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Request for Policy Reinstatement

REFAEALR RIRALR fREESRES
Name of Policyholder Name of Insured Policy No.

{RIEP T AE 1 Insurance Intermediary’s Information

fRB& T A% Name of Insurance Intermediary

{REE P AHRSR Insurance Intermediary’s Code B 45 885& Contact No.

S Z A Important Notes

1. REBEFRPFAAZ "AAT ., & TEAT ) 2RIMEPEIASRE (789 ) BRIHABBRAST - The expression ‘the Company” used in this form
refers to China Life Insurance (Overseas) Company Limited.

2. BUIERERASRGER  RUERNNEENR  REFEAVBEEEUNIMSZEZEIEE - Please complete this form in BLOCK LETTERS. Al
amendments should be endorsed by the Policyholder in full signature.

REFBEAZEZBNERKRNT ZFCi#487F o The signature of the Policyholder must correspond with the Company’s record.
RPN ASRITHEWR L RBRIL AR A AT IFEULZE - Receipt of this form by Insurance Intermediary or Bank Staff does not constitute
receipt by the Company.

5, RATPHBERENILPHER  UERFBEBARAFTESARAATEKRNBFER - BEARATAILE www.chinalife.com.hk 2 & & & Hhk
ZK = The Company has the right to update this form from time to time and to accept or to reject the form if the Company's requirements are not fulfilled. Please
visit our website www.chinalife.com.hk to view and download the latest version of the form.

6. WEPBERERSARINEBBRE - KATEEIELBEREDE - The Company shall have right to reject the application if the application fails to fulfill
Company'’s requirement(s).

7. BOHHRBERRERE—HRERN (BIAPRFER - BAIER) - Please use a separate form for each policy number (Copies of this form are not
accepted).

E—E{n WERERIIEREEIE Part 1 Important Notes of Policy Reinstatement

7EE : Notes:
1. REFAAURRERUMFEARFERERENS - BRERXBBME - BIBIS4LE - Policyholder can apply for policy reinstatement for those
policy(ies) lapsed within two years. Policy(ies) shall be terminated if lapsed more than two years.
2. Fﬁ%’f?ﬁx SIEEE AR /NTMS - Part 5 and Part 6 are not applicable to simplified underwriting.
3. EULERTAREERRE - RS EUARMRE RFIS - Ifthis application is approved, please submit sufficient full arrears premiums plus interest.

— &R 3 Efth$57R Part 2 Other Instruction

FEIASRE GBI BRBBRAE (RPEARKMEZMAL ZBAERQF)
China Life Insurance (Overseas) Company Limited (incorporated in the People's Republic of China with limited liability) I| I"l II |I"|“"I |I | I I|I
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{REESRES Policy No.

SE =8B BEZEFF1E RUIA Part 3 Occupation Details and Income

EREFAARZRABR—A -

Policyholder only.

[EESREFAAZMD - If the Policyholder and the Insured is the same person, please complete the part for

SRA Insured

RER A A Policyholder

NSIE=R
Company Name

ERME
Nature of Business

P =
Self-employed

O

Z Yes O

7 No ]

Z Yes ] & No

NE L
Company Address

R EET R
Position & Major Job Duties

N =]
Date of Employment

=SZETE
Work at Height

& No

Yes

BxfS maximum height

& No

KM Yes

BxfS maximum height KM

SRR

Heavy Machine Operation

No

O oo ad

fil O | FO

Yes

No

O oo ad

fil O | FO

Yes

3% 5 BH (Please specify)

3% =1 BB (Please specify)

FREEMEWA/EEWACETT)
Monthly Regular Income(HK$)

FE &R {5 $R{RERE Part 4 Insurance History

FRAREFHAREEFFHARBRATNAS

have in force or currently applying for life, critical iliness, medical or accident insurance with any insurance company? If Yes, please

complete the table below.

B BEAEINREEE

FEIER TN - Does the Insured

OZ Yes O&E No

ERATIRE

Name of Insurance Company

WREH
Year
Issued

{RFEEE Sum Assured (7E7T HKD$)

AERE
Life Insurance

fEEREE

Critical lliness

ERARRE
Hospital Income

BIMREE
Accident Coverage

43 {R =28 Total Sum Assured

SR ERD HEEART Part 5 Family Details

FREZRANERER  UPFERERENNIMEEANE "HAEBRARENR R

= 2o 4+
PZ, (PB) - (REFIFAB ANEEE LA - Please provide the information on Insured in this part. In’;fr{eﬁ ﬁi?ﬁﬁ
Policyholder should complete this section if PB is attached for reinstatement. ¥
1 | BFHRERXE  RRMARPZERLNAEBORRE - PE - SME - BER% - B

% - ZERMIE(LE - B - IR (KSR ) - BESNEMESER ? 15 - 7

£ NRFIEE BRI T E#R - B MIRE - Have any of your natural parents, brother(s) or o o

sister(s) died or suffered from heart disease, stroke, high blood pressure, diabetes mellitus, kidney 02 Yes [I&E No | 12 Yes & No

disease, multiple sclerosis, mental disease, hepatitis (or is a hepatitis carrier), cancer or any other
hereditary diseases? If Yes, please provide details of onset/death age(s), relationship and cause of
death or condition(s) in the table below.

HK-PS-CHG-08/202604-01
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{REESRES Policy No.

ERhEH (&) HKEAKSR Part 5 Family Details (Continued)

Z{R A Insured

fREEH A A Policyholder

B8 1% Relationship NS 58 | ERER
Disease Onset/Diagnosis Age

Disease

R [ TR
Onset/Diagnosis Age

R # Father

£33 Mother

SLEB YR Sibling(s)

(a) RERANRXRBEEHEBASHBERE (BRAMTEIUT ) ? 2 - 57 FREEE - Does the Insured’s
parent(s) have in force life or critical illness insurance (for age 17 or below)? If Yes, please complete the table below.

OZ Yes & No

b) HRANEBEEHEASHBERE (BRARKELIE) ? 02 - 557 N3R5 - Does the Insured’s
spouse have in force life or critical iliness insurance (for homemaker)? If Yes, please complete the table below.

O2 Yes OOF No

2(a) R Father 2(b)

Mother

2(c) Bcf® Spouse

ASREEEA(CETT)
Life Insurance Amount (HK$)

BRI EACEIT)
Critical lllness Insurance Amount (HK$)

BFEERBET _ERASBERAR T _ERRNEESTE  2FItE R PER ZRA

hPISNE R BB NE B (FREEFRSN) ? W12 - B FREREX - Hh - REKARE -

Have you resided or intended to reside outside Hong Kong, Macau and Mainland China for more than

6 months during the last 12 months or in the coming 12 months (except for Holiday)?
If Yes, please state the country, city, reason(s) and duration in the table below.

Insured

REFAA
Policyholder

O2 Yes O& N

o | O£ Yes OFE No

=R A Insured

REFBA

Policyholder

BEYSS ]
Name of Country and City
( #B3IHEFR A Please state all )

18 B[R A Reason of Stay

f5fE (B 20 Duration Month(s)

SE/NER19 {2 FEE2HA Part 6 Health Declaration

MERERERENDMFEEANE "HREBLHRENRRE . (PB)  REFBARERIL

EB47 - Policyholder should complete this section if PB is attached for reinstatement.

EfRA

Insured

REFAA
Policyholder

1

(a) B THIES? Your height?

~

N

(b) BT RIBEE? Your weight?

c
7N
k

~

(=}

SERS

) BE—FAN  BIMNBEZEES AT 1 B EAIER ? 58 - FRBER
> Has your weight changed more than 5kgs/11 Ibs in the past year? If Yes, please state the
reason.

O2ves [I1& N

O2Yes [I&No

d BTFEEERE=ERNEURBABEBE—ENE MREE : Kt - 58

months had any of the following symptoms for more than 1 week continuously: fatigue, weight
loss, diarrhea, enlarged lymph nodes or unusual skin lesions?

P& - BB - MEZEAIAZSEMNEEES? Have you at anytime in the past 3

O2ves [I1& N

O2Yes [I&ENo

wRENRERRNETEERE? &R - FES NIRE
In the past 12 months, have you ever smoked? If Yes, please complete below questions

O=2ves CI& N

O2ves &N

(a) B HFHIRIEZ /DS ? Average number of pieces daily?

52

Piece(s) Piece(s)

(b) BIEEFBZ /DL ? For how many years have you smoked?

F
Year(s)

Year(s)

or used beer, wine or spirits regularly or been treated or advised in connection with your alcohol
consumption or taking of drugs? If Yes, please state the type and quantity.

BTN EERAREEY) - UBEEEE - B8 - ZUA SR AZEY e ER
RARAESEE ? 17 - FAFTERTELE R FIE - Have you ever taken any habit forming drugs

O=zves CI& N

O=zves &N
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{REESRES Policy No.

SE7EB1D (48 ) (2 FZ2HA Part 6 Health Declaration (Continued)

MEPFEREREIIMEREANRE "HABRHRENZRE ) (PB) - REFBARER

; IR . ZRA REFAA
AN =
LLEER 3 - Policyholder should complete this section if PB is attached for reinstatement. Insured Policyholder

4 BIEEEE  SESHES  BEX NIERZEE
Have you ever had or been told you had, or been treated for the following diseases

(a) Fh#Stzds - g™ ~ IL0D - IEORAREE - SUIE{aI 0K 2 4R El i B0+ ? Tuberculosis, = =
asthErlna*, blood-spitting, shortness of breath, or any respiratory or Iung1 disease*? O2ves LIEne [LI2Yes IEN

(b) 0% ~ fYE - SIMER* - B - FE0H - MRKMEZER ? Palpitation,
chest pain, high blood pressure*, anaemia, any disease of the heart?, blood or blood O=2ves &N (OO2Yes CI&ENo
vessels?

c BEESR KEHEAR IR BE 5B 5 K- B =B Eah
Y (EEIXER)  IBE - HERMAZERR" ? Gastro-intestinal ulcer, recurrent = =
indigestion, hernia, fistula, piles, stomach, pancreas, intestine, jaundice or any disease of liver* D = Yes D & No D = Yes D & No
(including hepatitis carrier), gall-bladder or digestive system*?

(d) BRi#E - IRER ~ WIRARMLEA - % - BRESAISIRER - HEMETB VIR Z
#5 Z JRAE* ? Urinary sugar/albumin/stones, venereal disease, or diseases of the kidney, Ogves &N [[d2Yes &N
prostate, reproductive or urinary system*?

(e) BEE* - 1 - B - BRERE - BORRATNER SIS HMERF A
IEESHRS ? Epilepsy* seizure fainting spells ;severe headache, any disease or abnormality | (12 Yes [J&No [ 2Yes =& No
mental health condition®, any disease or abnormality of the brain or nervous system?

(f) =BIE ~ BB ERNAERY - BiE - TABBHEBELNER - BRE - B
IRERER* ~ EthN D W R el BRE =& ? Cancer, tumor/abnormal growth, cyst, any [[1Z2vYes [1&No | Z2Yes [1& No
sexually transmitted disease, diabetes*, any thyroid disease®, any endocrine disease or severe injury?

(0) REERSINEERE (MR - £ - IE - Hat M2 %K) ? Disease or disorder of the = =
sense organ(s) (.g. disorder of the eyes, nose, throat, ears or oral cavity)? Oeve OaEno [Hves DEn

(h) R MBS - BAENE - BRASINARSEER (MBS EEER) - fafmas
N EEREEMRE LMBIEIR R ZER A ? Rheumatic fever, arthritis, = =
gout or disorder of musculoskeletal system* (e.g. joint or bone), connective tissues or skin I:l = Yes I:l & No I:l = Yes I:l & No
disorder, or any other disorder or treatment not mentioned?

5 EBERFEA - B TZEE Inthe past five years, have you ever

() FEBIWIEZETRERER W XX LEE - BNER 88K  BR -
R MR RN ? (BT S RRE BB — FEERESMBINHad or had| [ ZYes [1&ENo [[12ves [IEmNo
been advised to take any diagnostic test(s), such as X-Ray, ECG, CT scan, ultrasound, urine,

special blood test or physical check-up?(Except routine physical examinations over one year
with normal results.)

(b) BEER - BEXBFN - MEIAERBESMAE LMEBIEREZE ? Had any = =
illness, operation, medical consultation/treatment or hospitalization not mentioned above? O 2ves Umno L2ves [&ENo

(c) EthE AR SR BURAE ( BIMNREYE - BEFE - 5B - MDREsk RS )
MIEES T E = KEBE R R Other medical conditions or sign and symptom (such as

lump, headache, persistent coughing, chest pain or epigastric pain) that you are seeking or = =
intend to seek medical advice L 2ves aEne [LI2Yes [ENo

6 B TNEREG EEREYSEN EEEENEE R UARNITRET BEE

M DEFRE? AETEEREBRZNBLRERE ? B2 - BriipELs
B Rt - Are you currently receiving medical treatment or under medical care of any kind or = =

do you have any expected need or intention of receiving medical advice, consultation or I:I = Yes D & No D = Yes I:I & No
treatment? Or do you have regular doctor or family doctor? If Yes, please state the name and
address of the doctor and reason(s) of medical consultation(s).

7 BT EEESS SRS TAAREE LR ERR R RE 2 EEEN - #Ey
B HEBWBRHNERA LMRRZER ? B THERESEBAE BRI ELR
S¥mf ? Have you ever received or do you intend to receive any medical advice, counseling or O2ves Oan [O2ves O &No
treatment in connection with AIDS, or any AIDS-related conditions, or been told you had the
above-mentioned disease? Or has your spouse suffered from any AIDS related condition?

8 BT EaSHALEES BT - Phd - BK - BRtES - BEHLIELSE
BEEHFEEENXRNEMER ? 18 - FERABEZES -

Have you ever engaged in any mountaineering, sky diving, scuba diving, hazardous sports, racing | [] 2vYes [1&No |2 Yes [ & No
or flying other than as a fare-paying passenger on a regularly scheduled airline or do you have any
intention to do so? If Yes, please complete the appropriate questionnaire.

9 BT EAERRUPBEIAS - BF - BINEEREE - SEWER - T -
MEBFWENR ? WA - FERRA - RIFATEBHE - VB RIRER -

Has any application for or reinstatement of life, critical illness, accident or medical insurance on | [] 2Yes [1&No |[[d2Yes [ & No
you been declined, postponed, rated-up or accepted with modified terms? If Yes, please provide
the reason, name of insurance company, application date and policy number.

* M2 . EEAEM RIS IfYes, please complete the appropriate questionnaire
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{REEEEHE Policy No.

557801 {@BEE2HR ( 48 ) Part 6 Health Declaration (Continued)

MEEFERERENNMEREANE "HRERHFRENZRE . PB) REFBARER

= —n
LEER45 - Policyholder should complete this section if PB is attached for reinstatement. 2R ﬁiﬁhﬁA
Insured Policyholder

10 | I@EAR+ 5 2% For Female aged 12 or above only

() BFRERESRR? N2 - BEHERIBEE - Are you pregnant now? If Yes, please = =
state pregnancy duration. O2vYes O&aN [[d2Yes [ &No

(b) BT EEBEIEREERELRAENEERZHRIE - BAKHANHR=ER
KR ARIEE ? Have you had any disorder of the breast or reproductive organs, or O 2Yes OEne [2Yes [ &No
prenatal or postnatal complication, menstrual disorders or abnormal pap smears?

1" [EAR+ LT Z RS A £ For Juvenile aged 170r below only

(a) B TFEEREQRUHEILIN)IBIALE? REERBREIFFRIEIE ? Was your O =2ves OENo
birth premature (37 weeks or below) or post- mature’7 Any special care needed after birth? = i

b) BTEEASEHRE - £ L OERBE20I52 ? Have you had any physical [1=ves [15 No Not Applicable
defects or shown any sign of slow physical or mental development7 =

£ 1B#HFT Supplementary Details

= TR QEH  BEEES T2, HBTAER Eﬁb?ﬁﬁ?ﬂ L A E RN T RAPRE AN R SR - W FAIZEAIALER - FFES " ERE
REME, - MBA NZETSERE - ﬂ:%fﬁ/\[lﬂz‘%ié/a ERRMAR B RO - SRBRERERBE ZEIRNELE -

If any answer to “Health Declaration” is Yes or any supplementary information is needed, please give full particulars below and quote the relevant section and question number. If space
given is insufficient, please complete a “Supplementary Information Form”. Please provide copies of appointment slip and

investigation reports for review if there are any physical check-up, laboratory test or hospitalization history.

s #£ 15 Details RERRE T2 BL /Bl atE Ktk
Question | BIFBR/SEEHE - BR/EFERE - BRRERRFE  2EHER - (an#EF) (07 )
No. LETHNLE REBERELR  BEEZ HY S indudng dates of |  Degree of Recovery Nam & Address of Attending
illiness/injury, duration, number of attacks, severity of illness / injury, diagnosis, (If applicable) Doctor/Hospital (If applicable)

type of treatment or investigation received and their results, last follow-up date etc

S+ 201D AP K IZ#E Part 7 Declaration and Authorization

ANEMIREBEPE LR BT NEE - EWBRUERMAREZER MM 2LEREESR EEAATEZEN  WHESAAEMAE
KEFEMIEER - xNﬁﬁiH“m%E&EETW%MEH TOFFBERERE SATHE - FEEEN -
FIEREEZHERNHRRT AT TRMmER -
IEIEERR ExﬁAﬁiimﬁﬁéiﬁﬂ#h-«Eﬂiﬁm&m&
EIEHFERR B \T%EZE@I#tﬁﬁz ER KRB - BRBIREZ —BHERIESBEMIET) -
BAEBUEEM R B AL BB I
Nﬁﬁﬁﬁﬁﬁ%@TxYZEﬂiwzﬁmw BB RIMIIERR)T EAT - ESATERER TIIBARERRHI T
SEE(SRIEE) 1586, 615 BFAE - HANEM  REZBRELSEBREAUA)EEINEMAZREZEA L WERESTE
%ﬁ%ﬁ
BNEMBERRRNARFBESRADRRER
1. HfIEE - A - Bk - 2F7 - REBAT - BT - IATHEE - SUEMIEE - A8AL - MBS ETABRAARSRA
FA—MUSRRAZLEE  MASZRATEBETZREARTA—MAFRAE - ﬂTh&%éﬂﬁﬁ%%@?
2. BNRIANEMUEIEEZELEI(EEFT - RMIREFUPEERNARTASIRAETAREZEBETIGRIE - FAEZAARETS
RAZBERERR - IREHAAZEFARSBEAEBNERT ;| BMERATLTHBETHENR - IEENENT - KIBEFHNA
BIFARIBERSEHA -

SN

E
FI
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{REESRTE Policy No.

S5t a0 AR R IZHE (48 ) Part 7 Declaration and Authorization (Continued)

I/We hereby request the above change(s) be effected and declare that all statement, information and particulars given herein are accurate, true and complete and
are given to the best of my/our knowledge and belief and no material information has been withheld in relation to this request. I/We agree that such change(s) or
service(s) will not take effect unless all of the following conditions are met and approve by the Company.

1. All required payment and complete supporting documents have been submitted to the Company.

2. The request is accepted and approved by the Company during the lifetime and continued insurability of the Insured.

3. The information and statement made in this request and in other documents as required by the Company shall form the basis for this policy alteration request
and form a part of the policy(ies) unless otherwise specified.

4, Acceptance of the request for change shall be confirmed by the Company in writing or endorsement.

5. I/We provide valid documentation proofs (such as identity document and address proof) to the satisfaction of the Company for the Company to conduct due
diligence on myself/ourselves, the ultimate beneficial owner of the policy (if any) and my/our authorized signatory(ies) (if applicable) pursuant to the Anti-money
Laundering and Counter-Terrorist Financing (Financial Institutions) Ordinance, Cap. 615.

|/We hereby agree and authorize on behalf of myself and/or the Insured that:

1. Any employer, registered medical practitioner, hospital, clinic, insurance company, bank, government institution, or other organization, institution or person,
tcr;at has any records or knowledge of me/the Insured and who has attended or may hereafter attend myself/the Insured to disclose such information to the

ompany.

2. The gomypany or any of its appointed medical examiners or laboratories may perform the necessary medical assessment and tests to evaluate the health status
of myselfithe Insured in relation to this Application. This authorization shall bind my successors and assignees and remain valid notwithstanding my death or
incapacity. A photocopy of this authorization shall be as valid as the original.

I/We declare and agree that l/we have the full authority from and consent of the Insured to make the above authorizations.

F)\E {5 W ERE A % {RE 2 Z Part 8 Collection of Premium Levy on Individual Life Insurance Policy

RANFHPESUE
ENTMRBEEERERTIREOBUREFAAFMSENAYRERNR TREFHE , (VE "#E, ) REUINREHERSZHERITZ
)% RIGEEE BN LARBERGE - HEEN XN RERRSERRAERNRERBAEN AL A S WS
- BRAWEEENFE  FABTREASZS(BINKRHBRATMAEE  www.chinalife.com.hk/levy °
I/We hereby notified that:
China Life Insurance (Overseas) Company Limited, as an authorized insurer, is statutorily required to collect Premium Levy (“Levy”) from policyholder on behalf of the
Insurance Authority ("IA") and report to IA. IA may take legal proceedings against policyholder in respect of any outstanding Levy as civil debt and may impose pecuniary
penalty. For details of the collection of Levy, please refer to the website at www.chinalife.com.hk/levy.

FERD B AZ R UIEEEER Part 9 Personal Information Collection Statement

AANEMEICHERBE "PBEASFRE (85 ) ROARAT . NREBAERER  FRSHRANWEBAEZEREZR - TR
www.chinalife.com.hk NEEt @I ASZ RS (785 WDBPRASTIZEY - IIWe confirm that I/we have read and understood the Personal Information Collection Statement
("PICS”) of China Life Insurance (Overseas) Company Limited. For the latest version of the PICS, it can be downloaded from www.chinalife.com.hk or is made available upon
request.

551+8R15 #EZE Part 10 - Signature

1. WERBBRVNERFRERFBAAZZHELR 30 RAREARATHIEF 4 - This form must be received by the Company within 30 days from the sign date of

Policyholder
2. ﬁ%?—:ﬁ)\j&x@/\ulz”Eﬂﬁ% NWEB—NREBA  RBEANERER 18 AU LWE=%F - RBEAZBAAZERNS AR EERS
BRERARBBRZZEANSGH 2 - If the Policyholder or Insured uses a signature chop, a witness is required. The witness must be an individual third party aged

18 or above. The personal particulars of the witness will only be used for the purpose of verification and confirmation of the identity of the signatory of this form.
3. FEVIEZEHPELFEE - Please DO NOT sign on BLANK form.

REFAAHE ENGIE: 6 T3 YN P e
REME(ER) REME(ER) SR R R) R ABE(E)
Signature and Stamp (if applicable) of ||Signature and Stamp (if applicable) . |gn'a ure an al'np Signature of Witness (if applicable)
h . (if applicable) of Assignee
Policyholder of Irrevocable Beneficiary
BREBEAEAZRGR
Relationship to Policyholder
[ﬂ] REPNABRTHBE/IZERBPLOEE
Insurance Intermediary/ Bank Staff/ CS Centre Staff
e
Code
[ =tALcE:s)
Others (Please Specify)
SR BB
Identity Document No.
Y44/ 18 Name Y4 2/Z 18 Name #£2/2 18 Name #42/Z 18 Name
B %A (£5/8/8) Date (YYYY/MM/DD) | BI#8 (&/8/H) Date (YYYY/MM/DD) | B & (£/5/H) Date (YYYY/MM/DD) %A (%/8/8) Date (YYYY/MM/DD)

HK-PS-CHG-08/202604-01 P.6of6




	P1: 
	1: 
	2: 
	3: 
	4: 
	5: 
	6: 

	Policy No: 
	P2: 
	1: 
	2: 
	3: 
	4: 
	5: 
	6: 
	7: 
	8: 
	9: 
	10: 
	11: 
	12: 
	13: 
	14: 
	15: 
	16: 
	17: 
	18: 
	19: 
	20: 
	21: 
	22: 
	23: 
	24: 
	25: 
	26: 
	27: 
	28: 
	29: 
	30: 
	31: 
	32: 
	33: 
	34: 
	35: 
	36: 
	37: 
	38: 
	39: 
	40: 
	41: 
	42: 
	43: 
	44: 

	P2B1: Off
	P2B2: Off
	P2B3: Off
	P2B4: Off
	P2B5: Off
	P2B6: Off
	P2B7: Off
	P2B8: Off
	P2B9: Off
	P3: 
	1: 
	2: 
	3: 
	4: 
	5: 
	6: 
	7: 
	8: 
	9: 
	10: 
	11: 
	12: 
	13: 
	14: 
	15: 
	16: 
	17: 
	18: 
	19: 
	20: 
	21: 
	22: 
	23: 
	24: 
	25: 
	26: 
	27: 
	28: 
	29: 
	30: 
	31: 
	32: 

	P3B1: Off
	P3B2: Off
	P3B3: Off
	P3B4: Off
	P3B5: Off
	P3B6: Off
	P3B7: Off
	P3B8: Off
	P3B9: Off
	P3B10: Off
	P3B11: Off
	P3B12: Off
	P4B1: Off
	P4B2: Off
	P4B3: Off
	P4B4: Off
	P4B5: Off
	P4B6: Off
	P4B7: Off
	P4B8: Off
	P4B9: Off
	P4B10: Off
	P4B11: Off
	P4B12: Off
	P4B13: Off
	P4B14: Off
	P4B15: Off
	P4B16: Off
	P4B17: Off
	P4B18: Off
	P4B19: Off
	P4B20: Off
	P4B21: Off
	P4B22: Off
	P4B23: Off
	P4B24: Off
	P4B25: Off
	P4B26: Off
	P4B27: Off
	P4B28: Off
	P4B29: Off
	P4B30: Off
	P5: 
	1: 
	2: 
	3: 
	4: 

	P5B1: Off
	P5B2: Off
	P5B3: Off
	P5B4: Off
	P5B5: Off
	P5B6: Off
	P6B1: Off
	P6B2: Off
	P6: 
	1: 
	2: 
	3: 
	4: 
	5: 
	6: 
	7: 
	8: 
	9: 
	10: 
	11: 



