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BOC Family Medical Insurance Plan Proposal Form

BANK OF CHINA GROUP INSURANCE COMPANY LIMITED

WAL FEPIREHED 71 KLEBKE 918 Correspondence Addre84 ., Wing On House, 71 Des Voeux Road Central,gH¢ong.
B ER#EE4R Customer Services Hotline3187 5100 B H Fax: 3906 9906 B # Email : medicaladmin_ins@bocgroup.com

EFEESIE Important Notes to the Customer:

1. BUENERESREBZSEANM "V, 5 - TOZRWNEER - BRIEAESEE - Please complete in English BLOCK LETTERS and tibk box where
appropriate. Any changes to be made should bedignéhe Proposer.

2. *FEMERERAE - *Please delete whichever is inappropriate or naulieable. #18 A= F & - #Applicable for Individual ## AT & F3#EF - ##Applicable for
Company.

3. BERERUERREFREZRNENANS  FHEBEPREBRRARAS (FE "PHREERRE" ) EERBEHLR (852) 3187 5106 - R AT THENR - A
MRERRAR/EAZRANNEG - ERERNBERERE - BZERFRAR/ARRABAIMZEKRNRE - EEFIREKXY - If you have any doubt on what
should be disclosed in this proposal form, pleadieBank of China Group Insurance Company Limitednied below as “BOCG Insurance”) customer servitknie (852)
3187 5100. Making sure the insurance company @riméd will be beneficial to the Proposer and/outed Person. Failure to disclose may mean thapatiey will not
provide the Proposer and/or Insured Person witltdiverage required, or may invalidate the politggather.

4. ILIRFREHF LWIEHE - MNRERKZSEBEFHER - Once the application for this proposal form is acgeted, your policy will be automatically renewedeach
year.

5 EURREMBNATHREBEABEMAUR - HILURERE - In the event that the information contained in fiieposal form does not conform to the terms in any
policy issued, the policy terms shall prevail.

6. PIHRFZRBEBI(TE " A58, ) APREBRRER - BOC Family Medical Insurance Plan (named belowthis ‘Plan”) is underwritten by BOCG Insurance.

7. BEERITEB)BRAS(TPREE L )UPREBRRBNEERBRIBSHAHEAE - AR PREBRBNESR - MIFPIREBMESR - Bank of China
(Hong Kong) Limited (“BOCHK?”) is the appointed insnce agent of BOCG Insurance for distributionta$ fPlan. This Plan is a product of BOCG Insurangenot
BOCHK.

8. HRPIRFEBHEEFSEHEHERENEEEERZMELENGERFR(EER EMAUMNRETEN TSRS RED OBESRE) - PREBAEZFETERM
i AmRET a1 , MABAANESHNRRNTUSEE - FETREBRKRMEESEEMR - In respect of an eligible dispute (as defined s Terms of Reference
for the Financial Dispute Resolution Centre intielato the Financial Dispute Resolution Schem@ireg between BOCHK and the customer out of thBngeprocess or
processing of the related transaction, BOCHK isuiregl to enter into a Financial Dispute Resolut8rheme process with the customer; however any tdispeer the
contractual terms of this Plan should be resohetd/een directly BOCG Insurance and the customer.

9. HERT (BE ) ARATCEFEFNTHERBEEESRE (REERA) (FEEME 41 5 ) BHREBIEERBIRE - (RIEAIEHBEERE
FA2855) The Bank of China (Hong Kong) Limited is grantedimsurance agency licence under the Insurance &rden(Cap. 41 of the Laws of Hong Kong) by Insueanc
Authority in Hong Kong SAR. (insurance agency licemo. FA2855)

ARFREI Limitation :

1 |ERATHERA—ERR - RARBERGRAR/SAERE - S4B - &/ARMBRE - FX - The Proposer can enrol this plan together with ffartiFamily” refers to
the Proposer and/or parents and/or legal spousergaténts-in-law and/or child(ren) of the Proposer.

2. BIRABRREEFERASR 18582 L - The Proposer must be aged 18 or above at timeptitagon.

3. FIARRARBFENRBIERASFREANT I5AE 70R(EEREFEEN) LM AFAB RS MHEBBXXEH(AM - & - JBFI - ) - All Insured Person(s) must
hold a valid proof of identity (The Mainland, HoKg@ng, Macau, Taiwan) aged between 15 days and & y#d (both days inclusive) when applying fostimsurance.

4. FREENTF I5HE 5HEMBERMA—EIRER - Child(ren) aged 15 days to 5 years old must enggther with adult.

5

- BRASAMNERZRETIZETE  SHEETRERBHIIRRFEHEES 185 L L - Proposed Insured Company must be the employereofrisured Employee, the

Insured Employee and the spouse must be agedd®ue.

RIFEAER Details of the Proposer

EN 2 /A E)E T Name / Company Name in English 2. X ¥HE//AE1EHE Name / Company Name in Chinese
FEIEB K Surname first)

*3, "EBEHEEE "HKID Card No./ "#8B%E1E *Passport No. 4P E B HRE 7 Business Registration No.

5. MBI Sex [] £ Male [] ¥ Female 6. "HAEBH “Date of Bith @ D/ B M/ F V)

7. 7% / %5 M E Industry / Business Nature 8. HiZ K& BAI Occupation and Position

9. " AT M4 A2 ¥ Name of Company Contact Person

10. i@k Correspondence Address

Z= Room /3 Flat & Floor & Block KIE#1H/H8 Name of Building /Phase

B 3e/H SR 8RBT Estate/Village no. & name

A1B5R 2K Z % Number and Name of Street/Road E& 17 District
& Area [ ] & Hong Kong [] /18 Kowloon [] # 5 New Territories [] B & Outlying Island

R ARSK Postal Code R AR & ELISME For Address outside Hong Kong Oply

11. Bt4%E R Contact Information

F1Z Mobile 1+ Home

AT Office EE ik Email Address

11. 3218 ABRE O Bank Account for Claim Reimbursement

* FIARRAMNEMUE—RITEESOEABEBHE VA - RERMHERITEO - BERKMUZEZMNFIRIRA - For the purpose of claim payment. The Autopay A/E for claim

KA ZIRIT K178 My Bank Name and Branch BEh#EiR S 5% Autopay A/C No.

payment shall apply to all Insured Personifsiio bank account is provided, the claim paymeitithe settled to the Proposer by cheque.
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{RFEHA Policy Period

(ED/BM/EFY)

HFomED/BM/FY)

£ To

(EEMHERERNARESEERERNRRE - WASSAAZRER - XMRIEA T4 - Both dates inclusive and upon each subsequent exsaiy date thereof. The
insurance is effective which is subject to all umgtéing procedure are completed.)

SEME
with attachment

]

Z{RAEHR Details of Insured Person(sjnaEs=2®A -

2RAL
Insured Person 1
FH#R Age:

ZRA 2
Insured Person 2

FH#; Age:

ZRA3

Insured Person 3

FH#; Age:

ZRA4
Insured Person 4

FH#; Age:

ZRAS5
Insured Person 5

FHe Age:

BB #IE L Use separate sheet if more Insured Persons to besumed)

ZRA 6
Insured Persob

FH#; Age:

# X Surname

&% Given Name

BBEME /R /
LB RS
11mLT)

HKID Card No. /

(for aged below 11)

Passport No. /Birth Cert. Ng.

5l Sex

LEHE (H/B/F)
Date of Birth
(DD/MMIYY)

11

E%& Nationality
(EdZR/HI& Country/Region)

BRRA/ZRETRE R
Relationship with Proposer
Insured Employee

[ &N Self

[ EC4® Spouse

[ R Father
RN

Father- in- Law

] & Mother
RS

Mother- in-Law

] 7% child*

] F% child*

MR R
Occupation and Position

5 2Height
(K/m)

B85 “Weight
(F/kg)

BEEEEY’
Body Mass Index
(BMIy®

BREESEYCREE
RegE?

Does BMFfall within
standard level?

{REEETE] ‘28R R 4R E Category of Benefits Plaf & Total Premium (HK$)

]2 Yes
[J& No

]2 Yes
[J& No

]2 Yes
[J& No

]2 Yes
[J& No

]2 Yes
[J& No

]2 Yes
[J& No

FESRRE
Room Level Limit AP “Ward
BfEaRE© P1: [JHK$O
Deductible Optioh pP2: [[1HK$ 15,000
P3: []1 HK$ 30,000
EK{RFE Basic Benefit

A FEREFMRE

Hospital and Surgical ]

Benefit

BHERFE Optional Benefit(s)

B. REERMIMEEEREE * SupplementarfFamily Benefit Pool OJ
c. HMIRE jc1 jc1 c1 ci Jci jc1
Upgrade Benefits
[jc2 [jc2 [jecz2 [jc2 [jecz2 [jc2

2ERE
Annual Premium(HK$)

X EREFTHIEE Family Premium Discount Offer

2ZZ{RA 2 Insured Persons: 10%
38BZ{RA 3 Insured Persons 20%
4 BZRATHLLE 4 Insured Persons or above 25%

LR 2 B ERRAERE  This part is applicable for 2 or more Insured Persas to complete

FIEZEA (BE + BERE)

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

ZFRFE Total Annual Premium (HK$) :

% 4#ERE Total Premium After Discount (HK$) :
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&t Remarks :

1.

TXIEREA BRETINEGETR  BE#TY  EBE TR - HEESE - Child: refers to legal child(ren) of Propokémsured Employeencluding step child(ren)
adopted child(ren), or wards.

2. 1linchis} = 2.54/F>% cm» 12 m = 100K cm 3 152 kg = 2.2 lbs
3. BRESEHBMI)EFTES I “Body Mass Index” (BMI) assessment methofE £ E LU T BMI 5T E 205 5 AR o R E B R B A48 = (http://www.bocgins.contifl BMI 43

LETE# . DIERRREARRRBR/AZHRAN BMI 158 - Please specify you and/or Insured Person(8MI index in the proposal form by referring theldve BMI
formula or the online BMI calculator in BOCG Insnc& website (http://www. bocgins.com).

#aEE Weight (BB : 52 kg)

BMI = N .
Hi Height  (Bfir < >k m)
528 21529 %8 BMI Category 2% standard level AR E1E# falls outside standard level
A A Adult (18555421 |- aged 18 or above) 18-26 < or >26
F2 Child (1850 T aged below 18) 10-26 <Hj or >26

BF example : AAA — F#: 255% - B L73EKKREEE 68F 5 Adult - 25 years old, 173cm height and 68 kg \eig

(68 ka) N -
BMI = =22.72 ESEESRHFTSEE BMI falls within standard level)

(1.73m§

¥ example : ¥ - F# 1 5% - BS 75EKKEEE 4F 5 Child - 1 year old, 75cm height and 4 kg weight

(4 ka) N .
BMI = ©.75mf =7.105 ESEESRHLTSEE BMI falls outside standard level)

. SRABRRELRRE - FORRBERE - The Insured Person(s) should enrol in the BasieBeroverage prior to the application for Optioarifit(s).
C MRRAERBLIEAGARE - FBEREBFPIZFMRN) - SRBAREIEMERE  AEFAREZTHEE 50% /AEZFRREFTAZE 25% MAERREMU L

HIARBIRIAZIRIE - If the Insured person(s) is/are not confined indvahen hospitalisation, each coverage limit (exadiptcal surgery) will be adjustl being of higher rool
level: confined in semi-private room to be redut®80% / confined in private room to be reduce@3@o. It is not covered if confined in higher rocenél than private room.

6. B—REANMBZRAZBMNEEXZEME - Al Insured Persons covered by the same policy magt the same deductible amount.
7. RIEBARAESRA—EIRMR - Only applicable for all Insured Person(s) enrotiegether.
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RIREMIMIER Stated Information for this Proposal Form

ERERANEERAIEZTIMERE BEEEXS "2, - BN 5 5 "RIIEBERA L - Please answer each of the following
questions on the health of the Insurance Person(sfor each “Yes” answer, please explain and providédetails in “lllustration of Stated
Information” in page 5.

I. EARRBFREMFRE Applicable for All Types of Protection ‘
ZYES @&NO
1. AR/EAZERAZRBIFXHHTOMEHIRER ZBE  MSZETE - ZhaifBTIEAR ; OEEEK ; BBO%E ; HIRKE/ O O
PEREEI ; BEEHS - NEER "2.1 & - 5 - You and/or Insured Person(s) is employed as naicalevorker or
any occupation with special risk, such as workeaglt, air or ship crews; disciplinary services;nmal worker; tractor driver and/or lorry
driver transporting goods to and from HKSAR andr@hiprofessional sportsménif you have ticked “YES”, please give full details

2. BR/EREAN TEBRESIEE ., S SR - You and/or Insured Person(s)'s “Body Mass IndeXsfautside standard level. O Il
3. HEBRESELR/FZRAZLE During the last 5 years, have you and/or InsBedon(s) been:
. CERFIEREEF/AIGEENSENBESKERLN  ENEM WS  ARMFN - FEIFWEEESZ X X L8 |:| [l

CBAOHIREER - SIIEHE - MRS RS BRI - StEM{EER/MBE ? hospitalised or have consulted a specialist
for medical advice, diagnostic tests, treatmerdpm@ration for a serious illness or injury, or ekiad or been advised to have any X-
ray, ECG, MRI, CT Scan, or tests/counseling in emtion with sexually transmitted disease or heigatit HIV, or other
laboratory tests/ investigations?

i, BEBIMIMEARRIKITE - #ER% - B - SMIE - B@ahsk - DRMEER  SBEEE  BE - PR - BEER  SEE [l ]
I~ Bll/M&R/EMIEER - KREBER - 15105 - SB/M3/EtTRER BE/KRNORBER/DRRM - AR
BRABEENER/FAEHSNABE - NEAEMBERNERAEE/NERNEGE - KE - BEXR%)AEEN U LFR
HEESE - 5% - GRIESSEINTEBIRTES RS BMF MBI RIPAE ? ever suffered from such as, but not limited
to hepatitis, diabetes, kidney disease, high bljoedsure, arthritis, cardio vascular diseasestypeyof cancer, tumor, stroke, gall
bladder disorder, debility or other disorder, ania#memophilia/other disorder of blood, loss of ugab, mental iliness,
jaundice/hepatitis/other liver disorder, impairedating/vision (except hyperopia or myopia), musakKeletal problem such as
backache/joint or muscle pains, or any other inésther than minor sickness such as upper respirdtact infection, flu,
gastroenteritis, etc.) or disability or any relatggimptoms, illness, defects or conditions as ahlbeg may require impending
operation, continuous treatment now or in the ffur

4. HEBE b5 FAR/NZRABEREROFRBRADRENERREMNBERRBISHRER - NABRERIVS - BINRE LN [ ]
BR#I ? In the past 5 years, have you and/or Insured Reslever filed a claim for hospitalisation with msurance company or had any
life or medical insurance application rejected oligy cancelled, rated or restricted?

1. ERARBERE(EE B. X2 ERMMEERIE 'R/ C. ARIRE)

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

5. BR/FRERANER - RHRHBEREPZEZR 60 mAE LR PE - ORE - KRR - Bis - SRMEL - BRSEE [ ]
§% ? Have you and/or Insured Person(s) parents, bsthesisters had or died from Stroke, Heart DiseBsgbetes, Kidney Disease,
Mutiple Sclerosis, Cancer or Inherited Disease fieefioe ages of 607

6. AR/FARRAZEBERBEESSEaANEZBEIREBEEZZ RV AFLREEEEZR/ME?HNEER "2, & HIBES O Ll
B2 8= ? Have you and/or Insured Person(s) use tobaccaipt®@or narcotics or drink abol regularly or ever been advised by do
to reduce or discontinue consumption of tobaccalawhol? If you have ticked “YESplease state amount typically consumed per v

NI, Z443&F For Female Only: ‘

7. 1. RERERZ B "ZF. - FH:rAATEEH - Are you now pregnant? If yes, please state theatefdelelivery date. ] [
FAE %S The expected delivery date
i. BERRZ2HEEME LEAHFRE (NE42 - FIRER - SIE - E8RKE ) 2 Have you ever had any complicatic [l O

during pregnancy or delivery (e.g. ectopic pregyagestational diabetes, hypertension, proteirriimeuetc.)?
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FeR 3t IE B 272 AR lllustration of Stated Information

i TIRRERMIEE , 58 3 EF 5 BR/HE 7 BEEE - 5EHU—EE T2, FRTIERRNEREEFEAW LAREERERS - 2AWE
FRRHNRA - FEAEAN Y LERME—HER - MM BHRABERZRAZZRRT - If any answer to the above'Stated Informatiorior | attachment
this Proposal Form” of questions 3-5 and/or questias “YES”, please provide full details in thdléaving table and enclose related medical repart(s)

If you need to provide details on separate shéehsp tick the box at the right hand side and lattiae sheet(s). The s#tés) should be duly signed D

the related Insured Person(s).

SRHRAGE \EERS | EREE/ RS ERY | %A | LK | BRRIR | 5eaBER B ZIE R
Name of | Question| REENE I KA | Onset Date| 22 HEA 1B wis B /A Name and Address of the Medical Attendant(s)
Insured No. Diagnosis/Details of Care and Last Result and| =773
Person(s) Disorder, please Treatment Consultatioy  Current Any Medical
. . . . Report(s)
specify the location ¢ Received Date Condition Provided?
affected where are Yes/No
applicable

ZRETEMR (REARASIRIR) Declaration of Insured Employee (Applicable to Compny Enrollment only)
(1) RAELERTAEE - BT - 207 - REASIREMAL - 1906 " PREBRBRERAT L BEAAR/F HARBREBTRBEFAEN © 1%
BEZEHAREIEARERSERA - | hereby authorize any doctor, hospital, cliniglrance company or any other person to provideritiyself and/or the above
mentioned family members’ health condition or detadical history to “Bank of China Group Insurar@empany Limited”. Copy of this authorization formill

have same effect as of the original copy.

(2) FAEHOFRARBIGEERE - RAGZIBRM R EREN - IFEARRREZRE - THRENERERIAHFE  FAR/ERBZREARNZ
& - | have obtained the necessary authorization frondependent(s). | declare that the information dtatehe above is true and complete and will foha basis
of this insurance. | also understand that if arfigrimation stated is untrue or incomplete, the cdoeme and my dependent(s) may be invalided.

(3) RARERFRE AT A TIREBRBIZHAANR/HZRANEAZR - | hereby authorize Proposed Insured Company toigeawyself and/or Insured Person’s

personal information to BOCG Insurance.
(4) BEFRULERFT 30 Receive claim payment method
[ $RITEOBE##EAR Bank Account Autopay
$R77% %8 Bank Name:
O %2 Cheque
O & F=2{RE T Pay to Insured Employee

Z{RE T $R17 S OSRAS Insured Employee’s Bank Account No_:

8 F1% 4R /A S Pay to Proposed Insured Company

SRETIFHE B (BEBEZR) == FEKHEBHE/A/E)
Signature alnsured Employee E-mail (For the purpose of claim payment)  Signed PlaceHong KongandDate(DD/MM/YY)
WFM-EA-2021-V03
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B HRE A Payment Method

1%§L,(§Eﬁ5Da@ﬂE:ﬁiﬁﬁ:‘z%Jﬁi%(?ﬁﬁ Mep
REBRMBARAT L )—HRME - Please complete
andsubmit the Direct Debit Authorization Form as
in page 10 together with bank account paymen
transfer or cash or a crossed cheque made payab!
to “Bank of China Group Insurance Company
Limited” for the first year premium.

0]

WA BEEREHR N Payment method for the firg
year:
0i.) ERFOKKE

Designated Account No. :

012- 349- 00009828
#R1T2E4R5% Bank Reference No.
F
EERHH Transfer date
(B/B/%E DIMIY) :
0O ii) = Payment made by cheque
#R175%E Bank Name:

t

S ZE5RH5 Cheque No.:
“HIBERRITUESOEFWERI B EER
ZBR#EEF - Please note that some banks may chg
their customers service fees for setting up thepay

facility.

rge

O BRARATRR

Applicable for Individual Enrollment
FRIERE 8 B TERRIFIEES,
SRNEFRERZIRE - Please completg
Credit Card Authorization Form in page
for the first year premium and renew
premium.

Applicable for Company Enrollment
HIERE OB "EBERRIRIRE

£, K[O - Please attach a completed

Business Credit Card Authorisation Form|in

page 9.

[l IRITE O B ENEAR O BEREMR O Bttt RAH
Bank Account Autopay* Payment made by Credit Card Other Payment Methods
BIERE 10 TERNRE#SE,  EREFMN | O BAREARK O i) URITPOBRIBEAXNARTPIREBREE

FF O - Payment to BOCG Insurance’s Designa
Account by bank account payment transfer or cash.
ERFORE

Designated Account No. :

012- 349- 00009828
$R172%E 4% %% Bank Reference No.
F

h

8
al

EERHH Transfer date
(B/B/E DIMIY) :
Oii)FEUERIRGFN TPIREERRBERAT L) -
Please make a crossed cheque payable to “Ban|
China Group Insurance Company Limited”.
#R77% 78 Bank Name:

k of

S ZE5RHS Cheque No.:

all renewal premiums for each new policy year.

ANREEPREBRRBUEAN/EEZRT/EHAFPOERAR "PRREREEE
HRE  BREEREEMEXNFREURBENREEFEERRE -
Insurance to effect payment transfer from my/outkberedit card account for payment of premium un
the “BOC Family Medical Insurance Plan”, includisgbsequent revised premium by endorsement(s)

FE#
| hereby authorize BOCG

der
and

AABBBALREE Lt - EEBEREFEHE -

year.

ERAEEDREERBABENUEMEFRMERBELN - FARBHARXTREFREFEMREANRE - It
ﬁﬁfﬁﬁﬁﬁﬁihuﬁﬁ ° | understand that once this application is acceptedf no notice of amendment of renewal terms is séto me/us from BOCG Insurance
prior to the expiration of each policy year, the plicy will be automatically renewedsimply by my/our settling the required premium for the upcoming policy

Page 6 of 11

WFM-EA-2021-V03



EHH Declaration
RAEMRE "PREIXEREESE L RE - NEREERANECEZER - BEHEMBERIMSINIBERE - —EATHE  BRIERAR/FHZR
ABERREACHMIIPI EPIREBRIEEEM - | acknowledge that benefits are not payable urfeetBOC Family Medical Insurance Plan” for any cost
treatment arising from any existing illnesses, rigjsi or other conditions unless complete detadésfaty disclosed by me and/or the Insured Pergdn(the Proposal
Form and accepted by BOCG Insurance.

2. RAEBIBERIRARBFENFRRESFERNT I5HE 7T0R(BEEBREN)LFEARNSNRIAXXG(AM - FE - 8P - &%) - | declare that upon
application, the Insured Person(s) is/are ageddmivl5 days and 70 years old (both days inclusivg)hold a valid proof of identity (The Mainlandomt) Kong,
Macau, Taiwan).

3. RAEIER AACOFREXRBIREEE  RARREZBEDEREN  JFARRREZRE - RATHEUNERBRNAFR - FAR/FHZRR
AZREBLNZIE - | declare that | have obtained the necessary dattiimn from my dependant(s), the information staite this Proposal Form is true and
complete and will form the basis of this insuranicalso understand that if any information statedimtrue or incomplete, the cover for me and/ottlier Insured
Person(s) may be invalided.

4. RAEIEEETERLE - Bt - 257 RRASREMAL - 9uEPREBRBREEAAR/S LERBREENREEEAER - IHREE 2K
BUEARBREZEA - | hereby authorize any doctor, hospital, clinicsirance company or any other person to provideritiyself and/or the above mentione
family members’ health condition or detail medibatory to BOCG Insurance. Copy of this authori@atiorm will have same effect as of the origingbygo

5. FAEUER  ARAEZETBRIITHEANRE - MATTHRIERKE - FAR/ERRAZFEEBERYMZE - | declare that this Proposal Form
is applied and signed at HKSAR in case of fraud ofactual misrepresentation, the cover for myself ator for the Insured Person(s) may be invalidated.

6. XABERTIREBRBRE T BBEIRIRERMEAS Z1#7F - | agree BOCG Insurance reserves the right to acwegecline my application.

7. RABBNEHNEEE ?gﬁ REBAY®E  PREBRBERAR/AZRAZRBEEIRITER - | understand that BOCG Insurance insurance’s Itgbi
for myself and/or for the Insured Person(s) willyotake eﬁect provided that premium has been fpyd and the policy was put in-force.

8. RABBURFRPF-—EAZ - EBEAREEEHRA - EAAEETREERREBENTUHRINERER - RARBHRX MEAREFEEPIAER
& IHREFEESEBENER - | agree that once this application for insurancacisepted, if no notice of amendment of renewahseis sent to me from BOCG
Insurance prior to the expiration of each policgryehe policy will beautomatically renewedsimply by my/our settling the required premium floe upcoming
policy year.

UZEE{E A ZE 1 ZRB Personal Information Collection Statement

AAFBRARBHERGPIREBRRIZHRBEZAT - WoIBEERR FSIER | understand that the information provided by meB@CG Insurance ig

collected to enable BOCG Insurance to carry onrargee business and may be used for the purpose of:
BEREMARAMNRBERFIARABGRIZZARIREES processing and evaluating my insurance applicatiwhany future insurance application | may make

. iﬂﬁZKAﬁ%E’JﬁEQIVEEH:EL\,\ZSAﬁ%’FHEﬁE’JHW% administering my insurance policy and providing/geas in relation to my insurance policy;

AHAE - BERINAAREFRNZEE analysis or investigating, processing and payiagms made under my insurance policy;

. ?"‘ﬁi%ﬂ MREIBH K B AWERE K X invoicing and collecting premiums and outstandingpants from me;

ORI AN E R RBWEM TN - 2T - BUHZE R any alterations, variations, cancellation or rerefany insurance related product or service;

B FREE 48 AN contacting me for any of the above purposes;

. PIREE R T EEIR NI exercising any right of subrogation by BOCG Insern

- HE8 P ARA H EGIME AR other ancillary purposes which are directly relatethe above purposd;and

BEBEREARE - 1BAIREATRIKIES| complying with applicable laws, regulations or amyustry codes or guidelines.

IR EERRIT O EE L AREAA R/ ZRANBEAZRNBZET TE 7 BOCG Insurance may disclose my and/or the InsuezddP(s)’'s personal data fq

the above purposes to the following classes offesees:

a. BL#AR  APREBFRBRIEHTE - B8R - B IR RERETCRBNE=FE AEBREE (8F : BERBEHED - ESRERBEHE

H- EREHEY  BERIOFIREDS  ERNEREBEEDREEEEREE) third party agents, contractors and advisors whavige administrative,

communications, computer, payment, security orrotleevices which assist BOCG Insurance to carrytleitabove purposes (including medical service igess,

emergency assistance service providers, telemasketailing houses, IT service providers and dabtagssors);

RIBRAEEZAIRAZAD « BREAE S R EBERR in the event of a claim, loss adjudicators, clainvestigators and medical advisors;

BRRXFAWE AT RERIE in the event of default, debt collectors and recpegents;

RIEERBRBE AT REEERIRFE A insurance reference bureaus or credit referenceabiay

BIRABIKBRAL reinsurers and reinsurance brokers;

EAWRBRZL (E5E ) my insurance broker (if | have one);

iR EEARIRAYA TR K BRZEFS AR BOCG Insurance’s legal and professional advisors;

HIRERRBREAT(M (AEMESI) AMEZESXE) BOCG Insurance’s related companies (as that tedefised in the Companies Ordinance);

B ARRUNTARRASIHBEXMENBEAM("ME , )REES - DUERIGM CABMERN - SUE "IE, RTHEERRE - A MER

REBENTMN "HE, FENFBZMABESEEZRTET "HI ., ABAEE any association, federation or similar organizatidninsurance companie|

("Federation") and its members that exists oriim&xl from time to time for any of the above or tetbpurposes or to enable the Federation to catritoregulatory

functions or such other functions that may be assigo the Federation from time to time and aremeably required in the interest of the insuramciistry or any

member(s) of the Federation;

j. BB "HZ.,BETIM "HZ.,NEE  DEEIEE LA AEREBER any member(s) of the "Federation" by the "Fedendtior any of the above or relate|
purposes;

k. EEOBRNAT - HEHAEMESHRRBABREEFBENAT - SRRBEBERNPNANREIBELEMRBFRMEE - DIEITT LA
B E R any related company or any other company carrymgneurance or reinsurance related business ontarmiediary or a claims or investigation or ot
service provider providing services relevant taimasice business for any of the above or relatepgses;

I REBRERFEKERENIREZERE the Insurance Claims Complaints Bureau and siriitaustry bodiestz and

m. JEBIE KSR o RO AT 14 RA government agencies and authorities as requirperanitted by law.

AATELEEPREBE R OIE "HE , BREEARENENPERR/FZBERAR/EZHRAE@MER BOCG Insurance is hereby authorized to obt
access to and/or to verify any of my and/or theied Person(s)’s data with the information collddig the Federation from the insurance industry.

IS BRARE - PIREBRKROBEEUEHBANEARIKERAR/SZRANEAER Moreover, BOCG Insurance may also use and disaimseand/or
the Insured Person(s)’s personal data otherwide mjt consent.

AANBEHERRBREFHAPREFRBEEEBAAR/AZRANBAER - MAFE - JOPiREBRREEESREREL (E5E : 2867 0888 EEH :
3906 9939 | have the right to obtain access to and to reqoesection of any personal information concerningself and/or the Insured Person(s) held by BO
Insurance. Requests for such access can be mB@Q6 Insurance’s Legal and Compliance Departmeeit @B67 0888 / Fax: 3906 9939).

_nooo\rosmb_wm

“se@moaooT

EWEEMEIER Receive Direct Marketing Materials Instruction

AARRFREBRBEARANBAERE TREFEHIER (B v EEERE) | do not wishBOCG Insurance to use my personal data in direcketiag
via the following channel(s) (please ugéto select the channel(s)):

(] EF#EFH Promotion Email [ E5E N SMS [ & Direct Mailing  [] E3EE # Telephone Call
MER WIREMEBEMU EEAFBRAL Y SEBREHNERE  BIRNRCE A ERPREBRREMAFEXEHER - If you return this Proposal Forn

o

=

1

i

n

without ticking any of the above boxes, it mearat §fou do not wish to opt-out from any form of direnarketing of BOCG Insurance.
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M ERRAIBEHEERWEHERENNERE  THREAZZAEEMPREBRBIERE - 518 - CULNEEERRRBPREERRHN "B
BERBE ) LFENER  REBER/EEN - BRESEZBS L ERATRERRR kiﬂﬂEAEfﬁ}&FE’JﬂE}\ /H%E*E The above represents your present chg
whether or not to receive direct marketing materaid replaces any choice communicated by you t6@hsurance prior to this application. Please rnio& your
above choice applies to the direct marketing ofdlasses of products, services and/or subjectstasusin the Data Policy Notiagf BOCG Insurance. Please also re
to the said Notice on the kinds of personal datehivinay be used in direct marketing.

BEASREEAARER N SEEIERIEIET Instruction to disclose personal data to the Grougompanies for direct marketing

O #AAEARHEEZENRBTPREEFRBNER  PREBERRUESHONEAZSRERT "XAEH, *EttRSREMAFESRENE - R £
A+ #B%5 Bm- R’E ROAMEERFENERARENEREERE GLSEPREEBRRN TEREBEESE, LARPREBRBIHER ZEHIEREN
BABERESR  ZEMERETEBENINAL  UAZERBRMEERNER - HE?“&/‘JN“E’JﬁﬁﬁﬁH ) & M7Fa”¢ff<'mlf$ll RECHOEABERT L
EALEM ERE - BEEEAE LM v SERR - To improve and provide more comprehensive servioesur customers, BOCG Insurance may provide
personal data to other members of the Group* andatiner persons for their use in direct marketifdimancial, insurance, credit card, securitiesmorodities,
investment, banking and related services and ptedu facilities and so forth. (Please refer eDiata Policy Noticef BOCG Insurance on the kinds of personal d
which may be transferred to in direct marketing tasses of persons to which your personal databegrovided to, and the classes of products,csnand/or
subjects in relation to which the data is to bedusélease tick ¥ this box if youdo not wishBOCG Insurance to provide your personal dataécathove persons fa
the above purposes.

*TREE , FPREFBRBRREERAS - 217 - WBAS - ARPBERMBAE - FREFMEH - [WEREEEPREBRBIZERAT 27517 - K
BAE - ARWBERMBERE - Kéﬁ,ﬁ\ﬁﬁ%‘ttﬂj The “Group” means BOCG Insurance and its holdingmanies, branches, subsidiaries, representatiigesfand
affiliates, wherever situated. Affiliates includehches, subsidiaries, representative offices Hilidtes of BOCG Insurance holding’s companies engdver situated.

ce

our

ata

V] FABBLERABBERER FARBAXTEREFERENRE  WREFISFHBER ERFESREBEERBFREBFAZRERE
%) ° | understand that this is an auto renew product. Tie policy will be automatically renewedsimply by my settling the required premium for the
upcoming policy year (renewal premiums will be basgon the prevailing premium rates at the time of picy anniversary).

KANEREBARFREAZFARRD - BFEARRK L3 2ERRWEBAEZRER - | confirm my agreement to all sections in this Rrsgd
Form, including but not limited to the above Deatan and Personal Information Collection Statement.

BRAZE (FRARRARRRFERE 18 B L) FRAUR

Signature of Insured Person(&)other than the Proposer and of age 18 or above) ~ Name of Insured Person(s)

RARAEE 5 BRRZERATEEZ(BERARATRR) RERAEE 5 HEAUZERARATRMRK)
Signature of Proposer or Authorized signature & pany stamp (applicable Name of Proposer or Name of the signatory (applécdbr company
enroliment)

for company enrollment)

H#EABUCERRASTRR) #EM: B REAH (B/A/F)
Title of Signatory (applicable for company enrolime Signed Place: Hong Kong and Date (DD/MM/YY)
ARREERBFAEZRA - PIREBERBAREQEE -

The BOCG Insurance has no liability whatsoever bef@ the application for insurance in this Proposal Brm is accepted.

EHERFIZBHEE Credit Card Authorization Form

O visa [ master O peRsRm e is = A E (M FEAEE % H) BOC CUP Dual Currency credit card (Must be issuedangdKong)
BFE AR Cardholder's Name HESMERE EFA-EFO5%HS Credit Card Account No. ERRZIEE (/%)
HKID Card No. ‘ ‘ ‘ ‘ ‘ ‘ Credit Card Expiry Date (M/Y)
/

AAZGEE TPREFBRBRARAS , “AANERFPOBEXN "PREZREREE, BRGRESE - E25178H - | hereby authorize and dire
“Bank of China Group Insurance Company Limited"deebit the premium due from my credit card accoont‘BOC Family Medical Insurance Plan” on
yearly basis until further notic

EREAMIERMEA - FFEBETER - If Cardholder is not the Proposer, please fill in e following information.
8135 {R AB81% Relationship with the Proposer :

2. KBRERAZMREIRE Reason for paying premium on Proposer’s behalf:
O AABEREKELERERAZZHES 2 "PRREMREEE L /REEE - | hereby confirm to pay the premium due of “BOC HgrMedical
Insurance Plan” for the Proposer.

(Ge &/ XK /Z L Mr/Mrs/Ms) EFB 5 ESEH HKID Card No.
};%-E/Kf%% EigighoIQer’s Signature 4% BEESETE Contact Phone No. B Date @ D/B M/ Y)
(BEEHFE%ENHEE should be the same @
as the specimen signature on Credit Card) X
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B T5(S BE T FIB#EE Business Credit Card Authorization Form (R 1 AS)3#& 1% Applicable for Company Enroliment )

O visa O master
BHE AR Cardholder's Name EEB MBS SR O3k Credit Card Account No. EREIEE (B/F)
HKID Card No. ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ Credit Card Expiry Datev/y)
/

BREQASZERE "PIREBRBRARASE  #REASNEBEARFOBEXN "THRXEFREETE ) BRRETE  EERTEH - The
Proposed Insured Company hereby authorize andtdBemk of China Group Insurance Company Limited”"debit the premium due from the Propos
Insured Company’s business credit card accountB@®C Family Medical Insurance Plan” on yearly [zasitil further notice.

BHEEHARFERAEE Business Credi
Card Cardholder’s Signature
(RERBERAREZENRARE should be th
same as the specimen signature on BusineXs
Credit Card)

Cardholder

G

BFRABEEFERD
Contact Phone No. of

HHA Date(H D/IA MI£E Y)

IRITRENEEE R THEMAI (Bank staff must

ER1TCEE A For Bank use only
ZHARSR Staff No.

complete the below box)

fRIRP7T A#RSE Agent No.

7Y BAI4RSR Transfer Unit No.

KWL Staff Name

APEEMIARSR Unit No.

T A#RIE Transfer Staff No.

KA EEE Staff Contact No.

CINEHS CIN No.

EBFE4RSE TX No.

EFEZRBILRRER -

BIRITHE R P IREERRRIER D T X The Bank staff should submit the following docunseist BOCG  Insurance:

#R17E O BENEERR Bank Account Autopay
(1) EARMEBWAREBIEAFFEAX The original
copy or photo copy of Dedicated Premium Depg
Form;
(2 RE 10 ECHEEN "HEENRE®ES ) EX
Authorization Form” in page 10
I RE This proposal form.

®

fE £ Payment made by Credit Card

Htt{IF A Other Payment Methods

EARELARZIR Applicable for Individual Enroliment (1) {REGEBUGREEIEARSLFEIZA The original copy
¢it) R 8 REREN "ERFNME#SE, EX The or photocopy of Premium Deposit Form:
original copy of the duly signed “Credit Card2) Lti%{RZ This proposal form.

Authorization Form” in page 8

The original copy of the duly signed “Direct Dekii2) Itb3& = This proposal form.

BERRASRIE Applicable for Company Enroliment
1) RE IEHEHEZEN "BRERENFISEE. E

7K The original copy of the duly signed “Busine

Credit Card Authorization Form” in page; 9

(2) LE3RALRE This proposal form.

{REEARI% Policy No.

#4% A\ Handled By

{REE A B)E A For Office use only

7EfZ A\ Checked By
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BIENFISH#E Direct Debit Authorization Form

ERIUER G I IBEER G 55 2 F#KER1T Please complete and return this form to your bandr

Wz —75 (RzmA) IRTTHRER DITHRER W BR PR RS
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

KN/ EERBEERAN/BEZ2THRT - RBIEAR/FENBTARETAAN/EERTZERNBRN/EEZRAFAERE FHRP - HBRERESHATEE
PUF57E ZBRER - I/We hereby authorize my/our below named Bank fectftransfers from my/our account to the aboveoactin accordance with such instructions as
my/our Bank may receive from the beneficiary ani&®banker and/or its banker’s correspondent ftione to time provided always that the amount of ang such transfer
shall not exceed the limit indicated below.

AN/ EBESRBAN/BSZRTBEREZSERBNEZESRTFAA/EE - I/We agree that my/our Bank shall not be obligedgoertain whether or not notice of any
such transfer has been given to me/us.

MEAZSERMSAN/EEZRFHRBR (LSRG ZESIEM) - FRA/EERARREZRIEEZEELE - I/We jointly and severally accept full responsityilfor
any overdraft (or increase in existing overdraft)nay/our account which may arise as result of argh dransfer(s).

KN/ EERABMAN/EEZREFURENRENZSERER  AN/BSEZRTHARATER  BRTUWEER ZWE - WalBERU—E2MEEEMEH
AIEHEE - I/We agree that should there be insufficient fuimdsiy/our Bank account to meet any transfer heelifiorized, my/our Bank shall be entitled, in &aletion, not
to effect such transfer in which event the Bank make the usual service charge and that it mayetdnic authorization at any time on one week’stemi notice.
AEEEBEBFENEZSTBRARLEFEZ NINIHARLE GIMEBPREZHIIRE) - This authorization shall have effect until furthestice or until the expiry
date written below (whichever shall first occur).

TAN/EERR  AN/ESHERENAEEE ZEMEHN - ARIVE/EEMH RO MELER(EREEER N ZARTAAN/EEFZIRTT © IWe agree that
any notice of cancellation or variation of thiskerization which I/we may give to my/our Bank sHagl given at least two working days (except Saggdprior to the date on

which such cancellation/variation is to take effect

KN/ESEZRTRATZEE R 1T & K| ATHER KN/ BEEZIRPRE

My/Our Bank Name and Branch Bank No. Branch No. My/Our Account No.

KN/ ESHEGBE/FRLICHZEE *BR/ANHRZREE FE (2R TIMESE)
My/Our Name(s) as record on Statement/Passbook *Limit for Each Payment/Month Expiry Date (See Notes Below)

DayH MonthB  Yearf

BEAZER (BFRFFEAN) BBEASE (WEZRE - BESHE T IMEERE)

Name of Debtor (if other than Account Holder) Debtors’ Reference (Compulsory Field-See Notes\Bglo

KN/ ESHEGE/FREFTHE M A% EBR KN/EEZE

My/Our Address as record on Statement / Passbook Telephone No. My/Our Signature(s)
HE Date

PUTHSRITIES 2 ENSE

For Bank Use Only Signature(s) Verified

Ji* # A& - Please delete whichever is not appropriate.
HEIEHER - Please write in block letters.

F#zE NOTES:

1.

0N BHENRZEBERAEAER - EERSEERERNAZ&SREE « If the amount of your payments are likely to vaagle time, set the Limit for Each Payment at the
maximum amount you would expect to pay at any one.t

FEENREERER/N "2, —HPMERZAMEHHE - (1 SPENERNREEERREBY HEE EFRFUBBAL) - AIFBERZMEZ - The Direct Debit
Authorization will be cancelled automatically orettate included in the box marked “Expiry Datef.ydu wish the Direct Debit Authorization to havifeet indefinitely (or until
cancelled by you) please leave box blank.

BiRE Eﬁ&ﬁt?&%iWZH% BRITEREFTEE &S 248 - Please ensure that you sign the form in the usagithat you would sign on your Bank Account.

4. EEBAZZERA - BEFHSRA—FZH% - BFRE - FINBLERS - BIFSHRIES - In the box marked “Debtor’s Reference” enter thentifying reference

between yourself and the party to be creditedSitedent No., Mortgage Agreement No., Rental Agregii®., etc.

g "SBR/BANRZIRRE" —HARBELR  EFRITUREMRERSEER T —EPREE - The debtors’ bank may set an internal limit whes‘thimit for Each Payment/Month” is
not specified.

MR ERSRBBBEFRTAAEIRRE - IRFBALLHS - BBERTZREBFATLIELR - The debtor's bank reserves the right to rejectpingment exceeding the maximum limit
specified by the debtor’s bank unless prior arramggs have been made.

Page 10 of 11 WFM-EA-2021-V03



FhIRXEREFEETE L RIRPHEERS

Confirmation of insurance for BOC Family Medical Insurance Plan

s //NERY

ZHIRRTIREERRERN " PREXZFRERE S, - BEA/ABHNRAN/BREATELR/AERARE—IE -
FREHERREZENVERRE -

BRIV GRY EURIEET B RPFB BRI - BRRRRERTRIREEMB M.

B A5 R BE 4 51k
RISZEXH A
ZERBNHEERERR - ARRAXEFRS  SRPREEBRBUEICNRARFFSELY I0HAFT L -
5 HiREERE

EREENNE 15 HAREZFR - SERPIREEREAE (http://www.bocgins.comb & 5 4 5 1= B8 18 51 2
A« REBEEEMARRIER - £ERPAL/REATIERUEEBNPIREBRBLLERER (BEWRBRE
- wBE—HELTIREERE) ISRAEERPARBRLEEUREEK - EANHNRELOEZHEE -

A
X
WMAEEMEN - BUENEL/REATNRNBRT O TR PIREBRIRE PR 4R (852) 3187 5100 L4 !

PIREERBARAD

Dear Mr. / Ms.

Thank you for enrolment in the “BOC Family Medidakurance Plan” to protect you and/or your famtly¢ Proposed
Insured Company’s employee and/or their family meralagainst all-in-one medical cover at a competitost.

Instant Approval|

We are pleased to confirm that your/ the Proposedred Company’s application for the above mentidnsurance has been
accepted. Your temporary policy number and theceffe date are as follows:

Temporary Policy No.

Policy Effective Dat

The full set of policy include the ficy wordings, schedule and assistance card ett.beilsent to you/ the Proposed
Insured Compar’s within approximately 10 days from the receipt oiyproposal form by BOCG Insuran

I15 Days Policy Review Peridd

There is a 15 days policy review period from thdigyoeffective date. We highly recommend you to déoad the policy

wordings from BOCG Insurance’s website (http://wlecgins.com) and read all benefits, terms and ditioihs therein.

During the review period you may terminate thisigoby giving written notice to BOCG Insurance yibu have already
received the policy, please return the full seB@CG Insurance). If no claim has been made byribered person during the
review period, all premium paid will be refunded.

For enquiries, please contact any branches ofgéetdanks or BOCG Insurance Customer Service héd852) 3187 5100.

Yours sincerely,

Bank of China Group Insurance Company Limited
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