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Consent Letter for the Disclosure of Information Related to Medical History
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| hereby authorize and grant permission to Dai-ichi Life Insurance (Cambodia) Plc. to get any medical reports or medical
information from any hospitals, clinics or any doctor(s) who had examined, diagnosed, or cured the life insured name above about
the illness inside and outside Cambodia, based on provided information below:
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Hold National ID / Passport number Relationship to Life Insured
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| guaranteed that below is my signature/thumbprint to prove that | agreed with the hospitals, clinics, or doctor(s) to release any
medical reports for medical information to Dai-ichi Life Insurance (Cambodia) Plc. for the claim purpose.
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