‘ Daiichi Life BRI BR A QB IMNBRN S RRNBISERISScRE6{INS SECURE Care/SECURE Care Plus
REINSTATEMENT REQUEST FORM FOR SECURE Care/SECURE Care Plus

U snhUIUe/Policy MUUTIGS/Dates

©

UegInt Uﬂﬂ/Pollcy Owner Phone Number f{ HEU/EmalI 3

uo

gme/ng mypaugnusphvmabasgRinvds hw Ja gwy fsafsa (lsvy:) u.a gjUsnuMAURNSptIgTIm IRumsa
fqnnmmsh VEE [ e T ShegwiimiumesigemagoaRimys

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............. Y A Y A and hereby to declare my health condition as below:

ignfo: ddmsgivgs

PART 1: PERSONAL INszRMATION

NN sNNR SathgnFinsmehtih / Policy Owner (PO) is Life Insured (LI)

i inmEcHaEANGR) U iiBaghins:

MEIGI/KNAMEN ..o GNENR/LAtIN oo
Full Name as on ID Card / Passport
igieglAnina/Date of Birth ig/DD............ ie/MM:......... YYYYioo.
ANSMO{AANT/Marital Status O 1) umi/Married O18165#/Single O I/Other ...

§ru1slugyjg/Current Address

yge1uiugyjg/ Current Occupation

igsglos dfmeasemn
PART 2: HEALTH INFORMATION
0.9 &5 L2} §555 RNES ﬁj}g} B85 REORETNN Ssiebie (N TUGNAISHAUIHATAINMABORMADIE, AUIELATSIAIEMATATER 19.9 18:01RM:)

(For insurance policies lapsed less than 6 months, please answer only the health questions in PART 2.1)

2.1 For Insurance Policies Lapsed Less Than Six Months
AYAI/HEIGN S oo fJ.8/cm S GYS/Weight$ oo A.[A/kg

Bgansuipuguapsmaemn g Simihg ymitigaigaomywitugmfinniiumsmamapgaritiygs 2
Do you have any changes in your health conditions, or have you developed any ilinesses or injuries in any part of your body that differ from L8/ Yes D@ §/No
the time you originally applied for the policy?
weIsil @wns» yguugnAngas

If Yes, please provide details:
owmhAmuHg UM LEEGINUUGYISIS: BEARUIAASyaemn yminseguimhumiiapnAshSaminpmuiiunia
BEmR ymimsm:pAamywit v n e smimsths yemniRiys ? NS/ Yes O/$/No

Since the time your policy lapsed until now, have you undergone any health check-ups or received any consultation services related to the
treatment of cancer, HIV/AIDS, or experienced any accidents that required medical follow-up?

warsid @ns» gguuAngn:

If Yes, please provide details:

Binnagafant ym ol anngR)aptaitigie?
Do you drink/have you ever drunk beer, alcohol, or other alcoholic beverages?

(NS /Yes Oms/No

LUMSIU N8 YUHNI(V nhLUHUZ]hﬁJ‘I— DLﬁﬂinK 15 nUI':J Y <150 00 gelied U 'gﬂ@ﬁjmiﬂ7/8eer<15 cans or Wine<1500ml per week
5 Pl e ) e et e ofani)i 15804 g (an>1500 S0 (A qh@mmm?/ Beer >15 cans or Wine>1500ml per week
vigsibugnasphviisidgamsmsugnasphumamywinunsmiaigiigugmamshtm migia yulivn Ashw §of gpts

Wiesym) v.n Y etismshvimuiiaghig)aitiyse 2 08 Yes | OMS/No

In addition to this policy, do you currently hold any other life insurance policies that have been rated up, postponed, or declined by Daiichi
Life (Cambodia) PLC or any other life insurance company?

warsid @ns» gguuAngn:
If Yes, please provide details:

BHAMSGUIY YnsOANRGAGNIEA epidum simANMywiRiyse ?
(yRimuEa 19THA InasEIk uns M Agpuani -n-) S/ Yes CIAIS/No

Have you participated in or do you intend to participate in any hazardous sports or activities?
(e.g., scuba diving, mountain climbing, skydiving, motor racing, competitive sports, etc.)

wesid @ns» ygyuanhnga:
If Yes, please provide details:
tﬁgﬁmswmﬁkgimﬁnmm: yyeIunuAEAE g MRnuIAMAE R ymigsEdhiohimwensuisitiyse 2
Have you changed your occupation or job from the time you initially applied or last notified the company?
wasid @ns» gsuamANga:
If Yes, please provide details:

NS/ Yes Oms/No
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1.1 5 ssiRBH NS BRYMS/RNBICHASMRBMAES 8BRS die
2.2 Additional Questions for Insurance Policies Lapsed for Six Months or More
(WIINTURNISHIUIHHAASAUMAIG YITSmb is, (JIGaigiaemngikign 1.9 $4 igal.l)

For insurance policies lapsed for six months or more, please answer both health PART 2.1and 2.2)

phiwsnn © {2 AghsRis: IReySiuRigAnSIdh uvn W m Agymeliigie? ChAS Yes

LM s/No
During the past 6 months, has your weight changed more than 3 kgs?

wasid @ng» gsuEMANY RIS MG yunsys:
If Yes, please specify the reasons for losing or gaining weight:

SN TENIGSLC: PO s pWIN =0 ”
Rgnen uMonAaT y diddghaigaitiyse: NS Yes
Do you smoke/have you ever smoked cigarettes or other tobaccos?

LM s/No

S

LUﬁ?STfI NS> URN(V )QHLUHW‘“ afis ORGIN 20 iﬁﬁ'gh%uﬁ@?/ Smoke <20 cigarettes per day?
If Yes, please tick (v) in the box on the right: oS ying 20 sﬁsghqwtg? / Smoke >20 cigarettes per day?

IBRIMNAEANS S §UMINN QU Wi /2Bt uoIikgie?
Are you on any medication on a regular basis?

L8 /Yes LIMS/No

wasiians-guummaiipinsd Saguingismufimas:
If Yes, please specify the kinds of medicine and reasons for taking:

dnnagnfnaiiime yRoiiimaiRlhs]s yamai)sigiie)atiige?
Do you take/have you ever taken addictive drugs, stimulant or other addictions?

L8 /Yes LIMS/No

waIsid @8> guumnAlwias 84 iwanmismmimas
If Yes, please specify the kinds of drugs and reasons for taking:

iBinnagans ymusgumsmifaptmsad yifmmpomidihgoanmeine? oigw

Have you ever had or been told to have or been treated for the following disease? Answer

A dhidumigdghany tiomnunegs ynu dly: yilnoaiuunmeghgmpa dimawngh vppiaaiaigs vgadigh g

Uaniv: i t_{ﬁjff\jﬂiﬂ%ﬁﬁ\jﬂ‘i‘&jﬁ? w8/ Yes O/ms/No

a. Hypercholesterolemia, high blood pressure, low blood pressure, brain ischemic or hemorrhagic stroke, heart attack, dyspnea, chest pain,
or any heart disorder or blood vessels?

2. ifivia ffimnshna thinawa dinun 28paiit d8pnmAnny diati-oe yRBpdsgmifumgiig]a? s yps)
b. Asthma, bronchitis, pneumonia, tuberculosis, prolonged cough, coughing up blood or other respiratory ilinesses?

L8 /Yes LImS/No

a. tEgmowigy thidumamghans tipndiga (8aan) uhidhmigoppiispnauiporgssiiea?
c. Diabetes (Diabetes mellitus), high blood sugar, thyroid disorders or other endocrine disorders?

N8/ Yes Oms/No

w. 2imagady tfgaga aiapaufil 185150 ytlniupan sigiga?
d. Depression, epilepsy, prolonged headache, mental iliness or other neurological disorder?

L8 /Yes LImS/No

4. Glnneoy: igpwhtim igpwmiant ydfigiie)aluaashSaio)a ian [y faonha?
e. Nasal bleeding, poor vision, hearing impairment, or other diseases related to ears, eyes, nose, and throat?

8/ Yes Oms/No

o. tfimsany 2ipsog dfigigsdusgio wipgsii udghmuie)ar
f. Dengue fever, Malaria, tropical fever, or prolonged fever?

N8/ Yes Oms/No

5. signzyimas dEnaggit dhpaghpes thmmgs yugnysinngs diasings visiuhnsany @sin:gs mam:js

aswys yRfwdsinnwmunngghgig)a? Oms/Yes | OFIS/No
g. Gastric or duodenal ulcer, chronic diarrhea, gallstones, hepatitis or liver function disorders, jaundice, typhoid, colitis, bloody in stool, or
other gastrointestinal tract diseases?

3. ;suny msmﬁwﬁﬁs (§ﬁiSﬁH§LU) g&ﬂsfﬂﬁﬁry ‘gﬂﬁﬁiSWH ﬁSLﬁﬁJ‘gﬂﬁLﬁﬁIS’M famnna gﬁSﬁLHﬁISWHiﬁJﬂ 319:]‘:"1? (518 Uyms)
h. Blood, protein or sugar in the urine, kidney stones, inflammation or other urinary tract diseases?

N8 /Yes Oms/No

. 16 NATRGW yapoutimena gwinamia? (uasifns guugnanigumng s Shugin)
i. Performed any test, diagnosed, or treated for any sexually transmitted diseases or HIV/AIDS? (If yes, please write down the reason, time, Lien 8/Yes D@ 8/No
and result)

0. ifg:unspny Shpdsiaty dhidiuiln s maaicis dlvuniagih dlvmny yuguuns yiimouesssgar
j- Anemia, lymphatic disease, myeloma, hemorrhagic bleeding or blood transfusions, or other blood diseases?

N8 /Yes Oms/No

8. ShnA A Migoigh(aw ymndswindilanss tam fh o A gl amaafwis?
k. Arthritis, deformities or disorders in the muscles, skin, bones, joints or hyperuricemia?

N8 /Yes Oms/No

u. tifiwunta g:iant ymdme s Andisiars modsppiisans mifadispng ydivasannr
I. Cancer, tumors, or growth of any kind including breast lumps, any breast disorders, enlarged glands or lymph nodes?

N8 /Yes Oms/No

9. Ringfies (sLE) Rnjwdsmnaiomyw fhdangs mamas 2lidiagn (ion wh adhiags o yinnalagaiie
m. Lupus erythematosus (SLE), autoimmune disease, scabies, disease on skin, nail, hair, bruised skin, or chronic skin disease?

N8 /Yes Oms/No

V. HAMUAB {NAING] USGUMITME UNSANBIYAITRIRD?
n. Have you ever been hospitalized or had surgery or had any injuries?

N8/ Yes Oms/No

an. Amimn y3o[uasUaNS AMYL (Y2 Na igA (HIG)A Hiwh:Amyw )?

s /Yes Oms/No
o. Disability or damage to any nervous system (face, eyes, ears, any limb)?

o. phiwn eginghenis: ifgA@U ynstaninimi sanitdfohsinnugk Shmgiuigh CTigs MRIMiImam y
Afayruneffaydniay inagigghs ymsugnaemn apsmngidy mngeign withwani i ymadsupdigiig)s Rudsasadhsis)
- o

GResgrani? CS/Yes | OMS/No
p. During the past 5 years, have you ever had or intended to have X-rays, electrocardiograms, echocardiograms, CT scans, MR, tissue

biopsy for cancer testing, blood tests, urine tests, other tests, or had any health problems, mental health conditions, weakness due to
iliness, or other abnormalities that were not described in the questions above?
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UgRuing Saansmnae

RU§oV. &) ey yInAlRgw Samiqpaniiumssgu Date ygsn mOUgYlS
Results of test and present

Question No. (12.a to 12.p) Details of the health condition/disorder/disease, tests, or Name and address of
investigations, and any treatments given hospital/ clinic status of health

e igifou.n  Aamsmugaisapsmnaemn ymndsiupd yid mid MUTTGS e Shemwisy§ung)

Kl Ednnnwivaganinsil yaptiwanmieumia Ghfnswigy dhugh dindaivuvatgmpe dhiduuy dlapiny
#8gisg vgnimunny 2ol (Dementia) i Alzheimer 8 Parkinson un§iGy unBanngmigh mid)aitiye 2 Pasid-ns- gy
udfnsugaghmnaatimys Owsives | Oms/No

Did any of your parents suffer from, or die of, Cancer, Diabetes, Heart disease, Stroke, Hypertension, Kidney disease, Mental illness, Blood
disorders, Dementia, Alzheimer's disease, Parkinson's disease, Mental disorders, or any other hereditary diseases? If Yes, please provide

detailed information in the table below:
InAdsh ugadiapsmaagamn mugantRada (wunaApinm) HIUINUI UBIANM gngismigny

Estimate age during diagnosis Age at the time of death Reason for death

Relationship Details of health condition

o

ﬁgmﬁmf{mgmhs{,ms ( ﬁj‘[JH]tleﬁﬁﬁflj'mm: ) I Please answer the following questions (for female only)

A. idgnmsigim:iysyse 2 sl «0s> yuugAleMOIURHEA EFHRmeMOSRMNWIARARMAQUT? OIS /Yes OmMS/No
a. Are you pregnant? If Yes, please specify your health, your fetus’s health and age of the fetus in weeks? -

fémsgaisansmasiids
Detail Information of Above Questions:

2. iigAnURU s apsmasmaishnumsigin:Ayssaitigie 2l sl «ns> yvvEMANEANRIMYY Ouis/Yes Ofms/No
b. Did you encounter any difficulty in your previous pregnancies? If Yes, please provide details. B

fémsugaisansmazinids
Detail Information of Above Questions:
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ISn8 m: o Hipmes IsHHSSCR SeRIsIRNIINCIBREN]
PART 3: THE CUSTOMER DECLARATION AND WITNESS COMMITMENT

5. (S F B MasInasNSSce
A. THE CUSTOMER DECLARATION

1.

gagsumadnaicRigh Shoigw nethywikddns il Aina gmsgugspeU]s Ansmnnmium Shiiamanivsy gEsmsmncii g vinmAansgafimi
Aatiumot:muksmnwaly ghmivgyoumovggasphutigdhin

| hereby declare that all the statements, answers, and information provided above to the Company are complete and entirely true. | have not concealed or provide the wrong
information that may affect the assessment for the reinstatement of the insurance policy.

gmmﬁﬂiﬁ:mﬁﬁms s iuginswashfimasighi§myuhsigagnt spoimmwalgibmivgynumavggasphisgiaien il wiwanshnawmiGmsl
mime ks femiugnumnua) usphum puhmwsshwigantumnivagusnphom Sagptthams

| understand that the information above will be used as the legal basis for underwriting the reinstatement request, and | agree that any violation of this declaration will void
the reinstatement of the policy in accordance with the policy provisions and applicable laws.

SngEmMSIEUSINUA MY yddnscimmghoig)atdugim Sawipneerpivis tw §0d ¢pwf safsal ievyn (v.n) Pyudinsupohwaly ubmighayn
uasIuntnkidy

| 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.

SWEHS A YIBUIS hw §ab gpwi] Asayisal 1suyd (v.n) Moy fma §hu‘hn@ﬁémsg{m}%smﬁ}gmzjmmﬁ‘smmhirmug HYMOPUUGNUDS) UHA
i migaaiRunsnntan vt sptdmnwatgiddthiddugynumnuggasphomigiaims: ihwigaumiuagasphon Sagpomams

| hereby give my consent to Daiichi Life Insurance (Cambodia) Plc. to collect, use, and disclose my personal information to its reinsurers, any regulatory units, or licensed medical
professionals as required for the assessment and underwriting of this reinstatement request, in accordance with the policy provisions and applicable laws.

Swaipsgsidhiimvnssinumip oyiddnshigs fomapsmanemn yevn yhddnsighsivasidaidusiarivousigaugynumnuggasph o

Tmis: Ajothangmnigig)aiiumAdsSauanausphom dislys Smuismuomuanasphom g numdaipididnsvanusphomgidighmwha e

mnwugahsErgEEssds Wwlwunois gunsaiihainiy putisvnsdieguwn yuliwnaidhis:

| hereby agree to inform the Company of any changes in 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, both before or after the issuance of the Policy. Any changes of the Policy information must
be made in written form to the Company. Upon receiving the change request, the Company reserves the right to accept or reject the request.

SyUS gUANMIY MIvS AN NISURNAISHNUIRIS At SianA MY 2 SangennisugnasphiiiuaimahtRY SRwNnERG masaahamy

ugtimiuganumnis:Saphimmwalgihwigand e Shugeapisupnaugphim Shgpdmmms
| hereby acknowledge that the reinstatement of the insurance policy shall be subject to the Policy’s terms and conditions. | also agree that any future claim arising after the
reinstatement will be assessed in accordance with the Policy’s terms and conditions and applicable laws.

e

Swinut idhakilianswdgman:miapsiishw §nb epwy) Fsaisal (12symn) HSSaIG RN MM WNZANHAT SH9FUMSYYMNAMSINTH ARHAT
iBudsnsmsuh (hsifng )y
| agree that the above request is only effective when Daiichi Life Insurance (Cambodia) Plc. approves the request in writing and collect all outstanding premium, if necessary.

AGNS G NAIS YanIEiRIvAIHASRS BTy muuTige

Information For Signature/Thumbprint Full Name Date

NURNINNUH Shihgapinsmanti

Policy Owner is Life Insured

2. FUMIMAEINSIBEEENT]
B. WITNESS COMMITMENT
2msmsm mﬂt’nmmmm Uf\ﬂEﬁHmZ]hmﬁS LﬂiUf\J’EﬂﬁIUﬂ,ﬂﬁISﬁﬂUih SthLnfmSmSWﬂUm ﬂannﬁiHS mmmSG v Uumﬁﬂ&fﬂ:ﬁﬁu‘im ‘322‘1

| hereby certify that the above S|gnature or thumbprlnt truly belongs to the Pollcy Owner and the Life Insured, who have signed or provided their thumbprint i m my presence.
8m8U£TT]ﬁ‘°Lﬂ ﬁmﬁﬁmmmmams Hmj 9Jumn i) mﬁﬂnmUﬁUnLUfﬁIHﬁﬁﬁSﬂnLGWnﬁiHS‘]

I/we confirm the proposal for the product from the company meets the customer’s needs.

ﬁﬁmSﬁjLH]ﬁ/lnformation For NgHiuaY/Signature AN INM/Full Name MUUTIG$/Date

ugAnuARdaE i/ AN anvRmhuisyugu
Insurance Sale Staff / Individual Insurance Agent
UATSITUBOANIARTAR VMG MAMIMSN TN UISUG MNAOROAISNATIY
Shyy MERGIMS MG 1T RGHAIAUIAAURIAVARIRRVMSIAIAMANIMS
hOThIUISURI G:GINE BAURDANATIS Y

*If the ISS/IIA is a Policy Owner and/or Life Insured, please provide the signature of ISS/IIA’s
Supervisor as witness
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