Sales representative report ¥R &X® &

Please provide the additional information on this page to help us process the application
FRURECENEA UGB RMIETRE
About the person being insured BIRBIREE AE

Did you meet the person being How long have you known this person? #R [Estimate his or her annual income from
insured?/ 25 BRI A BE? DRB IR A S A B salary, bonuses and dividends (net of
OvYes/ £/ ONo/E e business expenses)# R B A 2 T F
------- ears . )
Y F. S ALRI(BEXHBR)EK

------- mths/ B AUSS

Income from other sources /Efi5kJR 2 |Sources of other income / E it A 3R

WA

Us$

Country of citizenship /Bl £ Length of time in current country of residence /

EEABERRZ EERE:

Does the proposed insured appear to be unhealthy in any way? /| B#E 2 HRBARSEEMLRS BERETR
B? O No/& [ Yes/R(WABR , BRH)

Are you aware of anything about the proposed insured that might affect their insurability? /
RREABETRFENREARBEDZETMNER? O No/& R Yes/R(WAR , FRH)

Is the owner or beneficiary someone other than the proposed insured’s parent, spouse, or child? /FiE A2
HARBRERBAZRE, BBIDEUAAZEMA? O No/E O Yes/R(WAR , BRARKE I 2GR
1)

Reason for taking out life insurance (check one) / HEBR A B4R B0 R EH (438)

A Stock repurchase  HBuy-sell agreement  HCreditor protection HIncome replacement

REEE BEA-BEHHE BREARE &R
HKey person insurance HTax or estate planning HDeferred compensation
FEAERRE RESEERE EEEE

O Other, please provide details/E ft , FE5REA

Business finances of the person being insured / #{REEA 2 22 T8
If coverage is for business-related needs, please tell us about the business finances

ERBEEIREALFEBAER , FEALIUBRR

Percentage of business owned Are other partners or
by the person being insured owners also applying? HYes/ 2 HNo/ &
ARG 2 A 31 H A Hit 2B ARFEA Amount of insurance P_Iea_(se give details
B 15 R A s£s0RA

% R BERHE?
Net worth of the |Fair market value of |Net after-tax Last fiscal year Previous fiscal year
business/ the business business income  FIEMI I FE SR I FRE
NEFE NEITHEE NTBREEF
uss$ uss T R — Us$

Payment Information &R




Payment made with Future payment frequency Amount of schedule
this application BEARURR FEEMNRERE

O Monthly/& A AQuarterly/g 2% |US$

A Semi-Annually8¥ & 0O Annually /8%

The policy owner’s identity is required for universal life insurance applications
KREANESRBPRBEHEZEBREMEASD
Verifying the policy owner’s identity ZE&GEREASS

ABirth certificate / H4FH MOPassport/ R |Document identification number / &% 2515

O Other / Hfth

Sales Representative Information ¥ REMR

Name Code Agency Rep. Code
HnAH e fEeHER R&RImR
Signature

k&5




Personal Fact Sheet {EAZEF®

In this application you and your refer to the person being insured and the policy owner. We, us, our, and the Company
refer to Capital Life Insurance Company of The Bahamas, a member of Sagicor Financial Corporation.

TEBRBERP , FARFRANRERFERARREMEA , &M, KRB, R FRE Capital Life Insurance
Company of The Bahamas , % Sagicor Financial Corporation Z fX 8.
Please PRINT Clearly / &Rt LENRIFEIES

1. General Information / —f¢¥& ¥

If the mailing address differs from the residence address, please provide details in the sales
representative’s report /| HEEFA U EEF MU TR , FREHRRRBEPRHA,

Information about the person being insured / #{REBAES

Name (first, middle initial, last) / & (#K) COMale/ B  |Date of birth/tH 4 BHA
O Female/&Z  |(mmA/dd B lyy5)

Residence address (street number and name, apartment or suite)|City / 3 Province - State/%& -

FEI(HEEEERE , LBERNER)

Country / BIZR Postal Zip code / #5E[E 5 Place of birth (province / state and country) /
o 4 (/M EEEI3R)

Social insurance number/ &R  |Other ID Information/ E {2 & % 3% 5% %8 |Province / State/ &/M

Occupation (please specify job title and duties) / Home phone# /

B GER AMB ) RETERG

Name and address of employer / /& Bt it Business phone # /
NI

Information about the policy owner
EEREMAATABRRBARS BEZARS , IEEREEERERAMAAZELERIBRE
Individual owner / SREFEAER

Name (first, middle initial, last) / #% OMale/ £  |Relationship to the
person being insured /

O Female /% SRR IR A B

Residence address (street number and name, apartment or suite)|City / 3 Province — State
Bt (HERBRERE , AERER) &-M

Country / Bz Postal Zip code / EJ3E [E 5| Social insurance number/#t 24 ki 5% 15

Occupation (please specify job title and duties) / B3 (55557 95 B 78 BR B 7%) Home phone#

Name and address of employer / &% E2th tit Business phone # /
UNEIESERS A

Complete this section only if the policy owner is not the person being insured. The owner’s Social
Insurance Number is required information for all products

EEXAREARNAIEPE-—EBARRRRIREREATS , BREBARS , FRHUMULSREBIRE
R B AR IR A BB



Is there a contingent policy owner?

EEEHBREREA

Name (first, middle initial, last) / %%

Relationship to the person being

insured / EB4{R B A BAER




Corporate or joint owner

I ARREBA

Name / ##&

Mailing address (street number and name, apartment or suite) / Bttt (HELBERE , LERER)

City /

Province - State / & -/

Country / BIZ

Zip code / EBERER

1. Your beneficiaries / ¥REISZ2EA

Primary Beneficiaries (share of benefits must add up to 100%)
FTEZIRA(ZRZLEHIMBEES 100%)

Name (first, middle initial, last)

HH

Relationship to the
person being insured

SRR A BB

Percentage share of
benefits to be paid

Xz 2

%

%

%

Contingent beneficiaries (share of benefits must add up to 100%)
EEZRA(ZRZEHIMERER 100%)

Name (first, middle initial, last)

HH

Relationship to the
person being insured

SRR IRBR A BRR

Percentage share of
benefits to be paid

Xz 2

%

%

2 Your basic benefit / {fRIVEARZ S

For term insurance, complete Sections 2,3 and 5. / HiR{RES ,

For universal life insurance, complete Sections 2,3, 4 and 5. /

%Bﬁo

Your insurance coverage #REV{RERTEM

REEES2, 3R5ED.
KB AERE  BEEHE2, 3, 4K&5

What type of insurance Policy are you applying for?

REZREER

A Universal life/#8 & B Term insurance/HA & 4R b

Sum insured (amount of coverage)

RE(RIRIAR 2B )
$

If this application is for joint or multiple-life coverage, please give us the names of the others
being insured /| EXERFEABERNEESASRER , FRRUEBBRBARS

Name (first, middle initial, last) / #%&

Name (first, middle initial, last) / #&

If this new policy will replace an existing insurance policy, please complete a replacement form.

EXREKBREBRE ,
Other life insurance policies / Hf AMRBRE

FBEREARE,

Do you have other life insurance policies in effect or pending with us or another insurance
company? /| fRREHMEHEERZASRBREIROBMREMRE AR PFBFZASRE?
OYes/ 2 ONo/ &(If yes, please provide details below / fnE2 , ERBAWMT)

Insurance Policy Year Type of Amount of
company number issued coverage coverage
RER A RERT BOFE RREEESE fREE

Is policy being
replaced or onverted?

R EEAG AN T S IR

‘ OPersonal A |USS$

OReplacement / 1%




A Business/Z\ 7] HConversion / i

A Not applicable/7 & A

OPersonalAA |US$ AReplacement / 1%
O Business//A A dConversion / i

A Not applicable/7~3& F
OPersonalfBA |US$ AReplacement / &1
O Business/ Al M Conversion / i

A Not applicable/7~ & F

3. Additional benefits Ml 2$

You may add certain benefits to the policy you're applying for. Check the box next to each benefit you're
adding. RERBFZREFMBIEZZR , FREEASRABRAE NI

MO Accidental Death & Dismemberment Benefit ZAT&BEESZ i

OTotal Disability Waiver of Premium Benefit XEZREBELERR

4. Universal life insurance — additional information #& & A B{RE-SEAEH
Choosing a death benefit option REFTZHFR

Choose one of the following: B T 5i#E—&E:

OLevel death benefit HHEZETF %

Olincreasing death benefit #fif 2 FET- 2

5. Temporary life insurance questions B A M{RBEEH
To apply for temporary insurance, these questions must be answered No by the person being insured

ARFERHERE  TAREERRRBADERR

1) Within the last 12 months, have you consulted a doctor for chest pain, any known or |qyes/ £
suspected heart attack, stroke, cancer or AIDS?

H#BE 12EAR , REAESRMEAR. EAEMCARFLUCER. PEA. BESR
AIDS HE&?

ONo/ &

2) Within the last 2 years, have you applied for life or health insurance and been refused| qyes/ 2
coverage or received a rated or modified offer? ONo/ &

N = = o ol &8
BE2ER , FREERFASIERRE  EHRIEERRINIBHRRE? -
3) Within the past 45 days, have you been admitted or advised to be admitted to a OYes/ £
hospital or clinic as an in-patient, except for pregnancy or childbirth? ONo/ &

ol &

BE 45 RA, RBEZFEEN , RETERERIRE 2 BBERRZATER?

6. Medical and personal history EEREARESD

To apply for temporary insurance, these questions must be answered No by the person being insured

TIHMBEEHBRBRABE,

6.1 Required information ER¥E¥

a) Within the last 12 months, have you used any product containing marijuana, tobacco or nicotine,
including tobacco cessation products?  BXEI2EAR , IRREGEAETAEEAK. ZE, REH
TeER, @8E8PILEM? AYes/ 2 HANo/ &

If yes, what product did you consume, how much and how frequently?

maER , RERFEER? CANEEER?

b) Within the last 3 years, have you been convicted of more than three driving violations, been involved
as a driver in a motor vehicle accident, or has your driver’s license been suspended or revoked?

BEIER , RETCRESESHUABBINUL  CREAERSRAESN , NBIRNWERH,
BRI A OYes/ 2 ONo/ &




If yes, please provide details including license number and licensing country/
MER , FRAHE , SEERRBRERBER

¢) Have you at any time been convicted of any offence by any court whether civil, military or criminal in
any jurisdiction? Are any charges pending?

FRREERARE. EE, IMNERGHERWA? REEEABMARRZEM? OYes/ 2 ONo/ &

If yes, please provide full details 52 , FBRASIMAE

d) Were you ever declared bankrupt or is bankruptcy pending? If yes, provide full details and discharged
date. MREEBELEREREETHREP? B2, FRPLBMAHTRBELAH, AYes/ 2 HANo/ &

If yes, please provide details MARZ , BRALIMET

e) Have you lived outside your current country of residence within the last 12 months? If yes, provide
location, duration and frequency. EEEREAR , RREESSERFEUNZERER? B2, iR

i B, HiRE, RIEEE, OYes/ 2 HONo/ &

If yes, please provide details A2 , BRI\ IBMEE

f) Do you plan to live or travel outside your current country of residence (excluding vacations) in the next
two years? If yes, provide location,duration and frequency.  RR2%E , {(REBFEIEZEEE NN
wEEEHMRT? B2, FRALE. BE, RER, AYes/ & HNo/ &

If yes, please provide details ~ WMAR , FRALIFME

If you answer yes to questions “g), h), i) or j)” you must complete the appropriate questionnaire and
submit it with your application.

&R Eg). h). i), R)WERAR , FUAERBECHASLERPFE LR,

g) Have you ever been advised to stop drinking alcohol or to drink less?
REREBEWEHNEFLBBERSD — B2 HYes/ 2 HNo/#&

h) Do you presently drink alcoholic beverages? If yes, indicate usual weekly quantity and type of
beverage (e.g. wine, beer, spirits). If no, indicate date last used?
RETIREEESER 2R B, RUBRESEHERMANERGINEEHE. WE, V), 558,
RAREBEAN B OYes/ 8 HONo/ &

i) Within the last 10 years, have you used cocaine, LSD, speed, heroin, barbiturates or other
non-prescribed narcotics? ~ EBEI0FA , RREGEATAR,. FAM =2, Rk, BEH.
BXZRE, RHARREERSFAIZER? OYes/ & HNo/ &

j) Within the last 24 months, have you engaged in any hazardous activities such as flying, scuba or
skydiving, racing or climbing or do you intend to in the future? ~ fEBX24BA R , IREREREEM
EMMED , AT, Bk, SEBR  ARIRAREEEST? AYes/ & HANo/ &

Applicants who do not require a medical or paramedical exam must answer these additional questions.
For all other applicants, answering these questions may help us process your application faster.

TRETREIEREDRECAFAVAOZELENEE MACEETIHIREZHRFEA , THEH
BY R I DR EATIREY FR FR

6.2 Additional information E5&$l

Your height &%& Your current weight Olbs. & Change in weight in the last |q)ps. £

F. I m cm |FAERE O kgs. AF year XEFEHCBRE

R ® R a7 O Gain #i0 O Loss B4
O No change &%

O kgs. 24F




Name of your regular doctor &% & &

Date last visited, reason seen, diagnosis and treatment or advice provided

RIEEEBLECAH, RE, PHEARIERHER

Address (street name and number)

b ak (7 F B2 5RTE)

City #

Province-State #&-M

Postal-Zip Code EBiE[E5%

If you answer “yes” to any questions, please provide further details on the next page. Please complete
the appropriate questionnaire if you answer “yes” to any question from a) through f)

ERAEMAMERER , FET —ERANES , FRE)Z NHEEARENERAR , FEREEZH

%

Have you ever had or sought medical advice for, any of the following?

RERBEETIHZEMREFERNSRERHE?

a) Diabetes, thyroid or other endocrine disorder
WERE, PRSI EA D WEHE
HYes/ & HNo/ &

b) Respiratory disorder
W IR R
HYes/ & HNo/ &

¢) Mental or psychiatric disorder

BB ERR
OYes/ 8 HNo/ &

d) Epilepsy
b
HYes/ & HNo/ &
e) Digestive, pancreas or bowel disorder
HAL, BB, SERR
AYes/ 2 HNo/ &
f) Chest pain
a7
HYes/ & HNo/ &
g) Heart attack or heart condition
/U il 975 U B D
AYes/ 2 HANo/ &
h) High blood pressure
= MmE
HYes/ 2 HNo/ &
i) Stroke or TIA (transient ischemic attack)
FR | B A ) BB R I B 4E
HYes/ & HNo/ &

j) Blood or lymph gland disorder
IR =4k B AR R S
HYes/ & HANo/ &

k) Hepatitis, test indicating a hepatitis carrier state
or liver disorder
P&, RARBFATRE. RFRER
HYes/ & HNo/ &

1) Cancer or tumor
SRSk IER
AYes/ 2 HNo/ &




q) Congenital abnormality
S RE
AYes/ 2 HNo/ &

m) Muscular or nervous system disorder
MR RERBERR
HYes/ & HNo/ &

n) Kidney or bladder disorder r) Eye, ear, nose, throat or skin disorder

o R B R, H. B BH, REEES

= =
OYes/ 8 ONo/ & AYes/ = HNo/ &

s) Breasts, pelvic organs, prostate or other
reproductive organs

HE. BERE. SR, SHEMALHESE
OYes/ & HNo/ &

0) Arthritis
)0k
HYes/ 2% HNo/ &

p) AIDS, or a positive HIV test
AIDS, = HIV IR 25 R E
OYes/ 8 HANo/ &

t) Have you, other than already disclosed, been treated by a doctor or admitted to a hospital in the last 5
years (excluding minor injuries, cold, seasonal allergies, tonsillectomy, appendectomy, gallbladder
removal, herniotomy and childbirth)?

BREACEEN , EBERFR , REREEZIBLEARERERER/NMEES. BE. SHMHBH. B
IR, REVIR, REBR. WYIMAN. REEN)? OYes/ 2 ANo/ &

u) Within the past 5 years, have you had any x-rays, electrocardiograms, blood tests or any other medical
tests?

BERFR , RETDES X ERH, VEB NRIR, HAEREBR? OYes/ 2 ONo/ &

V) Have you ever been advised to have further medical investigations, tests, or surgery which have either
not been completed, or where you have yet to be advised of the results?

RESSHEMETE-—SHWEERE, AEIFH , EREFTHARTHI 2GR R EH?
OYes/ 2 ONo/ &

w) Are you aware of any symptoms or complaints for which you have not yet consulted a physician?
REEARBREMERSFE , BEAFHELE? OYes/ 2 ANo/ &

x) Are you currently taking any medication?
REFNREERATMANEY? OYes/ 2 ANo/ &

y) Has any parent, brother or sister had a history of cancer (specify type), heart or polycystic kidney
disease, stroke, diabetes, Huntington’'s Chorea or any hereditary disease, mental illness or attempted
suicide?

EEEXE., REABKERBEBEGRPEESE). OHERBMEER. PE. ¥EKE. Huntington’s Chorea,
REHMESERRK. VEEY. EER? OYes/ 2 ONo/ &

Please provide details below for any yes answers under section 6.2. Use a separate sheet of paper if
necessary.

Ee2Mo NEEMEERNER , FiREAENT. UEXE , FEBERZRERS.
Reason for visit Advice or

Question Doctor’'s name and address Date seen  or diagnosis treatment received

] B Bt HERS REIPERE BETEZEE




7. Pre-authorized monthly payments F%&BHES AR

Complete this section if you want us to collect your monthly payments directly from your bank account.
WRRFERFEEA ERARNRTIREPRENR  FERRBD .

Please, attach a voided check with your application

BHEARFERM E—REAXE

Banking information $84T¥&%
Please supply the following information &2 T 5 &R

Name of account holder (first, middle initial, last) REFFEAKER

Name and address of your financial institutions (street number and name) @i - 2 B 1t

Branch transit number 4 1T Your account number  1R%E

Terms and conditions for pre-authorized monthly payments

RERMEEA AR WERET

If you've chosen to make your payments directly from your bank account, you agree that:
MRRERBERHARTIRFETHR , AMREREWT:

@ your bank or financial institution is authorized to treat any withdrawal by Capital Life Insurance
Company of The Bahamas (“the Company”) as though it was made by you personally
PREVER1T N & RAMEAB 1 1R E (S T4 /T A Capital Life Insurance Company of The Bhamas(f&“/ 8" AT (T 2
B, KREREAEITZER.

® you or “the Company” may cancel this pre-authorized payment agreement at any time by giving notice
in writing
RANBFERHEMBANE , BERHEEAREELEREAR R,

® the agreement is cancelled automatically if we are unable to make a withdrawal from your account, and
ERPIRERRIVIRFHRER , AR BZEE BRI,

® |f the agreement ends, payments will be due twice a year, on the policy anniversary date and again 6
months later.

EXHBRELERE  AMFEAKY - FMEXN , 2RREFEARRREABARIH,

Signature of account holder  IRFEFIAE AR
X




8. Signatures S

This section must be signed by the person being insured.

B ARBRBAESE,

The policy owner must also sign, if he or she is not the person being insured.
BEREMAALIFRRIBEA , AMREMBAREAES,

For corporate-owned policies, the signature and title of a signing officer is required.
HRLBFAEZRE  AERERBACEEERE,

By signing below, | understand and agree that:

REJBNT , RTHRIBFE:

® The answers and statement I've made in this application, and in any other document forming part of

this application (collectively called this application) are complete and true and will form the basis of any
new Insurance policy the Company issues.

RKARERFERERAFFECHMEXH@BALTRFE) T L ETEEROZRABE , KAL
RAIBH A NRECER,

® Sales representatives or medical examiners do not have the authority to make or modify a Company
policy; to decide whether anyone proposed for insurance is an acceptable risk, or to waive any of the
Company’s rights or requirements.

EBEARIBERREBREETIEALAZIRE, RERTHRERRZEZARTEZZAR , IK
RIEMN R EAREINIER,

® The Company has no liability related to this application unless and until it has approved the issue of a
policy; received the required minimum payment; and received complete and true answers and
statements for all questions and information on the application at the time the required minimum
payment is received.

EENRFTERHRER, KIBRZKERE, AERIRENER, BRI ZRIBEEAREE
IAAARERBRACEREEN  ARAAHERRFCHABREETERY,

I've asked to receive this and all related documents in English. & EWZIFTEHERE 2 #3304,

Signature of the person being insured Signature of the policy owner (if other than person being

BRBAES insured) REFTBEAZERERSBREBAUNZHAA)

X X

Location signed #5212 Date BHA Title (corporate policy owners only)
(MM/DDIYY) BBEERLDREFEA)

Authorization to disclose information BHEBEYA

By signing below, you authorize that your personal information may be provided to Capital Life Insurance

Company of The Bahamas (“the Company”) by any of the following:

BESBUNT , RBERE TSN BIRMAMEAERHE Capital Life Insurance Company of The Bahamas( “/A 8]"):

® Medical practitioners, hospitals and clinics BEAS., B, RPFT

® The Medical Information Bureau EEEEAME

® Investigation agencies FEEL

® Motor vehicle bureau SE#4E

® Other insurers or reinsurers, and HM{REBEEREREESE &

® Your sales representative and the local sales agency or life insurer with whom he or she has a contract
FRHUEBRRREMEBRE  AIFEZNZASREBES

This information is required to evaluate the risk associated with your application for life insurance,

administer this insurance policy, pay insurance claims and benefits, and provide you with continuing

service. You agree that we may disclose your personal information to the persons or organizations

named above. In the case of sales representatives or sales agencies, disclosure will be restricted to
non-medical information. You also consent to a personal investigation as part of your application.

FERERTERBASREPAFHBERRE., EERE, INRBERERS,. YRHRSEZRSE ,



HRRAZRMSBEMNEAERBLEIIZ ASHER  EEBRRIEBRESE , SERBEFBERE
B, REEERFNRBETEAARE.
A photocopy of this authorization will be as valid as the original. B2 BIASETFAREHRB 2RI,

Signature of the person being insured Signature of the policy owner (if other than person being insured)
WRBAZER REMBAEB(ERBEREBADAZEMA)
X X

Date (MM/DD/YY) HEI(B/B/EF)

0. Notice regarding Medical Information Bureau BREEERMEEH

DETACH AND LEAVE WITH APPLICANT HEAZ S EEaEER

Information regarding your insurability will be treated as confidential. Capital Life Insurance Company of
the Bahamas or their reinsurer(s) may, however, make a brief report to the Medical Information Bureau, a
nonprofit membership organization of the life insurance companies, which operates as information
exchange on behalf of its members. If you apply to another Bureau member company for life or health
insurance coverage, or a claim for benefits is submitted to such a company, the Bureau, upon request,
will supply such company with the information in its file. Capital Life Insurance Company of The Bahamas
or their reinsurer(s) may also make information in its file available to other life insurance companies to
whom you may apply for life or health insurance, or to whom you submit a claim for benefits. It is our
understanding that upon receipt of a request from you, the Bureau will arrange disclosure of any
information it may have in your file.

BRAIRAIREEE N 2 B E RS A B ER , AW , Capital Life Insurance Company of the Bahamas =
HERBRARSRE—DEENRSHBERETAHE  AASRRLAFRAZFENGEES K RRHEgE#
TERXE , ERAHERERECSERBATREASHBRABHE , IO ARERBERERT
@, AR | RIBESR , BEMLTIHEEEZER |, Capital Life Insurance Company of the Bahamas
HERBARNSREZENEREHMERFBAZREERBRZABZLNT , ARMRRHEENZRHE
28, REANER , —BRIFRHER  ZIBBKEEEREARRT ZEZAER.

The address of the Bureau's information office is Post Office Box 105, Essex Station, Boston,
Massachusetts 02112 USA.
ZME o ER /A E A Post Office 105, Essex Station, Boston, Massachusetts 02112 USA.




We, us, our and the Company refer to Capital Life Insurance Company of The Bahamas, a member of
Sagicor Financial Corporation.

%2 F , #8 Capital Life Insurance Company of the Bahamas , & Sagicor Financial Corporation Z & .

Capital Life Insurance Company of The Bahamas agrees to provide temporary insurance beginning on
the date of signature on part 8 of the application bearing the same serial number as this certificate for the
person or persons being insured in the application if:

ETHMERT , Capital Life Insurance Company of the Bahamas Bl = B AR EE s o2 A , BET
RHERE  HAREREFRRABERBAERFEERZFHE:

® The temporary life insurance questions in the application have been truthfully answered “no

ARFETFEREREASREEAECSELAERE

® All other required questions in the application have been truthfully and completely answered, and
ARFEECHEHAEEEREERLEE

® A payment has been made with the application.

ERCERARBEEAN.
The beneficiary for temporary life insurance is the person or persons named as beneficiary in the policy
being applied for.
ERMASREBNZIZABARFEREMEEZZR A
What we’'ll pay under this temporary insurance
BEATRERE , RAFEXStz&8

The amount we’ll pay on the death of the person or persons insured under this certificate is the amount
we would have paid if we had issued the policy being applied for. In no event will we pay more than
$500,000 in total under all temporary life insurance certificates in effect for this person. This limitation
includes any accidental death benefit covering the person insured. Any amount payable will be
distributed proportionally among all Certificate of Temporary Life Insurance in effect.

BRIBAFE  BAMIAZHEBARCEERARMBIARRFPRECZSE , £#EABRT , FAEH
W B ASREBEE 2 ERESEKTEi1B$500,000, ;EIEBE%IJ’FEa%&ﬁFﬁA}EﬁZEﬁE%ﬁEtE
B, AR SERRBRIEERZEREASRBREKRBLA S

When we won't pay a death benefit

BATRATECEREZER

® Commits suicide.
B

® Dies as a result of self-inflicted injuries.
RAABEHZBEEMIET

® In these events, we will refund the amount paid with this application.
EEEBRT , MR EERLRBEXN 2R

When this temporary insurance ends

FEE R L2 RN

Insurance coverage on any insured person under this temporary agreement ends on the earliest of the
following dates:

EARBAGEEHBRRRBRARBEESR T BHMEL , LA AHA%E:

® 2 days after we send notice telling the policy owner that the insurance has been cancelled.

EMFHBAEAREMBEALRBREKIER 2 K,

® The date that a policy we issue as a result of the application takes effect.



AEFELENERHREZ AN,
® The date the policy owner asks us to cancel the insurance, or
REFMEARBERBMP LA REBZ AL, &
® The date the insured person dies.
WRBASEC 2 HE,
Receipt of payment {$FUE
We acknowledge receiving payment with this application for insurance.
EMEGERE S ERA R AFERERE,

How your universal life funds will be invested IM{ARERFIFRBES

Any money paid with this application will be invested in the Capital Life Segregated Insurance Fund from
the date we have approved the issue of a policy, until the date that our Head Office receives any
paperwork that may be required on delivery of the policy to the policy owner. Once that paperwork has
been received, any money paid with the application will be invested in the Fund, subject to the normal
account minimums.

ERABRBEX N2 EMESEIE B RMzAERLRE BRIZRER Capital Life Segregated Insurance Fund , 3t
REMAADBEIEAEEERTARERREMEAEDIL , —BRIBEL , ERHBEERXT2EEE
BRERES , RIE—MRIRFRESE.

All checks must be payable to Capital Life Insurance Company.
B X EMAX I Capital Life Insurance Company,

Amount of payment {45 & %8 Name of person being Insured Date /(MM/DD/YY)
$ (first, middle initial, last) BHEI(B/B/H)
WREE AR

Sales representative name (first, middle initial, last) A RER
X

Signature of sales representative ¥R KER
X







. Every question must be asked by the Medical Examiner and the answers
/ \ recorded in ink in the Examiner’s own handwriting. Please print names and
\, addresses. The Proposed Insured must sign in the Examiner’s presence.
CAPITAL Examinations must be made in private.

Application Part Il FFERENES

LIFE SEMESLARERREASHELRARESE BUORBEAL SR
il | RERBALAEREASENES  RRUAL TR,

1. Name of Proposed Insured #REEAE F Ml R K Last Name # |2 DateofBith |, age i
4*H
3. Name and address of your personal physician Date of last visit |Reason & results Treatment-Medication prescribed

AL R Ryt RERD AN | RE&HER

SARR-5EY)

&>

Have you ever been treated for or ever had any known indication of:
REBSEZARIETIEMS AER:

Yes =&/
No &

Details of “Yes” answers. (Identify question
number, circle applicable items: Include diagnoses,
dates, duration and names and addresses of all
attending physicians and medical facilities).

EER , FRPMSGRABERR , BI2EE
HA: 280, BE. HH. XFMESRE
SERBERMEEBEb

a. Disorder of eyes, ears, nose, throat or skin disorder?

R, BE. & WBRHEIFERR?

o

. Dizziness, fainting, convulsions, headache, speech defect, paralysis or stroke,
Transient Ischemic Attack (TIA), epilepsy, depression, multiple sclerosis,
Alzheimer’'s disease, Parkinson’s, tremor, motor neuron disease, mental or

nervous system disorder? SRR, JEE. MiE. BEE. ZSHME. BER
mE., DRM4EFIHRN. BE. KnR SEE. MEDERER.
HEeHEK, BR, EHHEHRRKE. LERNERTER?

(2]

Shortness of breath, persistent hoarseness or cough, blood spitting, bronchitis,
pleurisy, asthma, emphysema, tuberculosis, sleep apnea or chronic respiratory

disorder? FPIREASE, FEMWERRE, MRTR. XREL. WE
&R, Wi, FHZEME, B, BEEARIT IR 22 0 o fR S WP R B MR

d. Chest pain, palpitation, angina, irregular pulse, cholesterol elevation, abnormal
ECG, high blood pressure, rheumatic fever, heart murmur, heart attack or other

disorder of the heart or blood vessels? &, MZE, &R, TREOBE.
REEES. VEEEE. SOE, AR OEME. DHERRHAO
[ =5, I B R ?

[

. Jaundice, hepatitis, hepatitis B carrier, intestinal bleeding, ulcer, intestinal polyps,
hernia, colitis, diverticulitis, hemorrhoids, recurrent indigestion or other disorder of
the stomach, intestines, liver, gallbladder or pancreas?

EE, X, BEFAFERE, Bilim, B5. BEA, LR, &E
R, B RELCTR, HEME. B, iF. BEIRBER?

—-h

Sugar, albumin, blood or pus in urine, sexually transmitted disease, stones, cysts or
any other disorder of the kidney, bladder, prostate or reproductive organs?

m¥E, FEA. MR, IRBRE. HERRK. Bh. BE IFEAE
B, EERE. EUBUAR. SAETERERR?

g. Diabetes; thyroid or other endocrine disorders?

PR, PR, REAMADBER?

=

. Neuritis, sciatica, rheumatism, arthritis, lupus, fibromyalgia, gout, or disorder of
muscles or bones, including the spine, back or joints?

BEL, LBHEE. BR. WL RE. BE. SHEE. UL
HERER , EaEH, THEE?

i. Deformity, lameness or amputation? B§f2, B2, SEM?

j. AIDS (Acquired Immunity Deficiency Syndrome), ARC (AIDS - Related Complex),
HIV positive test or any immunological disorder?  AIDS(& X &N+

{&8). ARC, HIV AIEBMHRE, HEMERERF?

k. Allergies, lymph gland disorder, anemia or other disorder of the blood?

BE. KBIRERR, B MbmRRR?




1. Cancer, tumor, cyst, polyp or any other malignancy?

EIE. B, BE. 5A. REBBM%ER?

m. Any breast disorder, including swelling, cysts, unusual changes or lesions or any
abnormal mammogram? EHERRE , SEEE. BE. EXEYER

RERE, RUEXKBRRERE?

o

Within the last 12 months, have you used any product containing marijuana, tobacco
or nicotine, including tobacco cessation products? If yes, what product did you

consume, how much and how frequently? Ei8% 12 AR, REASFEHE
MEBAK, EE, REHTZER, IEEEHLER? WAR , R
FRAMEER? £HMERER?

(2]

. Do you now, or have you ever used alcoholic beverages? If so, how much and how
often? Provide dates and details. ¥R B BIRIR2ESREER BB WA

2, 50A%%? REEAHERA

]

. Inthe past 10 years, have you used: 7EiB% 10 fF , (REBRZEMHEM:

a. barbiturates, sedatives, or tranquilizers? B4 FHE EEBRBERLEE?

b. L.S.D., marijuana, cocaine, stimulants or other amphetamine?

LSD.. AR, ST, BEE., HMRIFMmG?

c. heroin, morphine or other narcotic drug? E&E., BB, HEAFR?

oo

. Have you, within the past 5 years had a blood transfusion, tattoos or multiple body

piercings? EiB% 5 FR , MEDERERBM, NE. REFRITRE?

©

. In the past 10 years, have you been treated for alcoholism or any drug habit?
If yes, are you taking treatment, medication or counseling?

EBE10FR , FEEERMENSREZ AR

11.Are you now under observation or taking treatment from any medical professional?

REMRE EEIEAEREXCBRILE?

12.Have you had any unexplained change in weight (5-10 Ibs) within the past year?

EiBE 1 FA, ROBERTRELERCRE (510 B)?

13.0ther than above, have you within the past 5 years:

B , fRIEIBE 5 FARE:

a. Had any mental or physical disorder not listed above?
BLRUNAZ DB EBRR?

b. Had a check up, consultation, illness, injury, surgery?
ETRE, P8R KR, B85, FM°

c. Been a patient in hospital, clinic, sanatorium, or other medical facility?

HBR. P, RER. JHOBRREZREB?

d. Had electrocardiogram, X-ray or other diagnostic test?

ETLEE. X%, EMDERR?

e. Been advised to have any diagnostic test, hospitalization or surgery which was

NOT completed? #& MHEITEMT I RTHR 2 DEIRER. (EBUABRR T

14.Are you aware of any symptoms or complaints for which you have not yet consulted a
physician? fRRBRREMERRFETE |, HARHEEE?

15.Have any of your immediately family (including spouse, parents, brothers or sisters)
ever been treated for: tuberculosis, diabetes, cancer (specify type), growth or other
malignancy (specify type), high blood pressure, stroke, heart or kidney disease,
Multiple sclerosis, Parkinson’s, Lou Gehrig's Disease, Motor Neuron Disease,
Alzheimer's Disease or any mental or nervous disorder, AIDS or any inherited

disease? RMVEMERMBEERE. X2, RHEMH TRTIEZA
R ERA BEGRUAES). EERHtEEEERAES).
BmE, hE. CERRBER. SEAREL. MEKE. EBHE
5. MERERER. REMHLAORRBEKRR. AIDS, REMRE
BRIR?

If yes, state family member, if cancer, specify type of cancer, and age of onset.
MAR , FRUARENE , WAEE A R\BEEERBHRFEH,

Family History |4 %

REEL  |FE |RERDB BHEW | FCER ECER

16.Females only ZHiEE

a. Have you ever had any disorder
of menstruation, pregnancy or of

Yes /NO
z &
()C)




the female organs? ()()
AN

Father % HREEEREAE.
Mother & B, RuMBEERR?

To the best of your knowledge and
Brothers 5258 belief are you now pregnant?

7_‘ 'RB Bl P SEAIR ?
Sisters Btk BIREAFIA , REIRR
Spouse FEL{&
I hereby declare that the foregoing answers are true and they shall be held to form part of the proposal for my life
insurance with the Capital Life Insurance Company Limited.
AABRNROZELBE AR ARMAB Capital Life Insurance Company Limited B35 2 B A AN BRE < — 24

Dated this day of Year
B B A 3
M.D.

Medical Examiner B#EigEB AR Signature of Proposed Insured B EEZ IR AZR

(Applicant if Proposed Insured is under 15)
(BEWRRBADRISE , AIRRBEARS)

| hereby authorize any licensed physician, medical practitioner, hospital, clinic or other medical or medically related
facility, insurance company, reinsurance company, the Medical Information Bureau or other organization, institute or
person, that has any records or knowledge of me or my health, to give to the Capital Life Insurance Company Limited
any such information. A photographic copy of this authorization shall be as valid as the original.

TABRETAREREAARRNERCERABBERN,. BEAS, Bk, i, RHOERRBREEEE. R
AT, EREAT, BREAMBREMER. BB, IAS , SBXERRMS Capital Life Insurance Company
Limitedo A2 BIZRH %0 E EA 4,

Date

=z

Signature of Proposed Insured

HAEZRRBAES

(Applicant if Proposed Insured is under 15)
(BERREBADR 15 5% , BIRFABEAZESR)




Part Il S8111%F43 MEDICAL EXAMINER'S REPORT TO BE FILLED OUT IN PRIVATE
ERpEASEAESR

Make a careful examination of heart and lungs with stethoscope against bare skin. With
some histories, findings may have particular significance. Comments regarding relevant
findings should be included under “Details” below.
DESHEREXBRBETUHEMNFERE , RERR  TRXRTREGEKRES
FRHERRCERNREHRA,

Name of Agent RIBA#H

1. Heightin shoes ¥z &5 (3
_ @R in(EW) |pyise fRiE:
Weight without coat

Rate &
FEAENE, B ate A%
Did you measure?
REEEAE?

At Rest &g

Irregularities per min
BoETRE

After Exercise EE#

3 Minutes Later 3 8%

2. RE-EREENE

Measurement-on bared skin
Chest IE

Forced 58i8 Forced 3418

4. Blood Pressure. Please Record all readings. With history of
hypertension or if first reading is over 135 systolic or over 85
iastolic, take two additional readings at intervals
mE. FREMEEER SEaNBELHE X NEREB135

S EFRBEIESS , FRERER S IMNETRIRAE.
Inspiration $&_____in. Expiration Rt in- |First Reading  Subsequent Readings  Is diastolic at: Disappearance
Abdomen FEE__ in. Hip waistratio BE___ in. BoRAE BRAE DERER EA
Of all sound (Phase V)? AYes &
Systolic W #EER AEHEFERY)? ONo &
Of Change of Sound (Phase IV)AYes =&

Diastolic &F5RER

SHENEEERIV)? ONORE

5. Heart {0\ : Is there any 2HE T
Enlargement #KX OYes & ONo &  yspnea WIREZ OvYes 2 HNo &
Murmur(s) #& HYes & HNo &  Edema K& AYes 8 HANo &

(describe below - If more than one, describe separately
RAMT-MRE AL , F2BIRHA)

Location {ii& Indicate FREA

Constant Zi& ()( ) Apexby &

Inconstant T E& ()0

Transmitted {&3& ()C)

Localized BEpL ( )( ) Murmurareaby $#FEH
Systolic UL #E ()C)

Presystolic WM ( )( )

Diastolic 0 &3k  ( )( ) Point of greatest H&5 2
Soft Z#M(Gr.1-2) ( )( ) intensity by BE

Mod #EZ(Gr.3-4) ()

Loud & (Gr.5-6) ()()

After Exercise E&#% ( )( ) Transmission by &%
Increased 30 ()C)

Absent T1F1E ()

Unchanged &ck# ( )( )  Foryour comments and your impression #REYE B EZRAR
Decreased &4 ()

Details of “Yes” answers. (identify item)
E1% =2 2RI (FRIFE B fRweE)




(Circle applicable items and give details FE3238 F 18 B 3 53 BA AR &fF)

(If vision or hearing markedly impaired, indicate degree and correction
ERE. BERAESE  RUBREREL)

. Skin (incl. scars); lymph nodes; varicose veins or peripheral arteries?
REESE), ADE. BROE. mERHE?

. Nervous System (include reflexes, gait, paralysis)?
HRRAK(ERS. SR, FE)?

d. Respiratory System?

o

o

@

Abdomen (include scars)?
R 552 TR R ) ?
f. Genitourinary System (include prostate)?
R EFER (B RISIRR)?
g. Endocrine System (include thyroid and breasts)?

=g

. Musculoskeletal system (include spine, joints, amputations, deformities)?
MREERRR(EEH. B, B BE)?

7. a. a. Are there any hernias?
b. Any hemorrhoids?

8. Are you in any way related to Proposed Insured or agents?
PREEEAEZHRBARNREREHETMER? (
9. Are you aware of anything about the health, habits, environment or mode of

life which might unfavorably affect the insurability of Proposed Insured? If
“yes", give details. (A confidential report may be sent to the Medical Director).

RER T BEATRSERBERRBRARBRED ZEBER,
BE. BE. REFEXEF? NAR , FROMH. (TEE
BHNFE—DREREHRBEREREA) (

10.How long and how well have you known the Proposed Insured?

RERBHABRASERRE? RBEEAM? years

6. Is there on examination any abnormality of the following: &= Hh 2 AR BEMTHIEFE?

a. Eyes, ears, nose, mouth, pharynx? BR, B, &. O, @KR? ()

AN ES i (

RERGE(E FRERILE)? (

RERMR? (

EREEE? (

&
()

()

months A

Urinalysis: Specific Gravity |alpumin mMESH
BRIR: EXEMK

Sugar Im¥E

laboratory for microscopic analysis?

RRBEFERBN —BHELARENBREETEND T

Are you sending a portion of the specimen to the Company’s authorized

Send Specimen to Laboratory if:

THER  ERUBBEERE:

(1) the applicant is over age 60; & ABiB60EE

(2) you detect albumin or sugar or suspect recent
disease of the urinary tract; {REBWHERE S M

Yes Z( ) BEE. M, RRERKS ERE
No &( ) (3) there is pronounced obesity, diabetes in the
family or elevated blood pressure; or
AEIBK. RIRTERKEE, INBBE ; &
(4) advised by the agent &R A&
| have carefully examined this day , Year at o’clock
A BT B H A F 5]

Examination was made in private at R TIIBAERA THET
() my office HHIPWLE

() residence of Proposed Insured # 4R A{EFT

() place of business of Proposed Insured #{{RE A & £ 7

Examination was a & A:
() Complete Medical ZEHRER

() Short Medical EEARE#

() Para Medical #B7 B

After completing above, please print in block letter’s (rubber stamp or type writer will suffice) name and address:

TR LERE  FUERFRESHREbu(RKERITFEARRD)




Name ##:
Address #idit:

Signature of Examiner

BREESR



