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\E GENERALI CHINA LIFE INSURANCE CO., LTD. . .
Personal Health Declaration for Group Insurance (2020 Version)
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The following items are provided to learn about the health and medical conditions of the insured in the past and
at present. Be sure to inform us of any known or suspected diseases or symptoms, whether you have come to
professionals for advice or not. The insured is requested to declare to the best of his/her knowledge.
In case of non-malicious and unfaithful declaration, the insurer reserves the right to make|
retrospective underwriting.

Please be aware that the diseases or symptoms faithfully declared are not included in the scope of insurance
coverage by default. In general, the terms and waiver items of the policy still apply to the faithfully declared
diseases or symptoms. Failure to perform the faithful declaration obligations specified in the preceding
paragraph intentionally or due to gross negligence is highly likely to affect our decision on whether to agree to
underwrite or increase the insurance rate. We are entitled to terminate the contract according to Article 16 of the

Insurance Law and make corresponding claims settlement conclusion.
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For the following items, if your answer is yes, please tick “Yes” in the corresponding [1; otherwise, tick “No” in

the correspondingl:

L REEEANF SRR A AR ORI B DR . S ISP n S A K fR ? aOp On
B =
Has your application for insurance to us or other insurers ever been declined, postponed or o
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Are you currently hospitalized or during a sick leave? (Yes CIN
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In the past four years, have you been hospitalized for 5 consecutive days or above or asked for sick v D:ll
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leaves for 15 days or longer accumulatively?
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Have you ever suffered from or are you now suffering from any diseases, including but not limited to:
Tumors (including cancer, sarcoma, lymphoma, leukemia, benign tumors and tumors with
undetermined character), carcinoma in situ, precancerous lesions, polyps, cysts, nodules, goitre,
etc.; nervous system diseases such as epilepsy, neurological disorders, cerebrovascular disease;
cardiovascular system diseases such as heart disease, hypertension, coronary disease, cardiac
failure, arrhythmia; respiratory diseases such as asthma, tuberculosis, chronic bronchitis; digestive
system diseases such as esophagus, stomach, liver, gall, intestine, pancreas, including but not
limited to peptic ulcer, hepatitis B, cirrhosis, upper gastrointestinal hemorrhage, etc.; urinary system
diseases such as renal agenesis, polycystic kidney, nephritis, nephrotic syndrome, renal
insufficiency, renal failure, uremia; sexually transmitted diseases such as gonorrhoea, syphilis,
AIDS; blood and hemopoietic system diseases such as anemia, coagulation disorders; endocrine
system and metabolic diseases such as thyroid disease, diabetes, hyperlipidemia, gout; immune
system diseases such as rheumatism, rheumatoid, systemic lupus erythematosus; fracture,
amputation, organ removal or transplantation, glaucoma, cataract, hearing loss, mental illness and
other diseases?
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Have you received any in-vivo implantable prostheses and medical devices, including but not limited
to shunts, vascular stents, pacemakers, replaced joint prosthesis, etc.?
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Have you ever had any discomfort symptoms and signs in the past 2 years including but not limited
to: persistent fever, pain, megrim, chest pain, cough, hemoptysis, stomachache, hematochezia,
purpura, weight changes of more than 5 kg without a clear cause?
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Have you noticed any abnormalities during blood examinations, imaging examinations, pathological
examinations, and other auxiliary examinations (including but not limited to various medical
examinations such as venous or arterial blood sampling examinations, electrocardiogram,
electroencephalogram, X-ray, CT, nuclear magnetic resonance, PET, ultrasound, etc.)?
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Have you suffered from chronic or long-term iliness or dental disease, or other disability, deformity or
periodic disease or injury?
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Are you consulting or seeking medical attention from doctors or other health experts due to known
causes or are you planning to do so?
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Are you currently receiving chronic diseases medication or have you been taking (injecting)
medicines for treatment for a long term or are you currently taking (injecting) medicines for treatment

when you fill out this declaration?
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Female only: (please specify if the insured is female)

measles, epidemic cerebrospinal meningitis, diphtheria, tetanus, pertussis, etc.?
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Have you ever had any reproductive system diseases on your uterus, breast, and ovaries in the {[(JYes [INo
past 5 years?
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Are you pregnant? If yes, please specify the due date. Due date: Yes [ONo
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Child only (guardians are required to specify when the insured is 0-15 years old) 08 O
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Have you ever had a congenital, hereditary disease or deformity in the past?
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Have you ever suffered from pneumonia, convulsions, diarrhea, polio, ADHD, poliomyelitis,
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If any answer to the above questions is “yes”, please specify in the “health condition details” and provide relevant

medical history. If the space is insufficient, please attach a separate piece of paper to specify.
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Do you smoke? If yes, please specify: smoke__cigarette(s)/ day, smoke for__years; LIYes [INo
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Do you drink alcohol? If yes, please specify: drink__ml/ week, drink for__years, type of LIYes [INo
drinking ;
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(Note: Select No if you don’t have a drinking habit but occasionally drink in various social
occasions)
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situation Have you ever taken or are you now taking any forbidden medicines or drugs?
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Do you often travel to dangerous areas or countries? (Such as areas subject to natural disasters,
epidemics, wars, ethnic conflicts, etc. currently or frequently)
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Do you have a car accident record?
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Declaration and Authorization by the Insured
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| hereby declare that all the answers to the above questions and the related information are provided by me in
person upon perusal. | have been aware that the written form shall prevail and the health declaration can only
take effect upon my personal signature;
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| declare that the information | have given is completed and true to the best of my knowledge and that | have not
made any concealment or omission about my present and past health status and lifestyle and habits
concerning the above questions;
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| am aware that the answers and the related materials are crucial for Generali China Life Insurance Co., Ltd.
(hereinafter referred to as the “Company”) to assess risks and underwrite the policy;
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I herewith authorize any doctors, hospitals, clinics, insurance companies, the police office, or any private or
public organizations to provide any relevant information, reports or documents concerning me to the Company
at any time when the Company requires;
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| consent that the Company has the right to apply my personal information for the purpose of insurance,
reinsurance, data processing or statistics.
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Signature of the insured / guardian: (Signature of the guardian when the insured is under 18 years old)
Place of signing:
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Phone number: Date of signing:
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The following section should be filled out by the Insurer
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