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BOC Family Medical Insurance Plan Proposal Form

BANK OF CHINA GROUP INSURANCE COMPANY LIMITED

B FEPIREHEP TIRKTEBKRE Correspondence Address : 9/F., Wing On House, 71 Des Voeux Road Central, Hong Kong.
= EIRFEEM4R Customer Services Hotline : 3187 5100 {8 H Fax : 3906 9906 EE &} Email : medicaladmin_ins@bocgroup.com
EFFEEIE Important Notes to the Customer :

1. BURNERERREEERFBAM "V, R - FOEENEEN - BRIRAEZEE - Please complete in English BLOCK LETTERS and tick the box where
appropriate. Any changes to be made should be signed by the Proposer.

2. *FMELRERAE - *Please delete whichever is inappropriate or non-applicable. #1&8 A% S - #Applicable for Individual. ##AS)% PR - ##Applicable for
Company.

3. EABRBURREFEZENEHAR BARETREERBAERAS (TH "PREERR" ) TFRBIK (852) 3187 5100 &R - FRB AT THEN - B
BRERRAR/FAZRANNE - BERERNZRER  BREERFRAR/AZRABRIFABRVRE - EE[FEREKRI - If you have any doubt on what
should be disclosed in this proposal form, please call Bank of China Group Insurance Company Limited (named below as “BOCG Insurance™) customer service hotline (852)
3187 5100. Making sure the insurance company is informed will be beneficial to the Proposer and/or Insured Person. Failure to disclose may mean that the policy will not
provide the Proposer and/or Insured Person with the coverage required, or may invalidate the policy altogether.

4. IEIRREBRF—LWIEME  CHREZZSEBEER - Once the application for this proposal form is accepted, your policy will be automatically renewed each
year.

5. EURFREMENATAREBERBEMUR - HIUREREE - In the event that the information contained in this proposal form does not conform to the terms in any
policy issued, the policy terms shall prevail.

6. PIRFXZMREEFTEI(TTE " A5t3], ) BPIREBREFEIR - BOC Family Medical Insurance Plan (named below as “this Plan™) is underwritten by BOCG Insurance.

7. PERTEBARAS( "PIREE ) ) UPREBRBHZERBAES DI HEARGE - A APREBRENER - MIFPREERNEM - Bank of China
(Hong Kong) Limited (“BOCHK”) is the appointed insurance agent of BOCG Insurance for distribution of this Plan. This Plan is a product of BOCG Insurance but not
BOCHK.

8. HRNPREBREFZERHERENEEEFERSIMELENGERFR(CEREMAUMBETINSRAUNBRP OBELE)  PREBREZPETEM

ARt EIRER , MARASEINSNERWEDFE - REPREBRREEEEREBR - In respect of an eligible dispute (as defined in the Terms of Reference
for the Financial Dispute Resolution Centre in relation to the Financial Dispute Resolution Scheme) arising between BOCHK and the customer out of the selling process or
processing of the related transaction, BOCHK is required to enter into a Financial Dispute Resolution Scheme process with the customer; however any dispute over the
contractual terms of this Plan should be resolved between directly BOCG Insurance and the customer.

{RBRH Limitation :

1

BRRATHARA—EIRR - RARERFAR/SERE - AR ® - S/ARMBRE - FX - The Proposer can enrol this plan together with family. “Family” refers to
the Proposer and/or parents and/or legal spouse and/or parents-in-law and/or child(ren) of the Proposer.

- BRARRGEER AR 18 5k _E - The Proposer must be aged 18 or above at time of application.

FrERERARPFENRBRERASEREANT 15 BE 70 R(EREFEEN) LN ERFBEAERNENEAXX4 (At - FE - J82F - &%) - All Insured Person(s) must
hold a valid proof of identity (The Mainland, Hong Kong, Macau, Taiwan) aged between 15 days and 70 years old (both days inclusive) when applying for this insurance.
FRFERNT 156 HE 5 mREER KA —E1R - Child(ren) aged 15 days to 5 years old must enrol together with adult.

KRNIV BAZREIZREE  SREIRERBHIIRIREERES 18 53 - Proposed Insured Company must be the employer of the Insured Employee, the
Insured Employee and the spouse must be aged 18 or above.

BRIRAER Details of the Proposer

1. B //A BB Name / Company Name in English 2. PR /AT & TE Name / Company Name in Chinese
(FESEIEBH Surname first)

*3. *EES BN *HKID Card No. / *#£88 5578 *Passport No. 4 M BT BIRSE M Business Registration No.

5. Al Sex 1% Male [] ¥ Female 6. "HAEHH “Date of Bith (A D/ B M/ & Y)

7. 172 / ZEHME Industry / Business Nature 8. BZE KA Occupation and Position

9. " AT B4 A2 *Name of Company Contact Person

10. #@f Ak Correspondence Address
2 Room / 5% Flat 12 Floor & Block KEZTE/E Name of Building /Phase

B35/ 454 3R 8% 218 Estate/Village no. & name

1B 9% 2K 2T Number and Name of Street/Road B 17 District
& Area [ ] &7 Hong Kong [] 718 Kowloon [ #5 New Territories [] B Outlying Island

TR 4w 5% Postal Code (R EE LLIMHIILE For Address outside Hong Kong Only)

11. 45 & Contact Information

12 Mobile {£=E Home

A E] Office E#HhIE Email Address

11. B8 ABRE O Bank Account for Claim Reimbursement*
KA ZIRFT K217 My Bank Name and Branch BE#EHR 5 5% Autopay A/C No.

* IASRANEME—RTEREOFABEBE A - ARERERTAO - BESMUIZEIZNFIRA - For the purpose of claim payment. The Autopay A/C No. for claim
payment shall apply to all Insured Person(s). If no bank account is provided, the claim payment will be settled to the Proposer by cheque.
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{RP&EHA Policy Period

HFom(HD/BM/EY)

2 To

(HD/BM/EY)

(EEMHERERNARESFERERNRRE - WRSTHMBAZRER - ARG 4R - Both dates inclusive and upon each subsequent anniversary date thereof. The
insurance is effective which is subject to all underwriting procedure are completed.)

HEME
with attachment

]

2RAL
Insured Person 1
FHS Age: 70 /yrs

Z{RAER Details of Insured Person(s) (&aE2=RA -

ZRA 2
Insured Person 2
TFHR Age: 70 _/yrs

ZRA 3
Insured Person 3

TR Age: 70 /yrs

ZIRA 4
Insured Person 4
ﬂfg@ Age: 70 /yrs

ZIRAS
Insured Person 5
Eg@ Age: 70 /yrs

AB#EIE L Use separate sheet if more Insured Persons to be insured)

ZIRA 6
Insured Person 6
FHE Age: 70 _/yrs

S Surname

&% Given Name

EEG N / ERRE /
BRI

Q1 EUT)

HKID Card No. /

(for aged below 11)

Passport No. /Birth Cert. No.

TRl Sex

LEHB (H/R/F)
Date of Birth
(DD/MMIYY)

Bl%E Nationality
(EIZR/4h1& Country/Region)

BIRA/ZRET#%G
Relationship with Proposer /
Insured Employee

O] &A Self

[ BC4® Spouse

] R Father
[ RER

Father- in- Law

] & Mother
[ kEs

Mother- in-Law

] 7% *child*

] 7% *child*

LESE A

Occupation and Position

B5 *Height®
(k/m)

B2 2Weight?
(F3/kg)

BreEEREe
Body Mass Index
(BMI)®

BREESEYCES
HEEE?

Does BM ¥ fall within
standard level?

(REEETE] “ $BRI R 4B{RE Category of Benefits Plan* & Total Premium (HK$)

[ Yes
[J& No

[ Yes
[J& No

]2 Yes
[J& No

[ Yes
[J& No

[ Yes
[J& No

[ Yes
[J& No

EESRIRS
Room Level Limit KR “Ward®
EENE-= PL: [JHK$0
Deductible Option® P2:  []HK$ 15,000
P3: [1HK$ 30,000
E A {RBE Basic Benefit

A FEBREFMRE

Hospital and Surgical ™

Benefit

B #{RFE Optional Benefit(s)

B. ZHELRMINIEEERIEE " Supplementary Family Benefit Pool 7 OJ
c. FHRIRE e et mfe! et mfe et
Upgrade Benefits
ez ez jc2 ez ez ez
ZERE

Annual Premium(HK$)

K ERE T HIEE Family Premium Discount Offer

2 ZZRA 2 Insured Persons : 10%
3 ZZfRA 3 Insured Persons : 20%
4 ZRBEAFLLE 4 Insured Persons or above : 25%

I R 2 B ERRAEE This part is applicable for 2 or more Insured Persons to complete

FIERERA (BE + BERE)

AAIl Insured Person(s)(Basic + Optional Benefit)

2FEHRE Total Annual Premium (HK$) :

FiN%4BRE Total Premium After Discount (HKS$) :
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it Remarks :

1

FEERERA SRETINEEFY  SFETY - FETY - HEEFE - Child: refers to legal child(ren) of Proposer/ Insured Employee, including step child(ren),
adopted child(ren), or wards.

2. linch I5f =254 JE>kK cm » 1 2k m =100 B>k cm ; 153 kg = 2.2 &% lbs
3. SRESIEHBMIETES I “Body Mass Index” (BMI) assessment method : 752E LT BMI 5HE 2 T3 85 F 1 b $REE BRI A E (http://www.bocgins.com)i BMI 48

LEEH - DERRREAPRMER/HZRAN BMI F5E] - Please specify you and/or Insured Person(s)’ BMI index in the proposal form by referring the below BMI
formula or the online BMI calculator in BOCG Insurance website (http://www. bocgins.com).

G Weight  (Bifiz © T3¢ kg)

BMI = o
G Height™ (i : >k m)
528 =585 8 BMI Category 12 standard level A E1Z# falls outside standard level
A Adult (18 %2k L | aged 18 or above) 18-26 <18 5§ or >26
F2Z Child (18 5L T aged below 18) 10-26 <10 5% or >26

¥ example : AAA — F#R 255% - B 173 EKKREEE 68 F5 Adult - 25 years old, 173cm height and 68 kg weight

(68 ka) 5
BMI = (L73m)? =2272 (ESRESEH/MS1ZZ BMI falls within standard level)

¥ example : ¥ - FER 158 - BS 75 EXKKIEE 4 T 5% Child - 1 year old, 75cm height and 4 kg weight

(4 ka) N .
BMI = 075m) =7.105 (HEiRESEHALFERE BMI falls outside standard level)
.75m

4. ZENEREEARE - HOIIRIREERE - The Insured Person(s) should enrol in the Basic Benefit coverage prior to the application for Option Benefit(s).
5 MBARAERFLIFAEKRE - SERELFPIZFMRL) - BEEAREEMIEDE  AMEFRREBTHRE 50% AFRRERTHE 25% - WAFRREMUL

RIAR BIBIR S {REE - If the Insured person(s) is/are not confined in ward when hospitalisation, each coverage limit (except clinical surgery) will be adjusted being of higher room
level: confined in semi-private room to be reduced to 50% / confined in private room to be reduced to 25%. It is not covered if confined in higher room level than private room.

6. B—REANFIBEZHREAZBENZENEMER - All Insured Persons covered by the same policy must have the same deductible amount.
. REARFAZREA—REIRLR - Only applicable for all Insured Person(s) enrolled together.
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RIREMIIER Stated Information for this Proposal Form

ERERANEERAIEZTIIEE BEXES "2, - BEMRSE 5 & "FRHMIEERA L - Please answer each of the following
questions on the health of the Insurance Person(s). For each “Yes” answer, please explain and provide details in “Illustration of Stated
Information” in page 5.

. BERARIRRELRFE Applicable for All Types of Protection

ZYES &NO
1. fa\&/‘JZxﬁAE?@%#XH&‘EEHW%%%HB ZHE  MsEIRF . ZhEmsIFAR ; LREEEK ; N5 ; HwER/ ] ]
hEEEO  BEEHE -  MBXR "2, & - BB - 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. RBE/FEREAN TERESIEH . EFAKTSRE - You and/or Insured Person(s)’s “Body Mass Index” falls outside standard level.

3. EBESEMRR/FZRAZESE During the Iast 5 years have you and/or Insured Person(s) been:
i EEE‘JZIE—EEFF/E‘H%EEEHEM SKESERAR ~ BIEM 2188  JARIMFN  SESFTWERES X X 08
B - wHHIREY - BiREE ﬁflﬁ?xliﬁiﬁZiﬂU%ﬁ - Y EM{EER/1RZE ? hospitalised 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, BLEGIMEARRMIT - #BR% - B SR - &t - DMDEER - SPLRE - BE  $E - EREER  SBE L] []
iR~ B/ MASE/EtMEER - KREERGR - Bk - SE/M/EtFRER - BE/RNRIBOER/TERN) - AR
BERAREBENES R/ NARE - SETUEMBEINER(AEFE/NERNER - HE - BEXE)NGEIULFRR
FERE - 5% - RIESSEIRTEBIRES RSB MF M B REDAE ? ever suffered from such as, but not limited
to hepatitis, diabetes, kidney disease, high blood pressure, arthritis, cardio vascular diseases, any type of cancer, tumor, 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.) or disability or any related symptoms, illness, defects or conditions as above that may require impending
operation, continuous treatment now or in the future?

4. TEBE 5 FAR/FZRAGERERARBATREFERFRERABERGRRER - HARRERIUY - BINREIMHM ] O
BRI ? In the past 5 years, have you and/or Insured Person(s) ever filed a claim for hospitalisation with an insurance company or had any
life or medical insurance application rejected or policy cancelled, rated or restricted?

. BRARBERE(ERE B R2ORMMEBRE 'R/ C. FARIRE)

Applicable for Optional Benefits (including B. Supplementary Family Benefit Pool " and/ or C. Upgrade Benefits)

5 BR/AZRANER  REXBEEPEEIGHR 60 mAIZ LIERPRE - OWRE - BRE - BR - SRMEL - BRES O [l
& ? Have you and/or Insured 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?

6. BR/AZRAZEERBEEAETRANEZBEARBLEEZZH VA FLRBEEER/NE MERXS "2, & - FIHEE [l O]
2 8= ? Have you 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.

- ZMER For Female Only:

7. 1. REREERZ EF "2, - BFATEER - Are you now pregnant? If yes, please state the expected delivery date. a =
FEREHAA The expected delivery date
. BERRPHEEMS CEAFHRE (N=92 - FIRER - SME - ERFKS ) » Have you ever had any complications Ul ]

during pregnancy or delivery (e.g. ectopic pregnancy, gestational diabetes, hypertension, protein in urine etc.)?
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FR3diIE BE7AB Illustration of Stated Information

Pt TIRERMIEE , £ 3 EF 5 BR/HE 7 BRE  EHAT—BE "2,  BRTIEBARHIIFERMN IAEBERS -0 2AWE
EREFMRA  BEABAMNV " TERNE—HFER - MWES Eﬁﬁﬁﬁxﬁ}\;ﬁgﬁﬁw If any answer to the above “Stated Information for

- ] - . ! . with attachment
this Proposal Form” of questions 3-5 and/or question 7 is “YES”, please provide full details in the following table and enclose related medical report(s).

If you need to provide details on separate sheet, please tick the box at the right hand side and attach the sheet(s). The sheet(s) should be duly signed by D
the related Insured Person(s).
SRNEE [SERE fmen/ fnth] mESs | SR8 | LXK [ GRER | susuen TUBAESIE R AL
Name of | Question FaEuE I RGA% | OnsetDate | 2HH 1B sry@poz/z | Name and Address of the Medical Attendant(s)
Insured No. Diagnosis/Details of Care and Last Resultand | =" " 7=
Person(s) Disorder, please Treatment Consultation|  Current Any Medical
. - B L Report(s)
specify the location of|  Received Date Condition Provided?
affected where are Yes/No
applicable

ZRETER (REARAEIRIR) Declaration of Insured Employee (Applicable to Company Enrollment only)

(1) RATUEBETEEE - Bk - 2F7 - RIRASREMAL - 190@ "PREFBRBARAT . BREAAR/X LARBREERRBEFMAER - 112
HEZ KRB IEARBREMT - | hereby authorize any doctor, hospital, clinic, insurance company or any other person to provide either myself and/or the above
mentioned family members’ health condition or detail medical history to “Bank of China Group Insurance Company Limited”. Copy of this authorization form will
have same effect as of the original copy.

(2) RACHPMBERBEGERE - AABIERM ERATERSEH - tESERREZRE - MARNERERIAFHE  AAR/HRBZREELRYZ
£ - | have obtained the necessary authorization from my dependent(s). | declare that the information stated in the above is true and complete and will form the basis
of this insurance. | also understand that if any information stated is untrue or incomplete, the cover for me and my dependent(s) may be invalided.

(3) RARBIRRATOPIREBRBIRERAR/FZRABEAEZR - | hereby authorize Proposed Insured Company to provide myself and/or Insured Person’s
personal information to BOCG Insurance.

(4) BEFRUZENS 0 Receive claim payment method

[ $RTFE OB &R Bank Account Autopay

#8172 %8 Bank Name: S{RE T 175 O 5% Insured Employee’s Bank Account No
[0 %2 Cheque
O B fRET Pay to Insured Employee BT F1&{R/A S Pay to Proposed Insured Company
SREIEE B (BEEEZR) =EH . FERBHH/B/F)
Signature of Insured Employee E-mail  (For the purpose of claim payment) Signed Place: Hong Kong and Date(DD/MM/YY)
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B IHREFE Payment Method

O RITEORNBEER
Bank Account Autopay*

O ERFHA
Payment made by Credit Card

O EftftmA®
Other Payment Methods

BEZE 10 N THEENREES,  BEEESF
MEEMNRTFOBRFIIRSHARZZEGM
M IREBERBARAT L )— #3220 - Please
complete and submit the Direct Debit
Authorization Form as in page 10 together with
bank account payment transfer or cash or a
crossed cheque made payable to “Bank of China
Group Insurance Company Limited” for the
first year premium.

BT E AR 5, Payment method for the first
year :
0Oi) BEAFORS

Designated Account No. :

012- 349- 00009828
$R1T2 %2 4R 5% Bank Reference No.
F
EAEEHA Transfer date
(B/B/E DIMIY) :
O ii) S22/ 7 Payment made by cheque
#R172 % Bank Name:

T ZE SR Cheque No.:
SEIRERIRITOEEEMEFWMRIIEEE
BRZ ARFEE I - Please note that some banks may
charge their customers service fees for setting up
the autopay facility.

0 BHAMRME@ANREKE Applicable for
Individual Enrollment

BIERE 8 B TERRIRE#ESE ) X8

FRERZIRE - Please complete Credit Card

Authorization Form in page 8 for the first year

premium and renewal premium.

RERARE AR

Applicable for Individual Enrollment Only
HEAEEES

5,000 PIREAREEES IR R -
5,000 B Card (TR, -
Reward
"R AP RE
BEmRIERLE

BNRERRBUZN " PRI RERE,
HEEREEFERERRE  TURIEZ—RE
5000 FE|REMFEEHE D - From now until
further notice (“Promotion Period”), Proposer may
enjoy a one-off extra 5,000 BOC Credit Card Reward
Gift Points upon successful registration for BOC
Credit Card Direct Debit Authorization Service for
premium payment of first policy year and renewal of
“BOC Family Medical Insurance Plan”.

AR50 REAFRERSBEMNERRMA
Al - ;5R5%11 & - Please refer to page 11 for
Terms and Conditions of 5,000 BOC Credit Card
Reward Gift Points Promotion.

"R BEERE ? BEREFE !
borrow or not to borrow? Borrow only if you can

repay!

Reminder: To

O] #ARASTRMR Applicable for Company
Enrollment
FEZEIEN "BEEARNREES. R
[5] - Please attach a completed Business Credit
Card Authorisation Form in page 9.

O i) UERITEOBERIIRE A XA R TP IRERE RIE
E H F O - Payment to BOCG Insurance’s
Designated Account by bank account payment
transfer or cash.

ERFORE
Designated Account No. :

012- 349- 00009828

$R1T2%E 4R 5% Bank Reference No.

F

EAERHA Transfer date

(B/B/E DIMIY)
Oi)BEUERTE(NN "HREBRKRBERA

], ) - Please make a crossed cheque payable to

“Bank of China Group Insurance Company
Limited”.
$R17278 Bank Name:

T Z8RHS Cheque No.:

all renewal premiums for each new policy year.

RAREHPREFBRBUAN/BEZRT/ERAFFPOERMR PRI AREREE, BEN
WRE  BEEEZSEFMEANREURBEFREFEEZERRE - | hereby authorize BOCG
Insurance to effect payment transfer from my/our bank/credit card account for payment of premium under
the “BOC Family Medical Insurance Plan”, including subsequent revised premium by endorsement(s) and

upcoming policy year.

TAHBIRFRE—EM% - ESEFREEEY WA -

EXRAEEDREERRARENEDERRMVEREN - FARBHXTEREFEMENRE -
REFEESEER AR - | understand that once this application is accepted, if no notice of amendment of renewal terms is sent to me/us from BOCG
Insurance prior to the expiration of each policy year, the policy will be automatically renewed simply by my/our settling the required premium for the
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EEH Declaration

KRANEMRE "PREXZREESE RE - NEREERANECSEZER - BEHEMBERIMSIRNZBEETE - —FATHRE  BRIERAR/TZR
ABERREACHMIIBIEPIREB RIEEEAN - | acknowledge that benefits are not payable under the “BOC Family Medical Insurance Plan” 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.

RANEBBRZRARBFENRRZESFRENT 15 HE 710 R(BEEBREN)LFEARNSHRAXXG (A - & ~ &7&) - | declare that upon
application, the Insured Person(s) is/are aged between 15 days and 70 years old (both days inclusive) and hold a valid proof of |dent|ty (The Mainland, Hong Kong,
Macau, Taiwan).

KAEZIER AACOREXRBIEEE  RARREZBGDEREN  JFARRREZRE - RATHEUNERBERNAFR - FAR/HZR
AZIRBEBKZIE - | declare that | have obtained the necessary authorization from my dependant(s), the information stated in this Proposal Form is true and
complete and will form the basis of this insurance. | also understand that if any information stated is untrue or incomplete, the cover for me and/or for the Insured
Person(s) may be invalided.

RAEIEEETELE - B - 27 - RRASREMAL - 9uEPREERBRREREAAR/H L ARBREBTREEFAER - IHREE IR
BIFARBRIZENN - | hereby authorlze any doctor, hospital, clinic, insurance company or any other person to provide either myself and/or the above mentioned
family members’ health condition or detail medical history to BOCG Insurance. Copy of this authorization form will have same effect as of the original copy.
AAELER  AREESEFEFINTHEAEE - NEETMBREHERKE - FAR/FAZRAZREBRMZIE - | 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.
AABBFIREERBRE —T)BBIRREZMBEIE 2T - 1 agree BOCG Insurance reserves the right to accept or decline my application.
AABBNWEHNEER ?%Eﬁixﬁléﬁ HIREBREEAAR/TZRAZRBEEIBTER - | understand that BOCG Insurance insurance’s liability for
myself and/or for the Insured Person(s) will only take effect prowded that premium has been fully paid and the policy was put in-force.

AABRARFARPE - - EBRAREFEEHRR - EAAEETREERREBENTUHRIANERER - AARBRERI NEREEEMANR
2. IWREFEESEBEREMER - | 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 expiration of each policy year, the policy will be automatically renewed simply by my/our settling the required premium for the upcoming
policy year.

Wese

E (B A Z 1l B8AB Personal Information Collection Statement

AANHERARENER BT REBRGRERRERERMS - WIBEFERAR NAER | 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.

SOCD\IO’U‘I#Q)N

B3R R B AR RIRER B A NGB XA RIREREA processing and evaluating my insurance application and any future insurance application | may make ;

AT ARAREWITIR T RIRHEAR A REARRBBIARFE administering my insurance policy and providing services in relation to my insurance policy;
 OWMHRE - BEESZNAAREBRRIZRIE analysis or investigating, processing and paying claims made under my insurance policy;
BREBRFREB K EA AR E KX invoicing and collecting premiums and outstanding amounts from me;
EOBRFRREENERIBENTOEN - £5 - BUHIEL any alterations, variations, cancellation or renewal of any insurance related product or service;
- BALL_E AR BAE A contacting me for any of the above purposes;

. PEREBERBRITHEEITR A exercising any right of subrogation by BOCG Insurance;

. HB A Il RS B 2 B9 AR other ancillary purposes which are directly related to the above purposes; & and

BREBERAE - 1EOIRZFEASTRIKIES| complying with applicable laws, regulations or any industry codes or guidelines.

hIREBRIGT I EE _ LMAEREAA R/ ZRANBAZRZET T5]E75 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.

~STemeaono

AR - @PIREBRRRMETE - B - Bl - IR REREECRBENE=ARIE AOHKER (81 . BRERBHED - ERIERBHEE
B - EEEIEHEE - iﬂ%EEﬂFUHEi‘QFﬁ ﬁﬁﬂﬂ?ﬁﬂlﬁ“T FER R BB EIERFE ™) 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);

RIEREERAVIBEEN  BREATE MNEERR in the event of a claim, loss adjudicators, claims investigators and medical advisors;

BN AT RENRIE in the event of default, debt collectors and recovery agents;

REERNRIEATREEERIRFE /AT insurance reference bureaus or credit reference bureaus;

BRASIRBREA reinsurers and reinsurance brokers;

KARRERLL (B ) my insurance broker (if | have one);

P IREBERIRAYAR KB TR BOCG Insurance’s legal and professional advisors;

TIREERBNREEATI( (ATEHI) WEZE % %) BOCG Insurance’s related companies (as that term is defined in the Companies Ordmance);
Eﬁ?‘&*ﬁﬁkﬁﬁ’]&ﬁﬁﬁﬂ@ﬂ% G AR AR T HE . )E,\EE - DUERIU LS AREBRY - SIUE THE L MITHEEREE - SEMER
RigEIEE "HE, GENMNEMARESEERTE S "B E L WHEAEE 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;

Z8 THE, BETEE THE, g8 - DUERE s BRI B AY any member(s) of the "Federation” by the "Federation" for any of the above or related
purposes;

FOBEENAT  SEMUEMYSRRBABREBEZERNAT  FARBEZEANIN ASREFTAEAEMBHRMAE - DOEREQ LA
B E /Y 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;

RIRRERTEDRE BRI RIRZERE the Insurance Claims Complaints Bureau and similar industry bodies; 5 and

m. SEBIZE KL Ol A EL T4 R government agencies and authorities as required or permitted by law.
AAEEREPREBRRODE "HE , “RBREAVENENPERR/FTZBEAR/FZRAEMER 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.

5 BARAEE - PIREBRROUBESEUHEHBAXNERRIBERA R/ ZIRANEAER Moreover, BOCG Insurance may also use and disclose my and/or

the Insured Person(s)’s personal data otherwise with my consent.

AABREFREZREFHPREFRBEABAAAR/AZRANEAER - MBAHRE - oofiRERRRIEZEESREPIZL (B5E : 28670888 - EHH :
3906 9939) | 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).

B R EIER Receive Direct Marketing Materials Instruction

AR RPIREBRBERATANBEABERNEU N REFAHIER FEL v EEERE) | 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)):

] EFH#EEA Promotion Email (] &&*25M SMS O] B4 EH Direct Mailing  [] B85 E 84 Telephone Call

WIRER IR FREMEAEU LEAABAL Y RERENERE  IANRCUAEEBPREB RBECAZXHNEFHERE - If you return this Proposal Form
without ticking any of the above hoxes, it means that you do not wish to opt-out from any form of direct marketing of BOCG Insurance.
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M ERRABEHEERWEHERENNERE TR ZAEESNPREBRIBIERE - F18 AU LNEZERRRBPREBRRN TER
BRAE ) LENER - BRER/SVEN - FR2EZBES AT REERBEANEHEENEAEZRIZLE - 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.

BEASNIRELAAEEATEEZEEHIETR Instruction to disclose personal data to the Group companies for direct marketing

O AREARHEEZENRBTPREERRBNER  PREBRRUESHEEAZSEEMRT "AEH, *Hitg S REMAFEHEERE - RiE - 5
A+ #B% Bm- RE ROAMEERFZNERARENEREERE GLESEPREBRRYN "EREEKES ) LARPREBRBIEER ZEHIEEN
BAERESR  ZEMERETEBENNAL  URZERBMEBRRANER - BRBR/EIZHNMER - ) EERRPIREBRRREHEHBEAZR T
AL ERE - BEEEAE L8R3 R - 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, commaodities,
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 “v" this box if you do not wish BOCG Insurance to provide your personal data to the above persons for
the above purposes.

*TAREE  BFPREFBRBRREER AT - 217 WBAS - KRPBERWBNRE - FHREMEH - WEREEEPREBRBOZERAT 21T - M
BAT KERMEEEMBRE - FWEPTEM - 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.

V] FABBUERREBERER FARBHAXTEFREFERENGE  WREFSSFEHER EFRRESRBERKFREEFHZRERE
7E) ° | understand that this is an auto renew product. The policy will be automatically renewed simply by my settling the required premium for the
upcoming policy year (renewal premiums will be based on the prevailing premium rates at the time of policy anniversary).

AANEREBERARREAZMEED - SFHEARR LI 2ERRWERAEZEREZER - | confirm my agreement to all sections in this Proposal
Form, including but not limited to the above Declaration and Personal Information Collection Statement.

FRABE (ERREAFDREHE 18 AL ) SRS
Signature of Insured Person(s) (if other than the Proposer and of age 18 or above) Name of Insured Person(s)

BRAFE ST AT EEEAN A TR RIRASR 3 HE AL CHEF R A SRR
Signature of Proposer or Authorized signature & company stamp (applicable Name of Proposer or Name of the signatory (applicable for company
enrollment)

for company enrollment)

FE NBALCEF A TR FEM: EA K HE (HIAF)
Title of Signatory (applicable for company enrollment) Signed Place: Hong Kong and Date (DD/MM/Y'Y)
ARREERBEBRZMRE - PIREBFRBASEAFEE -
The BOCG Insurance has no liability whatsoever before the application for insurance in this Proposal Form is accepted.

EBERMFIZBHEE Credit Card Authorization Form

O visa [ Master O R $RA e s (= FA-R (M EEFAE B 3% 1) BOC CUP Dual Currency credit card (Must be issued in Hong Kong)
AL Cardholder’s Name EBSMHRBRE | SAESOE Credit Card Account No. | ERE2HME (B/5)
HKID Card No. Credit Card Expiry Date (M/Y)

AANGER ThREBRRBARLAS  #RXANERAFRPOBEXN "HRXREETE BAGRESE - E25178H - | hereby authorize and direct

“Bank of China Group Insurance Company Limited” to debit the premium due from my credit card account for “BOC Family Medical Insurance Plan” on a

yearly basis until further notice.

BRREARKRRABRRINELTIREAFEENRISEREUSZMILREET S 2EA) Declaration (only applicable to the Proposer who have successfully
registered for BOC Credit Card Direct Debit Authorization Service to settle premium payment for this insurance plan for the first time)

1. AABB/ARPREBRRBARAS O PRERFER)BRATEERAMERNBBEAEBDUEFIREES 5000 PIREFFEEEDZH ;|
understand/agree that Bank of China Group Insurance Company Limited will transfer my submitted relevant personal information to BOC Credit Card (International)
Ltd. for crediting the extra 5,000 BOC Credit Card Reward Gift Points;

2. XABBB/EEAR "85 5000 PRIEFAFREBESEE. ("HEE. )AMEFKAE - I understand/ agree with the terms and conditions of “Extra
5,000 BOC Credit Card Reward Gift Points Promotion (“Promotion Offer”).

3. AARB/ARFRERREARATSIAPREAFER)BRATREBHERIEN - BFNEUHERERRETHEMEARNRIEEMBASLEA -
MAEREFEZE  PREBRBARATRPIREAF(BER)BRATREBELLIRTER - | understand/agree that Bank of China Group Insurance Company
Limited and BOC Credit Card (International) Ltd. reserve the rights to change, suspend or terminate the Promotion and to amend the relevant terms and conditions at
any time at its sole discretion without prior notice. In case of any dispute(s), the decision of Bank of China Group Insurance Company Limited and BOC Credit Card

(International) Ltd. shall be final.

EREEATIERFEA - FFEBLTER - If Cardholder is not the Proposer, please fill in the following information.
1. EARR A 81 Relationship with the Proposer :

2. RBRBRAZIREIRRE Reason for paying premium on Proposer’s behalf:
O AAREREELEREAZEZHES Y "PRREREEE L /REEER - | hereby confirm to pay the premium due of “BOC Family Medical

Insurance Plan” for the Proposer.

(/XK /Z L Mr/Mrs/Ms) BHEB MBS HKID Card No.
5+ A% Cardholder’s Signature I 4 B 5595 HE Contact Phone No. | %3 Date (H D/E M/ Y)
(BRSFEEE MR should be the same @ e
as the specimen signature on Credit Card) X
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B T51S B E T IR E Business Credit Card Authorization Form (GE R A S)#&1% Applicable for Company Enrollment )

O visa O Master
R AR Cardholder’s Name EEBB MBS ST FE O3RAS Credit Card Account No. ERFEISE (BA/%)
HKID Card No. Credit Card Expiry Date (M/Y)
/

REQASZER "HREBRBARAS , #BREASNEEEARFPOSEXN ' PRXEFREREE L BRRESEE  BER1TEH - The
Proposed Insured Company hereby authorize and direct “Bank of China Group Insurance Company Limited” to debit the premium due from the Proposed
Insured Company’s business credit card account for “BOC Family Medical Insurance Plan” on yearly basis until further notice.

BHEERAFIFFARZE Business Credit 5 \ B4 B ST TE B #A Date (H DIB M/£E Y)
Card Cardholder’s Signature

p o g Contact Phone No. of
(AR EAREEIERE should be the Cardtorder 0 C
same as the specimen signature on Business | X @

Credit Card)

RITRIBNEIBEE LI TEAL (Bank staff must complete the below box)

$R1TXEE A For Bank use only

A 4RSR Staff No. REEDP T A%RSE Agent No. 7, BB 4RSR Transfer Unit No.
#eu -  Staff Name £ B8 AR SR Unit No. 77 A#RSR Transfer Staff No.
SRR 4R EBERE Staff Contact No. CIN 3%%5 CIN No. EBEE#R TR TX No.

BEFREREZEZRESEE - BRTNEQPIREBRMRIER LT X4 The Bank staff should submit the following documents to BOCG  Insurance:

#R17 B OB &R Bank Account Autopay & £ {¥# Payment made by Credit Card Hth{¥F A = Other Payment Methods
1) BRRBBUWMEIEARIFEAR The original {EARMEARER Applicable for Individual Enrollment (1) {REGEUWFREEIEARILFENZA The original copy
copy or photo copy of Dedicated Premium Deposit {(1) RE 8 EEEHZEN "ERFRMNRIEEE ) [EX The or photocopy of Premium Deposit Form:
Form ; original copy of the duly signed “Credit Card {(2) Lt3&RE This proposal form.
(2 ME 10 HEEHEN "HEEMNTRE#ES ) EX Authorization Form” in page 8 ;
The original copy of the duly signed “Direct Debit {(2) Itb3%#RZE This proposal form.
Authorization Form” in page 10 : BRI ATRIR Applicable for Company Enrollment
(3) LLIRIRE This proposal form. (1) MEIEHOHEW BRERARNREES. E

ZK The original copy of the duly signed “Business
Credit Card Authorization Form” in page 9 ;
(2) LLIR{RE This proposal form.

fRIBASEH For Officevseonly ...

{REEHRSE Policy No. #&3% \ Handled By 7% A Checked By
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BHIENFUSH#EZE Direct Debit Authorization Form

ERIUER G IR ER LG 5F 2 F3KER1T Please complete and return this form to your banker

WHRZz—7 (R&EA) RITHRR DITHRIR WLHRBR B S
Name of Party to be Credited (“The Beneficiary”) Bank No. Branch No. Account No. to be Credited

Bank of China Group Insurance Company Limited [0 3 0 |5 5 0 1 0 2 8 2 1 0 8

s RAN/ESEBEEAN/BSZTRRT  REBEZAR/BNEBETARGTEAN/EERTZERNBAN/ESZRFAERE LHRE - 68 RERSEALTBEB

PUTEE ZBREE - 1/We hereby authorize my/our below named Bank to effect transfers from my/our account to the above account in accordance with such instructions as

my/our Bank may receive from the beneficiary and/or its banker and/or its banker’s correspondent from time to time provided always that the amount of any one such transfer

shall not exceed the limit indicated below.

o AN/BERBRAN/BEZRTHEREZSERBNESE SR TFAA/ESE - I/We agree that my/our Bank shall not be obliged to ascertain whether or not notice of any

such transfer has been given to me/us.

o MERZEEEMSAAN/EEZRPERBX (SR ZBEZIEM) - AAN/EERARKRZRIEIEZEER - /We jointly and severally accept full responsibility for

any overdraft (or increase in existing overdraft) on my/our account which may arise as result of any such transfer(s).

o AN/BERBUNAN/EEZRPURENNESIIZEREER  AN/EEZRTARATER - BRTIWENESZWE - WOBERU-EHEEBHNEUE

AIEHEZE - 1/We agree that should there be insufficient funds in my/our Bank account to meet any transfer hereby authorized, my/our Bank shall be entitled, in it discretion, not

to effect such transfer in which event the Bank may make the usual service charge and that it may cancel this authorization at any time on one week’s written notice.

o ABRREREBFIVEZZTEARLFIEETIABARL CIMEPERE ZHERAE) - This authorization shall have effect until further notice or until the expiry

date written below (whichever shall first occur).

o AN/BEER  AN/EESEENERAREEE ZHTEHN - ARIE/EXEYBRPMELEXR(BABRBEERRN)ZARTAAN/EEZIRIT « 1/We agree that

any notice of cancellation or variation of this authorization which I/we may give to my/our Bank shall be given at least two working days (except Saturdays) prior to the date on

which such cancellation/variation is to take effect.

KN/EEZRTRATZEE R 1T RO | DITHRESR KN/ BEEZRFRE
My/Our Bank Name and Branch Bank No. Branch No. My/Our Account No.
AN EEUEGE/FRLEFCH AT *BR/BNRZIRE FHPH (2ETIMERE)
My/Our Name(s) as record on Statement/Passbook *Limit for Each Payment/Month Expiry Date (See Notes Below)
Day H Month B  Year %
BBAZER EFERPFEA) BEBASE (WEZE - F2E T IINERE)
Name of Debtor (if other than Account Holder) Debtors’ Reference (Compulsory Field-See Notes Below)
AN/ EEHEGE/FRLEFRHE I W% BB R KNEEZER
My/Our Address as record on Statement / Passhook Telephone No. My/Our Signature(s)
H 8 Date
UFERIRITES ZEENSE
For Bank Use Only Signature(s) Verified

* EMIEAREAZ - Please delete whichever is not appropriate.
# LI IEREES - Please write in block letters.

Fff5E NOTES :

1. W BRNRZEESROUEALEE - RERESEEREBRNRZESIRER - If the amount of your payments are likely to vary each time, set the Limit for Each Payment at the
maximum amount you would expect to pay at any one time.

2. AREENREEERN T2HE ., —HPmERSZABAEHE - 1 SFEMEENREEERRABY (FHEE SFRTFURBAL) - RIFEREZMEEZ - The Direct Debit
Authorization will be cancelled automatically on the date included in the box marked “Expiry Date”. If you wish the Direct Debit Authorization to have effect indefinitely (or until
cancelled by you) please leave box blank.

3. FfrE ERPEREEANZES  BEIRITIRPMEZESTEEE - Please ensure that you sign the form in the usual way that you would sign on your Bank Account.

4. EEBAZZERA - Fi% EPEIRA—FZ2/%G - TR - AIMNEBLES - HIFSK9RIES - In the box marked “Debtor’s Reference” enter the identifying reference
between yourself and the party to be credited i.e. Student No., Mortgage Agreement No., Rental Agreement No., etc.

5 8 "BR/BANFMZIREE" —WAREELE - BFRTOUNENEIRSERE T —{EMREE - The debtors’ bank may set an internal limit when the “Limit for Each Payment/Month” is
not specified.

6. WMRBIREERBAEHIRITAAEIRER - PRIBEZHEI - BERITERBAALTLUERR - The debtor’s bank reserves the right to reject the payment exceeding the maximum limit
specified by the debtor’s bank unless prior arrangements have been made.
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EE5M 5,000 PIREAFREBEHBR( "FEE . )BIFERRAR
Terms and Conditions of “Extra 5,000 BOC Credit Card Reward Gift Points Promotion (“Promotion Offer”)

1. EEPHRINEEEESTEMBL -

The Promotion Period starts from now until further notice.

2. HWEHEA BRABBRNBLPREAFEEMNREERBLUIN THRX2FREETE ) SERBEFERERRE - REREZEWNHRAL
AREEIRA - HoEZ=—ZGE%RI 5,000 PIREAFREEED ( TAEREFR, ) -
The Proposer may enjoy a one-off Extra 5,000 BOC Credit Card Reward Gift Points upon successful registration for the BOC Credit Card Direct Debit
Authorisation Service for premium payment of first policy year and renewal of “BOC Family Medical Insurance Plan” during the Promotion Period. Also,
the effective date of the Proposer’s policy must be within the Promotion Period (“Eligible Customers”).

3. AEEREERDs @EsREssurntRERE RAEERORENERE  Z2F - PRIFBE  AAZSE - Intown BLE -
iR " HERE  LMRESHEIFSOEAINES -
The Promotion Offer is only applicable to BOC Credit Cards bearing ©I0go issued in Hong Kong, while Great Wall International Credit Card, USD

Card, BOC Purchasing Card, Private Label Card, Intown Card, BOC Express Cash Card are excluded. Cardholders who have participated in the cash
rebate plan will not be entitled to the Promotion Offer.

4. INBFEEEMTUEEREE - 58905000 PIREFFEERIKR 10 AE2HANFASTERZTFNER