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Connect Personal Insurance Statement

To be completed for all Death only and Death and TPD applications for total cover over $385,000 (7 units),
inclusive of your basic cover of $55,000 (1 unif) or as directed by the Connect Insurance Application.

1. Personal details

Membership Number Date of Birth Sex

Mr/Mrs/Ms/Miss Surname

Given Name(s)

Telephone (Business Hours) (Mobile)

Email

Street Number / PO Box Street Name

City State Postcode
Occupation Salary pa.

$

Occupation duties (include the percentage of time spent in each)
%
%

%

Duty of Disclosure

Before you enter into a contract of insurance with a Life Insurer you have a duty, under the Insurance Contracts Act 1984,
to disclose to the insurer every matter that you know, or could reasonably be expected to know that is relevant to the
Insurer’s decision whether to accept the risk for the insurance and if so on what terms. You have the same duty to disclose
those matters to the Insurer before you renew, extend, vary or reinstate a contract of life insurance.

Your duty does not require you to disclose any matter:

* that diminishes the risk undertaken by the Insurer

« that is of common knowledge

« that the Insurer knows or, in the ordinary course of business ought to know,

+ to which the Insurer waives your duty of compliance.

Non-Disclosure

If you fail to comply with your duty of disclosure, and the Insurer would not have entered into the contract on any terms

if the failure had not occurred, the Insurer may void the contract within the first three years on entering into it. If your
non-disclosure is fraudulent, the Insurer may void the contract at any time. An Insurer who is entitled to avoid a contract
of life insurance may, within three years of entering it, elect not to avoid it but reduce the sum that you have been insured
for in accordance with a formula that takes into account the premium that would have been payable if you had disclosed
all relevant matters to the Insurer.
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Type of cover Amount of benefit/cover Units of cover
Death Only $ or
Death and Total and Permanent Disablement (TPD) $ or

For applications for Death only and Death and TPD cover up to and including $385,000 (7 units), inclusive of your basic
cover of $55,000 (1 unit), members are required to complete the Connect Insurance Application Form.

For applications for Death only and Death and TPD cover over $385,000 (7 units), inclusive of your basic cover of $55,000
(1 unit), members are required to complete the Connect Personal Insurance Statement.

The table below shows the level of cover at various ages for differing numbers of units. This may help you determine the
number of units you require.

Additional Cover - General Scale

Units of cover

Up to age 55
Death $55,000 $110,000 $165,000 $220,000 $275,000 $550,000 $1,100,000 $1,650,000 $2,200,000
TPD $55,000 $110,000 $165,000 $220,000 $275,000 $550,000 $1,100,000 $1,650,000 $2,200,000

From age 55,

up to age 65

Death Same as above (i.e. $55,000 for 1 unit of cover, scaling up fo the maximum of $2.2 million for 40 units of cover)

Reduces by $5,000 per year for each 1 unit of cover, until it is $5,000 at age 64. For example, a member aged
62 with 1 unit of cover would have $15,000 TPD cover.

TPD

From age 65,

up to age 70
Death $10,000 per unit of cover from age 65 up to 70
TPD $5,000 per unit of cover from age 65 up fo 69

2. Insurance details

1. Have you previously applied to ING Life Limited or are other applications being submitted? Yes No
If yes provide Application No or Policy No

2. Have you any Life, Disability and/or Trauma cover with us or any other company or as a part of your employment,
or have you recently proposed with any other company for such cover? Yes No

3. Have you ever had an application on your life declined, postponed, accepted with a higher than normal premium
or otherwise than as submitted? Yes No

If yes, provide Name of company, alteration, date and reason, if known

4. Have you ever made a claim for or received sickness, accident, disability, Veterans Affairs benefits, Workers’
Compensation, unemployment benefits or any other similar compensation? Yes No
If yes, please provide details, i.e. when, amount, period paid, type and disability suffered, etc.
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3. General details
1. Are you a permanent resident of Australia? Yes No
2. How long have you lived in Australia?

3. Do you have any intention to travel outside Australia within the next two years? Yes No

If yes, please complete the following: Destinations

Duration of stay Date of departure

4. What is the purpose of your stay? Holiday Business Residing Other
If other, please specify

4. Sports and pastimes
Have you any prospect, or intention, of engaging in:

1. Aviation, other than as a fare-paying passenger? Yes No
2. Any hazardous activities or sports, e.g. motor or water sports (e.g. scuba, skin diving),

football, parachuting, gliding, recreations involving heights, underground sports,

underwater sports, caving, body contact sports, hang gliding etc? Yes No

3. Motorcycle riding/motor racing other than as a means of transportation to and from work? Yes No

If you answered ‘Yes’ to any of the questions (1), (2) and (3) above, please advise type of sport, time spent training and
participating, number of times per annum, receipt of fees or payments, any injuries sustained.

5. Family history

To be completed in respect of relatives related by blood

1. Have any of your immediate family suffered from nervous disorders, epilepsy, diabetes,
stroke, heart disease, mental disorders/breakdown, haemophilia, Huntington’s Chorea
or any hereditary disease? If yes please give details. Yes No

Relation Condition (disorder) Age diagnosed
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6. Usual doctor or medical centre details

1. Full name of usual doctor Telephone

2. a. Full address of usual doctor

Street Number / PO Box Street Name

City State Postcode

b. How many years have you been attending this doctor? years months

3.a. If known for less than 12 months, please advise name and address of the doctor who has details of your medical history.
Name Telephone

Street Number / PO Box Street Name

City State Postcode

b. How many years have you been attending this doctor? years months

4. Please give details of your last consultations with ANY doctors, and if applicable, outcome or degree of recovery.
If more space is required, attach an additional page.

Doctor’'s name

Street Number / PO Box Street Name

City State Postcode

Date

Reason for consultation

Outcome

Doctor’'s name

Street Number / PO Box Street Name

City State Postcode

Date

Reason for consultation

Outcome
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7. Personal health statement

1. Height cm Weight kg
Please tick YES or NO to each of the following:
2. Do you consume alcohol? Yes No

If yes, state type and quantity per day (the word ‘social’ is not sufficient).

3. During the past 12 months have you smoked tobacco or any other substance? Yes No
If yes, please state type and quantity per day.

8. Health history

1 Do you have abnormality affecting eyesight, hearing, speech or physical mobility? Yes No
2. To the best of your knowledge, have you ever suffered from:
(a) diabetes, epilepsy, multiple sclerosis or hepatitis? Yes No
(b) anaemia, leukaemia, haemophilia or any other blood disorder? Yes No
(c) cancer or tumor of any type? Yes No
(d) chest pain, high blood pressure, high cholesterol, heart or vascular complaint,
paralysis or stroke? Yes No
(e) disease or complaint related to kidney, bladder, lung, bowel, liver, or stomach
including gastric or duodenal ulcer? Yes No
(f) mental or nervous disorder including stress, anxiety or depression? Yes No
(9) arthritis, rheumatism, sciatica, any neck, back, shoulder or knee problems, broken bones,
a repetitive strain injury, gout, muscle or joint pains? Yes No
(h) chronic fatigue syndrome or other immune disorders? Yes No
(i) asthma or any lung disorder? Yes No

3. AIDS Statement
(i) Has the virus which causes AIDS (the Human Immunodeficiency Virus) ever

infected you or are you carrying antibodies to that virus? Yes No
(ii) Have you EVER worked as, or engaged in sexual activity with, a prostitute,
or engaged in anal sexual activity? Yes No
(iii) Are you suffering from unintentional weight loss, persistent night sweats,
persistent fever, diarrhoea or swollen glands? Yes No
(iv) Do you believe that any of your sexual partners, past or present, would
answer yes to any of the questions numbered i, ii or iii above? Yes No
4. (a) Do you take, or have you EVER taken, drugs, tablets or any medications on
a regular basis, whether prescribed by a medical attendant or not? Yes No
(b) Have you had any other medical condition not mentioned above? Yes No
5. Are you contemplating surgery, intend to consult a doctor, or have you been advised
to have an operation in the future? Yes No
6. Females only
Have you ever had any complications with pregnancy or childbirth? Yes No
Are you currently pregnant? Yes No

If YES, please advise due date

Have you ever had an abnormal pap smear, breast ultrasound or mammogram? Yes No

For any yes answer above, please complete the following table and include full details. If insufficient space, please
attach an additional statement. This does not mean that insurance is not available, but we may require additional
information from you to assess your application.
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8. Health history continued

Question No. Date commenced Time off work Degree of recovery (%)
lliness, injury or tests

Full details of treatment Date of last symptom

Full name and address of doctor or hospitals consulted
Street Number / PO Box Street Name

City State Postcode

Other information

Question No. Date commenced Time off work Degree of recovery (%)
lliness, injury or tests

Full details of treatment Date of last symptom

Full name and address of doctor or hospitals consulted
Street Number / PO Box Street Name
City State Postcode

Other information

9. Doctor’s authorisation
=> To be completed and signed by the applicant.

Please sign authorisation
To Doctor (Please advise your doctor’'s name)

| hereby authorise you to release details of my personal medical history to ING Life Limited ABN 33 009 657 176 or any
organisation duly appointed by ING.
A photocopy (or similar) of this authorisation shall be as valid as the original.

Mr/Mrs/Ms/Miss Surname
Given Names Date of birth

Signature of applicant

:) Dated this day
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9. Doctor’s authorisation continued
Street Number / PO Box Street Name

City State Postcode

Please sign authorisation
To Doctor (Please advise your doctor’'s name)

| hereby authorise you to release details of my personal medical history to ING Life Limited ABN 33 009 657 176 or any
organisation duly appointed by ING.
A photocopy (or similar) of this authorisation shall be as valid as the original.

Mr/Mrs/Ms/Miss Surname
Given Names Date of birth

Signature of applicant

:) Dated this day

Street Number / PO Box Street Name

City State Postcode

Return this form to the following address:
Connect, GPO BOX 2163T, Melbourne VIC 3001

10. Declaration by the life Insured or Applicant

| acknowledge that:

* | have read and understood the current PDS.

* | have read and carefully considered the questions in this application and all the questions provided that are true
and correct.

* | have told the Insurer everything | know that could affect its decision to accept my application.

* | have read the Duty of Disclosure and understand my obligations under the Insurance Contracts Act 1984 as
explained above.

* | am not restricted by injury or illness from carrying out all my normal work duties and | am working my normal hours.

« If I do not complete this application correctly, or | do not sign and date this form, my application will be invalid and will
not be considered by the Insurer.

* | have read the privacy section on page 8. | hereby authorise the release to the Insurer (ING Life Limited), or any other
organisation duly appointed by ING, of any medical information needed in connection with this application, including
full details of my past medical history. A photocopy (or similar) of this authorisation will be as valid as the original.

* Insurance cover will not commence until | am notified of acceptance by the Trustee.

Name of applicant

:) Date

Signature of applicant

:) Membership Number

=> You must sign and date this section before returning this form to....

Connect
GPO Box 2163T
Melbourne VIC 3001
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Privacy

We are committed to ensuring the confidentiality and security of your personal information. The ING Privacy Policy details

how we manage your personal information and is available on request or may be downloaded from www.ing.com.au

You may request access to the information held by us about you, your investment(s) and any other ING products or

services which you may hold by contacting the ING Privacy Officer. You may assist us by contacting Customer Services

if any of your personal information is incorrect, has changed or requires updating.

In order to undertake the management and administration of our products and services, it may be necessary for us

to disclose your personal information to certain third parties. Unless you consent to such disclosure we will not be able

to process the application or provide you with ING products or services. The types of organisations to whom we may

routinely disclose your personal information include:

+ doctors, medical services or other organisations providing services in the collection, collation or assessment of
personal information (including health information) for the purpose of underwriting or assessing your application or
assessing any claims

* reinsurance organisations for the purpose of underwriting your application and assessing claims

« organisations undertaking compliance reviews of our financial advisers or reviews of the accuracy and completeness
of our information

* organisations maintaining our information technology systems and providing information technology services

« authorised financial institutions, such as banks, credit unions and building societies, providing account details as a
mechanism for providing payments or receipt of payments

* organisations providing mailing services and undertaking the printing of our standard documents and correspondence.

We will only disclose your personal information to these organisations to enable them to undertake specified management

and administration services.

For life risk products, we collect health information with your consent. Your health information will only be disclosed to

service providers, such as doctors, reinsurers and assessors, who are directly involved in collecting, collating or assessing

such information for the purpose of underwriting or assessing your application or assessing any claim. Your health
information will not be disclosed by ING for any other purpose.

We will also disclose your personal information in circumstances where we are required by law to do so.

The Family Law Act 1975 enables certain persons to request information about your interest in a superannuation fund.

We may, if requested, be required to provide information about your interest in a superannuation fund to your spouse

or a person who intends to enter into an agreement with you about splitting your superannuation interests in the event

of separation of marriage. The request must be in a form prescribed by law. The law prevents us from telling you about
any such request for information and from providing your address to a person requesting the information.

We will provide information relating to your financial product or investment to your financial adviser where you authorise

them to receive such information on your behalf. You may change your financial adviser, appoint a financial adviser or

decide that you do not want your financial adviser to access your information by notifying us in writing. Where you wish
to authorise any other parties to receive information and/or undertake transactions, please notify us in writing.

We and other members of ING Group may send you information about our financial products and services from time

to time.

You may elect not to receive such information at any time by contacting Customer Services.

If you have any further questions about privacy, please write to us or contact us at:
ING — Privacy Officer

GPO Box 75
Sydney NSW 2001

Phone 02 9234 8111
Fax 02 9299 3979
Email privacy@ing.com.au

In this statement ‘we’, ‘us’ and ‘our’ refers to ING Life Limited (ING Life)

ING Life Limited ABN 33 009 657 176 AFSL 238341
347 Kent Street, Sydney NSW 2000

A copy of Connect’s Privacy Statement is available by calling Connect on 1800 025 464
or on www.connect—super.com.au

This Connect Personal Insurance forms part of the Insuring your Future with Connect booklet.
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