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AMI Life Prosper Saver Plan Proposal Form
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2009 Important Notes
e (me ) I POPIGO)
FDOHC0NFINORWOICH 3800l BEd|ygIEdYPd  elleogeiuat: eedlylgls Proposal No.
0qROgudqEdlge cdunignemdlylgts odsqslgts cdocopdlgt: 00 VeSS —— (é - 09 T é
codly[gCigpsfdlon  edlcodmaopdongCymiadigiondlgdld:  eusopticoneadn | Agent’'s Name
0§ovde|oazanian:[us 05 00dE VWIS wHoDVl
Pilease E;H:are th@’é$ the%ﬁrmation% tt?a?t form must be fully and accurately 890950%0803:(‘90389?05
disclosed; otherwise, the policy benefit may be refused, and no paid premiums will | Agent License
be refunded.
LT meéeongﬂgeﬁsaqcﬁsacooquz (Policyholder’s Information)
93«0 9§
Gcﬂmgﬂamué Burmese DO Qé Burmese
Policyholder's Name Y Father's Name Y
English English
$EE000:8006E0N0D3600D CRIOMEPR QoD QO 950
NIC No. Date of Birth Day Month Year
33@533(7?)5 Occupation
30588cobes: ] 08c0d: 188 ] aofeps
Own Business Company Staff/ Civil Servant Depandant Others
0PI wepbepganegs
Company Name Department Name
COOCS:G3008 MYAREODO0IEIQ0)
Type of Business Company’s Registration No.
Seleet F00H000:0D$EE0D000
Position Relationship to Insured Person
moécﬂazﬂoeeg Average Income for a month
0 600038:632005 600382 © 288 jo 3203 6388 jo 30005
< MMK1,000,000 MMK 1,000,000-MMK 2,000,000 > MMK 2,000,000
m&agcﬁq% Bi32605/ 030532005 No./Building | coé: Street qomod/eoygp Ward/Village  |[§is0S Township [§. City
Qulp
Address
(?%%(3]08 6000
Ph No. E-maill

LT moéooozoicﬁsaqjcﬁsamcﬁqu (Insured Person’s Information)
8200960l E$E 30200587090 F A lon [gpdendeu:0lqs (Please provide this, if the policyholder and insured person are different)

930 (9§
muéom:ois;@é Surmese sacssaaé Burmese
Insured Name O3S Father's Name A3
English English
$EE000:00066:0053000D CQIOMEPR o> 9% 950
NIC No. Date ofBirth Day Month Year
C (o]
a?gcﬁsaué c?oc$=sgq1|=39m:
Company’s Name Type of Business
o -]
sacx?ogo§saoé Pop:
Department Name Position
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mcﬁogosq$ Bi32005/0%0532005 No./ Building | coc: Street Qo> /coysep Village/Ward Gl Township 8|, City
S0
Address
@$:40l0> B:60:05
Phone No. E-mall
E T oﬁgﬁeoaag&fsaqlosmmcﬁqpa (Premium Payment Information)

P pIA T Yoolon o pIAT 6 $0 Q$0 00§

Policy Term 5 Years / Years 10 Years

000[03000pD:60:

oslgdiomm

Single Premium

PP ogo0: et Digital Wallet  ooabeswens/ Digital WalletssooS

Payment Method Cash Bank Bank/Digital Wallet's Name

o&lacﬁeo:agﬁzc?

Mode of 00d[03o0pdicus elgrodco 25200 00D

Premium Payment Single Premium Semi-Annually Quarterly Monthly

T 9’3095(100:%3996@899% (Insurance with other companies)
o )owocdlgdeol ool Slgdeol 3500053709008 igdbag cedlgol
Please describe if you have insurance policies from our company or other companies.

: .. 90c0lC:005090008 s o o 3N QUTWQ‘
NGRS SATIS LAY 6082005 cZplitleepticte 2?;;)3«?5 o ?;ﬁ::o Tel?:f W’E;?C%@% L“(?Sjlcgﬁtgjatié
Type of Insurance|  Company’s Name Policy No. Sum Insured TotaG} P?chased Commencement | :I.Ep%d

Unit Date Date
(3[eprngBo0d90r¢ 300053200H00HG:dlm cBsnedmeadel colcodoopd 3cpdgdeseloC: esnodarielyona? via3ejonEjydh )
Please submit the latest invoice together to approve your insurance policy is valid.
BOJEO02:9CHONBYOOI00OYP: (Beneficiary’s Information)
ote st : 5002:008E602500¢ - gelgaCieo:
of | wepd |§Seomboboquocd| momopd | embeopsbertolt | agrogent | pliahs | Facg o Y
No Name 35005 NIC No. Father’s Name Barcer Date of Birth Percentage Sign

S qu%meqsg_,ﬁme@gocgo (Medical Declaration Form)
Of)&msfqu (Measurements)

20605¢ 030032600:5$ (Height and Weight)

290 (Height) co (Feet) coove (Inches)
OO GCOS ¢l (Ibs)
(Weight)

m&memq%zmeq:me@mm? (Current Health Conditions)

532000 ()30 0RC: 2EPO0SAdG 06:2006dLH(FEN MVVILI[RCH (ca0:godad[gLs
3805 afgeimndlenot) ceo:0dgls 6e0ie0m05qS a8 [03p:dq[gC:qp: §Icloocon:

Do you have any medical conditions (treatment, consultation, hospitalization, operation, medical check-up, referred for medicine)?

§ (Yes) o§ (No)
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0830000 (§)) $03003E: y&ieneqeanelgzaes (Health Conditions During Past Five Years)

592000 (§)$03003C: 63000lRLINMRE G6H[Go:0RY GePAlgPG[oPE POSOY 06:2006LH(§CH HVYILIIFE: (cs0:§odM[gC: FOOdMH[§C:
20l350C )1 680:00(§C: 6802600058 PR3 [0P:dggCigpagIolaoco:

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?

o1(n) 6 2R:GOICo0M(gCs ca:cilCm[gcs crolgod(gls $03:9800800I0(§C: 322005qIg0A3(gC: COdEsNE[PE: $ad:3a0qCeepl
GP: MWeLIOD $0P:6IR6loPVCEp Gepalgps 6oR:0pC:30860d|gCwdgC: § 0§
Hypertension, Hypotension, Stroke, Heart Related Diseases, High Cholesterol. Yes No
(9) 03:82qC[M0! Gm@?ﬁmp6§6m S’Qé-.':?OSGGP(SGGPfﬂI.OsCf)GGPfﬂ (Q‘I’:QO?OS) mmcﬁaum&:s@o&a%fiq).s; pieepalgps 8 o8
Asthma, Bronchitis, Pneumonia, Tuberculosis (or) any other disease of the lung and respiratory system Ves NG
(0) @ﬁeé]&eagmﬂ@&m :39@8.39?1{13105@9(‘.5@& m@ozmqﬁ g]cﬁ::g&@ﬁm (Bewpod) s0:1 §969IC: copdegplist qodddCepaspalyp: g o8
Nasal bleeding, poor vision, hearing impairment (or) disease related to ear, nose and eyes Yos NS
(w0) B:q|eepol B E:godocuieapolgp: AJewr0d GUNNEF:0C: $¢ 2MAOCE 203 [rreepalgp:
Diabetes, Thyroid disorder (or) other endocrine disorder i’es GI:E}:
(c) Bcﬁmdsq_)cﬂl Sosmoém.oqusepcﬂ| sz?qcﬁoésep.cﬂ $C o[gpieom 805@ﬂ3rﬂqp=u
Depression, anxiety disorder, schizophrenia, or other mental disorders i :ﬁl
es 0
(0) P odNeePoll 6alC:3 060380 qadlon(gs smgelopadep cepalgpsi
Epilepsy, chronic headache, other neurological and nervous system disorders i :ﬁl
es 0
(s0)  Brop8ieog: [0§008: [aofoFpiendS g8 sBieoqpoSonpSgss e8:uéselopEiad8epaspdlgps
Blood, protein or sugar in the urine, kidney stones, urinary tract, or genitals i’es :ﬁ;
(a) D;M3B0s¢  Pooselopidlepaepalgp  spomgodosigedodieayplydfgts  20pdielgsBodempadondels  speepEcsigp:
(0B3N|00) eepoll HeloIeeptaoifgl coR:0o:0:gta spcvoeloPC: WogR:wdusemod[gts Gastro-intestinal tract disease, ﬁ 9§1
prolonged diarrhea, gallstones, typhoid, colitis, bloody or diseased bowel movements, or gastrointestinal tract diseases Yes No
(q)  =o205:0epE@EE: 320008:cEpad[gEs 300005:eepEenamn:dl 3/8 D0D0D  33(gP:6 20032 0pd:EEPolgP: coPodmOeepE[gcs g o8
COQPIPMOPeS0e0[gca Hepatitis of liver function disorders, inflammation or disease of kidney Yes  No
(@)  BEoombsomionieom eepdyp: - powd HIV/AIDS! 88:060008:0366pdll omcoam:eepdli
Sexually transmitted disease (e.g. HIV, AIDS, efc.) i’es :ﬁ;
(;) Gagzsa?=§‘15=99pcﬂ|E$ﬂé@@w$8qmepcﬂqpm Gogzsqj_cﬂqul G:}g:@“ee@&qmq)cﬂqpm |
Anemia, lymphatic disease, myeloma, hemorrhagic bleeding or any other blood disorders 5} :ﬁl
es 0
(5)  =0dm[gdesplespdl ms@osm/ma@oa‘fn&@&m 0305000 Fpeq(Paz:isC 300 :H|qdBEepaapalyp:
Arthritis, diseases or deformities or disorders in the muscles, skin, bones and joints i’es :‘i
(q) ([9$9p5ogjodyp: 3201300¢) vEd0d 98BS BD3AC:3083 ME I W3 [F0D AVeVIOD aBCOYP:0FYkIC:
Cancer, tumor, growth of any kind including breast lumps, any breast disorders, enlarged glands and lymph nodes ?’es zi
(v) 9800561 9930:6[oPC [§Ogkeoneepalyp: - veqyPisrgpa eagierLDMd§OGEPOl
Autoimmune disease- skin diseases, lupus erythematosus % le
Yes No
Ji(oo) 2068003060V 0N: DJewIOd (RS (0 )) CW30RE: G306 DM 3Y:F[C: e
Have you ever smoked (or) did you smoke in the past 12 months? il, :ﬁl
es 0
G005 2P:0l 000ESE MDY YJoi| G306 GEO|YOlgSI
If “Yes”, please describe average amount of smokes. % ggl
Yes No

3005/B o/ s rioocom :000690:0ks ¢ BV e[pE:cdcooodeoxn I [epicen:ol: a8: &[0
(@) ﬁcﬂqm GM&&G?@%Wﬁq{;jmrﬁagoﬁtﬂu = Kats & ProyREc: /g % 9?1

Have you ever drunk or used narcotic drugs or any other controlled substances? If “Yes", please answer (i) and (li). Yes No

(i) w@m/ﬁzmﬁemﬂ:mﬁpmm@@ b Cepdgiadigelopt: vwmadesdlyqs

Describe the types & consumption of beverage.

COLO D0 003
Types of Beverages

[9§©2Q:e030q05 o30m 8E 8003 cRSoM Q@ | | =afepe
Alcohol Beer Wine Whiskey Vodka Rum Others

NI oo pTETERYe ploal Yoo Teblte (021 @051 0V )

Amount of consumption per a day
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(ii) m@m:chﬁenmemcﬁqﬁ [§05q8 300305 F[ojeoieilgc: %/@ﬁlu 2[0Je0e0lon 20600500 (9) 0¢ 32620:80566d[gAl
Have you ever advised to reduce/stop to drink alcohol?If “Yes”, please describe in No. (8)

Yes No

(0) 20EMG:00:5l0000 2JeIod T MRG0 90l @3NS Jlee:gSigpiodelgadol
Have you ever chewed betel nuts? % 9§1
Yes No

O OPOIPEIDOMC $O
Duration of consumption

OGO 0226 2000RGM

Consumption per one day

year

()

NDNEJN[EH  $ads »[gCs Echocardiogrami (§6cesd odesofdglimagqe 320mw00G: 0desoigts
q&m G 0d0SO(gCs coRod[gCs 9805@03339%? [gCa
In the past 5 years, have you had the following tested: (Chest X-ray, Electrocardiograms, Echocardiogram (CT
scan/MRIl/ultrasound), Biopsy, Mammograms, Blood Test, Operations)?

o% 9@:133& §6m§ GB?DO’SG(SS% 0345 OGQ: DOGR0IIGPIOT GWJ(S@O%OL;]OJCU) !

Yes

()

$360m §) qcﬁmgocﬁ 0DHVOD0MRE I]ROYOIPE[YC: YLD EEOHVHH C: 2JewR0od VCLEO: qgcﬁ o
:%CSB'QGCU a’ﬂz O%(SI 0036 |§6. DGPS mjﬂé o 33@0?0905 Es :>$g oo (39$90?c§9m meq@a $3DEOGPS 96 s
D0PGEPOlOMRAIMNEPIT  0OOVOdTD  [oPeeN don2qqc /@%H ‘gd]m 200D  (9) oRC  32620:00D

3G 20:B 0D I OO I L MOGPIYPIGOd GG SH

In the past 5 years, have you ever experienced these symptoms more than one week (fatigue, abnormal weight loss,
diarrhea, prolonged fever, abnormal skin rush) or taken leave from work more than one week? If “Yes’, please
describe in No. (8)

Yes

C,‘I

¢ 30M0leL:sP:d6[gdll (32G|008:qp:3 005 0m)
Please describe the following questions. (For female applicants only)

()

o0dos §leq Are you currently pregnant?

0305080l o30S0 VaBeEd[gas

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

02- G P-4

m%n%@a% Next

If “Yes”, please specify the number of weeks or months Yes No
(9) OJJ:GSE}:B’BC\?H 4”28335:33(1'?:330%0& %qénm&eqxﬂqugsgztl?:@&(ﬁ ém:s}q§6: %/9%"

Have you ever experienced fibroids, ovarian cysts, mammalian glands, cesarean section? ql 9?1

GOl 20600500 (9) ¢ spea:Bode|yolqs If “Yes”, please specify in No. (8) Yes No
| 3 0006O[Y0l GeigsigPig ©dloC§eom Gepalgpisei cepolcooaMEPInd R§IG0 § $0303C: S02:36[9Cs %/gfﬁn

Have you ever suffered from diseases and recognized symptoms of disease that are not described in above in the past 5 years? ql ggl

§olon 20600509 (9) 0pC3a60:8adewd[ydlgsi If “Yes”, please describe in No. (8). Yes  No
o 0 SEPOOGEG O m:mmzqﬁﬂazﬁcﬁemﬁgcﬁ§§&§]h§ (poen 2[gc95[cs comConad(gts croadesgts 0cdadsldigcs

58:600p8iaEH 0mi/BEmSBEIqpoBeepaSurSBIERS: 52080o5EE): q [ ]ed

Do you have extreme hobbies (e.g. bungee jumping, mountain climbing, parachuting, gliding, snow skiing, car/cycle racing, etc.)? Yes No
Q! Som:polyp:el eepolesnodelopCepaot Family History

20CE1000003: e s[9¢ 202005 Eo ©o3ES mEameapall B:eepoll sad:eepall colgod[ga cog:dfga cogpPedmd eepoal 368 ;(i

300p0:66P0l AWIOd 30560l 0009903 d02:3w:[gc: ADewvrIod Go0eI(gC: %/u%n Have your parents experienced cancer,

diabetes, heart disease, stroke, hypertension, renal failure, liver disease or genetic disorders before the age of 607

GOl 30620:80532 0D I COMOYP:NT G3MORE cwdlyolgsi If “Yes”, please specify.

©9C - P20 2 0390225620001

Father — Suffered from disease at the age of

09& - P20 2 0390225620001

Mother — Suffered from disease at the age of
o POOONGED 96] Gw3 g$ 1QP332$00 0009930k §  VYE[§R00:0l0 63NMRE 326 0:80eWd(Y[GH G200 00GigPH Bl Gz E[GOlN

If you answered “Yes” in above answers, please specify in details along with medical records (if any).

e s JoepAloBioobylobosorgmandod (0§98  [es0x/gsoroly/ et 5 B 29,
A A s son o (RO AR N T
Question No. | Heath Condition/Disease/Treatmen eck-up in details 0@ Date Hospital/Clinic/Doctor's Name st cunditluns

(m5ée<y3§c\$9msaq|rﬁqp=/ O2QOO0D000:gPI0l0D Bsfg:Boio3eed(goles)
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N 32030000300006g2g|00¢ (Rider Plan)

R0O30I0390598069 30820780RuVO0OLIAIClM 6E0dEEA|YVl I2g|0dgPEx: [§pdgadeusdlaé

Please fill up the below information, if you want to buy rider plan.

6qC:e0lcodel 00d[ompdicutudvdowan (a8ewr0d) Single Premium of base plan (or)
FNOHGE O (Foqp:ad: )035: o 3adom)
Sum Insured MMK (up to MMK 5,000,000 only)

N c|o3pongod (Declaration)

(0) O)00530dBaPoRE cudlgooieon selygpis¢ AMI Life of 0olgoonieamn 30g05320005¢p:000d oSmSdlejoxnE:
RI$605 /8008 600005930005[g|loopdt 3m0Se) mR§EoS /M8 eod005 0EHIEPEn IS B3Y cudlgamgE:
0§ g§cvdomifgE:§deacS AMI Life c0pd cgi§eod/mife(0d)el smwdmadapsé soojjdorgéeomndagn o303 [GE:ad 3EEY
clop s §2:0005 95§ Gelgdlaopdn

| declare that the above statements and answers, together with all other information provided by me in connection 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.

() snedooieg 0)0a38:(000)el 3c0MHEIN GolLdEP:RCe0:daS30[G: AMI Life s$Cqjodsoodoo:eom csosgqp:

680:000C00YP:RC ageePHodea0:8Coloopdt AMI Life ¢ ceoodoonsoyofodsan: oqjdoxepd|9d(q: seclopCizagiq): clopé
300960I0BQCH IO MUD MV ML[CE:e[Y|g)e 205006 IMHVMHS[GE0LO[EHAYE Go0d VRSO s
AMI Life ¢ ca0:00g05m&a0qodgpsan: 3206d ¢olewdgtadal [yScopdeomE:depdlgdeioxpt: a3§0laopdi smedeilcodqlyp:e

cC:o3 (6) comx0pl: 0dee:Ieon Ge0:wdgEdyP:zn: MEYSE[R: Bx00dm [gicopdesowdqepdlydelopt: S0t §9:0005
206 90060lod[Qggdoloopdn

| understand that medical screening must be conducted for all the insured which receive above sum insured MMK 10-million-kyat
coverage at the established partner hospitals or medical laboratories of AMI Life. Otherwise, the insured can present their medical
check-up records within six months (6) and the underwriters will recommend check-up again if necessary. If the condition is not valid
for acceptance or if the policyholder cancel for insurance, the medical screening fees should be paid to AMI Life.

(p) oY 2H:0d[AG $¢ G[PodLME6 GLEgPEED 32Oy VLS O[OS VHEVLIGLIEYRERY GEITDGSYOE
0§ QOYOMEVD 0§BEVIGLEAPLCSEOICIOCINVLY 0D YE[Y VRSN VSVSGV:RC:5cE VoMV 0RE: 3NWHEOILS

00§ caaPe|mEsmyjoColoondi 0§eVdGLRCI SEC VML 0RE: esagPe|m: coledloddlm 6dlwdgtand vevieyy
G 03600 0{BLdYP:E:d: o9 AMI Life adeoieggsomosgoloopdi

| understand that for installment premium (monthly, quarterly, and semi-annually), the grace period (waiting period for premium
payment) will be 15 days from the date of premium payment. Any claims occurred during the grace period is valid.

(G) op§eod/og8ecdannd smoudoom§opdese () 0odmopE: Covid-19 cossogpelops cooadlgl:  (Bewnod)
600:§/ce0:08:  00056ePOS N D[[EIP:IP 005  IMedeyPeocdg  ESSEde0IS wwodeloPpEisE () vodemPeom
60lwBJl 0pd:NoigP303C: ayPE[0I: CVODHEDCEGAd TP B§§0:c0dCloo SN

RS0 /8003005 ofeaypodandl c3oSsnqepdepSinbigedypiad ©o5qB[F: 0eoNPHNBRS  GediengpabamgE:
[§60l20051

| 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.

- P-5 m%n%;ro:% Next
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Policyholder Insured Person
(s0ededlcodqessaydon)

(please provide this if the policyholder and insured person are different)
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COOO00D Qelesties
Sign

Sign

OO 360

Name

Name
COODHODGE:03:0PICS qod / co [ 950 coodwodeqiadioopies Qo5 | co / 958
Date Day Month Year Date Day Month Year
D 0D2D0DGID F0HOROOOAV0D
Witness Agent
qelopteles qelopteles
Sign Sign
maé maé
Name Name
CO050056E:03:0P0GS qod / co / 950 mcﬁgcﬁeqzo@:méei Qo> / co / st)@f:
Date Day Month Year Date Day Month Year

AMI Life vsseepé:oScodiomnoi&os

Sale representatives from AMI Life

RY$62000 800He0lLBOEQE $C wa0OdINLIaD Yod[EsndgE mySimeeonigselopE: :pmpPd[gl P0deNLIodBHD $¢ 322005
32009000:00052005 MIS$G0D/MISe Bl GQEENA0RE T)EOgOIE0D6:327: CVINYODEE:03:6[0PE: 329320056 20[gI0lood!

| 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.

AMI Life osaeepeio$oodiomnoson

Sale Representatives for AMI Life

COMLOD
Sign

clMew

COONYODGEEAD:0DI6S Qo> / oo [ 950

Date Day Month Year




