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Request Form for Reinstatement Insurance Policy
For Insurance Policy Lapsed of EASYCare
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I’'m the policy owner of policy number above, would like request Daiichi Life Insurance (Cambodia) Plc. to reinstate the insurance policy which lapsed

since / / and hereby to declare my health condition as below:
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In the past 6 months, have you had/or been advised to have anyone/more of the following: treatment/hospitalization/diagnostic Yes No

tests (including but not limited to X-Rays, ECG, CT scan, Ultrasound), other than for pre-employment screenings/routine
company or visa application medical check-ups, for any medical condition(s)?
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In the last 2 years, have you been hospitalized for more than 3 days, have undergone surgery, or been continuously receiving N

medication or treatment (other than for flu or cough) for at least 2 weeks or had an abnormal result from a medical investigation
or diagnostic test?

Yes No
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Have you ever had or are currently under investigation for cancer, carcinoma in-situ, tumor or growth, chest pain, heart attack,
stroke, transient ischemic attack, high blood pressure, diabetes, heart diseases, kidney diseases, liver diseases, lung diseases,
Hepatitis B or C, gastrointestinal disorders, genitourinary disorders, HIV infection or AIDS, autoimmune disorders, blood disease,
mental or nervous disorders, any form of eye or hearing impairment, back or join disorder or physical disabilities, drug abuse or
alcoholism?
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Are you engaging in or intending to engage in any hazardous sports, pursuit of activities or occupations such as diving,
mountaineering, parachuting, racing, hunting, aviation (other than as a fare-paying passenger), military personnel, armed security
guard, firefighter, miner, construction laborers, logging workers, those who are engaged in working at heights, handling
explosives and deep-sea fishing?
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Question No. Details information about the above Questions
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DECLARATION OF POLICY OWNER (WHO IS ALSO THE LIFE INSURED)
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| hereby declare all the descriptions and answers along with the information above that | provided to the company are sufficient and completely true.
| do not disclose or provide the wrong information from the facts which impact on the assessment for reinstatement of the insurance policy.
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| understand that the information above will be used as the legal basis for underwriting for reinstatement request and agreed that violations of this
commitment will void the reinstatement of the policy according to the policy provision and current laws.
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| guarantee to provide proof, evident or other required information and agree with Daiichi Life Insurance (Cambodia) Plc. to collect information for
underwriting of the changes mentioned above.
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| hereby agree to inform the Company of any changes of personal information, such as the status of health, occupation, or any information stated in
this Request Form for Reinstatement Insurance Policy, as well as any other activities related to the Policy, before or after the issuance of the Policy.
Any changes of the Policy information shall be made in written form to the Company. Upon receiving the change request, the Company reserves the
right to accept or reject the request.
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| agree that the request above is only effective when Daiichi Life Insurance (Cambodia) Plc. approves the request in writing and collect an additional
premium, if necessary.
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| undertake that the Policy Owner (Life Insured) have signed or provided a thumbprint on the documents in my presence.
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(If ISS or llAis policy owner (life insured), hence the manager of ISS/IIA sign as a witness)
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