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it Hp R AR # ! A e A H # £ p e L
Period YYYY MM am/pm to YYYY MM DD am/pm (12 month)
& %4 & & F# Proposer
"t e OF ™M A p / /
Name SEX O+ F Day of Birth YYYY MM DD
b et g (H):
ID or residence permit number (0):
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S AL AR O k& 4 32 La Same as Proposer Mobile
Residential Address OOoc
A% A &2 FH Insured
peaga e O ™ 4 op g / /
Name SEX O+ F Day of Birth YYYY MM DD
Y (H):
ID or residence permit number (0):
o T
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Residential Address [
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Whether the insured has taken out any other Injury medical reimbursement or
E %L Ort Ope i O+ =+ - .
Medical reimbursement insurance contract ? O%_Yes OF No
BE ARG Self Spouse Child WA LR PRI P &S HRGER e ) LY R -
Relationship with Proposer o= Ordwst Otk Whether the insured has a disability manual or certification? If Yes, please
P ibli Empl attached. O&_Yes O% No
arents Siblings MPIOYMENt |y ierg « 4 B354 L2 2401 L FFREPMERD + 2 -
Is the insured currently subject to the declaration of guardianship? If yes, please
attached the relevant document. O%_Yes O% No
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LaEa g2 ¥ A 2+FH Beneficiary
(AR FGEDEFAOLREE A AL AP A ERA[TARL )
(The beneficiaries of the disability insurance are all the insured, and the company will not accept designation or change.)
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Name Contact Number Address her s ot O i
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Settlement Priority
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Coverage Category/Premium Plan 1 Plan 2 Plan 3 Plan 4 Plan5
— g 062 0124 0186 0248 0310
. . Category 1
PR S g_,y
) 3 o78 0156 0234 0312 0390
Accidental death / Category 2
disability B 093 0186 0279 0372 0465
Category 3
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Accidental for 0-15y child
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Medical and Occupational declaration of insured
FPREFREOREE  F oA FHFRLRIZZ Ij AR AXFRRFREF A L ﬁﬁ'ﬁ%%‘ﬁ—’;ﬂ PR RFIB AR o
In order to ensure your right, please be sure to fill “Medical and Occupational declaration of insured” by the proposer and the proposed insured.
If it is not true, the company may terminate this contract with Article 64 of the Insurance Law, and the same after insurance incident.
1 REEAEEEP LT TG TAARAIRE PR BRSTH? 2 REEAPHEPBRETF TART ?
(TR ERAFL G E) Have the Insured currently suffered from following functional disturbance?
NI I
In the past 2 years, have the Insured been suffered from following diseases and @ B"idnp“ .......................................... 0% Yes 0% No
received any treatment, diagnosis by doctors, or taken any medicine ? @ ~AFEARPARHE G FRIRALPFEOR PR T F o2 - PR AL Rl
(Inspection report may replace Q&A) HLALY AR L0217 .

@) ~ %5 Bg (dpicsp/R 140mmHg £ 4758 90mmHg 14 ) ~ o ~ i~ AR s ~ A Have the Insured been suffered from eye diseases or hurt and received any
R treatment, diagnosis, or taken any medicines by doctors ? ..................... ofYes o%No
High blood pressure(Refers to systolic pressure over 140mmHg or diastolic And after the correction of the one eye vision , the best correction vision in the
pressure over 90mmHg),angina pectoris, myocardial infarction, congenital heart Landolt’'s C Chart below 0.3 ...........coouiiiiiiiiiicieec e o0& Yes o%No
disease, aortic aneurysm. ©0%YesoENo (3 ~ B o

@~ R (Fadiai s BT E ) S e s RO TR (& & ;p'ﬁ@;kv]&’riﬁ)\*§jd~@\9’§_ PartimuUtiSIM «oveeeeieiei s o¥Yes 0% No
FRa. @ LFETIAARA G T RAD R PRI SRR E PHIRS A AR
Cerebral stroke (cerebral hemorrhage, cerebral embolism), cerebral tumor, epilepsy, ItmE(dB)nl -
psychosis, Parkinson's disease ..0%Yes 0%No Have the Insured been suffered from ear diseases or hurt and received any

@) A (AR ) A A i A treatment, diagnosis, or taken any medicines by doctors and the degree of single
Cancer (malignant tumor), Cirrhosis, Uremia, Hemophilia .............. ..... o0fYes 0%No ear hearing loss is 50 decibels (dB) or more ? ... ...0& Yes 0% No
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Diabetes mellitus ...0%Yes 0% No Speech or chew functional diSturbance...........vueiveiiiieiniiisiici 0¥ Yes o%No
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Alcohol or Drugs abuse, Dizziness R Yes 0% No imbs functional disturbance or deformity ofYes oENo
(6) ~ ARG AN R A %
Retinal hemorrhage or detachment, optic neuropathy..... 0% Yes 0% No
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If insured has above matters now and past, please describe in detail such as name10f illness, hospital, approxnmate date of consultation, treatment process, whether surgery or not.
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The Declaration
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| (the insured) agree that Shinkong Insurance Company collect, process and use my personal data related to health checks, medical treatment and medical records.
AA(RERA S REA) PRAATRAL FROPHALEL P A THEEE RS20 R RBER FRAA RGO 6L R AT AW AL A R THUITRE IR
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| (the insured, the proposer) agree that Shinkong Insurance Company will transfer my proposal information to the Property and Life Insurance Association to establish a

computer system connection, and agree that the member company of the Property and Life Insurance Association can inquire about my information in the system is used as
a reference for insurance and claim settlement, but each company should still decide whether to underwrite or settle insurance according to its own underwriting or claim
settlement standards, and not use previous information as the basis for underwriting or claim settlement.
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| (the insured, the proposer) agree that Shinkong Insurance Company has the right to collect, process and use my personal information within the scope stipulated by the ”
Computer-Processed Personal Data Protection Law ”.
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| (the proposer) have received the sample or photocopy of the policy, the notice to the insured, and filling the proposal , please sign in the field below.
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| (the proposer) have confirmed the declaration and please sign in the field below.
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If the beneficiary of the death insurance benefit is designated separately that the insured does not agree to fill in the beneficiary's contact address and telephone number,

the last contact information left by the insured will be used as the future death insurance benefit Basis for notification of beneficiarie
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Signature of Proposer

EiEwp
Date signed:

/

YYYY MM DD

Signature of Insured Signature of legal representative

(Ui 4 5 220k SR ERT 2 4 Al F o ohd F AR S ERARE <)

(If the proposed insured is under the age of 20 or declaration of guardianship is not revoked,
a co-signatory of his/her legal representative is required.)
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