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American International Assurance
Company (Bermuda) Limited
(Incorporated in Bermuda

with limited liability)

REQUEST FOR CHANGE FORM / SUBSEQUENT APPLICATION FOR PERSONAL ACCIDENT CONTRACT
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PARTA ['I [ PLEASE USE A SEPARATE FORM FOR EACH POLICY NUMBER. = {7} (i 11 i i~ 3]

Please tick t e appropriate box EEEEERIZZRAE E"X" B

[] Cancel Autopay HUify E i

- Premium collection via autopay will be stopped only after your request is accepted and
completed successfully by the Company. BHENEIREE R &% ARWEI RIEZREZIVY -
- Any premium paid prior to the Company's receipt and approval of the request will not be

refunded. {TAaffid 2% FIUCE] e f 52 FREE AT BRI PREDIG N &R -

Reissue Customer Number / Personal Identification Number
EHRERIS R P ORes / (A
OReissue Customer Number (CN) f IN%FF HE & [%ﬁ?

ORelssue Personal Identification Number (PIN) 25 #6525 A %5485

The PIN issued to the above request will be sent to the policyowner's registered address by

[] cancel Premium Holiday Hyify ™2 ue: |

Only applicable to the following plans Hj 18
- AlA Asset Accumulator - AlA Asset Accgmulator (EDB) ‘
K TR Bt Sl KIFR TEAEZ R BT El R

- AIG Capital Saver by AIA - Treasure Accumulator

ATGHAME A FR R H AT HLE
- Treasure Advantage - Treasure Advantage (Enhanced Protection)
EA R AT AT B (B RERD)

ordinary mail. DL I F 3% HH 8 A 5885 (PIN) & AR BR 25 A (R B R A & B in stk -
[] Change Mode of Payment Pids(#7=¢
] Annually g% [] Semi-annually 424 [ Quarterly i

*Apply autopay for non-monthly premium via bank account. Note that autopay via
Credit Card is NOT accepted for non-monthly premium.
RIEAIEBMRERISRITAOZABER - TBEARTEZUERFAEBHRE
Z BEERAO ©

Applicable to policies started with policy prefix 'B', 'G' or 'M' only.

©)

[] change Autopay Cycle for Monthly Premium

Change of autopay cycle will not be accepted for Wealth FlexiProtector.

TR B A A AR -

FEH B R E B Bk B

O First cycle @R O second cycle A s

RERRRERBTFERA B, 6 B M ZRE -

*Payment must be via direct debit arrangement.
[ Monthly P ‘Feyment musee ve shect o

*Submit Direct Debit Authorization Form to Cashier. 35iE3Z EIE( FUISIEE T HEE.

[] Term Conversion @ EisRE KA EHE

[] Correction of Personal Particular Sl &R

(ID copy/Deedpoll is required)
O Insured =Z{# A

TG AW EZE L RIS
O Owner £4H A

*The remaining amount, if any, should not be less than the minimium amount required by the
Company, otherwise, all remaining amount and its attachable supplementary contract(s) will
be deleted automatically. RIEREREE(AIE ) R AT DIS A FIERAGERARB AR - SRIFTFERIERREE
BRI T € B o

(Please send this form to U&I Dept. with the application form of new policy for approval %&g\e :
ﬁ?i&\ﬁll““’?«ﬁf?%ﬂf%ﬂHﬂ?;ﬂ«‘ ‘4"’r%7\’#‘[\14£*+'2) )
ItDHaéLe E(I);;ﬁ birth: ID/ Passport No. :
- 53 A R RIS
Converted PlanName  Converted Amount *Remaining Amount Nationality: MM / DDH / YYYY4E skl i
Hg A £ 78 ety * ' B
A& ! R B FER
CIR on Term Converted Amount *Remaining Amount - i i .F. =T
fe 5 E W25 BB 0 B2 i A R AR R IR ’ ] Non-Forfeture Option (\.F.0) PR
New Policy Number 3 5% 15 New Plan #ra5kaz1 &1

Extended Term Insurance

[] Reduced Paid Up Insurance
TERAEI R

KA TS R

[1 Others % 4:

B HeAty” —MRIPIREREE - AL IR S SRR

The Company reserves the right to accept or reject "OTHERS" requests in this box. Any request/s to backdate this form or any document will be automatically rejected.
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PARTB ¢ F"fﬁ (Health Certificate is required except for reduction of face amount or deletion of rider(s). [} [ (pUEE W TUIAIT 2549t ﬁ}i kU3 Tﬂﬁiﬂ | % )

Section 1: 37— #[1J]

[] Change of Basic Plan Rrel5fL 4 a5t i emove / Reduce Medical Rating / Exglus on
. Hﬁéﬁfﬁﬁ PR PRIV RED flﬁk‘éb/j W
Basic Plan : Face Amount :
SR AR [0 Medical Rating [] Exclusion
Par Option : [] Participating ] Non-Participating HUMHRE T A
P aIBES 4 4 - . .
ALFE 2 STAL oL [] Reduce Occupation Rating / Change of Occupation
. l
[] Reduce Basic Face Amount to: QLTS /S PRI Y D RETE [
N AR .
WS New Occupation : since
. 7 (ER1E|
E INE S ;
[] Deletion of Supplementary Contract N, Daily Job Duty :
H RS
Employer's Name and Address :
g 4 4 Re stk
[] Addition of Supplementary Benefit 57l /i 525 [[] Reinstatement (13553 [[] Redating T&TH~ FH
[[] Reinstate Agent Hizsfssa g
[[] Reinstatement - Outpatient Basic Declaration 53~ Hnf&BR.L:F IR
| hereby declare that | / the Insured do not require any regular treatment or long term medication and | / the
Insured did not suffer from any continuing medical condition for which |/ the Insured attended a doctor for
more than three times a year.
fﬁ%;ﬂi’iﬁ)ﬁi}\/xf%)\/ﬁ%‘il@iﬂ)cﬁﬂmﬁx&ﬂ TR Y R A B TR R T S S P B AR
F3 =K
Section2: 7 ﬁﬂ;’}
(a). Protection Accumulator./ D (b). Personal Accident Insurance - PAC Select F3A & & AMAR
D Protection Advantage Rider
& G PR/ S G IR INELHY ) o Amount of Insurance {4
** Applicable to AA/CS only Basic Benefit JL AR fit Adult A Juvenile 51
U AT o 2 S A Il AR R A R s X X
Accidental Death & Dismemberment US$ ¢ 120,000 or / 5% US$ 35C 80,000 or / 5 US$ 35t 50,000 or / 5 US$ 355t 30,000 or / 5
Amount of Insurance {7 (ADD) * 5136 R * [ s e 100000003z | (] Hs . 600,000 or/ sk [ ] vk sor. 400,000 0r 5| [ HS e 240,000 or /31
(US$ =7T) MOP;#[#1,000,000 MOP;4*#600,000 MOP;#F#400,000 MOP}#F#240,000
Subject to the minimum & maximum R
issue limits ZE7F &R R et (A Other Amount of Insurance  HAti{#4H $
I:l 10 times the annual Optional Benefits Tff fiiffEiE 4 Please specify the Amount of Insurance below 34 T 7 H &5 {48
premium of basic plan - - - -
HARE BRSO 15 Accidental Medical Expenses Reimbursement Daily Hospital Income (DHI) & H =B 814
g ny ] (AMR) £ 44 B e $ ( Not applicable to juvenileA~5E A 5d & ) $
Other Amount of Insurance
H‘ﬁiﬂ%@ «The ADD benefit is guaranteed issued when the Insured has declared no physical impairment in the health declaration section and his/her occupation is within class 1 to 4. In case the
- " Insured changes his/her occupation or job duty or pursuits, you andlor the Insured shall \mmedlately notify the Company in wrmng EANIE B R 2 (3 (o L5 A 2 A A AE R BRE
$ FS 3 BV (e S B S R I R L SE SRR B A2 - A2 f 7 ‘f‘fUUJ W HAE 5% (5 A S B DA T A A AT
Note (for section 2): Life Non-forfeiture Provisions will apply A £ EEfEER ) [RIREE

Declaration & Authorization

Terms and Conditions of Part A & Part B: This request is NOT valid until (1) it is recorded as received by American International Assurance Co. (Bermuda) Ltd. (the "Company") during the life time of BOTH the Insured and the Owner
and (2) it is finally confirmed as accepted by the Company by way of Endorsement or letter. Receipt of this form by AIA Representative or your broker does not constitute recorded receipt by the Company. The final decision on the validity of
this form rests with the Company.

|/We hereby irrevocably authorize: The Company to enter into arrangements with Panel Network Providers to provide specified medical services to me/us (if and as applicable).

Terms and Conditions of Part B Section 2: |/We declare and agree that the mode of payment of my/our Life Policy with the same policy number will be adopted and that no insurance or request for change will be effected unless this
application has been recorded as received and approved by the Company.

Request: I/We request that this Policy be changed according to the above particulars. I/We understand and agree that a copy of this request will be attached to and form a part of the said Policy. Where this request relates to change of
beneficiary in respect of this Policy, I/we confirm that my/our previously nominated beneficiary or beneficiaries (other than the estate of insured), is/are fully aware of and has/have not objected to the contents of this 'Request for Change' form.
I/We DECLARE and AGREE that any personal data and other information relating to me/us or my/our policy(ies) or investments contained in this application or collected, obtained, compiled or held by the Company by any means from time to
time may be used, maintained, processed, stored, transferred, disclosed and/or shared by the Company for the purposes of processing, administering, implementing and effecting the requests or transactions contemplated in this application or
any other applications made by me/us from time to time, promoting or providing subsequent or other services or products to me/us, direct marketing, data matching and/or communicating with me/us. I/We further DECLARE and AGREE that the
Company may transfer, disclose, grant access of or share such personal data and other information to or with individuals, entities and/or organizations associated with the Company and/or to or with third parties (including, without limitation,
reinsurance companies, claims investigation companies, industry associations or federations, fund management companies, financial institutions, or service providers) selected by the Company, in each case whether within or outside of Hong
Kong (applicable to policies issued in Hong Kong) / Macau (applicable to policies issued in Macau) , for any of the aforesaid purposes and/or for the purposes of providing administrative, data processing, data maintenance or storage,
telecommunications, computer, payment or other services to the Company in connection with the operation of its business. I/We understand that l/we have the right to obtain access to and to request correction of my/our personal data held or
controlled by the Company. Such request can be made to any of the Company's Customer Service Centres. If I/we do not wish to receive marketing information or materials, l/we will send an opt-out notice to the Company, in which case my/our
penésonal data and other information would be included in a centralized customer opt-out list that may be shared amongst the Company's associated partners for reference.
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Signature of Owner/Trustee Vs MMA/DDH/YYYYHE Signature of Assignee=:E A28 7 MMB/DDH/YYYYHE
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