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The undersigned hereby makes claim to said assurance in AIA Company Limited And agrees that the written statements of all the physicians who attend
or treated the assured and all other papers called by the instructions hereon, shall constitute and they are hereby made a part of these Proofs of Death, and further
agrees that the furnishing of this form, or of any other forms supplemental thereto, by said company shall not constitute nor be considered and admission by it that
there was any assurance in force on life in question, nor a waiver of any its rights or defenses.
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“U’IWLEJ’W_IW_I aulvm LWAN UMiaUSH‘ﬂﬂSmHNUauLIﬂﬂaYIm 2789 WIDFDUWWLILIA  You agree to authorize any physician, hospital, clinic, related party or other organization
muﬂsnmﬂumwmaqNmum@mmummaa f}%u@a‘lﬂ‘luamﬂmLﬂmwﬂ’uamaaia that has any health records or knowledge of the deceased to furnish AIA Company
i LLm.ISi:WW mammumaaumm LW an’ns‘ummﬂrnummamﬁmmaumw Limited with information concerning my medical history and physical condition for the
nsmssaﬂﬂ ’JJWWL%P_IH,?_IE]&J‘L%U§E‘Y1%@1LHU 1"]1 LR Lﬂmmm’uamm}sunmnu purpose of underwriting and benefit payment under insurance contract. You agree to
ﬁ“ﬂn’lWLLa mauamaamaﬂmmamwﬂﬂimunLl ma mwﬂﬂimunmaumaw authorize AIA Company Limited to record, use and disclose your information and health
LﬂEl’J’lJEJJ wsamaﬁmmmmmmammg%mﬂ %EaUﬂﬂaﬁﬂSYI’NﬂﬂiLLW‘YIU 1N record to any insurance company, reinsurance company, related party, government body
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aftsdumnlumisaelvanudugenitlidendnatsau ldiruasnudualiy insurance contract, and medical purpose. A photocopy of this authorization shall be

effective and valid as the original.
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