: Transamerica Life (Bermuda) Ltd. ;
TRANSAMERICA Hong Kong Branch Office Reinstatement

« LIFE BERMUDA LTD Suites 3001-6, 30/F RBS Tower, Application
E A 2 Times Square, Causeway Bay
® R »E ﬁ i Hong Kong @g&gﬁ%%
EEASEFE)FRLA
EBDTHER
ERREERRES

BRIE I 2 RIR{TAE 30 42 3001-6

To be completed in English. The Chinese version of this form is for reference only. If there is any conflict between the meaning of the words of
terms of the English version and the Chinese version of this form, the meaning of the English version shall prevail.

AURSRT. REZFXEFARRSEZRH, BUhREIURFRI RS FRARZERT MRS, BURSURE ZBRERFE.

A separate Reinstatement Application must be completed for each Proposed Insured. Reinstatement is requested on the following Proposed Insured:
BERRRAVBERB I ZENHEE. UTRRERAEZRER

Proposed Insured Policy No.

BRERA REESRID

Mailing Address

BRIE st 3k

Occupation/Industry/Duties HKID/SSN/Passport No.

B/ T¥E/BY EEGORRE MERERT /BRRE
Amount Paid With This Application US$ Home Phone Work Phone

BN RFERMN ZRE xR | EEEF HNEF

PLEASE MAKE ALL CHECKS PAYABLE TO TRANSAMERICA LIFE (BERMUDA) LTD. DO NOT NAME ANY OTHER PAYEE AND DO NOT LEAVE
THE PAYEE SPACE BLANK.

FAXREATEALZABREEDARAN. I2ARABBIRAZEE, TOIBZIRA—RRZE.

Transamerica Life (Bermuda) Ltd., “the Company”, may require additional evidence of insurability. This is an Application for reinstatement of the above Policy in accordance with its provisions.

SEARBERE)FRLA (TE "28 ) TRERERFAENTIRIAXM . LA LRREZEGERZHHEER.

The Proposed Insured must answer each of the following questions:
BRAASABDE TISKEE
1. Have you used nicotine at any time?

LRAGRNEASEEREST ?

1 Yes [ No Cigarettes Date last used

£ a 5B B —RXRAAH
1 Yes [ No Cigar/Pipe/Chewing Tobacco Date last used

= = EHi/E 3/ IH R B#—-RRRAH
0 Yes 1 No Other (e.g. patch, gum, etc.) Date last used

HfgBlm : BRE, &OB , %) RE-XREABH

=

0 Yes [ No 2. Doyouintend to fly other than as a passenger or have you flown other than as a passenger during the past two years?
Py
(=)

2 BRENTEUIRESHRTIAEREEBEMFAGUFERE F B RIT ?
If “Yes”, indicate type of license Advanced Ratings (IFR/ATC)
mrR,  FRAVBES  EREIRBB(FR/ATC)
no. of solo hours hours flown past 24 months
BRERTNE B 24 8 A RITNEE
7 Yes [1 No 3. Doyouplan to travel outside the U.S., Canada, Western Europe, Hong Kong, Singapore, Taiwan, Japan, Australia or New
=2 & Zealand, for business or leisure, within the next 24 months?

BREFEERR 24 BARIERE. MEKR, BEE. FE. 2K, &8, BA, BNRHERZEALBRIRE ?
If “Yes”, give destinations, length of stay, number of trips per year and purpose of travel in Remarks.

mTR,  FEREHRAENG, EFRE, SFHTRABRITEME,

1 Yes [1 No 4. Withinthe pastten years, have you been convicted of or pleaded guilty to any driving violations, which includes driving under

=2 & the influence of alcohol and/or other drugs or reckless driving?
BHEBETFRAREBGHRETMECIBRBEERRR  SHETERBR /| IHGEYZETERRNEFRER ?
If “Yes”, give dates and types.
wmrR,  BRAAHRESNER,
1 Yes [1 No 5. Within the past two years, have you participated in aeronautics, powered racing of competitive vehicles, skin or scuba diving,
=2 = mountain climbing, rodeo or competitive skiing? If “Yes”, give details in Remarks.

FEBEMEARETESHEME, BEERHERBETLLR, HFIKMEK, B, BRMBRRIABRKBE 20 "R, | FERER
EREIR
6. Present height and weight: ft. in. Ibs.

) i ©
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7. Name and address of your personal physician:

EBHRABEZHE R

8. What medication (s) are you presently taking?

BEWEERAEEREY ?

9. During the past five years, have you:

EBERFR , BLREER

1 Yes [ No a.) Hadany illness, injury or disease?
2 & BEMKE. BEIHE ?
1 Yes [ No b.) Consulted or been examined by any physician?
2 = ESEMBEEDERRR ?
0 Yes [ No c.) Required any hospitalization(s)?
= ) EERR?
7 Yes 1 No d.) Been declined, rated, modified, postponed, refused renewal or refused reinstatement for any life insurance application?
= = REFASRBIKER. NE, S0, 5, EREPIEBMEEN?
0 Yes 1 No e.) Filed for, received or been refused disability benefits?
2 & 7. EIMESRIE R 2

For “Yes” answers, in Remarks include all dates, diagnoses, durations of any illness and provide names and addresses of all attending physicians and hospitals.
WMEE TR,  BEREWELFFEENY. . BRERSX  YERUMATABENSS M URFIEEABERN S BMitbit,

Remarks

#

The Policy Owner must answer the following question:
REBEALEBELLTHRE :

o

Is the Policy Owner a U.S. Person for Tax Purposes? L Yes & L) No

REFEAREHREMSHEEAL?

If “Yes”, please provide the following information:
mrE,  BRUEUATER:

Name:

£

U.S. Taxpayer Identification Number:

EEMBRA BB ERBIRT :

| represent that the statements and answers given in this Application are complete and true to the best of my knowledge and belief and may be relied on
by the Company as the basis for reinstatement of the Policy. | understand that the Company may require additional evidence of insurability. | understand
that the Company may, subject to the reinstatement provisions of the Policy, deposit any payment or cash any check without prejudice to its rights to
decline to reinstate the Policy. | understand that if the Company declines to reinstate the Policy, any payment paid with this Application will be refunded.

AAEBH , FRFEMERZZIERERER , EFAMARFMEHBTENER  ELRAUEREAREERKE. AARA , BEARATREREHEN
TERBAXMS . FABQELRTREFSRENERNFRTAFAAREIRREAXEMFISRELEBREERNER, AAHA , ZELRER
REEN , RtRFERNZEARER TFED,

Signed at on
HE B City, Country 1 , Bz BHA Date (mm/ddlyyyy) B8 (B / B/ &)
Signature of Proposed Insured Signature of Proposed Owner (if other than Proposed Insured)
(or parent or guardian if Proposed Insured is a minor) BREA (WERREA ) 2ES
BEREA (MBRARATIARFAL , MIRSHEEA )
ZEE

PLEASE COMPLETE AUTHORIZATION
RERRER

APR 1BM-406



AUTHORIZATION TO OBTAIN INFORMATION
ERERRES
TRANSAMERICA LIFE (BERMUDA) LTD. ( “the Company”)
2EAREBREAERLNT (TAR.)
I, the Proposed Insured, hereby authorize any physician, medical practitioner, hospital, clinic, other medical or medically related facility, insuring or
reinsuring company, consumer reporting agency, or employer having information available as to testing, diagnosis, treatment and prognosis with respect

to any physical or mental condition and/or treatment of me and any non-medical information of me to give the Company or its legal representative, any and
all such information.

EA(BREA) ELBEETHREERRR, D8, ARREEHFAAZZMSEIBHRRIRE /| RAAZEBRERNURSTAZFEBREEN T MAEEA
B, BE, BR. ¥ HUBRIHEEREHEIEE. ARIBRALNE, HEZREAEREE , MEARFEZSERNBTFELARRIHEEERRK.

I understand the information obtained by use of the Authorization will be used by the Company to determine eligibility for insurance and eligibility for
benefits under an existing policy. Any information obtained will not be released by the Company to any person or organization except to reinsuring

companies, or other persons or organizations performing business or legal services in connection with my Application, claim or as may be otherwise
lawfully required or as | may authorize.

AAHH , EREALREEHMESCENSHELAAUEERTAERESRBRRTHERESRARET 2RE. ARTERMREZEMENE
FRAALHEERSG  HABRAE , RBTRAACHEE, REABCHEREZBBCEMALTREE  [IEHMKERTEZERTERAREZE
RTHAFBENREEIN.

I know that | may request to receive a copy of this Authorization.

AAHE , AATERRE DI REE 2RI,

| agree that a photocopy of this Authorization shall be as valid as the original.

EARK , LBEEECKONEAEEEARREN.

| agree this Authorization shall be valid for two and one half years from the date shown below, regardless of my condition and whether living or deceased.

AARE  LWREEERETXMI BHEHAMELATY , BEREIAZERAMRRTE],

Note: If information is to be released by a person or facility located in the U.S., the Authorization for Release and Disclosure of Health Related Information
form must be completed and attached.

AR MERABRVAXRECATHEERA , IXRERRN ERGRNEREREENRES.

| understand that if an investigative consumer report is ordered in connection with this Application, | may elect to be interviewed in connection with the
preparation of the report and, upon request, | will be provided with a copy of the report.

AAHH  AABMLPFERH—DHEERERS  AATUEERGRABBEMPER. EREERE , AAKSES-HBRERF.

0 Yes 0 No | elect to be interviewed if an investigative consumer report is prepared.
= & MERHEERATRE , FABEBEHER.
Signed at on
HEH B City, Country 1 , Bz A Date (mm/ddlyyyy) B8 (B / B/ &)
Signature of Proposed Insured Signature of Proposed Owner (if other than Proposed Insured)
(or parent or guardian if Proposed Insured is a minor) BRAA (WFERRRA) 2ES
BREAN (NMBRARATDARFAL  IRRAEEA )
REE
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