET?? %ﬂﬂ%ﬂ &E% R EEL A IR A KRIE A H

(ifi

E’Jﬁﬁﬁl& - BRBEREBESRRBLEGRARA(Z)NEHEAAEHN BEFEGRER) - ?\aLAE"$)\($M%EW?IJ%ZE’JMZ%1I)\§ﬂ§ﬂﬂ>>7%
ZIK}\(”I”DT%D%&EHE&H RN (%) ML E R (2 I SR K ] Bt 845 2B PI B Ay Hh s

Signature of Life Insured Signature of Pol|cyho|der (if other than Insured)

ZRAEE REBAEANEZB(EHEZRA)

Name %4 : Name 4% :

Date B : Date BEf :

Signature of Payor/Joint Life Insured N EAAZE B LR A

Name #£4 : Date HEf :

Signature of Irrevocable Beneficiary (if any) Al 225 AHRE (23EH )

Name # 4 : Date HEf :
Signature of Assignee (with company chop, if any) F:EAZE(H L ARIEE » @EH)
Name 4 : Date HHJ :

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 Avemda da Praia Grande, Macau. Please note that we will only process your request* upon actual receipt of this “original form”

ETHE: FALNEBHAREA G LAESTOEEAS AR (ER)ERAR i RTEEASEOIOREREETL 138 - &l mmk(k
%)(EKJ& Eliba T A A

* 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.
ZZDEEEAZ%KJQ\/MT?JM%K;(Fﬁﬁuﬁﬂ%éé/%ii%g/f%ﬁaé’é/f%ﬁﬁaé/tﬂf% BESSERBUBMMREIN) - REFEABNELDTTRRIMEAZEEBBEHEESITR
] BRBELATRKBEARI 8],/ MEHEEDTRR I LER B RE—RER

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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