\# /f& 3\ (@ {&"; r;‘? % (& I‘: (/2] /AT]E M For office use

BANK OF CHINA GROUP INSURANCE COMPANY LIMITED #F A Input By
TP IR E h 71 Sk A E U 9/F., Wing On House, 71 Des Voeux Road Central, Hong Kong. BEEh Tel © 3187 5100 {EE Fax : 3906 9906

Healthy Medical Comprehenswe Protection Endorsement Application Form
2 To : HEREERIEHER/AS Bank of China Group Insurance Company Limited

IRESERS (BRI E PR ALEHET) N FEORA B aasRs (ARIHEE NS

Policy No  (This information must be provided or confirmed by | Name of Insured Mg EHF)

client) Insured’s HKID Card No. (Fill in the first letter
& first 3 digits only)

F—E{5 Part 1 HERERAE AN ZEAEALZE Change of Policyholder’s/Insured’s personal information

GEPERA( Sl 1N TORRY s ) FEAEE YRR FH30 4 Name in Chinese
Name in English (Mr. / Miss / Mrs. / Ms.)* Surname first
SEFEHLU BRI Please provide a copy of deed poll

T4 A4k 44 Name of contact person %= Occupation

PrskEaE( (X5 / FH2 )*  Contact no. (Home / Mobile)* FaE RS | gy
HKID card / Passport No.

FEELH AL E-mail address HAt {8 A\ ERI L Other changes on personal particulars

Part 2 iR Change of correspondence address 4£X{HHH Effective Date: / /

N New correspondence address (575 S (EASHE ST In block letters):

'z Room/Flat J&#; Floor JE#7 Block /Tower KIB/E%4F% Name of Building/Estate
HriESR K 44 F% Name/Number of street/road HiI& District I/ City/Country

FE = Part 3 BUN R EE/MREE/Z{E A Cancellation of Policy/Insured Benefits/Deletion of Insured Person(s)

7355 Important Notes:

(1) AISEHUHEERIRE - DVHIEEFIRE - BRREATE) —HERE]
In order to cancel the entire Policy, please return the original Policy, Medical Card (if any) together with Endorsement Application Form.

Q) PR AHOS R R Z IR » RGOS - EAIRE N NERE (BOSERTFETE 4 FRID
Full annual premium will be collected and paid premiums shall not be refunded in the event of termination of Policy / Insured Benefits during Period of Insurance, except insured under Hospital &
Surgical Plan 4.

Q) AR TS 4 FEERI T SRZ RASHE  FOREAg R AR OM R/ (R  SEEEAUERIDODIEE A
Please provide relevant documents in the event that Insured Person of Hospital & Surgical Plan 4 terminates the Policy / Insured Benefit during Period of Insurance under designated occasions or Insured

Person deceases.
HUM5- 2 H A Date of Cancellation HUHREA Reason(s)
[ BrpsEsRiReE O BUABIEIRRAR/BARE GHERUT )
Cancel the entire Policy Insured Persons and/or Benefits to be deleted (Please complete the following part)
ZRAESR FHEE Y EERRE SRR AR SUEfREE A Deletion Date B b PR
Name of Insured Person HKID Card/Passport No. | Relationship with Policyholder (H/A/4E dd/mmlyy) Benefit to be deleted

[ ficf# Spouse  [] F#% Child

[ Bcf# Spouse  [] 7z Child

[ Bcf# Spouse  [] 7z Child

[ Bcf# Spouse  [] 7z Child
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SEUUEi{n Part4  BWINZ LR A Addition of Insured Person(s)

MEMZRA » F—PHEZREE AT O KB LD ()
If addition of Insured Person, please complete Part 5 and Part 7 (Health Declaration)

ERAESERE  Effective Date® : (H DD)/ (B MM)/ (E YYYY)
AR > FEERFE B 0 2 A RS R A BRI T — {8 CR AR OR H AR S ESECR HAT 30 RIEXC -

If the application for addition of Insured person is approved, insurance of such family members will become effective and commence on the effective date of the next policy year. Please submit the
application 30 days before the renewal date .

tHeE FI WS BB FE Height | #BE Weight
N %-?:Aﬁf B 5HTE HKID EEU DOB Occupation [J K em [T kg
ame of Insured person ex (H/HEE ddimmyy) & Position ] Ft [ 8 Ibs
] Bcis
Spouse
O 2o
Child (1)
OF%o
Child 2)

5 Change of Benefit Plan Category / Addition of Benefit(s)

ﬁ—{#ﬁﬁ;ﬁﬁtgﬁtﬁgngﬁgﬁﬁ Please also complete the Health Declaration under Part 7 of this form

BHESHER  Effective Date* : (H DD)/ (H MM)/ (4E YYYY)
SEAY I & & {# & Basic Benefit II. B # % & Optional Benefit
{71 Insured (BZORATT 3 88 1 (EEETFIH o — IR ORIz R AR R ORI T SRS op— (E3 1 1 (B2 OR N TERE T H R R A Arse i T R o — (5]
Person'/ each insured person can select 1 out of 3 from any one package benefit listed below and each insured person can select any benefit listed below and to select one
Benefit Plan’ to select one insured Plan under your selected benefit) insured Plan under your selected benefit)
(A+B {RE) (A+C 7D A+B+C {RE) D.Ff2 EZR} FER G.fa
FES &= 174 (ESISE=0] HEB5e Be 340 ~ B IIERSE Out-patient Dental Maternity Critical Illness
W INEESEERE RfEbES HEBER RS * Hospital &
Hospital & Surgical and [Hospital & Surgical and Surgical » Supplementary Major|
Supplementary Major Medical |Hospital Cash® Medical and Hospital Cash®
Lo #&fRA [ &H# Plan 1 [ 3h#) Plan 1 O] 3h#0 Plan 1 [ &+#1 Plan 1 | (J5H#] Plan 1 O &f#) Plan 1 O &t#) Plan 1
Insured ] #f# Plan2 [ #t# Plan2 [0 #f# Plan2 [ &t&0 Plan2 | [J&F#( Plan2 [] &+& Plan2 [] &+#( Plan2
[] t# Plan3a [ #f#& Plan3 [ #f# Plan3a [] &1 Plan 3 [] &1 Plan 3 [] &+#( Plan3
[] &t Plan 3b [J &t# Plan4 [J &t# Plan 3b [ " fZ¥ smoker
(R if yes
please v )
2.0 Kol [ &H# Plan 1 [ 3h#0 Plan 1 O] 3h#0 Plan 1 OJ &f#0 Plan1 | [J &F# Plan1 | [ &H#] Plan 1 O &H#0 Plan 1
Spouse ] #f# Plan2 [0 #f# Plan2 [ #f# Plan2 [0 #f#&0 Plan2 | [] & Plan2 | [ & & Plan2 [] &+#( Plan2
[] t# Plan3a [0 #f#& Plan3 [ #f# Plan3a [ #f#& Plan3 [] &1 Plan 3 [] &+#( Plan 3
[] &t#( Plan 3b [J =& Plan4 ] &t# Plan 3b [ " fZ smoker
(AR if yes
please v )
3.0 T 4 [ #f# Plan 1 [0 #t#& Plan 1 [ #t#& Plan 1 [0 #&( Plan1 | [J f# Plan1 | ] & Plan 1 ] &% Plan 1
Child ] #f# Plan2 [ #f# Plan2 [ #f# Plan2 [0 #f&0 Plan2 | [] & Plan2 | [ & & Plan2 [] &+#( Plan2
[] t# Plan3a [0 #f#& Plan3 [ #f# Plan3a [ #f#& Plan3 [] &1 Plan 3 [] &+#( Plan3
[] &t Plan 3b [J &t# Plan4 [J &t#] Plan 3b [ " fZ# smoker
(R if yes
please v )
4.0 T 4 ] &t Plan 1 [0 #t#& Plan 1 [0 #f#& Plan 1 [0 #&0 Plan1 | [J & Plan1 | ] & Plan 1 ] &% Plan 1
Child ] #f# Plan2 [ #f# Plan2 [ #f# Plan2 [0 #t&0 Plan2 | [] & Plan2 | [ & & Plan2 [] &+#( Plan2
[] t# Plan3a [ #f#& Plan3 [ #f# Plan3a [ #f#& Plan3 [] &1 Plan 3 [] &+#( Plan3
[J #f# Plan 3b [0 #t# Plan4 [ #f# Plan 3b [ " fZ smoker
(R if yes
please v )
£+ Remarks :
L RO © IONZER A ERE R Tl ~ TDIEAEERT « FIR2 R PHRE s e IR By 65 5% - (EBeEEal % 60 5% > AR R IRIRERIR R By 18 B

50 3% ° Insured age: Adult Insured Person’s maximum entry age is 65 for Hospital & Surgical, Supplementary Major Medical, Out-patient and Dental Benefit, 60 for
Hospital Cash, also, the insured age for Maternity & Critical Illness Benefits is from 18 to 50.

. PRREETE]  RESZ R E— (R R AN G R R - 513 R B3 CRIEIEH  Benefit Plan: Insured Person(s) under the same policy can apply for different Basic

Benefit, Plan and Optional Benefit.

- LD ORI ¢ SRR AR KT B R TR R 18 BREBUT » B SR raEi % T Et#) 1) %2 f% - Hospital Cash Benefit: Regardless

of any Basic Benefit and Plan selected, the sum insured of Hospital Cash Benefit will be covered under “Plan 1” only for the insured child(ren) aged 18 or below.

LT R A EET L AT - SRS T B S EE - Child: refer(s) to the legal child of the Proposed Insured, including step child, adopted child, or

guardian child.
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FEAE g Part 6 {REEIE3K Reinstatement
F—HER BB EL T2 (FFEE]  Please also complete the Health Declaration under Part 7 of this form

BERZ ENEE
Proposed Reinstatement Effective Date* : - @b/ 00O O AMM/___ 00O #YY

JEEEPE  ImporantNotes:
- [RESIESUEA FREE S HHARES T 90 RINFEH - 483 90 K3 » SHEZIE (R E EH&(% - Reinstatement must be submitted within 90 days from the Policy Termination Date. Please
complete “Healthy Medical Comprehensive Protection” Proposal form for request raised beyond 90 days.

*PIANEHEAZ % Subject to the Company’s approval

ELEn Part 7 fEFFREHH HEALTH DECLARATION
(HAEFRAEN ~ 5 7 RSN L5 Only applicable for changes of Part 4, Part 5 & Part 6)

EHE R EE T5IETARERE - Please read the following questions and answer in full. 2 YES | ENO
L R/ ZIRAE ?;‘é$3FKH%HZEHWW%%HF&ZH&%* WEHZETLAE » ZhFUBTIEANS  LCEEE  BI5H) B R/ EEREER R o o
EEENE - NBEERE 2 & FHEENER A « You and/or Insured Person(s) is employed as non clerical worker or any occupation with special risk, such as work

at height, air or ship crews; disciplinary services; manual worker; tractor driver and/or lorry driver transporting goods to and from HKSAR and China;

professional sportsman? If you have ticked “YES”, please give full details.

2. BRIBZFNREBTINREN AR - B FER "R # o SRR AL - SRR (AR R ST AR R HD) BB MERE © You o o
and/or Insured Person(s) is a student studying outside HKSAR. If you have ticked “YES”, please provide the name of Insured Person, full details of the

attended Educational Institution (including name and address of the attended Educational Institution) and overseas residential address.

3. EWRIEZ RN T SRS R EARFTAIE#E o You and/or Insured Person(s)‘s “Body Mass Index” falls outside standard level. s} s}
4. IS EEFECZ IR A A During  the last 5 years, have you and/or Insured Person(s) been:
i) &l’rcﬁl?%%%fhflﬁl 57 B [ R B A R B R A ~ BT A - BB - s R i X o - OB - RS -8 o o

SRS ~ PETEHT R B2 s, ~ B {LER/# 4 2 hospitalized or have consulted a specialist for medical advice, diagnostic tests, treatment or
operation for a serious illness or injury, or ever had or been advised to have any X-ray, ECG, MRI, CT Scan, or tests/counseling in connection with sexually
transmitted disease or hepatitis or HIV, or other laboratory tests/ investigations?

i) RUEMDREE - B ~ GRIEECE BRI BB R R AT S B - FEPRR ~ BOW - S ~ RREE - ORI E PSR - SRR SEREEEHE o o
BB T Tl e R 2 B AR ? any symptoms, illness, defects or conditions such as, but not limited to hepatitis carrier status, diabetes, kidney disease,
high blood pressure, arthritis, cardio vascular diseases, any type of cancer or tumor, that may require impending operation, continuous treatment now or in the

future?

5. FEE S FER/EZ NG ERER A REA T RESAER R SRR IR SRR - siA R REGHCY 8 RE T IIMRA] 2 In the past 5 o o
years, have you and/or Insured Person(s) ever filed a claim for hospitalization with an insurance company or had any life or medical insurance application

rejected or policy cancelled, rated or restricted?

FUBRNGEEEMREE  Applicable for Critical Illness Benefit only

6. WBE S Fo WREZFAYEE LR - IEEER - SRER - &/ inOm/ MR ER - RSrEnt - WvE - SE/AT /AT - o o
BIJZARCESUAT RSN ~ LA BB BS S 40 M RE A0 e /R B S AR E EZE@EU&%E?JUE’ﬂ%ﬁiﬁ(*@iﬁd\%ﬁﬁﬂ@@k BE ~ B R ?
During the last 5 years, have you and/or Insured Person(s) ever suffer from stroke, gall bladder disorder, debility or other disorder, anaemia/hemophilia/other
disorder of blood, loss of use limb, mental illness, jaundice/hepatitis/other liver disorder, impaired hearing/vision (except hyperopia or myopia),
musculo-skeletal problem such as backache/joint or muscle pains, or any other illness (other than minor sickness such as upper respiratory tract infection, flu,

gastroenteritis, etc.) / disability?

7. ERIBZ RNV S B E TR B 60 T R LSBT o Lo R P B~ 23 MR b R 2l (75 2 Have you and/or Insured o o

Person(s) parents, brothers or sisters had or died from Stroke, Heart Disease, Diabetes, Kidney Disease, Mutiple Sclerosis, Cancer or Inherited Disease before

the ages of 60?

8. SRUECRZ IR NSRS A BN B B AL B O 2 T 1 i B A R B LR BN L S/ O 2 DB TR L Y I EE 2 BE 2 Have you o o
and/or Insured Person(s) use tobacco products or narcotics or drink alcohol regularly or ever been advised by doctor to reduce or discontinue consumption of

tobacco or alcohol? If you have ticked "YES” , please state amount typically consumed per week.
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WME_RARRRE 1-8 BT — RS T2 ) SEftiA DU 2R R A AR E R e - TS EEEIIEREA » s e A& v I EI T H — pF g S HAMHE
T E B AR 2 A %255 - If any answer to the above question no. 1-8is “YES” , please provide full details in the following table and enclose related medical with attachment
reports. If you need to provide details on separate sheet, please tick the box at the right hand side and attached the sheet(s). The sheet(s) should be duly signed by the related O

Insured Person(s).

ZIR AN I RESR A {REFHRSANERIEE ~ fER Pz 2 FEH KO P E —ZKZHIH (RES
Name of Insured Person (s) Question No. Health Condition such as Nature or Care and Treatment Onset Date Last Consultation Date [Result
Symptoms of Disease, Diagnosis Received

FEN\E {5 Part 8 S RE % Change of Payment Method

EXIEE Change Items BEHZE Change To
e, Payment Mode [0 %4%% Annual
@754 Payment Method [0 %= Cheque

[0 {EH-FECIENE  Autopay by Credit Card
L 6 HiY "SRRI IEE -

Please complete Credit Card Authorization Form as in Page 6.

E2HH Declaration

LA NBAIRE TR O IR ) #UE - NUERFRECR H TR A ZBR ~ IREEERIS [B I BREE - —HA TR FRIFR A R/EZ R ATTERRE N
CLEEANS HE G P T $R 5 B (Rl 24 » 1 acknowledge that benefits are not payable under the “Healthy Medical Comprehensive Protection” for any costs of treatment arising
from any existing illnesses, injuries or other conditions unless complete details are fully disclosed by me and/or the Insured Person(s) in the Proposal Form and accepted by
BOCG Insurance.

AN GE A A B/ B2 (5 AN R S5 S (0 (RN B /T 15 HE 65 BRENE B ITTEIEN & EER © 1 declare that myself and/or the Insured Person(s) are
ordinarily residing and legal resident of HKSAR aged between 15 days and 65 years old when applying for this insurance.

CRNGEREY] > KAC I B BT BUSE - AR ORE Z Bl Ty B - AIE RS IR RE o RATRH QRS s et » AAR/EZRAZ

R e & ° 1 declare that I have obtained the necessary authorization from the above mentioned family member (if any), the information stated in this Proposal Form is

N

w

true and complete and will form the basis of this insurance. I also understand that if any information stated is untrue or incomplete, the cover for myself and/or for the Insured
Person(s) may be invalided.

KGRI ARRERECESBRITRENES WA EMERSOER - AR/ IR N Z IRIFEA KA - 1 declare that this Proposal Form is applied and
signed at HKSAR, in case of fraud or factual misrepresentation, the cover for myself and/or for the Insured Person(s) may be invalidated.

CANFEILAEEME A ~ 86t - 2P~ R AT M AL $77 A SRR CRBa R A A R/ Bl 52 8 (RN BB B0 B R EATTET e} » ILIEHER S ENABLIE

KAEEZERT] 1 hereby authorize any doctor, hospital, clinic, insurance company or any other person to provide either myself and/or the above mentioned family members’ (if

>

w

any) health condition or detail medical history to BOCG Insurance. Copy of this authorization form will have same effect as of the original copy.

AN EE TR E R R e — V) A RS A E AN B 7 FEF] - 1 agree BOCG Insurance reserves the right to accept or decline my this application.

A NBA E OB PR E LA 1% 0 TSR AR E GRS A A BB R PR B AT T A58 - 1 understand that BOCG Insurance insurance’s liability for myself and/or for the
Insured Person(s) will only take effect provided that premium has been paid and the policy was put in-force.

AN B LR O R — SR TE(E CRELAEREIRAT - 5 R B P SRR E (R IR A B S ST R s B ORaBAD » AN B GRELAERE TRV R - JEORER

(FE 4 E 844 - 1 agree that once this application for insurance is accepted, if no notice of amendment of renewal terms is sent to me from BOCG Insurance prior to the

N o

o

expiration of each policy year, the policy will be automatically renewed simply by my/our settling the required premium for the upcoming policy year.
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U EE(E A& k28  Personal Information Collection Statement

AN E A AR A E R Bt REEE (R IG PR AL ARG ISP - W e AEEF Y F5IEAY © T understand that the information provided by me to BOCG Insurance is collected to
enable BOCG Insurance to carry on insurance business and may be used for the purpose of:

(1) BRI FCEAS AN A ERRS B 55 8RN Rk PR A R PRI EREE  processing and evaluating my insurance application and any future insurance application I may make ;
2) TR SEEMNTTECLAE FAR LB AR A fREEAH RIS administering my insurance policy and providing services in relation to my insurance policy;

B) SMTEEEE ~ RE TR ARG RIAVZ(E analysis or investigating, processing and paying claims made under my insurance policy;

(4) & B RERE A R A N CHURE F, K invoicing and collecting premiums and outstanding amounts from me;

(5) {FAaTELERRE T B A Mo AR TS AU L (o 5 ~ 85 ~ BUHEATHA any alterations, variations, cancellation or renewal of any insurance related product or service;
(6) FELLEF#REE4E 4 A contacting me for any of the above purposes;

(7)  PEREEE R TEE{A{ £ exercising any right of subrogation by BOCG Insurance;

(8) HEHl Ful AR ERERIAAIMI?T FI%R other ancillary purposes which are directly related to the above purposes; 5z and

(9) HEOGEAEE  REI R ENSFRIRES ] complying with applicable laws, regulations or any industry codes or guidelines.

o AR B CR B R BT IR i FH iR A A R/ 3 (- A N &R 28T %125 77 BOCG Insurance may disclose my and/or the Insured Person(s)’s personal data for the above

purposes to the following classes of transferees:

a.  FRLAFRR - PSR AR CRBE R ALTE - AR ~ B - K R RHEIRBIE =7 KB RER (81 ¢ BRI LIER - BoodR IS ULER - B
SHIEEHRE ~ EE R ENRIAR TS s ~ B ENRHS B 7% (i e i R BB B B A 5 7%) third party agents, contractors and advisors who provide administrative, communications,
computer, payment, security or other services which assist BOCG Insurance to carry out the above purposes (including medical service providers, emergency assistance
service providers, telemarketers, mailing houses, IT service providers and data processors);

b, BRERZMHE ZEAVERRIET - BRI B R B FRRERY in the event of a claim, loss adjudicators, claims investigators and medical advisors;

c. EETRGERAIULELN 8RB B in the event of default, debt collectors and recovery agents;

d. (RN A 5 Fe(s S EHIRT% 2\ 5] insurance reference bureaus or credit reference bureaus;

e.  FHREAE K44 reinsurers and reinsurance brokers;

£ AAARELL (575 ) my insurance broker (if T have one);

g TEREE R A R HEE S SRR BOCG Insurance’s legal and professional advisors;

h.  FEREERERAIBIEATICL CATURET) HHYE T F24E) BOCG Insurance’s related companies (as that term is defined in the Companies Ordinance);

i BUFECREE R AT (R A Sl g s s EIARSR T e ) O REE & o DUZSIE( Lats AR B Ay > sCCAME TIg ) T HE ST - MR R e
[ Bt & ERYHIZS AR I S SR IR T Bid AYIKAE any association, federation or similar organization of insurance companies ("Federation") and its members
that exists or is formed from time to time for any of the above or related purposes or to enable the Federation to carry out its regulatory functions or such other functions that
may be assigned to the Federation from time to time and are reasonably required in the interest of the insurance industry or any member(s) of the Federation;

jo B TE ) BT T Vg e > DUESIE Ealisl /AR H Y any member(s) of the “Federation” by the “Federation” for any of the above or related purposes;

k. (EMARIVAT  SUEMHA R R R E B AR AT SRELIRIRSEE A B Y 7 NS B s B s A R s fR e DUEEHE ] Lt s A 3 B i any
related company or any other company carrying on insurance or reinsurance related business or an intermediary or a claims or investigation or other service provider providing
services relevant to insurance business for any of the above or related purposes;

TR ZAE R 5 B EIAE R frIE 2E1%4% the Insurance Claims Complaints Bureau and similar industry bodies; 57 and

m.  SEFIEE R EEF O AYEURF %R government agencies and authorities as required or permitted by law.

ANAEIEFZ R PSR R v 0 T TerRBs SR P UCERA DR o 2B R/ sk AR\ R /22 SR A EAT R BOCG Insurance is hereby authorized to obtain access to and/or to
verify any of my and/or the Insured Person(s)’s data with the information collected by the Federation from the insurance industry.

FEAN » SR N[EIRE > TR SRR E (R FTAE & DAELT 5 203 R 38 AR A B /s0 32 (i A {E A 0} Moreover, BOCG Insurance may also use and disclose my and/or the Insured
Person(s)’s personal data otherwise with my consent.

ANFREA R R KT IR SRR E Rt A A A A R/ B2 O ANV EL AR « WA TR - o] P SRR Rb A R B S BT PR (885 © 2867 0888 » {AEL : 3906 9939) T
have the right to obtain access to and to request correction of any personal information concerning myself and/or the Insured Person(s) held by BOCG Insurance. Requests for such
access can be made to BOCG Insurance’s Legal and Compliance Department (Tel: 2867 0888 / Fax: 3906 9939).

—

BEHEREERESETR  Receive Direct Marketing Materials Instruction
AR PR E R B A ANAE AN BRI T REF AR Gl Y7 BE¥2EE) I do not wish BOCG Insurance to use my personal data in direct marketing via the
following channel(s) (please use “v"” to select the channel(s)):

ETHEEEEN4 Promotion Email B AR SMS ESHE4 Direct Mailing TEEEESY Telephone Call
WIEEA IR F AL, LR TRENEL V" SREURARNTEERE » BRI A B4 S iR E PRI AT XY E 4 HERE < If you return this Proposal Form without

ticking any of the above boxes, it means that you do not wish to opt-out from any form of direct marketing of BOCG Insurance.

DLEARREHRIEH 2 S R E MR R VB - TR E S Z AT E SR SRR E R IRV - 3L GOl LAV RS PR R IR IR Y T RS |
TR A A BRI B S - S5 B S o B SRR OB B T I S HE R HO(E A OB - The above represents your present choice whether or not to receive direct
marketing materials and replaces any choice communicated by you to BOCG Insurance prior to this application. Please note that your above choice applies to the direct marketing of
the classes of products, services and/or subjects as set out in the Data Policy Notice of BOCG Insurance. Please also refer to the said Notice on the kinds of personal data which may
be used in direct marketing.

HHEAN B B AL E A SEE (S5 Instruction to disclose personal data to the Group companies for direct marketing (FUEFIA{E A#ELR  Applicable for Individual
Enrolment only)

ol R AR A TR T SREERIRAE o IR EEIR R T AE S A E AR AT AR | s HA R A R A A SRS - fRbR - (ER 5
P L ~ R~ SRAT RO BRI RO S Sh R (SR EL RS GHIGS S PRI R IR " R BRES ) LAR PR E (R (0t E PR (8 A ORI > 2R
G EE PR A > DARGRZ BDRHEE L S TR (Y 78 i RS R/ BT G - ) S AR AR b SRR R FR B A (BB RE P A E ALAERL B - SIS Tk BB
BEFIR o To improve and provide more comprehensive services to our customers, BOCG Insurance may provide your personal data to other members of the Group* and any other
persons for their use in direct marketing of financial, insurance, credit card, securities, commodities, investment, banking and related services and products and facilities and so forth.
(Please refer to the Data Policy Notice of BOCG Insurance on the kinds of personal data which may be transferred to in direct marketing, the classes of persons to which your personal
data may be provided to, and the classes of products, services and/or subjects in relation to which the data is to be used. ) Please tick “ ” this box if you do not wish BOCG Insurance
to provide your personal data to the above persons for the above purposes.

* URGEE ) $5PRAEE R R N E] ~ 31T ~ BT - RBRIFEE R BER - Fan HFTEH - TRk S a5 P sREE RPN T 2 0T - B AT ~ Rk
=R KB B 0 AT EHE - The “Group” means BOCG Insurance and its holding companies, branches, subsidiaries, representative offices and affiliates, wherever situated.
Affiliates include branches, subsidiaries, representative offices and affiliates of BOCG Insurance holding’s companies, wherever situated.

RAHEREE AR R E BN A0 - A AR EF] 2 0 R SE(8 A ZRAE » 1 confirm my agreement to all sections in this Proposal Form, including but not

limited to the above Declaration and Personal Information Collection Statement.

REFAANES RRABZERREFAARBDRERE 18 maU L) %ﬁ%‘iﬂﬂ CEEREE (H/AMA)
Signature of Policyowner Signature of Insured Person (If other than the Policyowner Signed Place : Hong Kong and Date (DD/MM/YY)

and of age 18 or above)

FRBFFHBEREERZERAT - PREERBETREMRSE -

The BOCG Insurance has no liability whatsoever before the application for insurance in this Proposal Form is accepted.
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EHEMT ISR Credit Card Authorization Form

O visa O Master O drsrsrmreens MR HEERD)

CUP Dual Currency credit card (Must be issued in Hong Kong)

R A#E4 Cardholder’s Name TR By EESETE {EZ - FE5%0% Credit Card Account No. EH-REHEAE (B4
HKID Card No. Credit Card Expiry Date

RNZEFRE TR EERRAIRAE ) A ANNERRPOFFEN TMaRBRarain ) EERESH - 25 TEA -
I hereby authorize and direct “Bank of China Group Insurance Company Limited” to debit the premium due from my credit card account for “Healthy
Medical Comprehensive Protection on a yearly basis until further notice.

EEARREAEALIERRENZEA » FEBELUTER - If Cardholder is not the Policyowner/Insured, please fill in the following information.
1. BE N /%Z (% A B {4 Relationship with the Policyowner/Insured:

2. RIERENSZ R AT ERE A Reason for paying premium on Policyowner/Insured’s behalf
AN A TR AN Z IR A S BES . TRRERGER ) RESE -

I hereby confirm to pay the premium due of “Healthy Medical Comprehensive Protection ” for the Policyowner/Insured.

/KK +) Mr/Mrs/Ms)

s By 255 HKID Card No.

FFF A% Cardholder’s Signature
CHEBMEH-RZZ=BEAHE should be the

4% FE=ESETE Contact Phone No. |HHH Date

(H DD/H MM/4E YY)

same as the specimen signature on Credit Card)

x G
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