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Section 1: Previous Medical Insurance

RGP RS

Policy no.:

TREGA (A 5))BYBHR

Name of insurer:

BRNFTER SN B RE G ?

Do you intend to continue with the existing insurance?

S - AFAT

Section 2: Group members
21 RRBABE

Name of Insured Person

2

First name(s):

AN LOEFRIFIE ?
What does the applicant like to be called?

If the applicant applying for one of the insurer’s group policies with benefits similar
to those of it's current policy, the insurer may be able to offer the applicant a
continuous transfer, which means that the insurer will not ask for full details about
the applicant's employees medical history and cover can continue. For any new
benefits the waiting period will apply. Any benefits covered under the applicant’s
previous policy but not covered under the insurer’s group policy will not be eligible
for cover following the transfer. Any endorsements that applied to the applicant's
existing policy will continue to apply to the applicant’s new group policy.

Please complete this form in BLOCK CAPITALS. The insured person should attach
a copy of his/her existing certificate of insurance, detailing any endorsements and
the start date of the existing policy.

Failure to disclose all material facts may lead to cancellation of the insurance
policy by the insurer and/or non-acceptance of future claims. A material fact is
one which is likely to influence the insurer to accept the application or to increase
the premium rate. If the insured person is unsure whether a fact is material, the
insured person should disclose it. Please keep a record of all information the
insured person supplies to the insurer in connection with this application.

If, after completing the application form and before the latest of either the
insurer's written acceptance, payment of premium or the insured person's/
dependant’s start date/entry date, anything occurs which affects the information
the insured person provided in this form, such as a change in the insured person’s
state of health or the state of health of any of the insured person’s dependants,
the insured person must tell the insurer in writing about the change.

We reserve the right to decline or accept Your application or to accept Your
application form with special terms.

Please send the completed application form along with a copy of Your
government issued identity document to the insurer via the applicant's
intermediary to Asia-Pacific Property & Casualty Insurance Co., Ltd., c/o:

Now Health International (Shanghai) Limited, Room 1103-1105, 11/F,

BM Tower, No. 218 Wusong Road, Hongkou District, Shanghai 200080, China.
The applicant can also scan and email it to ChinaSales@now-health.com or
fax it to +(86) 400 077 7900.

{RESLLILBYIEN (B /B /) - , ;
Date cover expires/expired (dd/mm/yyyy):

o

= Ho

S No

faans

Family name:

(2018694 % %John Andrew Smith, [&T]EEZ EFHATFRE JohnZt, SmithFE4£ 3L Andy o IREG A NG ZE BTG 8 h LUX T SARIFAR o )

(If the applicant's full name is John Andrew Smith, the applicant might like to be called John or Mr Smith or Andy. The insurer will address all correspondence to the applicant in this way.)
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22 BRERBAKFIE

Insured Person details

ACE=
Company name:

AR RB ISR S
Group policy number:

o -
Address:

&8, iRk -

Email address:

ZS BRI A8

Is this the insured person’s

FHERIE O

RKEBIE
Mobile O

Home

M3 EME Male %% Female
Gender: O O

BHER :
Country of Residence:

S/ PRSH
ID/Passport number:

S5 (ER/ER) :
Height (cm/ft):

Rl

Occupation:

DRBIE
Work

@)

LB IESE(BIFEERRE) -
Preferred telephone number (including country code):

WREFEFBIRISERS - B FRNVEHFHSE -
If the insured person would like SMS notifications, please tell us his/her mobile number:

HEBH(B/B/4%) : , ,
Date of birth (dd/mm/yyyy):

EfE(FPRELER)
Nationality (Country of passport issuance):

RITEH
Employee category:

AE(RT/EE) :
Weight (kg/lbs):

b
Occupation industry:

BEIRRENTOUTNEMR, HHERERRANRERRAG S LEE X ?

(202, Bt —F I A™)

Are You or any intended member of this policy, or any family member or close associate a politically exposed person?

(If yes please provide further details)

23 EHFRRILAFIE
Dependant details

BRBFE
Spouse details

2

First name(s):

FAI R GO ARIF A/ b ?
What does he/she like to be called?

3 B Male %1% Female
Gender: O O

BEER :
Country of Residence:

SONE/PRS
ID/Passport number:

S5 (EX/ER) :
Height (cm/ft):

BOop -
Occupation:

o

= Ho

S No

o

Family name:

hEBH(8/B/4F) , ,
Date of birth (dd/mm/yyyy):

B (PREXER) :
Nationality (Country of passport issuance):

RE(AT/H) :
Weight (kg/lbs):

A -
Occupation industry:

BHARRENEATIERR, IEREMRBRBERRAE ST RBUE X ?

(LR, ERA—THAT)

ol

il
O
O

Are You or any intended member of this policy, or any family member or close associate a politically exposed person? Yes No

(If yes please provide further details)

EHRREAEIE
Dependant Details

2

First name(s):

paan

Family name:

AN GO FRIF AL/ 201 2
What do they like to be called?

S/ PIRSAS ¢
ID/Passport number:

Dependant 1

EHFREREA

EHRRBA 2
Dependant 2

EHRREA 3
Dependant 3

EHERRIEA 4
Dependant 4
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MR B Male 2214 Female
Gender: O O

BEBR(B/A/IF) -
Date of birth (dd/mm/yyyy):

BEEX :
Country of Residence:

45 -
Nationality:

e (EXK/TR) :
Height (cm/ft):

RE(ATIE) :
Weight (kg/lbs):

SRERAORA
Relationship to policyholder:

BRI (1e6FLlEZE) -

Occupation (ages 16+):

2.4 f{RER7 A Health declaration

0 ARBE N BB A ADEBRRBEA B R 5K . FGEMI TAPIERS .

Bt Male % Female

O

O

B Male 214 Female

O

O

If the insured person has more than five dependants, please use a separate sheet of paper and attach it to this application.

BRI ATHEHEEREBRE \ R EPHAITNEE .

The insured person does not need to disclose matters related to common colds, vaccinations or hayfever.

241 EATFRERSEEEZEATINIFT AR ER.
V. Tk, PERSEMETIEE R ERIET,
B EEIE TABE — @, R/ 28I 10R0657 ?
Has the applicant in the last five years ever undergone
any surgical procedure, been a patient or been treated
in a hospital, clinic, sanatorium, nursing home or other medical
institution where he/she was off work for more than one week,
and/or received more than 10 days’ treatment?

242 BEBSHEERINEIR, SRS . SR SHRME
FEERTEEHOETR « 5K - REXENER |
YHEIME . Rk PERBRET ORI
BEfERrE &5 « Wdaies ?

Have You ever been diagnosed with, hospitalised for, received
Treatment, tests or investigations for any type of disease,
physical impairment, congenital or had signs or symptoms of
or hereditary disorder, disability, recurrent illness, currently
pregnant, termination of pregnancy, major injury or Medical
Condition?

243 EENRBIEERSEMNRINZY BROREZZN)
SR ST IR AT, AELHHET B
BB EpTi5 T ?
Is the applicant currently taking any kind of medication
(other than oral contraceptives), or is any treatment
or tests currently being performed or planned, or any day
or in-patient hospitalisation scheduled?

BERAN/

FRRIEA
Policyholder/
Direct Insured

OF o

EFRRIEA
(B21®)
Dependant
(Spouse)
z B
Yes No
O O
z B
Yes No
O O
z B
Yes No
O O

ETHR
RIEAT
Dependant
1
2 B
Yes No
O O
= B
Yes No
O O
2 B
Yes No
O O

ETHR

REEA2

Dependant
2

2 B
Yes No
O O
= B
Yes No
O O
2 B
Yes No
O O

B Male %M Female

O
/
ETHR
RIEA3
Dependant
3
2 B
Yes No
O O
£ B
Yes No
O O
= B
Yes No
O O
E3W

O

EH R

RN
Dependant

4
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B hO 23 Ak

Additional information

WERTEEE2. 4V AE2 43P NEA—KBBNBE S [2]  FELTNAERELLFS .

BRESFRAD, FEOHBHRMR. MREMMELFERE, RAKEEBHAMUREMIE. BRisiENNB B8NS

If You answered ‘Yes' to any of questions 2.4.1 to 2.4.3, please provide details in the box below.

Please provide as much detail as possible, including the date and nature of diagnosis, frequency and severity of symptoms, date of last episode as well as
details of any past, current or known future Treatment.

SRAME

Member name

S

(R EBRMH, FER
FEKBYEREDIERT)
Diagnosis

(If none made please
describe the exact

nature of symptoms
suffered)

#izeg
Date of consultation

BRieRY
Treatment received

Rif877 B #AEK
Date of last treatment/
symptoms

ETBENRE

Any underlying cause

Sk Lo AKNE,
aEEmgEMN

Specific location on
body including left or
right

ZF

(f5l20: IEFEHITETS,
TLRE, THESER)T
FEBHFETRANE
B (BE—REE6T
B—R)

Outcome

(e.g. on-going complete
recovery, likely to recur) or
for pap smear, frequency
(annually, 6-monthly)
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2.5 ELEHIEKERE Doctor's contact details
IBREEIN BN E £ EE R DRATENE S -

Please give details of your current usual doctor or the one who is most familiar with your medical history.

ELFIE
Medical practitioner’s details

®"e

Name:

ok
Address:

RAFZHBHRRE

Date of last attendance and reason:

B=H;pH : EESE

Section 3: Important notes

o BEIERENRITUARRRERIIEAREAGREIR (T BEEEBAREAS
BREBARDRRITRR)
BRI E YA TERTIR B IR P46 B S RE DN B HE:
1. SEFNET. Msies; BB, NG EXIERE)T; &
2. BHINIER, TTRREBLHIDDOUT

o ELRWBERFATHEMGT, RIMGEORRNER, BRNIZBIANM =R
BARADNZERDASKEETRIEIT L / H2REEETREIT RIS
EHRRERRERDE o

o FHRRBRRBEAT RN BBEHNFRITE « OEETIANREBRAE
NP ASHKEESTRE 80 SEBR AR B #IRT, EAALHFRBIIEK,
RETRESELLMRE « EAREATWEFRRE R EHRE  BEERK
RGN BN EBERREMS, RS TEM -

o RRERRBEONSHREIEMNTEESRENERE -

ERRYP

R ARTEE BRRANREDBIRPUDRREAZRRELRABRIGAS
RRORFY, PEERERALERANRT (R ASEREFEANRE,
1008 ) IR LEDATBRER - AMBXLEE R B HNRRRIZRIE AR REE
SoE. BEZRNETREUREEER . WRMA NG TR EHMIT R
EfRERAEDEL. RIEA. BRIEAE, RRA., EFRSNETNSRUE.
ErZEBAE. FHTEAR, EBEEEAR. BXARDBTRENFORS
BHEHYSE .

ERHBIERENREIT N B =D T FABERNRERIE -

RN 2B RIS TR A 2 0 BAABIEE (DR BRBRN) .
BZEBNORLBE, LD TRENOYEELNEE

http://www.now-health.cn/en/privacy-policy/ »

SEED - FHREN

Section 4: Declaration and authorisation

EANFHRETRRPE DI BB N LR L IEBN T AM =R BRA D52
BRPAESKEETREITRPBRE o

ABHEGF IR RIBRIE — 55k - SRR BN L RIEAIRERRE -

FABORRE REFIE  RE—EE . H52RE[AFMLURM BT FR

FHORIEER BRI BB ERLURAIT NG 8 « AAZNE

BRRESCEHREMLERE

o FAFHERRESINSHEIYEES, BLRE . XARGWETLORK
SR, RATEVELARIBRERLER o

BIESH
Telephone number:

Remark:
¢ Pre-Existing Medical Conditions

Your policy does not cover you for treatment of Pre-Existing Medical Conditions and
Related Conditions unless accepted by the insurer in writing.

A Pre-Existing Medical Condition means any disease, injury or illness for which:

1. You have received treatment, tests or investigations for, been diagnosed with
or been hospitalised for; or

2. You have suffered from or experienced symptoms; whether the medical
condition has been diagnosed or not, at any time before your start date/entry
date into the plan.

e Quotations are valid for 30 days subject to the above details remaining the same
and are issued in accordance with Asia-Pacific Property & Casualty Insurance Co., Ltd.
medical insurance policy terms, conditions and exclusions.

¢ The premiums quoted have been calculated based on each person’s age at the date
of the quotation. Premiums may be subject to change if the age of any person
increases prior to the actual start date of the applicant’s Asia-Pacific Property &
Casualty Insurance Co., Ltd. medical insurance policy. Cover cannot start until the
applicant has accepted all of the insurer’s terms and conditions following the receipt
of this application form and the insurer has received the correct premium.

¢ The premiums quoted have been based on the applicant’s body mass index being
within normal limits.

Data protection

TThe insurer will collect certain personal and sensitive information about the applicant
or applicant's employees (i.e. insured members include policy holder and dependents,

if applicable), in the course of considering the applicant’s application and if a policy is
issued to the insured member, conducting the insurer’s relationship with the members.
This information will be processed for the purposes of underwriting the insured member's
insurance coverage, managing any policy issued and administering claims. The insured
members' information may be passed to other Now Health offices, the insurer of your
policy, reinsurer, underwriters, medical providers and network providers, medical
assistance companies, third-party administrators, claims administrators and parties
required to the extent needed to fulfill the obligations of the policy.

The same duty of confidentiality is required of any third parties to whom the
administration of your policy may be subcontracted.

The insured members’ name and contact details will not be disclosed to other
organisations (except as stated above).

To fully understand how we manage your information, please refer to our Privacy Policy
at http://www.now-health.cn/en/privacy-policy/.

I hereby apply for cover on behalf of all the persons named in this application form for a
Asia-Pacific Property & Casualty Insurance Co., Ltd. insurance policy as specified above.

| have received and read the benefit schedule, terms and conditions, definitions, benefits and
exclusions of this policy. | understand that the application form, certificate of insurance, benefit
schedule and SimpleCare Member's handbook and the policy wording incorporating the policy
terms and conditions make up the contract between the insurer and the policyholder and all
form part of the policy agreement. | am aware that cover shall be provided in accordance with
the agreement.

+ Ideclare that all information given in this application form is all true and there is no false
information provided. | am aware that if there is any false declaration, the insurer has the
right to refuse underwriting or to terminate the insurance policy.

%50, #t6m Page 5 of 6



o« FABSANFESEBREOM. TYREEBLENDH/ HEEROCUER
ENE) 3, BOTAN - REER A AXTARRENFRFROEATT . 2
SEARIRIRE P EROET AT HRRBR RO -

o WRRRBETS, AABREENARRLENISHEFALITTTAE
A B AT A, AN PR IR A SRS TERR, SASHUT
FRBXOERETAR « RABTRANHERERBEINREFHR
B AR BIOAR R, BN DIREDRE A L00 R BLURBA BB
ESTAR .

© RAFH AAREHHOSLR A SREET REEROLTED
- EUHTOLLLAR
- X ASRERPOERRDEEHK
- PASRERSBERAMNOBE
- mfEn
- FERB
- EEREIRE(LS) BRA IRKLAN R ERA DR REBRE

RENER

o FABE, DTANFRRERADIEARRE SR GRE, BRARE
AT R AR A TR E AR 5 EOERB-LRP, BIAM 1R
RARADRHET T A%, BISAANRR ISR, WA REERL
XU A B U TR L SR «

o RARBRAASRNOEOER R AT T MARRE LS, €550
FUFIIOEN, MESHERES, MRE0HTUE RIS R 0% A, 12
BRI U RRERIFRATAT TR, RARERF LA RS
R DEERBEAIFTE DRRA .

o RABEITA, WRNREETANREER A DETFRETIRAOTER
RSB AR A, AN 0 AR B TR AN PR,
AR M R/AAN R T RS L EE RS HTREBEEE «

o RATON WUARFRE AL SR —TOLBHESBIE, KAN DA SRE
BRI R TR LE, LRSI ST RO

© FAREREREE.

o RARBLAFBFBORLHRBTANREERAADLRIASREE
PRI R BRI

o RARBNRBRENDIYABHET IO, UPTIAHNELE .

© RARNAFSHER DA (RIVTR) 0N, FRETHRENYS .

o RABE, WRANGES ORI RE R T B AR |
WA PR IR A SR TR DB B0 «

o RN RIS A RRA RSN T I RERREL R0
BN BSBERBERNIE  Bit, SRNGERLLY, BEFRE
oY ARARAR A B8 TR 60 B OB RATRORAEVR BRI R T AR
NEBEE  DRAEHBORBER, UBERERLMUTHBS . 08
ERREETRTRRVETEXES. BTRS, BEHES.

o RARBEEERIRES, WROERRATRNORELRNN R TORE
HOABEIRBER . AARE(DBEE) 0I5 TRNRA0RBARAY
RIDREN A BEORREE SR REFEDATNER. REA.
BRUAT. BRA. EFRSOETRSERNE. BTEDAT. F=HRE
BRA. BRERA BXARUETREFBNREENEOLS .

.« RABOERSBER SR TRRE .

o ERECBDRLAHNDEFITE, 0 TRENDHBRIRIRREA
(BT o0 P ATBIES, FATNRRRRE ANRKRAREFA, DR
BRRANEANRKAAZIPN, RINBERGHL S S 2P AN IE
foF REFR R SRR TR R OREA A EOYSHIER .

o RATARERIFRBIRERE DA 0RIBRTAN LR

http//www.now-health.cn/en/privacy-policy/ o

o FADRWEFFHERERER, LEENFERE, BRANS, RERA
NE, BERA RIBM. BNLAFREABRETRIIRGIRER AT
BHAS, R A DL TIRBI0ORE, FALBEBRHFNRZRER, WRK &
REEREARRETRHINIRFDOATRERU, FACKRHERERE
REFRNLHAD . DRTESHETHEES, ABLULRREIENTIIRE
SEOME .

EEBRREA) ¢

Signature (Insured person):

| understand that | must notify Asia-Pacific Property & Casualty Insurance Co., Ltd. of any
changes in the facts contained in this application form, such as a change in the state of
health of any person named in it, before the latest of either written acceptance, payment of
premium or the start date/entry date.

For the purpose of this application | authorise any doctor who has ever treated or advised
any of the persons named in this application to provide Asia-Pacific Property & Casualty
Insurance Co., Ltd. with any information they may require in connection with treatment
related to any claim under this policy. | have discussed the terms of this authorisation with
my partner and competent adult dependants, and | have obtained their consent to the
release of their healthcare information pursuant to this authorisation.

| declare that | have been made aware of the importance of and read and understood the
following from the policy wording:

— cancellation and termination rights

- law and jurisdiction of the policy

- language of the policy and our service

— compensation arrangements

— exclusions

— Now Health International (Shanghai) Limited is acting on behalf of
Asia-Pacific Property & Casualty Insurance Co., Ltd. for the purposes of preparing
and administering policy, and paying claims.

I understand that Asia-Pacific Property & Casualty Insurance Co., Ltd. cannot be liable and
therefore will not pay claims if my policy is lapsed should Asia-Pacific Property & Casualty
Insurance Co., Ltd. be unable to collect my premium for whatever reason and | do not
provide Asia-Pacific Property & Casualty Insurance Co., Ltd. with an alternate method of
payment within seven days of Asia-Pacific Property & Casualty Insurance Co., Ltd. requests
for alternative methods of payment.

| agree that where medical treatment is received within the provider network, including
but not limited to out-patient direct billing, pre-authorised in patient, etc. by me or any of
my dependants and, if the insurer determine in the course of treatment or when receiving
the final invoice and medical records that the medical condition is excluded from the terms
and conditions of the policy, | agree that | am liable to Asia-Pacific Property & Casualty
Insurance Co., Ltd. for all claims settled for such medical treatment in connection with any
non-covered claim.

I understand and confirm that where | have not repaid funds disbursed in good faith by
Asia-Pacific Property & Casualty Insurance Co., Ltd. in respect of non-covered medical
treatment, valid claims may be offset against outstanding funds due to Asia-Pacific Property
& Casualty Insurance Co., Ltd. and/or my policy may be suspended until the outstanding
amounts have been settled in full.

I acknowledge that if it is determined by Asia-Pacific Property & Casualty Insurance Co., Ltd.
that a claim was fraudulent my policy may be terminated with immediate effect.

I have read the important notes.

| agree to the declaration above and understand that cover is provided in accordance with the
terms and conditions of the Asia-Pacific Property & Casualty Insurance Co., Ltd. policy.

I agree that if there is any inconsistency between the Chinese and English version of the
insurance application form, the Chinese version will prevail.

I have seriously studied and understood the content in the ‘Key Points of application’, and |
have fulfilled my disclosure responsibility.

I understand that if | am able to claim any costs from another insurance policy for the cost of any
treatment or benefits received, Asia-Pacific Property & Casualty Insurance Co., Ltd. will only be
liable for a proportional share of the total costs.

I and those covered under this policy, or the organisation | am representing, understand

that as part of the services that Now Health provides, this will include the handling of
sensitive information. As such, with our application for an insurance policy, consent is given
for Now Health to process our and our dependents' or our employees and dependents'
sensitive information for the purposes of the insurance policy. Without the required
sensitive information, the services cannot be rendered under the policy agreement. Sensitive
information includes, but not limited to, health and medical related information, medical
reports, genetic data, etc.

| consent to the collection and use of our and our dependents' or our employees and
dependents' personal information and sensitive information in the administration of the
policy. Consent includes, if required, sharing our and our dependents' or our employees and
dependents' personal information and sensitive information with other Now Health offices,
the insurer of your policy, reinsurer, underwriters, medical providers and network providers,
medical assistance companies, third-party administrators, claims administrators and parties
required to the extent needed to fulfil the obligations of the policy.

| understand that the data will be kept securely and handled in strict confidence.

If at any point in time from policy application and during the policy duration there is the
requirement to provide personal and sensitive information of Minors (under the age of 18)
for the purpose of the policy, | confirm that | am the Parent or Legal Guardian of the Minor,
or if  am not, | have obtained consent from their parents / legal guardians and consent is
obtained and given to Now Health for extent needed to fulfill our policy.

I confirm I have read and understood Now Health's Privacy Policy and my rights at
http//www.now-health.cn/en/privacy-policy/.

I have received and carefully read the insurance policy, especially for the insurance
exclusions, the policyholder and the insured’s obligations, maximum claim amount,
co-insurance, deductible etc. which the sections have been bolded by the insurer to alert

the policyholder to be careful in the content. The insurer has already explained and clarified
the terms and conditions of the insurance policy. | am fully aware and understand the legal
consequence. | have no disagreement to the particular sections including the policy wordings
that are bolded. | fully understood and | am aware the content of all the policy wordings. All
the above sections signed are truth and facts and | agree to use this application form as the
base for our insurance contract.

BE(B/R/%F) :
Date (dd/mm/yyyy):

R SR B AN TR BRATEL, HELNRESEMD(EE)ERAHTRESHE
WA F=REBR A SHAE © PEFRYITHEBX P/LXBE—BRHRESKE29-304, B4 : 518048
B EREIBRRS)(_ 8 ARRA M ¢ hE BEHI DX RMEE218S =5 EFRAE114£1103BZE-1105% . #8438 : 200080

Policies are issued by Asia-Pacific Property & Casualty Insurance Co., Ltd.

Registered Office: 29-30F, Dutyfree Business Building, 1st Fuhua Road, Futian CBD, Shenzhen 518048, China.

Policies are administered by Now Health International (Shanghai) Limited.

Room 1103B-1105, 11/F, BM Tower, No. 218 Wusong Road, Hongkou District, Shanghai 200080, China.

SC CH 29030 27/12/2024

F6TN , 361 Page 6 of 6



	Text1: 
	Text2: 
	Text3: 
	Text4: 
	Text5: 
	Text6: 
	d_1: 
	m_1: 
	y_1: 
	Text7: 
	1a: Off
	1b: Off
	Text8: 
	Text9: 
	Text10: 
	Text11: 
	Text12: 
	Text13: 
	Text14a: 
	Text14b: 
	2a: Off
	2b: Off
	2c: Off
	Text15: 
	3a: Off
	3b: Off
	Text17: 
	d_1b: 
	m_2b: 
	Text16: 
	y_2b: 
	Text19: 
	Text18: 
	Text20: 
	Text21: 
	Text22: 
	Text23a: 
	3c: Off
	3d: Off
	Text23b: 
	Text24: 
	Text25: 
	Text26: 
	4a: Off
	4b: Off
	d_2: 
	m_2: 
	y_2: 
	Text27: 
	Text28: 
	Text29: 
	Text30: 
	Text31: 
	Text32: 
	Text33a: 
	4c: Off
	4d: Off
	Text33b: 
	Text34a: 
	Text34b: 
	Text34c: 
	Text34d: 
	Text35a: 
	Text35b: 
	Text35c: 
	Text35d: 
	Text36a: 
	Text36b: 
	Text36c: 
	Text36d: 
	Text37a: 
	Text37b: 
	Text37c: 
	Text37d: 
	5a: Off
	5b: Off
	6a: Off
	6b: Off
	7a: Off
	7b: Off
	8a: Off
	8b: Off
	d_3: 
	m_3: 
	y_3: 
	d_4: 
	m_4: 
	y_4: 
	d_5: 
	m_5: 
	y_5: 
	d_6: 
	m_6: 
	y_6: 
	Text38a: 
	Text38b: 
	Text38c: 
	Text38d: 
	Text39a: 
	Text39b: 
	Text39c: 
	Text39d: 
	Text40a: 
	Text40b: 
	Text40c: 
	Text40d: 
	Text41a: 
	Text41b: 
	Text41c: 
	Text41d: 
	Text42a: 
	Text42b: 
	Text42c: 
	Text42d: 
	Text43a: 
	Text43b: 
	Text43c: 
	Text43d: 
	9a: Off
	9b: Off
	9c: Off
	9d: Off
	9e: Off
	9f: Off
	9g: Off
	9h: Off
	9i: Off
	9j: Off
	9k: Off
	9L: Off
	10a: Off
	10b: Off
	10c: Off
	10d: Off
	10e: Off
	10f: Off
	10g: Off
	10h: Off
	10i: Off
	10j: Off
	10k: Off
	10L: Off
	11a: Off
	11b: Off
	11c: Off
	11d: Off
	11e: Off
	11f: Off
	11g: Off
	11h: Off
	11i: Off
	11j: Off
	11k: Off
	11L: Off
	Text 51a: 
	Text 51b: 
	Text 51c: 
	Text 51d: 
	Text 51e: 
	Text 51f: 
	Text 51g: 
	Text 51h: 
	Text 52a: 
	Text 52b: 
	Text 52c: 
	Text 52d: 
	Text 52e: 
	Text 52f: 
	Text 52g: 
	Text 52h: 
	Text 53a: 
	Text 53b: 
	Text 53c: 
	Text 53d: 
	Text 53e: 
	Text 53f: 
	Text 53g: 
	Text 53h: 
	Text 54a: 
	Text 54b: 
	Text 54c: 
	Text 54d: 
	Text 54e: 
	Text 54f: 
	Text 54g: 
	Text 54h: 
	Text45: 
	Text46: 
	Text47: 
	Text48: 
	Text49: 
	Text50: 
	dd-8: 
	mm-8: 
	yy-8: 
	signature 1: 


