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Have either of your natural parents or any siblings died from or ever been diagnosed with cancer, diabetes, heart disease or mental disorder by a qualified physician?
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Have you ever been treated for or diagnosed with heart disease, high blood pressure, diabetes, liver disease, HIV defection, immune deficiencies or cancer by a qualified physician?
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Have you ever been rejected for either insurance application or renewal, or requested for changing conditions, postponement, increasing premium or counter-offer of insurance?
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connection with medical check-ups are true and accuracy. I understand that if I do not declare true information, the insurance company shall have the right to decline insurance cover
or refuse to make any payments under the policy.
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may have in the future to disclose to the company or a representaltive of the company for the purposes of entering into the insurance contract or making any payments under the policly.
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information to the Office of Insurance Commission (OIC) for the purposes of regulating the insurance industry, or other insurance companies, or licensed reinsurers, or other
competent government agencies, or physicians for acceptance of insurance or making any payments under the policy, or medical purposes.
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Does the applicant wish to exercise the income tax exemption right under the revenue code or not? (For the member who enrolls under a voluntary basis)
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Before signing please duly check the accuracy of all the answers to ensure the completion and full enforcement of the insurance contract, in case of any change your endorsement is required.
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