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China Life Goodhealth International Healthcare Plan (Type B)
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China Life Insurance Company Limited
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International Healthcare Plan Individual Medical Questionnaire/Continuous Transfer Form
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All information supplied will be treated in strict confidential. You must disclose all material facts.
Failure to do so may invalidate the Policy. A material fact is one which is likely to influence the
assessment and acceptance of this application. If you are in any doubt whether a fact is material, it
should be disclosed.
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As the applicant you should answer all the questions and sign the declaration on behalf of all
persons included in this application.

THAEE KRR,

Please tick which of the following applies to you.
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Apply for the first time
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Apply to Continuous Transfer from
another insurer to a China Life
Goodhealth IHP policy
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Apply to Continuous Transfer from
an existing Goodhealth policy to a
China Life Goodhealth IHP policy
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You must complete this form in full and You should attach a copy of Your existing Policy Schedule, detailing any endorsements and the
original Commencement Date of the expiring plan if Continuous Transfer is applied. (Continuous transfer can be offered where the China
Life Goodhealth IHP plan for which You are applying are similar to those of Your current policy. These terms and conditions must be read in

conjunction with the Policy Wording.)
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Details of Insured (First Person)
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Family Name: First Name (s): Title:

Sex: Height: Weight:
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Date of Birth (Day/Month/Year): Marital Status: Nationality:

PR R I 5K JEAEERK: SOE S/ S
Country of Passport: Country of Residence: ID/Passport Number:
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Employer Name: Occupation:
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Supplementary Insured’s Details
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Please note children to be included under this plan must be under 18 years of age or under 23 years of age if they are in full time education

and are fully dependant upon you.
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If you have any further Supplementary Insured, please provide details on a separate sheet.
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Medical Questionnaire
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Please reply to the following questions by ticking ‘Yes' or ‘No’. In case you have ticked ‘Yes’, please provide details. (Where there is
insufficient space, please provide details on a separate sheet). Mark with V' as appropriate.
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Have you, or any one included in this application, been admitted to hospital or other similar establishment in the last five Yes No
years?
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Have you, or any one included in this application, been prescribed with a course of any drugs, medication, or treatments for | Yes No
a period in excess of seven days in the last two years?
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VBT ? Yes No
Have you, or any one included in this application, any known or foreseeable need to consult with a medical practitioner or
any other health care professional and/or required to be prescribed any drugs or medication and/or to be admitted to a
hospital or other similar establishment?
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Are you, or any one included in this application, suffering from any disability, abnormality, recurrent illness, major illness or | Yes No
injury not already noted above?
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Please use this space to provide any additional information. (Where there is insufficient space, please provide details on a
separate sheet).

Commencement Date (Day/Month/Year):
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Note: The commencement date can be no more than 30 days from the completion of this application by you.
Under no circumstances will policies/coverage be backdated.
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Declaration
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| declare that the answers given are to the best of my knowledge full, true and complete.
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| have declared all material facts which relate to this application.
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| authorise any doctor, physician or Specialist who | have attended in any capacity to provide China Life, or their representatives, with any
and all information in respect of such attendance and any known medical history.
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| understand that if any statement made above or, if accepted for cover, if any subsequent claims made are found to be fraudulent or

unfounded my policy will be cancelled void 'ab initio” without refund of premiums and any benefits shall be forfeited and recoverable by
China Life.

FHIF A4 HIH(H/ H/AE)
Signature of Applicant: Date (Day/Month/Year)




