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I. (a®18i8UQNEs8NNGI / POLICY INFORMATION

FISURNAISNNTGIN NAjEgES

Policy Number Application Number
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Policy Owner E-mail
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I / We, the Policy Owner of the policy mentioned above, request Prudential Cambodia to reinstate the life insurance policy using the
method below:

I1. famsufaifiiga{gimsme Uil / DETAILS OF LIFE ASSURED

HAGIMSMNTHNE 9/ LIFE ASSURED 1 HAGIMSMSNTMNE 1/ LIFE ASSURED 2

CRUNSERIEN
Full Name

AYes/ sy s
Height(cm)/ Weight(kg)
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* 2 / L[ﬁtlz mmm@m @nnmsymm shﬁnwmsmm ﬁjiﬁﬁjﬁj ‘[Jn%iiﬂSLE‘]uSﬁmjnHm [ﬁU’GUjSﬁ]E]I;‘ImﬂSLSHSEUﬁUﬁiHnT_Ni‘mSﬁ]S‘lﬂUm GEene Lnﬁii
mmsyﬂﬁmsﬁ 858 / 1 BngmuyeivivguigissuasiBm siohmi s isighAnna{mItas{asuls rAws / (BhgSHiAn wyAARNITINAYS (65868
(wUIsigims ‘ ' ' ' ' '

1/ We, the policy owner and life assured, request Prudential Cambodia to update occupation of the life assured(s) in all policy (ies) base
on this if deem different from its record and I am / We are willing to provide evidence required by the Company, if deem necessary.
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Policy has lapsed beginning on the due date:

O  mugeiugnumnug)asnivnigif memavmemaitim
Premium Reduction Framework

. Usmmiﬁmsmmﬁmns (MivgagnUmABRNESNNTIEITY memivmemaintim) sasrsEsgimsnsaacsaigh ygwiamammsard)a
QR HgfIwINANNA [SURNEISNNTINY

Once gone through premium reduction option, the customers are not allowed to increase or decrease their Sum Assured again during
the Policy duration.
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Upon choosing premium reduction option, Policy is not allowed to surrender, or change frequency payment, or drop any riders until
the premium waiving period is completed.
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Part 1: Applicable for policy that has lapsed within 6 months only

gagimsmenvme o
LIFE ASSURED 1

Fagimsmnvme v
LIFE ASSURED 2

Yes/N
o
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MNgEsHENTH AT SHNAM AR A S MURANAIST
NGB AGHMUE YAnNs SenARTEN YRS Wiy
AMEWERIgEs?

Is there any adverse changed to your health
condition since the last application date or do

you currently experience any symptoms or
have any illness/disease or injury?

If “Yes”, please give
details

Yes/N
o]

VRN

If “Yes”, please give
details
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BTBARNTASESTBEINS] SGRIMISMaLNW
FSANAMY W YHIOBISHMHALMEWIH
SYRIGIMSMImumnsagemniigrs?

Had any medical consultation, received any
treatment, hospitalization, or surgical
operation due to any condition or any
accident requiring medical attention?
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[ABUTS MONUMIM LRI AAMYWIB SN (ABUTS
BRsesuAYMiHIgEs?

Had any policy where there has been an
increase in premium, cancellation,
postponement or denial or has the Life
Assured requested or is currently
requesting claims for insurance at any life

insurance companies, including Prudential
Cambodia?

2.3, SISMIBIPUAMYWASHEN {1568 ATiATIST
RIAYMANGN YRIAYMANAN §ERINIAMYWwis
Yfs? Changed your country of residence,

sports activities or other entertainment
activities?
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RO AN FOR FEMALE ONLY

thgnnnmsigoneye? [pasiBms ggsie?
Are you pregnant? If YES, how many months?
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EYEREYEY aysiReslias
fgBifalias aguifHastias

Part 2: Applicable for policy that has lapsed more than 6 months only
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Please skip Part 2 below and proceed to section IV if you have given answers in Part 1)
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LIFE ASSURED 1 LIFE ASSURED 2

If “Yes”, please give If “Yes”, please give

ves/No details ves/No details
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Have you changed your country of residence or
sports activities or other entertainment

activities from the dated of application date/
last revival date?
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tsouneust dagps Wity dHswia 1
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Has any member of your family (parents,
siblings) suffered from or died of diabetes,
cardiovascular diseases, renal diseases,
mental disorders, cancer, etc.?

1.1 §S1A S/ Relationship
1.2 ﬁS(SﬂSﬂ)/ Disease(s)
1.3 181585 § &NG?/ Living or dead?
1.4 ©16Brsisnuy/ Age of Onset
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If YES to question 3 or 4 below, please indicate the number and give details as to the nature of illnesses, operation
or treatment, date and duration, severity and results, name and address of attending physician, clinics or hospitals.

(RIANARAMG / Have you ever:

3.1. FeMIRIAT BISMIAAMBUSIUSHING o, ———
fwignpus mimanmny ymicyaagsa
(A
8gwiised)a {Hiyrs?
Had X-ray, electrocardiogram, blood
studies or other diagnostic test?

3.2. WS YRIMS{MUT (ANAFAT
MIEARNEN 1 ASHENTHHEES g fglsmm
nAsHSunS S ae?

(A STMAMYW
ShY)uIssSIIUaS AN AYA [HINGEIHA
wawsdNumSAweRan O iRye?
Had or been told you had AIDS, AIDS-
related complex or AIDS-related
conditions? Is there anything about

your lifestyle which could expose you
to risks of AIDS?

aguiiiastias eSS

3.3. DSHEEIABUNANIPRINSUBMAGT e ———
55 B EIRI SiHiyee?
Been tested positive for antibodies the
AIDS virus?

3.4. BIss{ERAMywistimsmarysm R iiiestis
[MARNWSHINARN WIDBiRys? | |




3.5.

3.6.
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for:

4.1.

4.2.

4.3.

4.4,

4.5.

4.6.

Had any form of sexually transmitted
disease such as syphilis and
gonorrhea?

REN AR IS A A S ATBATm
BBEIBIRUUIRAN ST YlaghiaRySs
YMIANMEUBENE M SHAMpUTHS Y
iBimeasBes ymas)stsig)atings?
Used alcoholic beverages to excess,
taken habit-forming drugs or sought

advice or treatment for alcoholism,
drug habit or other addiction?
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Smoked cigarettes within the past
year? If YES, How many years have

you smoked cigarettes? Average
number of cigarettes daily.

Mmiinvyeiaiey Wisa{{n InfUGia
nSAnESE yReamywyaAtImAns
ShugaustRITp AN 8liiES?
Dizziness, fainting spells, epilepsy,
nervous breakdown, severe

headaches, or any Disease or disorder
of the brain or nervous system?

WAUTA ARBYs ARgill panns il
URHAMYWUALHT RIS S AN AHfs

{Hayes?

Asthma, hay fever, chronic cough,
spitting of blood, tuberculosis or any
disease or disorder of the lungs or
respiratory system?

HHTATINS MG AT INBTNGAN
AB{gH HAIFUTY sy Ui
URAMMYW YRTUsEN YIpIgivannsg
{risyes?

High blood pressure, stroke, chest
pain, shortness of breath, heart
murmur, or any disease or disorder of
the heart or circulatory system?

HHAMyW yHASARin W {[Fng
(nsef)Sgo cEneey ST Gieemse)sigh
(nsed) s 638 YA Wey fHiyes?

Any disease or disorder of the
esophagus,

stomach, intestines, bowel, rectum,
appendix,

liver, gall bladder or spleen?

)

RHIANARBIY [FgHATENSY
gREAMyBYAT S AP Ay
YIAEHE{UANS [HIges?

Nephritis, kidney stones, or any

disease or disorder of the kidney,
bladder or prostate?

waSAr iy [enmSina undnmm
sIgTASIgNed)a frayes?

Diabetes, thyroid or other endocrine
disorders

syl
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aysifatia
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agsflatia
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G662 / Have you ever had or been told that you had or sought advice
B eI asifalia
eguifasiios aguafinstic
REREREY ayBIfRaofia
B asiies ysifastias
asifatia VRS
agBifasfies agsiflatia




4.7. WHIARAEN REAGRIIAEN YR
msﬁuiﬁnmnﬁsm{p‘ﬁ IAgh fhigh
Fhra yansd fiayes?

Arthritis, rheumatism, or any disease
or disorder of the back, spine, bones,
joints or muscles?

aguiifasiias agBiifastias

4.8. BUNIA UHaNG YHTl{uRsamyw (ligrs?

Cancer or a tumor or ulcer of any
kind?

Bifaslias agBfastia

4.9. Hiivaitastis Siqiasiteasiis
i assstaslis yndgsinsamyw
{Hies?
Varicose veins, varicose ulcers or
phlebitis or hernia of any kind?
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4.10 B8] (i itagnshh) gilaiwipay

maaiis 1)a Sanfgsamsing

yndrunsiised)a fHiyre?
SLE or other autoimmune diseases?
Anemia or other blood diseases?

BVERIGVEY ayBIRaslias

4.11 winmyw yndign (6g)n [pYe
yonAtHIyges?
Any disease or disorder of the eyes,
ears, nose or throat?
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4.12 titdansisidaemnnumu - ———
YUAsiTaneMnSS{u{in MIyss
yamstemasggeg)aliudsmsiunuai
(e0tHIY (BsnUumatimanw
Ry [FSH EWE GUINAEMNUEEUSE)?
Any illness, disease, disorder, )
abnormality, injury or surgery not

mentioned above (other than common
cold, flu or minor ailments)
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5.1. RHANNNEISIHEMYIS? (pRISITmS
ats1ste? Wie mis Lie 1AS1? RIBTENAT

(auss
Are you pregnant? If YES, how many
months? 2 months, 3 months, 4
months, etc.? Please state

5.2. ®18M OB SIUAn MY EE6 MBI ST
MW SIREMeagHS YRTNHUsyRiHyrs?
e ssfms AIERATRITRNITAY
Any abnormality in menstruation,
pregnancy, of the breast or

reproductive organs? If YES, give
details.

EYEREUEY aywfiastias
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I/we, the undersigned, hereby declare that I/we read/ to be advised by the Financial Consultant/ Life Consultant and have
understood the entire questions and declaration in this Health Declaration Form and confirm that this provided information is
complete, accurate and true. I/we - the Life Assured in this Health Declaration Form agree for the Applicant (Policy Owner) to
apply reinstatement for myself/ourselves.
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I / We also understand that the information above will be used as the legal basis for underwriting the reinstatement



request and agree that violations of this commitment will void the reinstatement of the policy according to the Terms and
Conditions of the policy and current laws.
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I / We guarantee to provide any proof, evidence or other required information and agree for Prudential Cambodia to collect
information for underwriting on the change mentioned above.

4. &/ 08 AwnEninig)as sadaniBSumsuigmims N {MIa{BUIS{RSaUAEM H8Sal R A wgANEASIS TSyl
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I/ We also understand that the request above is only effective when Prudential Cambodia approves the request in writing and
collects an additional premium, if any.
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Signature of Policy Owner Signature of Life Assured 1 Signature of Life Assured 2
(If other than Policy Owner)

sansenen/Full name: ‘ SRUNSERIEN/Full name: (RN eEREN/Full name:

V. iessgpmesivasantiimig/ Sifapmsihbiungfia ) FINANCIAL CONSULTANT/ LIFE CONSULTANT'S DECLARATION

o
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KRG SINAT SN 6 8] Al I GH MR A MIS g W AT S [T M AT RIS M A 54

I hereby declare that the information provided in this Policy Reinstatement Request is the only information given to me by the
Applicant and I have not withheld any other information which may influence the acceptance of the Health Declaration.

1.

Q00

2. §aguiumests)as) SmsinnsinamMAMAjEI I aIHHA®ISNMMSINEAT FAWSSSMSFUMIVHN AT INAMYW (§1 6B eGapmeasajemn ke
H1GE) SHEHRUHIREISTEEN MR FRUENESRUBRIIMES RISMESIES

I further declare that I have advised the Applicant to fully disclose all information, and that I have not given any statements to the
Health Declaration which may adversely influence the completeness of this Health Declaration.
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I confirm that the original set of alteration request forms (Surrender, Reinstatement, Change Beneficiary, Policy Information Change,
etc.) and claim related documents (Claim Event Notice, Claim Request, etc.) were collected, and I commit to delivering these forms to

PSCC within 15 days from the date that customer signed. If not, I will take responsibility for any case related to a breach of customer
information. ‘

feunNeERIEn / Full name ‘
|
|

fyeqi/ Code of FC/LC
£52gia5H/ Cell Phone ‘
MAIES /Date ‘
U]QEGUSW§L§ﬁpiﬁm{]ig/§ﬁﬁ\ﬂmmhﬁﬁﬁmwﬁ?ﬁ/ Signature of Financial Consultant/ Life Consultant
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