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Please describe if you have insurance policies from our company or other companies.
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Do you have any medical conditions (treatment, consultation, hospitalization, operation, medical check-up, referred for medicine)?
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Do you have any medical conditions related to following disease (treatment, consultation, hospitalization, operation, medical check-up, referred for
medicine) in the past 5 years?
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Hypertension Hypotension Stroke erhy hmia Heart Related Diseases
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If you have hypertension, please answer this question.
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Asthma Bronchitis Pneumonia Tuberculosis (or) any other disease of the lung and

respiratory system
(m) '?"395]&90830315& 39@83}3@@05098@8: m@msﬂ gcﬁu&&@& §03 -%DGG;I(SEI mlo__Srsqp&@.@ e“cﬁﬁa%cgeprsepcﬂqp: sgog&cﬁﬁ

Nasal bleeding Poor Vision Hearing Impairment Disease related to ear, nose, eyes Cataract
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sdsgjeepol (§0lon) esmaddlew:gsigpielgaddl

If you have diabetes, please answer this question.
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Depression Anxiety disorder Schizophrenia, or other mental disorders
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Epilepsy Chronic headache Other neurological and nervous system disorders
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Kidney Stones Disease related to urinary tract
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Gastro-intestinal tract disease Prolonged diarrhea Gallstones Typhoid
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Colitis bloody Diseased bowel movements or gastrointestinal tract diseases
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Liver inflammation Cirrhosis Hepatitis B Hepatitis C Kidney Inflammation
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Kidney function disorder Other kidneyl/liver related disease
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Sexually Transmitted Disease Syphilis Gonorrhoeae
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Osteoarthritis Back pain

deformities

Disorders in the muscles, skin, bones and joints
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Cancer, tumor, growth of any kind including breast lumps, any breast disorders, enlarged glands and lymph nodes
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Yes — No
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If you have tumor, please answer this question.
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Autoimmune disease
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skin diseases
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lupus erythematosus
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If you have rhematic cell, please answer this

DYP:8Y: GO §GEPAI0: DvdeamLwmolaocdi (What is the highest level of rhematic cell?)
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Have you ever smoked (or) did you smoke in the past 12 months?

Yes —
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If “Yes”, please describe average amount of smokes.
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Have you ever drunk or used narcotic drugs or any other controlled substances? If “Yes”, please answer (i) and (ii).
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No
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Describe the types & consumption of beverage.
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Have you ever advised to reduce/stop to drink alcohol?If “Yes", please describe in No. (8)

9C: §/oqu 2[0e0in:0lon 32060500 (9) 0RC e:BodGEIYO

Yes

(0)

2062002010001 AVIOd VOVCM MRG:PE:0loCD E:R:Vlo GIONVlee:gSigPde|gadal

Have you ever chewed betel nuts?
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Consumption per a day
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Chest X-ray Electrocardiograms
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Mammograms Blood Test
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Echocardiogram | |0§0csb odesoigCizaq|ld;
CT scan/MRl/ultrasound

Biopsy
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In the past 5 years, if you ever experienced this symptoms more than 1 week, please make a ticking mark for this.
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Have you ever taken leave from
work more than one week?
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Abnormal skin rush
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If “Yes”, please describe in No. (8)
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Fatigue
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Abnormal weight loss
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Diarrhea
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Taken treatment/check-up, hospitalization, referred for medicine
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Prolonged fever
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Please describe the following questions. For female

(m) B0d0s §/oq (Are you currently pregnant?) Ygl : :gl
BeSobfidln BcSofcodlessBak =P

If “Yes”, please specify the number of weeks or months
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If “Yes”, please submit the doctor's recommendation for the pregnant is in normal condition.

(a) m:ssasacxi)zl ﬁllzeﬁﬁmﬁzmdﬂc& %qéom&eqxﬂqp:@ag:ﬁ?@&(ﬁ ém=§q§8= §]IQ§[|| gl g%
Have you ever experienced fibroids, ovarian cysts, mammalian glands, cesarean section? Yes No
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If “Yes”, please specify in No. (8)
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Have you ever suffered from diseases and recognized symptoms of disease that are not described in above in the past 5 years? Yes
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If “Yes”, please describe in No. (8).
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Do you have extreme hobbies (e.g. bungee jumping, mountain climbing, parachuting, gliding, snow skiing, car/cycle racing, etc.)?
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Family History Yes — No
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Have your parents experienced cancer, diabetes, heart disease, stroke, hypertension, renal failure, liver disease or genetic disorders
before the age of 607
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If “Yes”, please specify.

©9C - P20 3 03902520001
Father — Suffered from disease at the age of
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Mother — Suffered from disease at the age of
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If you answered “Yes” in above answers, please specify in details along with medical records (if any).
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Name of Disease or Injury
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Did you go to the clinic? Yes No
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Name of the clinic
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Do you currently go to the clinic? Yes No
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Name of the clinic
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Do you have the regular habit of taking medicine? Yes No
(§0lon)eao:z2005! $086000056 2000 3(1363266320305
Name of the medicine Frequency of taking medicine
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—  Cured — Examining — Undergoing Treatment — — Others(Please specify)
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Examination, check-up, treatment period (From) Year (To) Year
Month Month
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Any specific instruction from attending physician

(maéeﬁﬁcﬁequcﬁqpaf mgcﬁmm&qpaﬁélm agﬂngEB?EOEG(SSg&q%)

(If you have any other documents, please attached with this form.)

0P0O9§N03Y0OE (Physical Injury)
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If you visually impaired, or have a damaged limb (or) performance disability (or) irregular backbone (or) other injuries, please answer the following
guestions.

() Y alopliVtcat leatc Yot
Body Parts

(o) :elgz0cs

Conditions
(o) GePalx06[g206580005083:0000 03 0005(G6ag0:0000 2 4|$ $6 -
Conditions Year Month

(o) o 6lopCizq s

Cause
(c) | »MSaq (o008)dA (p0)dd
Vision (Left) Spherical (Right) Spherical

g@@:aﬂcﬁ (Declaration)
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| declare that the above statements and answers, together with all other information provided by me In connectlon to the Life Insurance Proposal
form provided to AMI Life, are completed and true. | fully understand that any undisclosed facts and misrepresentations may render refusal of
this proposal form and claims form.

QP:320R05 SNEHGYPE|0F00Q CVODIOD::EVIRD LICHE[OPE:sE ( ) vode GuTmB Ol 0pd:nGigPE03¢: crgpPe[m:nddesongadog:
©pO0% 25§§7:00p00l00
| understand that any claims (death or hospitalization) due to Covid (19) during 2 weeks from the date of commencement is not valid, and after
2 weeks, the claims will be considered according to policy terms and conditions.
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Policyholder Insured Person (please provide this if the policyholder and insured person are different)
COOE0D C0O390)
Sign Sign
OO POPS
Name Name
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Date Day Month Year Date Day Month Year
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Witness Agent
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Sign Sign
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Name Name
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oog[05§203 Next



AMI Life osacept:osc0e:00008§10 (Sale representatives from AMI Life)

RY$62000 370H6SlBIEQE $¢ 3200539060d000:07 QES[GE M YE My §eneeeomnigsclopE: 3:0pd[gIg 32005 zedodmran ¢
0000932000000 MYSGONINISE G GQEEMRE MOIGME6:0RE CVMDYOdEE:d:6loC: 359320056 20[yI0loopdI

| have verified that the policyholder and insured person are in good health condition to the best of my observation, and they have signed the
documents in my presence.
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Health condition upon visual check Good Bad
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Sale Representatives for AMI Life
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