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) cigna SEESRIRAFTEES I

ﬁ '2 Emﬁ Application for the Change of
. Cigna & CMB High-end Medical Insurance Contract

RIESFEES RIFAMRE:

Insurance Contract Number Applicant's Name

RIS AR O B1FA O AR A 0 Eft GBEEAXHR)

Applicant Type Policyholder Insured Person Other (please specify the relationship)

TAEH: (BEHRE), BiEMUT TUATRE, &1t Ii,

| hereby apply to make changes to the following items for the reason of (please specify the reason), with a total of items to be amended.

1.3 A EAS A0 B s SR (0 SR SE S W, T AR S (SR IS 78 H A B B A IR DAV "0k, R G B LHIES,
1.Please complete this application form in block letters using a black or blue-black ink pen. For any items to be changed, please mark the corresponding check box in the application form with a "\".
Information that is not being changed does not need to be filled in.

2 ARAEPLR I N AP NRIAL S5, AR BT NIEFE, HAER A AT i AT S5,

2.When handling matters on behalf of a minor insured person, the guardian must provide identification documents and enter the guardian's mobile phone number in the signature section.
AR-FRPEBE R i mxtgonz A, s 20 iis,)

Category A - Information Change (If multiple individuals are subject to the change, please complete a separate application form for each person.)

[ A1 g R VR [ A2 g E P 3R 0] A3 HPMEER O] A4 ZBEELN
Change of Contact Information Change of Customer Information Change of Occupational Information Change of Policyholder
L E Change Target W ZIN Policyholder [ K A\ 844 Insured Person's Name:

R LR ERORE N TFALS AN TR IR ; 2 B AR HIE 2 (A4 B RAR ), B RIS DR VTR, (B 2R, BRAE E). (A5 AR A IR R BT REA DA
Te (A6 AT/ 275 3R] 5 3. F7 FIG AL B4R ARG A4, T TE(AS R4 VMR BT IAE AEA, 4. 40184 T HAR R L RIRESCBOREZ A TR S, 1 4R A8 H1 i,

Notice: 1. When changing the insured person's mobile phone number, the contact address must also be provided; 2. If this application involves [A4. Change of Policyholder], please also complete the
sections for [Contact Information], [Customer Information], [Occupational Information], new signature specimen of the policyholder in [A5. Change of Signature], and [A6. Change of Payment/Receipt
Method]; 3. If applying to change the name of the policyholder or the insured person, please provide a new signature specimen in [A5. Change of Signature]; 4. If any relevant information under other
policies in your name has changed, please submit an application for those policies as well.

BRI TR R
BER R Contact Number . Email Address . Postal Code
Contact |
Information BEZ L (RPEE] TS
Contact Address (Must include detailed address down to the door/house number)
4 PRI R E: 4 A H
Name ' Gender B Male L] % Female . Date of Birth(YYYY/MM/DD)
ORI | EEE /X L UEARRL . .
EPER Marital Status Natiinality / Region i ID Document Type ) BHIE Identity Card (] 2t Other
Customer IR - s I s By
Information UEF 55 :
ID Number
UEARA RGN :
ID Validity Period L fFyyyy__AMM___HDD Eto _ fFyyyy___AmMM__HDD [ K HPermanent
il LIS L LR
BOkfEE Industry i Title i Job Duties
Occupational ~ [-—--—------ U o
Information T BB 2B CAEIRON: HIt
Employer/School Annual Income (in RMB 10,000)
ARSI Z (A4 ZEE LR, MRS AR R : [ AN L] ARk O Em O v 0O H
If you are applying for [A4. Change of Policyholder], the insured person is the new policyholder's [Jself [JpParent []Spouse [Jchid []Other:
A5 B % 4 Change Target: [ &% A\ Policyholder [ I8 N4 Insured Person's Name.
[ AS WA A7 i JF [KReason for Change: [ 2544 XU%AZfk.Change in Signature Style ] AR [K Other
Change of Signature B AR
BRAHTE LA | WRES N BT AEAR:
New Signature Specimen of Policyholder . New Signature Specimen of Insured Person
L] FEah#enk O RATARI (RARRE)
O A6§EW/ﬁﬂﬁﬂ Automatic Transfer Initiated by Policyholder i Bank Collection (applicable only to bancassurance channel)
Change of Payment/ - P ;j': """"""""""""""""""""""""""""""""""""""""""""""""""
Receipt Method REFHIERE 0L L IR TR RN EE (A7 A HRITIKS 1)
Automatic Debit/Refund (If this option is selected, please also complete [A7. Change of Bank Account Information])
LI+ EEERS fEH-REE: 4 H H
~ Debit Card Credit Card Credit Card Expiry Date (YYYY/MM/DD)
O A7AHRURRS | T TR T
Change of Bank Account [IRIVEEPN 22 CIFPATRSAT
Information _ Account Holder's Name i Account Opening Bank and Branch
#R171K 5 Bank Account Number:

AT EFEMEAGER: 1A NAEIRIE LIRRAT B2 KK AR NSTEISITE, 2 AR RBURTFZERI SR st U, 2227k, S2stin), RG2S, MAAN LRRITEES)
MR ARSI A AR A IRAR] (CURREFR IR ) ek BT e, SIRES % 52 I ERAR Sl 55 UK R0 (R ZE R (IR (), AR AXTIRAT BRI T T
o [ A N SZBUHT 5 G R 1 AN BRGNP, 2RI — 22 AT P ARy AR N BT, 3 BTG UL, 5 R 5 465 (3 Sl (3 S IR 1T S BOK P FTE A FESE
TIRARUE B A LR NENZ R, AN R TSR RN IRIE SRR I AR (S, 4 A NHIGRUK S A8 B0 AT RE R TR S RIN R, I A TR,

Bank Direct Debit Authorization Statement:1. | hereby confirm that the above bank account designated for direct debit is legally and exclusively owned by me. 2. | hereby authorize the bank to directly debit from the
above bank account the first and renewal premiums, as well as any amounts payable in connection with related transactions and any payments made in error (if applicable), in accordance with the premium due dates,
payment methods, payment periods, and premium amounts stipulated in the insurance contract, and to transfer such amounts to the designated account of Cigna & CMB Life Insurance Co., Ltd. ("Cigna & CMB"). |
raise no objection to any such debits made by the bank. At the same time, | authorize Cigna & CMB to credit into this account any amounts payable to me. Once such amounts have been credited to this account, they
shall be deemed to have been received by me. 3. Under all circumstances, if the account holder receives any payment in error due to incorrect payment amounts or incorrect payee information on the part of Cigna &
CMB, and such payment is not based on legal provisions or contractual terms, | agree to unconditionally and promptly return the full amount of such erroneous payment to Cigna & CMB. 4. | understand that any
change to the authorized bank account may affect the timeliness of premium deductions or payment receipts, and | confirm my consent to proceed with such changes.
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O A8 AMRVTRE Glish & (R & F, & el A, MEREHER. )

Reissuance of Documents (If the insurance contract, invoice, or membership card is reissued, the original document will be void.)

(] 12K & [fInsurance Contract [ 2353 FMembership Card (B A4 Insured Person's Name: )
[ & Finvoice L] EEother:

BR-REEEER Wamignz A, mHs £ immigth.)
Category B - Coverage Change (If multiple individuals are subject to the change, please complete a separate application form for each person.)
O] BLEIABARBE N (R es: AR £ (B2, 28 B AL IRIL R NS ] A T 189 X BRI AL AR IR, 308 A Eme i e 254115, )

Addition of Insured Person (When adding an insured person, please also select the new person's social insurance status under [B2. Change of Social Insurance Status and Participation Type],
and submit the latest health declaration.)

JAIA Reason: [] £fRES I AAdd at Renewal  [] HH4:Newborn [ £5iBMarriage ] HAthiOther:

B RIS A WE 4 New Insured Person's Name: | 5% N2 Relationship to Policyholder:

bR 05 0%

HWAHM:_ 4 A Hbate of Birth(YYYY/MM/DD) | HWiHeight____ CM {KHEweight: Kg Gender  Male Female
EA-S75: PGSt ] Sk CIHEAM 0 FEE/MIX:
ID Number ID Document Type Identity Card Other Nationality / Region
VEHEA 00 A H % F___H B/ Ok BRI

I validty Period . YYYYMMIDDto  YYYYMWDDI(]Pemanent O O e
IR R bk (FRFEZ TS
Contact Address (Must include detailed address down to the door/house number)
i L TAEAA:
Industry . Job Duties
AR/ ER: FUN: P
Employer/School i Annual Income (in RMB 10,000)
AT [ AR [ HAth G ((UPRRRES A RSB
Place of Residence Chinese Mainland Other ! Deductible (Applicable only to specific products and subject to underwriting rules)

HAh Other

[ B2 A8 wALBR DL 2 S Ay Change of Social Insurance Status and Participation Type
AN R Change Target: [ #{-F: AE#Insured Person's Name:

[ Jett£R No Social Security
O AR -DALR G S A I With Social Insurance — Participating in this Plan under Social Insurance Status
[ BHAR-A ARG 1y S 1A T with Social Insurance — Not Participating in this Plan under Social Insurance Status

[ B3.3/P#RF: N\ Removal of Insured Person

J5[A Reason: [ 2RI\ Remove at Renewal ] F#{ Deceased [] & SDivorce [] HAfthother:

BARBS A2 44 Name of Insured Person: UEF5H5 1D Number:

O B4. i RIsRORBEDI (77 - BRI I, I R i S 4 SR A (BT (R 5 A1 5 )

Change of Plan or Coverage Area (Note: Expanding the coverage area or upgrading the plan requires submission of the insured person's latest health declaration.)

i1l original Plan:

A5 5 11XlIRevised Plan:

O B5. ZHBHE (1R : 3 DI ARRE ST/ I 38 22 B A\ S B e 25 40145

Change of Coverage Benefits (Note: Adding coverage benefits requires submission of the insured person's latest health declaration.)

11Kl original Plan:

AR H J5 T KIRevised Plan:

O B6. Ze i Ge0i . EI S LU, BRI (7 - DD e A, I 1 97 A8, SRR AT R it S SR A ST fRE B 5 41 15 )

Change of Deductible, Copay, or Limit (Note: Reducing the deductible, lowering the copay, or increasing the limit requires submission of the insured person's latest health declaration.)

J5i Xl original Plan:

AFH J5 T KIRevised Plan:

C-HA)IR 55 category C - Other Services

O CLIBLR (A EIkE S, R AN IS (A7 ZERITKE])

Surrender (If you need to change the payment account, please also check and complete [A7. Change of Bank Account Information])

BARIREA [ &5 JRIA Financial Reasons ] RN X} Family Opposition [] Xt HRZ5 ANk Dissatisfaction with Service
Reason for Surrender [ BB FZE7= i Already Have Similar Product [] H& other:
[] C2. Hfth other:
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N R BB

Authorization for Use of Personal Information

1. AANCHIBIHHZAURR EIE AR ARAT (URER “ArEE" ) 0T, BRI AR, =260, DEONBITIEE LSS, BEHBHRA. PR A&
ZEHAMDPAGEE (RS “PABRY ) o SAAFHRAHIHA AN AGE, AAFIACEIHERE EERAL
| hereby acknowledge and authorize Cigna & CMB Life Insurance Co., Ltd. (hereinafter referred to as "Cigna & CMB") to process the personal information of the
policyholder, the insured person, and the beneficiary (collectively referred to as "Personal Information") for the purposes of concluding and performing the insurance
contract, providing products and services, and fulfilling legal obligations. | confirm that | have obtained the necessary authorization from the relevant data subjects
regarding any personal information of other individuals that | have provided.

2. RNFRFE, ATMETREER, R0 R. Rae Bl FHRSEEN, HiEETRIEGETE, BT, DIRHAMA, HREE =77 S
W, BEAANNPAER.
| hereby consent and authorize Cigna & CMB, for the purposes of concluding and performing the insurance contract, including but not limited to underwriting, policy
administration, claims settlement, and customer service, to inquire and collect my personal information from credit reporting agencies, medical institutions, and other
third-party cooperative entities or organizations.

3. ANFRIFHZN, ARG NRBER USARYE_EIRZ e Eif, BRI NG BB SRR A T, DL Bt 4R LIRSS b A 365 =75 S VEHIA . (AN B BR
Al BT, PR AT, FIERAARSIEE) o
| hereby consent and authorize Cigna & CMB to provide my personal information, including both the information | have provided and the information obtained through
inquiries and collection as described above, to its affiliated companies and to other necessary third-party service providers (such as health management companies,
medical institutions, reinsurers, claims advance payment service providers, etc.) for the purpose of service provision.

4. RNFRIHN, ABEITHRE XS, BREEETREDAEERMARIEIE. PEARRT. BRSNS EHER LIRS EE e s EZ s =77, R
AT, RNEASSFHERHUAGHA,
| hereby consent and authorize Cigna & CMB to provide my personal information to judicial authorities, regulatory bodies such as the People's Bank of China and the
National Financial Regulatory Administration and their local offices or designated third parties, as well as relevant industry associations including insurance associa-
tions, for the purpose of fulfilling legal obligations.

5. RNFRIHZN, EREAEFEMR, sITm0, KI5, EiEE BREECRA T RERS BAZFEN A TEKERT AR IR GE, R 5, FEARSS . JeH
P IRSSs, WA S E BB E,
| hereby consent and authorize Cigna & CMB, its affiliated companies, and its necessary service partners to provide and recommend insurance products, claims
services, and other customer services (such as market research and information data analysis) to me during the term of the insurance contract, prior to its conclusion,
or after its termination.

6. MR N EIREST (REGSISNEGARSS . BOMREENARSS, BRI EE R ERIE LR E I A Z RN N ME BRI ROIIMEIT
To provide overseas claims services and direct billing services for overseas medical treatment under the high-end medical insurance, Cigna & CMB needs to provide
the necessary personal information to the following overseas recipients, depending on the actual circumstances:
(1) MfEEmINIRSS (JEE) HR/AR (Cigna European Services (UK) Limited; BXRR: european-compliance@cigna.com) #2EMEI N ASA(E .
g?%ﬁﬁ?%g\\ RIS R R M R AR E R (RISEARRT &S, 5. AR, REXR, RBEGEE. BESP) , A TESAANRERKR
AN R 55 5
Cigna European Services (UK) Limited (contact info: european-compliance@cigna.com): Necessary basic personal information, personal identification information,
claim-related information, and other necessary policy-related information (including but not limited to name, gender, date of birth, family relationship, policy information,
claim amount, etc.) for the purpose of enabling it to provide specific overseas claims services to me;
(2) AEIEIRERERI AR A F] (Cigna Worldwide General Insurance Company Limited; Bt& /520 fiona.hung@cignahealthcare.com) #2HEAERY N AKE
AEE. DPASOEE. DARBERERER AN AMEES (EAAERRTES, ML e RARSHE, PARBERETHXERSE) | BT AR
SRR B IRSS AR ST S8
Cigna Worldwide General Insurance Company Limited (contact info: fiona.hung@cignahealthcare.com): Necessary basic personal information, personal identification
information, personal health and physiological information, and personal property information (including but not limited to name, gender, date of birth, policy number,
personal health and medical-related information, etc.) for the purpose of enabling it to provide direct billing services for overseas medical treatment and related medical
support to me.

FIRBIMEUOTAAEHEE PR AR AR NG B TAL R, ANCHE, ARG ER LRESMEROTITEN NG EAEAR, a8 BRBeR 7S IR, el
AREEIRR, ZORHEBIGEE,

The above overseas recipients shall process my personal information only within the scope specified herein. | understand that if | wish to exercise my personal information
rights with respect to the above overseas recipients, | may contact them using the contact information provided above, or contact Cigna & CMB to request assistance.

7. ANABIEFR, DAGEEOEES, AL EE Bk, BERtmk, KRR SMEFERE. DRAEYIRGL BTEE, Sk EFEERDARE, REEER
gﬁ%%ﬁﬂj\@ﬁéﬁ&ﬁﬁw%ﬁ%%;ﬁ%%ﬁ%%ﬁﬁk%ﬁ%%@ﬁﬁ@%%%\ﬁ%‘@m\ml\%m\%ﬁxwﬁ%;ﬁ%ﬁm%ﬁﬁ%ﬁﬂﬂ
| acknowledge and agree that the personal information, which includes but is not limited to name, gender, nationality, occupation, contact address, contact details,
identification document information, as well as sensitive personal information such as biometric data, medical health information, and financial account details, is
necessary for Cigna & CMB to conclude and perform the contract and to provide services. | consent to Cigna & CMB processing such personal information through
means including collection, storage, use, processing, transmission, provision, and deletion. | also agree to be bound by the Cigna & CMB Privacy Policy.

8. AANFBEHRPUAREIEASTFN R AR RESLL AT EMES, R HAEFM, SOEAGER. B, Witk BRERRIE 6HE, /RBEE CREEMIR
Al BT, BRI FERENAGER) FOAGE, ATREARTEHE A SR AR RS RV S ZE E 1,
| hereby consent and authorize Cigna & CMB to transmit personal information, including but not limited to name, gender, date of birth, identification document informa-
tion, nationality, mailing address, telephone number, email address, and policy information (excluding sensitive personal information such as biometric data, medical
health information, and financial account details), to its cooperating agency companies or brokerage company for the purpose of establishing business records during
the period in which such agencies provide corresponding services to their clients.

9. ANAINE, ERAEENENHEE T, AN ANEREASENER, EiE, MR MEESN. ANTE ARS8, BITRRE SRR R RS
HEY, MASSHREIERITIEE SHEMR,

| acknowledge that, to the extent permitted by applicable law, | possess the lawful rights to access, correct, delete, and withdraw consent regarding my personal
information. | understand that the exercise of the aforementioned rights shall not conflict with the conclusion or performance of the insurance contract, the receipt of
customer services, or Cigna & CMB's fulfillment of its legal obligations.

1AHER Special notes:

LARFRBEEERNAGRRY, HREAZHAERFIAGE, SFEXETERERE, mEEHE, RER. SHEXERAREEREDUETR. WERRIBABINER
BREAHRS SR, FIBRREEEIEE RFLR95362/400-820-7553 BN, HEZSREENES, BRREMNMNGEE, B TRBETPEIVER AKEETH, —B&
MEZER, WRIESNERFAIRM, RIS RATRR.

Cigna & CMB places great importance on the protection of personal information and makes every reasonable effort to safeguard such information through measures
including but not limited to access control, encryption, restricted access, and the execution of confidentiality agreements with relevant institutions and personnel. If
you do not agree to this authorization or any part thereof, you may contact Cigna & CMB's customer service hotline at 95362 or 400-820-7553 to modify your authoriza-
tion. Please properly safeguard your account, password, and other personal information. Operations conducted under your account will be deemed as actions taken
by you personally. If such information is compromised, potentially causing adverse effects for you, please contact us immediately.

2 AREEEARBEANGE R, THRRRAATRURSNRBEN, ERPAFHERRASRERRK, 7
Cigna & CMB values the protection of minors' information. If the insured person is a minor under the age of 14, the guardian is requested to read the terms of this
authorization carefully and provide consent on their behalf.

3ERERGL BTRE SRRKFEFEERTHRERMAGE, BEERIFR,

Your sensitive personal information, such as biometric data, medical health information, and financial account details, requires your specific and explicit consent.

4. MARRIRIP RIRINE RS BRRERESESHEPN, BREEEEVET DARSTRIALARMVEPENIMGR, REERIIAE.

If this insurance plan involves services such as overseas medical treatment or emergency rescue, Cigna & CMB will need to provide your necessary personal informa-
tion to overseas entities to fulfill these services. Your specific and explicit consent is required for this.

5 BRI RBENBITRMABOE, HFTEM (www.cignacmb.com) . APPAFIEHT, IBMAKAER,

Cigna & CMB may update its privacy policy from time to time. The updated version will be published on its official website (www.cignacmb.com) and APP. Please review
it periodically for the latest information.
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IBOR B

Explanation of Surrender Value
1ORBIANIRER : ANSRAEAER AN ER AR A ST, BT P A ETE BRI A & IR T ST Y SRR 2

Surrender during the cooling-off period: If you request to terminate this contract during the cooling-off period, we will refund the total premium paid under this contract
to you without interest.

2 MBHEIRGR : AIRIEAEMBIE ERIERA S H, A MFAERIRIEAR SR NMEL 2 HIVE M E, BARCURRERL T i, (ESNE: EE AR SR
HHERS SRS A A RIS AR 73 &80 -
Surrender after the cooling-off period: If you request to terminate this contract after the cooling-off period, we will refund the cash value of this contract as of the date of
termination. The specific amount shall be determined in accordance with the provisions of the insurance policy terms. (Cash value: Generally reflected as the amount
of the portion refunded by the company and calculated in accordance with the actuarial principle upon surrender.)

3. RIEFHIIACEL: QAR AT NG AIEHRI, IR BRI S T BHE AR R B A AR TR

Treatment of outstanding amounts: If there are any outstanding amounts under this policy, the surrender proceeds shall first be used to repay such outstanding

amounts.
LT )

Declaration and Authorization
1. RAZAFH FEEMIAR G SIS NRESE, 52 XN, MYTnR, HFlA AN ER L,

| hereby confirm, after careful review, that all information provided in this application is true, accurate, and complete. All related materials are complete and correct,
and have been provided by me personally.

2.%AE%%$$M%%@E$A%£K%%W [ ARG ATT HA 5 A A8 T SITARER B 8 A R R A A%, AR DR R (S T S5 s M s B A sl i S5 AR
| acknowledge that this application form must be confirmed by my own handwritten signature. | am also aware that the requested changes are subject to the company's
approval and will only become effective upon such approval. The effective date shall be the date specified in the endorsement document, notice, or communication
issued by Cigna & CMB.

3. ARNHIR, AR RIS, FRER o WEGEE (f) KEHHE, BAREOIOISERRT: (REEXIRG2IRPREEDE 2K, 1ERERITHET
A B NERATEER A, BRSO TR R, BRes D 5o R R A,
| understand that if the coverage plan is upgraded or expanded, any applicable waiting period for the upgraded or newly added portions will be recalculated. Specific
examples include, but are not limited to: changing the coverage area from Worldwide excluding US to Worldwide, in which case the waiting period for medical or
maternity services received in the USA will be recalculated; or removing or reducing the core plan deductible, in which case the waiting period for the removed or
reduced portion will be recalculated.

4. KRR EFIHLALMEELL, 00, PURZHL; ARG RS AR S FA KRR IR T,

There are no existing assignments, mortgages, or pledges of this insurance contract. | am not involved in any litigation or arbitration proceedings related to this
insurance contract.

5. FEARNHIHMERGRE G FE, A ANTHIEIFERAR G B KREE RN RER & FIOAI 2 PRk SRl (RS FIGHHE AR TR 2 2O, ihHis

B BOUEFTORL RIERSOIRRSE) o ERREFREIRG, HREGE ARG SUEFNZ L, BRA, BRI A, ék?ﬁ?ﬁﬁﬁ%@ﬁﬂﬂm AR
& &R ARG ;. ANFGERGRIERRS SRR, RS2 EMR TR, QoRIBIE, NHEREE AR S ke i,
If | apply to terminate this insurance contract, | acknowledge and agree that the contract will terminate on the date Cigna & CMB receives the complete notice of
contract termination. (The notice of contract termination refers to all documents required for this application, including the application form, identification documents,
and materials from the verification process). After the termination of the insurance contract, all insurance liabilities of Cigna & CMB shall cease simultaneously. The
policyholder, the insured person, and the beneficiary will no longer be entitled to the corresponding coverage and benefits, and the validity of the insurance contract
cannot be reinstated. | understand that | should return the original insurance contract, premium invoices, and membership cards. If these items are not returned, Cigna
& CMB may treat them as lost or destroyed.

6. WHRLRAFEIA: AR S TR S TURR RN A BT TBIANSS, HARKRTHE, SHERBRZA. RBeR. RN OIS, IBIRSR. WBRIIRHRE
JBAT THORFBRA/BARRR I X 55,  BIRNA AN T 72 R, IR,

Declaration by the new policyholder: Cigna & CMB has fulfilled its obligation to explain the terms and conditions of the insurance product applied for, and has duly
provided notice and a clear explanation regarding the insurance coverage, exclusions, deductible rates, deductible amounts, copay, surrender provisions, and
cooling-off period clauses, among others. | hereby confirm that | have fully understood all the aforementioned contents and agree to be bound by them.

GR)RBNS 4 BN (BN B4

(Original) Policyholder Signature Insured Person (or Guardian) Signature

GRS < BEAW: 7 AE(YYYY) H(MM) H (DD)
(New) Policyholder Signature Date of Signature

BERRR NG TR (b MRS 7

Mobile Number of the Insured Person's Guardian (Required when a guardian is acting on behalf of the insured person)

R

Notice:

LAHREIE AR ST ORI SR i, EARZHFESE RAUEMA LA SRR Bl ah,  BOHRIR,

Cigna & CMB has never sold non-insurance financial products, nor has it ever authorized or appointed any individual to sell such products. Please be informed accordingly.

2 GREE M SIS RUR B AR ORI SRl i, AEHE, EEIRRG SR &, FFREED PR IR MR GTRAE, RS E Y, BRBAIRERRIEN, RRERAE, 251k
REERE, MRk B,

Insurance sales personnel are prohibited from marketing non-insurance financial products in violation of regulations. Should you encounter anyone recommending or promoting non-insurance financial products and
advising you to surrender your policy or take out a loan, please remain vigilant to avoid involvement in illegal fundraising schemes. Please be advised that according to Chinese law, participants in illegal fundraising
activities bear their own risks and losses.

3B ATENGE, W/MESHRIEH LA, EREC TR IRAR R IH TR 22 E TR, RRIER DA A e 8 TRtz HAE D A SERn FR s H Y.

To safeguard your legitimate rights and interests, please do not sign any blank application forms. Please ensure you have submitted all documents required for this application. The date on which Cigna & CMB
receives the aforementioned complete set of documents will be regarded as the actual application date.

PR L TR N

For Completion by Receiving / Preliminary Review Staff

EELSER O #ATAEm AEILEn ] O kIR O Fftl

Application Channel Bank Counter Company Counter Home Visit Other:

AR BT ZER: O B O HYTREEE O A AR R E 3 7 B O] Hfth
Documents Attached Copy of ID Document Copy of Bank Card Individual Tax Residency Self-Certification Form Other:

RN ARANCORIAIER A S S AR, OB S HIEELE, AIEER, #iAS, SEFES5EA—%
Declaration of In-Person Verification: | have personally met the applicant and the signatory, verified their original identification documents, confirmed their identities as matching the documents, and verified that the
copies are consistent with the originals.

HAT R AL FR R AR - HRATIPER WUE N R 544 S ARG : Hi: i A H

Bank Branch Name & Code Signature & Code of Bank Handling/Witnessing Officer Date(YYYY/MM/DD)

TARIETEIRSS NREL LTS .

Signature & Mobile Number of Cigna & CMB Service Personnel HiDate: —E(YYYY) A (MM), H (BD)

IYAFIRIE NS TS .

Signature & Mobile Number of Branch Preliminary Review Officer H¥iDate: —QE(YYYY) A (MM) H (bD)
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