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Note }¥% : 1. Please use Dark Pen to fill the appropriate box. 55/ B 2 1EMi# & 2 284% o Correct form FFiE4s : Il
2. Please complete in BLOCK LETTERS. ﬁﬁIE#éiEf% °
3. * Please delete whichever is not appropriate. * FEMflET#EE &
4. Any changes or amendments in this form must be countersigned by the Policyowner in full signature. {REE#H ABIE L RISAEM BENSIEHAHHREEE -

Policy Number {RE 555 Application For Change In Policy (With Health Questionnaire)
R B AR (M2 R R %)
Name of Policyowner {REE{FE A& Name of Life Assured SHRA R

Name of Consultant

EARIER

Consultant Code

EARIHRER

Consultant Contact No.

RARIHHBE SERS

: . # Leave this blank unless you have specific request on the effective date of change. The Company shall

Requefted Ef_fec“"e Date #: ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ have the right to determine the effective date of change upon acceptance of the Application.
BEREHAM - DEID M)EJM \ }(:HZ} Y BN A BAER - TAABLM - KIS ERBES  AADEREATEA L EMAS -

Part | £—Z84% Details of Change In Policy EX{{R B RIESHEIZE1E
A. Change of Plan / Rider B{{ztEI/pfi iN{RFE (Please complete Part Il & IV FIEEE=RK EMBS)*
Please select change item(s) & give full particulars in table below. 5 EZFEHIBEE WM TRIES FoRETEIZ 5515 -

[ Increase Sum Assured of Benefit 25 {Rf&%E
[ Addition of Rider(s) b in{RE
[1 Upgrade of Benefit Level JA= {RFE#R R

Details of Change of Plan / Rider B it &t 8I/B MR FE ¥ 15
Benefit Description {Rf& %55 Premium Term {R & E 1 Benefit Term {REEEHA Total Sum Assured (after change) 2 {RFE5E(E 214)

* For application for change of Plan / Rider within the Cooling-off Period with no change in the condition of health and occupation of Life Assured / Policyowner since the date of the original
Proposal for Assurance, please complete Part Il only. 2058533 BREEE AT EI/MINNGRRE - MR EAMRESFANRRMTRBENBREASFRPFETRNENE  ABHABE -8 -

B. Revival {REE3%1 (Please complete Part Il / 11l & IV SFEEE 245 / F=R FEMEEPS)
1. With Profit / Term (Non-linked) Assurance Policy 241/ Hi &% (FJEIREARE)RE :
[] Normal Revival —fi%&E%

[ Revival by Redating 8%l 58 25142 8 4 ¥ H #B (Only if your policy has lapsed for more than 6 months R 3E AL E BB E B 2 (RE)
2. Investment Linked Policy ¥ &8 EEMRE

[] with Coverage Guarantee & & RIERE
Please note that this option is ONLY applicable to your policy under the following conditions 355 - IiEER! ﬁﬁﬁﬁ"l—fﬂ
a. the Coverage Guarantee was in force before the lapse of the policy; and {REE{RERE LA AERL
b.  no withdrawal had been made causing the balance of the Total Fund Account Value to fall below the Mlnlmum Fund for Coverage Guarantee
(only applicable to PRUlink Diamond, PRUIlink Gold and PRUIlink Silver) ; and #8#&E%2 B RA S IRMAMOMREESMEREIR (RERAMNESHATE  EFSFRMEBREE) &
c. all outstanding premiums have been settled. FT A ZIHIZ FEDHIE ©

] without Coverage Guarantee 7 # {2 & {2 38 /Coverage Guarantee is not applicable {RESRIETiEF (Coverage Guarantee will cease permanently. {REE{REEHE Kk R#LLE ©)

Important Notes EE f#5F:
1. If (a) the policy is lapsed WITHIN 6 months; and (b) the Life Assured/Pollcyowners condition of health and occupation has/have not been changed since the original Proposal for

Assurance has been signed, please complete Part Il. ZMRELHTZHAER  RZEN/REFEAZBRERARBERASEGPREERERLRNE > FHEF B -

2. If (a) the policy is lapsed OVER 6 months; and/or (b) the Life Assured/Pollcyowners policy has been accepted at special rate; and/or with exclusion(s); and/or with any rider benefit(s)
being declined/postponed, please complete Part 1l & IV. ZMRELMSHSER 5 R/BZHEN/REFEAZRE SHBWERIMRE - R/MMAERIER » R/SEMINRE S #HIERZ R
HMERRF  FERE=RENHS -

. Late paymem fee is required if premiums were unpaid for over 3 months. AR EALHBA =S » AL RHEBUCALAZEINFRIE -

4. The Company may require the Life Assured / Policyowner to provide satisfactory evidence of the health (including but not limited to undergo the medical examination; and/or medical

report(s) from the attending registered doctor(s)) at Policyowner's own expense.

AARRERET  BRFEEFHEABBRHSALARBARANZHEANMRERBANRRER (EFEETIRMER » R/ATZELERS) -
C. Revision of Policy Contract {2 {§5xE %1% (Please complete Part Il / Part I1l / Part IV 5B E =284 / £=%0% / EMOEH)

[] Review of Loading / Exclusion ¥8/MR 8/ R BIFAE (Please complete Part IV 5AE #PEE4Y) [ Change of Occupation Ei% (Please complete Part Il F51HE % =264)

[ Redeclaration of Insurability Z{# &% E %75k (Please complete Part IV Z53AT 25 P0E843) [] change of Avocation ;E&)#8%# (Please complete related Avocation Questionnaire(s)
and/ or give details on separate sheet. FEEB BRTEE AN B EBD GRS )

w

[J change of Smoking Habit /B Z{8#4%# (If the Life Assured/Policyowner's policy has been
accepted at special rate; and/or with exclusion(s); and/or with any rider benefit(s) being
declined/postponed, please complete Part IV. Otherwise, please complete Part Il. ZI5{F A /{REH
BAZREGHEHBERIMRE - R/SMIINTRIERR - R/SHMIMRRE SHERZRIMEZR 3
B HINES - BRIFFRABE 5 <)

D. Others Changes Eft:Ed (Please specify & give full particulars of change in the space below. ;EF A T Z Rt 5RAHERAENEFIE ©)
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Partll E_& 4

Health Declaration 2B X 2B Life Assured ZR A Policyowner (REFH A
1. Since the time | signed the original Proposal for Assurance: i) | have been in generally good health; | [ ] No Z&* ] Yes 2 1 No&* ] Yes 2
ii) | have not suffered from any iliness or accident requiring medical attention; iii) | have been free (*please complte Part lll & IV (*please complete Part Iil & IV
gggﬁzgyzg;ln?;sf?cts or infirmities; and iv) there has been no change in my occupation, leisure or EEEES BB SHIRTE S RIS
BRBASRRPFEL @ ) FARBRL—BERY | i) AAMREREGRHBINMBREZALE | iii)
AN AT HBEFRPE 5 R iv) ANATERLE  JHBIEREBGIESE) LR B IR -
2. Have you ever smoked? & & EIRIE ? LI No& CJ Yes 2 I No& CJ Yes 2
If "Yes", please state your average daily consumption of cigarette in the past 12 months. Quantity (8 : Quantity (£ *
&R, FARBHEE+—ERZHTIREHE - / day X / day X
If you have stopped smoking, please state date ceased, reason and average daily consumption Date ceased fZ1EHHH : Date ceased SEHH :
of cigarette before ceased.
HIEESIERE - FERIPFIERE - RARE ERERHE B FIORERE Reason R : Reason R :
Quantity before ceased 15 1EIRIERTAYENE : | Quantity before ceased 15 IEIRIERTHIEE *
/ day X / day R
Part Il 55 = &%
Occupation Details B2k R &4l
[] Life Assured SRA 1 Policyowner REHFHA
1. Occupation Bt % 2. Actual Duties T{EM4E
3. Name of employer fEE %8 4. Occupation Change Date (dd/mm/yyyy) AR B (H/B/F)

5. Address of employer {2 ¥ it

. Total earnings (full-time and part-time jobs) in the past 12 months &%+ =88 Z WA %8 (28 K3 T (F) HKD#ETT

Disability Income Benefit Questions /% A\ 2 &R (For Addition or revival of Disability Income Benefit ONLY 2 i Fi FABff hnsk 1B5145 7% A\ B R BE 2 A 58

n

Please give academic qualifications and professional membership attained (for occupation class A only)

ERUCENZBPEREEER (HEMERRBAREER)

4

Please give below full details of the Life Assured's employment, full-time and part-time, in the past 5 years: F&5IHZEANSEAENFERB R - Q2B ERB T EER *

Date of Employment 72 A #§ Name and Address of Employer /A &) %18 & it Occupation f§ %

Actual Duties T {Ef4

="

Part IV 55 &5

A. Insurance Details IR & ¥ Life Assured SR A Policyowner REFH A
1. Do you have any Life, Accident Insurance, Crisis Cover, Disability Income Benefit, Long Term Care Benefit, Medical Benefit or Hospital No & Yes £ No & Yes £
Income Benefit now in force, or currently proposed with this or any other company, excluding this proposal? If "YES", please give details in
Part (a) below. For Prudential policies, only list policy no. . R [ [ [ [
BARERI  SRESESEAARDLMATNEIAS B B BHEASEE  EMEEEE  BEGELERASRED
RE  SNEERFERHFRE?E 2 0 A7 FRIAE(a)Fl ) MREMRARRERR - REFIBFRERS -
2. Has any proposal for assurance (including Life & Living Benefits) on your life to this or any company been declined, deferred, or accepted at
special rates or with exclusions (whether issued or not)? If "YES", please give details in Part (b) below. For Prudential policies, only list policy no. ] ] ] ]
BAREERNT SO REMNLRBERIMR  MERMR - BUERIMRESMIEMBIMERORBEASREERE)? B 2, HFETF
KIAH (b) ¥l 5 AMREHAARFEL - AFIIPARE RS -
Part J8H (a) Name of Company ‘A& % Isgi.%g ElD;}je Policy No. {RESZHE Sum Assured % {RER
Life Assured Z{RA Life Accidental Death Crisis Cover
AF BIME JEEES
DIB Long Term Care Hospital Income
BRAR REpEIR(RRE EBRAR
Policyowner {REFH A Life Accidental Death Crisis Cover
AF BIMET B
DIB Long Term Care Hospital Income
BRAR REFEIR(RRE EBREAR
Part JEH (b) Name of Company AR &8 %aéﬁ Benefit Type {REEFEXE Reason R[X
Life Assured Z{RA
Policyowner {RE#FH A
B. Avocation and Travel Details 223 i K, 5} 2 & #} Life Assured ZfR A | Policyowner REFHA
No & Yes = No & Yes =
1. Have you engaged or intended to engage in flying (except as a fare-paying passenger on a scheduled public air service)? If "Yes", please O O O O
complete aviation questionnaire. &8 G2 M EIZEEMIT REBEEMENLTERERIN) 78 T2, @ BREERRITRES -
2. Have you engaged or intended to engage in any hazardous pursuit (e.g. motor car, motor cycle racing or diving, etc.)? If “Yes", please complete . . . .
related questionnaires. EE R R M BIZHERMIE RS (NEFE SEEFENEKF) 75 "R, - FHRGETHRERS -
3. Did you stay / do you plan to stay outside the country / city of your residential address in the past 12 months / next 24 months? If "Yes", | [ ] 1 1 1
please complete the following table. #E1EiBE 12{08 B & /R K 24EA ESEEBEMUMDIMIER/HHEE ?%E "2, @ 3 PRl o

Name of Country and City BIZ & 5% Duration (number of days) B5fE ( H&)

Purpose of stay ;2288 B#Y

Life Assured Z{RA 1%2? ;&%1 2 months

In the next 24 months

KHE240ER

. - In the past 12 months
Policyowner {RE#FH A B 12E8

In the next 24 months

RE240ER
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C. Personal Information {E AHKST  (Please do not complete this section if a medical
examination has been arranged 18 R 884 B S A E F I 32

Life Assured Z{® A

Policyowner RERFH A

1. Do you have any usual / family doctor? If "YES", please give name and address. = = = =
CRABEERDSNEE | RESE SR, MEABEAR R - LIne® [ Yee L NeE [ ves
2. Height &
< = cm B cm EX
i &
3. Weight 8= kg AF kg AR
4. Have you ever smoked? &2 BIRIE ? ] No& ] Yes2 CJ No& T Yes 2
If "Yes", please state  your average daily consumption of cigarette in the past 12 Quantity H& : Quantity H& :
months. & "2, - FRABE+ERFHTHREHE / day K / day &

If you have stopped smoking, please state date ceased, reason and average daily
consumption of cigarette before ceased.

EIECHFILRE » FRAFLEEH - REREILRERIS B FHOREHE

Date ceased {S1EHHH :

Date ceased {S1EAHf :

Reason F[& :

Reason F[&A :

Quantity before ceased & I IRIERIRIEE :
/ day R

Quantity before ceased 1% IEIRIERTRIEE :
/ day K

RGBS BBERNEIE ?

5. Do you drink alcohol?

CINo&wm [ Yesg

CINo&E [ Yesg

If yes, please state type and quantity consumed per week.

&R, FENNEAREEMRANHE -

Type 1848 © (beer IEH / wine 255 / spirit ZU58)
Quantity (& :

Type F&48 © (beer 858 / wine £55 / spirit Z1E)
Quantity (£ :

If you have ever stopped drinking, please state ceased date and reason.

Date ceased {Z1EAHH :

ECREILRATERRSNEE  BRBELDBRER - Reason M -

Date ceased {Z1E A :
Reason [F[# :

6. Have you ever used any habit-forming drugs or narcotics? If "YES", please give details.

> any har > Orne CONoe&wm [ Yes2
EEBRAEAREENSER?E 2, o HH - °& es =

CINo&E [ Yes2

D. Family History KEEHKT Life Assured 2R A Policyowner REFHE A
Have any of your immediate family members ever had blood disease, liver disease (e.g. hepatitis B carrier), heart or kidney disease (e.g. No & Yes £ No & Yes 2
polycystic kidney disease), stroke, diabetes, hypertension, cancer, AIDS or known hereditary disease? If "YES", please give name of di s)
together with onset age below. [ [ [ [
BERIEE S S BE MR « FHR (i © ZEFAREE) - O - BR (Gl SRUEER) R - BER - B0E - BE - BER
SEEMRR? B2, 0 A7 FIEERRARRTREEREHE
Life Assured = A Policyowner {RE 3G A
Relationship BFf# Disease(s) &R Onset Age S$RE#E Disease(s) && Onset Age 3R E#%
Father 228
Mother &
Brother(s) 7
Sister(s) #hik
Other HAth
E. Female Section Z4S{E AR REFES AEA (Applicable to ANB12 and above female only S#AR T R4BEEAT —Hme U LRI%E) |  Life Assured SHEA Policyowner {2545 A
If "Yes", please give full particulars in Section |. & 2, - F57 185 - No & Yes & No & Yes =
1. a) Have you experienced any gynaecological problems, such as menstrual disorder, pelvic inflammatory diseases or disorders of the cervix ] ] ] ]
or breast? {RE B BHRIHFFHER - 41 © BIESHEMNEKE  B2RANFEERIBES ?
b) Are you now pregnant? If "Yes", please state expected delivery date. fXIRE R &HIRZ ? & 2, © BRBMMTEEL] -
] [ [ [
Day H Month B Years
¢) Have you ever suffered from complications during pregnancy or delivery (e.g. ectopic pregnancy, diabetes, hypertension, protein in urine)?
If “YES”, rlease ive details in Section | ] ] ] ]
pas=FS 15 BARS HIRGFRHE (ANESNZ « WEARAG ~ SIE - BER) ?

F. Juvenile Section REZ R AEHA

Life Assured Z{R A

Please complete this Section if the Life Assured isat ANB 15 orbelow. If"YES", please give full particulars in Section I. No & Yes £
ERRAZTREAERETABRLT  FEABFIIER - &2, 0 HEEH - = =
1. a) Was the child's birth premature or postmature? SE A £ 7% R A REI 8 ? ] ]
Not Applicable

b) Any special care needed after birth? Hi 414 & B 245 R €187 ] ] ;F';%FH
2. Has the child had any physical defects or shown any sign of slow physical or mental development? O ]

SRAREERMBSEE F DR ERISHIE?
3. Has the child missed any normal immunization procedure? S+E A 2 &5 & R IF & HIFHZE L5172 2 ] ]
G. Long Term Care Section (For application or revival of LTC ONLY &S REIEIZREEA) Life Assured 2R A
If "YES", please give full particulars in Section |. & " & , » F51E1IBF$ © No & Yes &
1. @) Do you require assistance or supervision or are you limited in performing any of the following activities:- Bathing, Dressing, Eating, Toileting,

Transferring to or from a bed or chair, Walking or do you use a wheelchair or walker, or confine to bed? ] ]
f:_fTJ—i"FE EIEER  CERTEHBNIEE  EEMAEIEER | R Bk R N - LEARBBERSBT  7E
BREFEERWRESIAER - SFREBUK?
b) Have your ability to perform the above activities been deteriorated over the last 12 months? ] ]
@A+ EF LUK - T ik B EIEERS - B BERER?

2. Have you experienced weight loss of more than 10lbs (5kg) during the past 12 months? q

BE+=EAR - CREBAEED10BEAMME? L] - Not ;_gg%able

33

3. Have you ever suffered from, or been told to have, or are you receiving or planning to receive therapy for any of the following conditions? . [

(Please " X "the box if the specific condition is "Yes" and give details in Section |.)
ET%‘%;%*%EL C EREAS  IEEES A B EMRL TIORMETZER? (FT 2, SRERMZRRRAEAMLE X, 5%
ATEIERE © )

[1 Memory Loss %18
[ Skin Ulcers R2[&i&15
[] Fractures B4f

] Confusion &L
] Osteoporosis B & HrEfiE

1 visual Changes ii§ /781t
] Fals&%@
—J

Incontinence k%

LAPA/PAIUWH (01/16)
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H. Health Questions 2B AT Life Assured Zf® A |Policyowner REHA A
Please answer the following questions: (If"YES", please give full particulars in Section . - = = =
FOETIERRERRARNE | (B2, - B - ) No&  YesZ No& — YesiE
1. Have you ever had any symptoms, diseases or disorders of the following: #& & &5 T SRk | | ] ] ]
a) The musculoskeletal system or skin, e.qg. arthritis, rheumatism, gout, sciatica or any disorder of the bones or spine?
B RBEE RIS ERINER © 40 - BREA R » A - LB - SiE MBI REHAIRRE?
b) The nervous system, psychiatric or brain function disorder, or impairment of the eyes or ears, e.g. paralysis, anxiety states, blindness, J ] ] ]
deafness, giddiness or epilepsy? B4 R47 « ¥EiH ek EASAERARY P » BREVE BRIRE 40 ¢ R - KEIERAR © R8P~ KR - BAKEAE?
c) Thecirculatory system, heart or blood, e.g. palpitation, murmur, chest discomfort, raised blood pressure, stroke or anaemia? ] ] ] ]
EBRYEIR M OB IR BRINAER - 40 OHTIES « OME - ETE - MBFIEY - PESEMm?
d) Therespiratory system or endocrine system, e.g. asthma, bronchitis, emphysema, diabetes or goitre? O ] ] ]
EAMFIR AR A SRR B RO 40 ¢ B - STREK - BRAE - FEFRREL R ARARAEAR?
e) The digestive system, urinary system, breast or reproductive system, e.g. ulcer, hepatitis (including hepatitis B carrier), other disorders of
the stomach, liver, bowels, kidneys or bladder? / [ [ [
BUMERME  IPRRET « ILESEERMARNER - A0 1 B85 - FRA(BECERAGES) - = WSS BT - BiEmaRIE?
f) Enlarged glands, tumours, cancer, growth or other malignancy? B2AR A - fZE - & - JEEREL thE M [ 1] 1] 1]
2. Have you ever had any illness or injury in the last 5 years not mentioned in any of the questions above? . . ] ]
EBEAEA - BEDEBBIINBELR - MAREE LGRER?
3. Have you atany time, A&7 :
a) Had any accident orillness necessitating you being under medication or drugs for more than 14 days, not mentioned above? [ [ [ [
BBB/IRELR - LHERRTRENEYARBETINXLE - 25 LR R?
b) Undergone any surgical operation ata hospital or clinic? 7£ B R el 2 TS A S MR F4f52 ] ] ] ]
c) Undergone any investigations (including X-rays, ECGs, blood tests, biopsies, ultrasound, mammogram or PAP smears, etc.)? If "YES',
please state WHEN, WHY and RESULTS in Section |. # %@ ftaf (X « SEIE - il « ERERIR « BB - JLEX AR F=EM ] [ [ [
2ARES)?E" R, BEIERPAYN RARER -
d) Received or do you expect to receive any medical advice, counselling or treatment in connection with sexually transmitted diseases, AIDS,
AIDS related Complex or any other AIDS related condition, or been told you have any of these?
BEBILEBMELORER)  BUR - BURERESEREALRELAEMORR - M2 anus Do Mt - (- (- (-
B GRS EREARE?
I. Details 3#1%
Details of Health Condition (including onset date, nature of disease / health condition, Type, Date and Result of Investigation Dearee of Full name of
Question No. dia}gr]osis, treatment received and planneg, da»te and resullof last foll(iw up) (Please attach report, if available) Re?:over Doctor / Clinic / Hospital
BB TEEROREHE (BIEREEE - R / BN © 2280 - BiRRaiTHRSaas - HERAER - BHIRAER @mﬂrg ES Ca i
RARENBRFER) (w06 Bk ERE) s BEPRETE

Important Note: Please use “Supplementary Information Form” if the space provided above is not sufficient. J¥& : 211l FZ2RTEIFER @ A " HRBHRG, BFR -

Part V 7845 Declaration and Authorization 8 ig#E

1/We, the Life Assured/Policyowner, hereby declare and agree that: (1) any change or revival of the policy shall be subject to the approval by Prudential
Hong Kong Limited ("the Company") and shall not commence until an endorsement in respect of such change or revival of the policy ("Endorsement")
has been issued to me/us by the Company; (2) neither material fact nor information has been withheld by me/us and the facts and information given
herein are true and shall be the basis of the contract; (3) my/our failure to disclose a material fact or information which may influence the assessment
and acceptance of the application for change or revival of the policy by the Company, may render the Endorsement and/or the contract voidable; (4)
I/we shall disclose to the Company any change in my/our health or insurability (for Policyowner, it is only applicable if payor benefit is applied) after
signing the proposal until I/we receive the Endorsement; (5) in the event of doubt as to whether a fact or information is material, it should be disclosed
to the Company in this application form.

I/We, the Life Assured/Policyowner, authorize all of the following (1) any doctors, hospitals, clinics, insurance companies, organizations and persons (that
have any medical history or records or knowledge of me/us whom or which I/we have attended or may hereafter attend) may disclose such information to
the Company for the purpose of assessing and processing this application form and claims and providing subsequent services. To avoid any uncertainty,
this authorization shall bind all my/our successors, assignees, executors and administrators and shall remain valid notwithstanding my/our death or
incapacity (including but not limited to mental incapacity). A photocopy of this authorization shall be deemed to be valid as the original; (2) the Company or
any of its appointed medical examiners or laboratories may perform all the necessary medical assessment and tests to underwrite and evaluate the health
status of myself/ourselves in relation to this application form and any claim arising therefrom.

AAN/BE  ZRA/REFAA EHEHRHEEE (1) REREBERAR (BAF) AEXEMRET AR BRRZHEAMET ( "#
H.) FAA/ESH FAREENHBUNFIEEN; (2) AA/BEEFEREEIMVEENSTELEN  MORUZBEERENST
EEE  UNERSNNERE B) RUAA/EEFRRBEZEESIEHNANET BRUREEAFGERETESRETWHBWNAIRE  TL#t
HER/FEHIRY (4) BEAN/ EEEELRBEREELA/EXWEIRER AN/ ESVEARBARHBEHRIRARBERRARERS
R R AR ERACT S AR ERAEME  COVRNBHEESEMNNEERELRBF  VATARFELREARAREXZTEREH -
FA/BES SRA/REFEA  FRUTEE (1) EABE - B 2F - RBAT  MBSIAL  BECHHEERNENAA / B IRE
AR SR EMGEREEFRBREERAE  FRTEREEMRERTNHENRBERRERRHEABRBE A - BATMAEER @ XIRESY
BN/ BEZEAAN - ZBA BEBRATARBETEANAEFTNERS - BMERAN/ EERTHBITREN(BRETRABEWH LBITREEN) KR
BEMEW - AREEZEAFERSREARRZNS ) 2) EARHTAEEARBECEE - B ABH(LEEAT - oTHILLRE R B\WF
BRI ERRERFEARAN/ BEETHEMECERTERAR - UBEZAA/ EF 2RI -
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Part VI 887588453 Personal Information Collection Statement U R {E A &E#} 28R

Prudential Hong Kong Limited (referred to as "the Company", "our", "we", or "us" in this Part entitled "Personal Information Collection Statement") may collect certain
personal information, including without limitation your name, identity card number (and copy of identity card), passport number, contact information, family history, health and
medical information and financial information ("Personal Information“) from you when you apply for insurance or financial products and services from us, or when you apply
to make changes to your policy, or when you make a claim against a policy. We may also collect Personal Information about you from third parties such as other insurance
companies or agents, government agencies, medical personnel, credit reporting agencies, courts or public records.

1. Purpose of Collection

We may use your Personal Information for the following purposes: (a) to process your application; (b) to administer and process insurance policies, insurance claims and
medical, security and underwriting checks; (c) to process payment instructions; (d) to verify your eligibility for insurance, financial or wealth management products and
services; (e) to design and provide you with insurance, financial and related services and products; (f) to communicate with you; (g) to provide you with promotional materials
relating to insurance or financial services or related wealth management products of the Company, and those of other entities whose ultimate parent company is Prudential
plc ("companies within the Prudential Group") or partnering financial institutions; (h) to perform a policy review or needs analysis; (i) to conduct research and statistical
analysis; and (j) to meet disclosure requirements imposed by law or regulatory authorities.

2. Classes of Transferees

We may disclose your Personal Information to third parties (within or outside Hong Kong) for the purposes outlined at Section 1 above, including without limitation the
following third parties: (a) insurance agents; (b) re-insurance companies; (c) other companies within the Prudential Group; (d) claims investigation companies; (e) third party
administrators; (f) third party service providers (including without limitation insurers, bankers, lawyers, accountants, and other third party service providers who provide
administrative, telecommunications, computer, payment, printing, redemption or other services to us to enable us to operate our business); (g) industry associations and
federations; (h) medical bill review companies; (i) professional advisors; (j) researchers; (k) credit reference agencies; (I) debt collection agencies; (m) partnering financial
institutions; (n) regulators and government agencies; (o) law enforcement agencies; (p) the Courts.

We may transfer your name, contact information and information about the products you have purchased (including the sales channel from which such products were
purchased) to other companies within the Prudential Group, and other partnering financial institutions, for the purpose of providing you with promotional materials relating to
those entities' insurance or financial services or related wealth management products. However, we will not disclose your Personal Information to any other third parties for
direct marketing purposes without your consent.

We may transfer your Personal Information in connection with a transaction with another company which affects the control, governance, structure and / or management of
all or a substantial part of our business, or if required to satisfy applicable legal or regulatory requirements.

3. Consequence of failing to provide Personal Information

Unless otherwise specified by us, it is mandatory for you to provide the Personal Information requested by us. In the event that any such Personal Information is not provided,
we may be unable to provide you with the services or carry out the activities outlined at Section 1 above.

4. Access and Correction Rights

Under the Personal Data (Privacy) Ordinance (the "Ordinance"), you have the right to request access to and correction of any Personal Information that you provide to us.
You may make such a request by writing to our Data Protection Officer at P.O. Box No. 28058, Gloucester Road Post Office, Hong Kong. In accordance with the Ordinance,
we have the right to charge a reasonable fee for the processing of any Personal Information access request.
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Opting-out Marketing Communications or Materials IEiB{ES{FH{E R k&

We intend to send you marketing communications or materials (as set out in the above Personal Information Collection Statement), but we cannot do so without your
consent. In the event that you do not wish to receive such marketing communications or materials, please let us know by checking the box below, and returning the form to
us in person at our Customer Service Center or by post at P.O. Box No. 28058, Gloucester Road Post Office, Hong Kong.

HIAEAE T & @ DR EEAGHERIEHESSEN  EREEATHRE - BHFITEERM - BRER T TIRZNRZFEHESSHEN  FELL
THELEE T RUERFIMER THER - LR S ZEILREERFINE FREH OHEEL RIEESRES TITEE S E{E562805855

O Opt-out Marketing Communications or Materials $E#@#%{E$4(5 B8 &R

The Life Assured / Policyowner, and Irrevocable Trustee / Collateral Assignee (if applicable), hereby confirm understanding of and agreement to the contents in this Part
entitled “Personal Information Collection Statement".

ZREN / REFEARTIHIREFEA / HIRERKEA (B ) 1SILEZRHELEBERES TIEBAABERER ) ZASBAPHIAR -

In any circumstances, a person who is not a party to the above policy (including but not limited to the Life Assured or the Beneficiary) has no right to enforce any of the terms

of the above policy. {EAFE Ll fREE—FIHA L ERB(BIFEETRMNZEARLZEN) - FEEMIER P TRBRHEIHIT LB R EAEMIERR o

Signed at on of
FESN Place 1th24 Day H Month B Year &
If the signatory is a Limited Company / Partnership / Sole Proprietorship, its authorized signatories should sign and chop. ZNFZXEHAGIRAR / 68 / BESEHE  BRARBREAERERES

Signature of Policyowner Signature of Life Assured Signature of *Irrevocable Trustee/Collateral Assignee (if applicable)
REFEARE SRARE TRABIRIEFEA / IR R 2 ABARE (AEH)

If the Policyowner uses signature chop or fingerprint, two witnesses are required. The witness must be an individual third party aged 18 or above. The personal particulars of the witness(es) will only be
used for the purpose of verification and confirmation of the identity(ies) of the signatory(ies) of this form. ZREFEALUBSZENHIENERE - WEEMMREA - REAVEATRISHREL EHE=
& RBAZEAEHRAGARREARBREDURREZANSHZA -

Signature of Witness Name of Witness (in Block letters) HKID Passport/No. of Witness (if no HKID)/Consultant Code
REARE REBAMR (BRAER) REASHDIE / ERREH (WESESHIE )/ ERRSE
Remarks ¥ :

1. This application must be signed at Hong Kong if client applies addition of riders, increase of sum assured and change of plan.
ERFRFBMMNGRE - RS RERRELREAE - LRIBVANREEEE -
2. This application must be received by our Company within 30 days from sign date. tt RN A EHILET 30 KAZEAARDIIRFME » HABH -

Please DO NOT sign on BLANK form. /)T HARKLEE -
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