AR NERESIRLS

TAPIMNG LIFE INSURAMNCE CO,., LTD.

Employee Application Form

Details of Applicant (First Insured)

First Name Surname
(cm) (kg)
Date of Birth Gender Height(cm) Weight(kg)
ID Type ID No.
Contact Address Postcode
Phone Email
Home Country Nationality on Passport
Country of Residence City of Residence
Company Name Date of Employment
Job Title
30 O O

Yes No Elected Country ( for
Do you work at least 30 hours major treatment)
per week for this employer?
Details of Dependants

(cm) (kg)
Name | Relationship to | Age ID No. Gender | Date of Birth | Height Weight
the First Insured ID

TYPE




| Please choose the insurance program

O Select O Premier O Elite [ Other

Health Questionnaire

Important: All material facts must be disclosed. Failure to do so could result in the rejection of a claim. Material
facts are those that can be reasonably regarded as likely to influence the assessment and acceptance of this
proposal. If there is any doubt about whether certain facts are material, these facts should be disclosed.

1 O ]

Are you currently active at work on a full-time basis? Yes No

2 [ O

Have you (or anyone to be insured) ever been refused by a life or any other form of | Yes No

health insurance company, or ever had a policy postponed, special rated, or accepted on

special terms?

3 O ]

During the last five years have you (or anyone to be insured) consulted, or been treated | Yes No

or examined by a doctor?

4 O O

Yes No

During the last five years have you (or anyone to be insured ) undergone a surgical

operation or been referred to any hospital, clinic etc., either as an in-patient or

out-patient, or either had (or be awaiting for) any special tests or investigation?

5 | O

Are you (or anyone to be insured) currently taking any medicine or drugs (whether or not | Yes No

prescribed by a doctor) or receiving any other type of treatment?

6 / L] O
14 Yes No

Do you have or have you previously had any of the following illnesses/disorders? Please

tick the appropriate box and underline the illness/condition referred to OR any other

illness lasting or requiring treatment for more than 14 days? All questions must be

answered.




1) Tumours: Benign/Malignant ] O
2 / / Migraine / Neurological Disorders / Epilepsy ] O
3) Mental lliness ] 0
4) Eye Diseases U ]
5) / / / Tuberculosis / Asthma / Allergies / Pulmonary Diseases L] o
6) / Cardiovascular Diseases / Arterial Hypertension [] 0
7 / ! Liver / Pancreas / Stomach / Intestinal Diseases [ U
8) / Diabetes / other Hormone Diseases [l o
9) /

Urinary Tract and Kidney Diseases / Diseases of the Sexual Organs [ U
10) / Rheumatism / Muscle, Joint or Bone Diseases

] O

11) Back Problems ] O
12) Skin Diseases O ]
13) Cosmetic Operations ] O
14) / / Any other Diseases / Disorders / Accidents ] U
15) HIV Have you been tested for HIV-antibodies O H

If YES , what was the result:

HIV HIV-Positive

HIV HIV-Negative O
2 6 “ K

If you have chosen answered, “yes’ for question No., please give full details into the blocks below. Indicating
which question(s) you are answering.

No. Full name of person | From (YYYY/MM/DD) To Degree of Recovery
treated (YYYY/MM/DD )

/
Full information on | Name, Complete Address and Tel/Fax No. of Attending Doctor
Nature of Illiness

No. Full name of person | From (YYYY/MM/DD) To Degree of Recovery
treated (YYYY/MM/DD )



zhangyue
delete


/
Full information on Nature of | Name, Complete Address and Tel/Fax No. of Attending Doctor
lliness

No. Full name of person treated From To Degree of Recovery
(YYYY/MM/DD) (YYYY/MM/DD )

/
Full information on Nature of | Name, Complete Address and Tel/Fax No. of Attending Doctor
lliness

Please continue on a separate sheet if the space is | Number of Additional
insufficient Pages Attached:

/ Applicant Declaration

1
| declare that to the best of my knowledge and belief that the statements made above are complete and,
together with the policy terms and conditions, shall form the basis of the coverage.

2.

| understand that any change to my health (or that of anyone else to be insured) must be notified to Taiping
Life prior to the commencement date of the contract and that failure to disclose all material facts may result in
the rejection of a claim.

3.

| authorize any organization and any medical practitioner in possession of my records or my dependants’
record to provide Taiping Life with the information in relation to this coverage. | authorize any licensed
physician, medical practitioner, hospital, clinic, or other medical or medical related facility, insurance company,
institution or person that has any records or knowledge of me, my dependants or my health to provide Taiping
Life with any information they may require in respect of this coverage.

/
Applicant Signature Date

A photocopy of this authorization shall be valid as the original.

/Mail-address 1399
Taiping Life Tower, N0.1399 Minsheng Rd.
Pudong New Area, Shanghai, China
/Postcode: 200135
ITel: 86-95589







	环球团体医疗保险员工申请表

