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The applicant ever have any congenital disease (if yes, please specify)
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Please send my policy documents by email and send policy confirmation by SMS

[] ngonds wnanstiugunsindssiusamadunieneldseddnafiogaiuuu (U3 azdngaenanstiudunisindssiuwionsnunndivinuniglu 15 Suiinag)
Please send my policy documents by post to above address (The policy will be sent within 15 working days)
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Warning of the Office of Insurance Commission :

The Applicants must truthfully answer all questions. Concealment or misstatement of any facts will cause the insurance agreement to become void, or may be grounds fot the insurance company to deny its
liabilities under, or terminate, the insurance agreement, by virtue of section 865 of the Civil and Commercial Code.
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I (the Applicant) hereby certify that the foregoing details and health information are correct and true and will form part of an insurance agreement between myself and the Company.
If my concealment or misstatement of any facts will cause the insurance company to deny its liabilities under, or terminate, the insurance agreement. I also agree that this letter will be
deemed as my consent to authorize any physicians, hospitals, clinics having records or details of my sickness, including my HIV virus blood test results to disclose all the facts to the
Company or its authorized persons, and I hereby authorize the Company to disclose such information to governing bodies or relevant agencies. The Company reserves its right to
consider the insurance based upon the foregoing information.
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