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BOC Medical Comprehensive Protection Plan (Series 1) Proposal Form FANI OF CHINA GROUT INSURANCE COMPARY LIMITED

B EEPIREHIED 71 SRKLEEKE 918 Correspondence Address: 9/F., Wing On House, 71 Des Voeux Road Central, Hong Kong.
= P IRFEEMAR Customer Services Hotline: 3187 5100 B HE Fax : 3906 9906 E TP Email : medicaladmin_ins@bocgroup.com

E B &% Important Notes to the Customer:

1. BLUENXERESREREESHBAM "V, 5% - FOEENEEN  FRIRATLZ2ZE - Please complete in English BLOCK LETTERS and tick the box
where appropriate. Any changes to be made should be signed by the Proposer.

2. *FBEMEAERAE - *Please delete whichever is inappropriate or non-applicable. #{E A% S - #Applicable for Individual. ##AB]1 & F3E R - ##Applicable for
Company.

3. ERERURREFTEZENERAS  BRAELREERBARAT (TR "DREERR" ) EPRBEAR (852) 31875100 B - ERB AT THE
o BRRERRAR/EZRANFEG  ERERDERER  BEERFAR/AZRABAIFTRNRE - EEFEREKXY - 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, HREESFSRENE  CHREBESEEENER - Once the application for this proposal form is accepted, your policy will bautomatically
renewedeach year.

5. BIRFREMBNABTEREBRABEEMAEERE - MURER X - 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. FhIREEARSRERTE] (25— ) o (T8 "A&FE" )HAPIREBREER - BOC Medical Comprehensive Protection Plan ( Series 1) (named below as
“this Plan”) is underwritten by BOCG Insurance.

7. hEIRTT (&) ARAS( "TPIREE ) )UPREERENETREBAESOHDOERE - ASABR/PREERENESR - MIFPREENEM -
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. HRNPREBHEERFCERHEBENREEAMISMETNGERFR(EERSMUMNBRNINERUNBR P OBERLE) - PIREBAERS
ETEMAMAREER , MABARGTENSHNERNETFE BRI REERMEZFEEREMIR - 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.

9. HEIRT (&FE) ARAICEFERITHEREEEERSRE (REEKRM) (FEEME 41 = ) BHERBOEEBEEE - (RIROEEBEMIRR
%5 FA2855) The Bank of China (Hong Kong) Limited is granted an insurance agency licence under the Insurance Ordinance (Cap. 41 of the Laws of Hong Kong) by
Insurance Authority in Hong Kong SAR. (insurance agency licence no. FA2855)

1R{RE1E Eligibility of Application :

1. BRERARERBIIFRERER 18 5ELIE - At the time of application Proposer and spouse must be aged 18 or above.

2. FIBERRARPHEDRBEESERENT 15 HE 65 mEREBNSAER - All Insured Person(s) must be ordinarily residing and legal resident of the
Hong Kong aged between 15 days and 65 years old when applying for this insurance.

3. BRERAEMNERSRFREIZEF  SREIKERBHIRMRESRAS 18 B3 LL L - Proposed Insured Company must be the employer of the Insured Employee,

the Insured Employee and the spouse must be aged 18 or above.

RIRAER Details of the Proposer

1. EX % //AS]%ZTE Name / Company Name in English 2. P /AT E Name / Company Name in Chinese
(FEFIE B YEES Surname first)

*3, "EBSDEBIRTE ¥ HKID Card No. / *3#5B9%HE * Passport No. 4 M BB 0B ARSE M Business Registration No.
| | | [ I 2 I I O | I 1]
5. MRl Sex 6. "% B * Date of Birth
] 2 Male [] ¥ Female I ] |

HDD HMM 4 YYYY
7. 7% / M E Industry / Business Nature 8. H{i Position

9. AT AR AEZ P Name of Company Contact Person

10. #BA L Correspondence Address

2 Room / 5% Flat 12 Floor EE Block KB % 78/88 Building / Phase

B 56/ %847 5% 85 % 78 Estate/Village no. & name

HERE K B T8 Number and Name of Street/Road
& Area [ ] &8 Hong Kong [ ] 713E Kowloon [ ] #15 New Territories [ ] B#E Outlying Island

11. Bt4&8 &1} Contact Information

F1Z Mobile £ Home

‘A8] Office E 7 ik Email Address

12. BEE AR AEZEEIRTT SO Bank Account must be in Hong Kong for Claim Reimbursement*
KA Z#RTT K775 My Bank Name and Branch BEERS SR Autopay A/C No.

[ |1 | |
+ MIBERFRALERE—RTERESOERBEBRE A - MARERHRTEO - BERUZEZMFIRRA - 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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{RB&HA Policy Perioc

H From(HD/BM/FY) ETo (HD/AM/FY)
(EEMHERTEARRESFEHERNRBE - WATHABZRER - AMREFH T4 - Both dates inclusive and upon each subsequent anniversary date
thereof. The insurance is effective which is subject to all underwriting procedure are completed.)

REEER R RE Insured Category & Total Premium (HK$)

ZEAY . EKXRFE BasicBenefit B #E (R & Optional Benefit st

R R (BREAT 3 = IE‘EE—FEJE'fP— BRMREREMERENE | (B ?AT1ET¥T§U1¥F‘7§ZEFE%1 e MHER P —E5tE] (HK$)

Insured Persor/ EH Each Insured Person can select any benefit listed below and to Total

Benefit Plar? i —([Ezt#| Each Insured Person can select 1 out of 3 from any one select one insured Plan under your selected benefit) Premium*

package benefit listed below and to select one insured Plan under

your selected benefit)

(A+B fRIE) (A +C &%) A +B+C f78) D. M EF#® F. =R G BE
ELAES (B & F il (£ R F 1l - M INEE Out- Dental Maternity Critical
g Rn S5 RIERES 3 £l R ERRIRE ° Hospital| patient lllness
Hospital & Surgical [Hospital & Surgical |& Surgical, Supplementary|
and Supplementary |and Hospital Castf  [Major Medical and
Major Medical Hospital Casi?

1.0 BEA/ | O staean O &8 Plant O &8I Plan1 O &8Plnt | O] &#BIPlnl | O] &8 Plnl | [J 8 Plant
BHREL | O e O &2 Plan2 O &t Plan2 O 5%Pan2 | O 8Pan2 | O 58 Pan2 | O 580 Plan2
Insured /| 5 £t2) plan3a O & Plan3 O &M Plan 3a O &2 Plan3 O 5%Pkn3 | O 5 Pln3
Insured O &2 Plan3b O &2 Plan4 O &2l Plan3b O BEH smoker
Employee (INREFS ifyes
8 please. ™)
Age:

2.0 BfB O & Plan1 O &8 Plan 1 O &t&Plan1 O &t#IPlnt | [ $t#IPlnt | O &8 Pan1l | O & Pln1
Spouse O &H# Plan2 O &t#Plan2 O &2 Plan2 O &t#Pan2 | O $t#Pan2 | [0 &&Pln2 | [J £ Pln2
FHe O &% Plan3a O &8 Plan3 O &% Plan3a O &8 Plan3 O &8 Plan3 O &8 Plan3
Age: O &2l Plan3b O &2 Plan4 O &2l Plan3b O BEH smoker

(INZ2EF ifyes
please v )

3.0 FX 4 O &t&lPlan1 O &t&lPlan1 O &t&lPlan1 O &t&Plan1 | [ Et&Plan1 | [0 5t&lPlan1 O &t&lPlan1
Child * [0 &t&lPlan2 O &t&lPlan2 [0 &t&lPlan2 O #&Plan2 | O &&Plan2 | O 5t Plan2 O &t&lPlan2
Fig O &8 Plan3a 0O & Plan3 O &t Plan3a 0O &l Plan3 0O & Plan3 0O & Plan3
Age: O &2l Plan3b O &2 Plan4 O &2l Plan3b 0O BE# smoker

(N2 EF if yes
please V™" )

4.0 Fio 4 [0 &t&lPlan1 [0 &t&IPlani [0 &t&lPlani [0 &&lPlan1 | [0 F&IPlan1 | [J & &IPlanl [0 &t&IPlan1
Child * [0 &t&lPlan2 [0 &t&lPlan2 [0 &t&lPlan2 [0 &t#IPlan2 | [0 & Plan2 | [J &t&Plan2 [0 &t2lPlan2
ﬂzﬁ% [ &t&lPlan3a [0 &t2IPlan3 [0 &t#l Plan 3a [0 &t2IPlan3 [0 &t2IPlan3 [0 &t2IPlan3
Age: O £ Plan3b O &2 Plan4 O £ Plan3b O BIEH smoker

(INZ2EH if yes
please v )

5.0 F& 4 O &t&lPlan1 O &t&lPlan1 O &t&lPlan1 O &t&Plan1 | [ Et&Plan1 | [0 5t&lPlan1 O &t&lPlan1
Child * [0 &t&lPlan2 O &t&lPlan2 [0 &t&lPlan2 O #&Plan2 | O &&Plan2 | O 58 Plan2 O &t&lPlan2
FEig O &8l Plan3a 0O & Plan3 O &t Plan3a 0O &l Plan3 0O & Plan3 0O & Plan3
Age: O &2l Plan3b O & Plan4 O &2 Plan3b O BEH smoker

(N2 EF if yes
please V™" )

6.1 ?‘#4 O &t&lPlan1 O &t&lPlan1 O &t&lPlan1 O &&Plan1 | O Et&EPlanl | [Q 5t&IPlan1 O &t&lPlan1
Child * [0 &t&lPlan2 [0 &t&lPlan2 [0 &t&lPlan2 [0 &t#IPlan2 | [0 & Plan2 | [J & Plan2 [0 &t&lPlan2
e O &2 Plan3a O &2 Plan3 O &2 Plan3a O &2 Plan3 O &#Pan3 | [0 32 Plan3
Age: [0 £ Plan3b O &2 Plan4 00 £ Plan3b O BIE smoker

(INZ2EH if yes
please v )

IR 4 2 @z EZ{RAEE  This part is applicable for 2 or more Insured Persons to complete

FFIEZRA (BX + BERE) f* & Total Premium :

All Insured Person(s) (Basic + Optional Benefit) 9 ¥ 1& 42 fx & Total Premium less 10% discount

7t Remarks :
1. "IREE -

FIRARER R -

INEEER - 2RI RVREESRRERS 655 - ERESTUE 60 5% - MENKGEERENRRELRS 18 EE 50

% ° Insured age: 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.

2. fRIEETE)

ARZRARRE—

REQEEARERRE -

Basic Benefit, Plan and Optional Beneﬁt.

3. ERIRERE :

mwmEETY—

REARERTE -

ERRFUFHD 18 mIAUT - ERBEERERESEZ

T2 R BERIEIEE - Benefit Plan: Insured Person(s) under the same policy can apply for different

TZt28) 1, 1R - Hospital Cash Benefit:

Regardless of any Basic Benefit and Plan selected, the sum insured of Hospital Cash Benefit will be covered under “Plan 1”7 only for the insured child(ren) aged 18 or
below.
4. FL ERREAN/ SREIMNEGETY  BIEETY - FEFYIEEERE - Child: refer(s) to the legal child of the Proposer/ Insured Employee, including step

child, adopted child, or guardian child.
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ZIRAE R Person(s) to be insuregrEEEEEREAZR No need to duplicate filling in Proposer details)

REAEB (EX) BRERKREK)
Name of Insured Person(s) (English) (Surname first)
(INBEZZRA - BBBAIE L Use separate sheet if more

person to be insured)

BESE
SERS / AR AR
B (11 5
HKID Card No. /
Passport No. / Birth
Cert. No. (for aged
below 11)

B
ER

gzl

Sex

HEH
Date of Birth
(R/ R/ =
D/M/Y)

W3 R B
Occupation
And Position

= 5

=
Height’
(CK/m)

Bes’
Weight’
(T7ilkg)

BREEEYS
Body Mass Index
(BMI)*

B |RERE
Index |1Z#E? (35
HZEE)
Does it
fall within
standard

level?
(Please
indicate

Yes or No)

1. %R A/ ZRE T Proposer/ Insured Employee

[&_E Same as above

2. Fof® Spouse

3. F¥ Child

4. F% Child

5. F¥ Child

6. ¥ Child

7 Remarks :

5. linch ¥ =254 K cm > 13k m=100 E>K cm ; 1 F5&8 kg=2.2 5 Ibs

6. BRESHEBMDETES T “Body Mass Index” (BMI) assessment method :
B BMI A8 L& - DIERRREAP R K/FHZR AR BMIFEE] - Please specify you and/or Insured Person(s)’

2= 4
=S

EZLN BMITEE A EARR P REER

the below BMI formula or the online BMI calculator in BOCG Insurance website (http://www.bocgins.com).

BS8E Weight (B8l : T3 kg)

BMI = — oo N
B Height” (811 : K m)

8 48 E (http://www.bocgins.com)

BMI index in the proposal form by referring

SieE =158 518 BMI Category

&% standard level

AT E1EZE falls outside standard level

A Adult (18 5584 _E aged 18 or above)

18-26

<18 3% or >26

F X Child (18 LA T aged below 18)

10-26

<10 3% or >26

BF example : AIA — F# 2575 - BE 173 EKKEEE 68 F52 Adult - 25 years old, 173cm height and 68 kg weight

(68 kg)

BMI= .
(1.73m)

BF example : FX - F#e 155 55 75 ERKKIEE 4 F5% Child - 1 year old, 75cm height and 4 kg weight

=7.105 (EBRESHEHL

(4kg)

BMI= .
(0.75m)
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RIFREMIMIER Stated information for this Proposal Form : (RARIZFrEZERRAIER only complete the item(s)

which you have selected to insure) :

IRITHOEER : MREE "IRE [, MABEERIES T&, - LEIKHRRE  BREPBEIRIEZ - BEBRIEESHFEEER " RIRPHERES
HIRERARE - MENEE "RE - BERE,  SETTIZEED "2 & BREPHELRERFIREBFRENEZRRBEEM S 2 - PIRERER
RIRBEZURRPE - WEEUMFEHAERKRE  NREFEERY -

Important note for bank staff: If only “item I”” is chosen and all answer in “NO" and premium is paid immediately, instant approval of this application can be granted.
Please complete and print the “Confirmation of Insurance” sheet on the last page of this proposal form for the client’s retention. If “Item II - Critical Illness Benefit” is also
selected, or any answer below is “YES”, approval has to be obtained from BOCG Insurance Medical Insurance Dept. prior to the acceptance of this application. BOCG
Insurance reserves the right to review this application, the cover will be invalidated if there is any fraud or factual misrepresentation.

| BERARKREREMERE Applicable for all types of Protection

EYES &NO
1. BR/FAZHRAZURBFREHECUMSRFER ZBE N1 F  Z4EfEIIIFAR ; LREEK ; BN58 ; R/ O O
NPEEET ; BEEEE c NEXSR "2. & - BEN0ERMB © 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. BR/FEHRAZEEBLINIENERERE  -NZES "2, & FREHUEFRALE  BEBENNFAER(BEMERNZE K O O
k) K & ELRIMELL © You and/or Insured Person(s) is a student studying outside Hong Kong. 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 residential address outside Hong Kong.

3. BR/ARFRAN "BREEEE . 2 AFSEE - You and/or Insured Person(s)‘s “Body Mass Index” falls outside standard level. O O
4. EBRESFRER/FZIRAZBSE During the last 5 years, have you and/or Insured Person(s) been: O O

) ERFIRBREERF/AIGSHTEOSERNEBESKBEZN  BiEMZME  ARIMFN - URIHHERER X - 08
~ HOHIREES - ElGIEE - RS REERRE 2R - SiEMEER/MEE ? 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) EEHERE - & - RESERIRANBARRIXEEE « #K% - Bis - SME - & - LRLEER - SREE O O
fESK BB B BURTE i RS FMF M B RHAE ? 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. EBE 5 FAR/ERRAZERERARRASRESERFRSHRABRERRBGRIES - SIARBRERIVE - EMNRESLHN [l [l
PR ? In the past 5 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?

RERANRREEIRE  Applicable for Critical lliness Benefit only

(LEERFB MR BEBHEIZ B 75 O =3 fR Approval process is required for this benefit before acceptance of application)
ZYES &NO
. BE 5 F BR/AZRABEZLPE - EEER SRER - BEl/MAR/EHMMRER - REER - HiRE - &8/8:8/ O O
HithFTiER - BE/RNRIBCRB/ERIRN) - MARSEAKRBBNES R/ FEESAREE - StETEtERINER(AEE
INERWNER - BE - BE3X%)3{55 ? 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?
2. BR/FEREANER REABKREPZELR 60 AR LR PE - OB - HBRE - Bn - SRUE(L - BREE [l [l
8 ? 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?
3. BR/FERRAZREERREEHSRHNNEZBEARBEEZZROAFLREESER/RE? NEXES T2, & - FHIIBEE [l [l
#HZEE ? 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.
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5t Notes:
MEM EFEMIBE T 4 E 58 )&/EJZIEE I(ZE2B)FMO—EE "2,  BHARUTEERAAN EBEEERES - MESEFEMRE -

B SAME
EABAMN " IERME—HER - MERHBBEZRAZEZE - If any answer to the above stated information of section I (question 4-5) with attachment
and/or section II (question 1-2) is “YES”, please provide full details in the following table and enclose related medical reports. If you need to provide D
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 the related Insured
Person(s).
RRAEZ BIESRIS  |RENRINEREE - ER PR ZEERAR (WA | L—ZCke2A# &R
Name of Insured Person(s) |Question No. |Health Condition such as Nature or |Care and Treatment Onset Date |Last Consultation |Result

Symptoms of Disease, Diagnosis |Received Date

ZRETIZER (REARASTIRIR) Declaration of Insured Employee (Applicable to Company Enroliment only)

() RAELEETQUEE - Bk - 2 - RERASIREMAL - 900 "PREEBREAERAS , BHAAR/X LEXBREBR A REFAER - 1%
BEZE EU$531E$EH%;&7] ° I 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.

@) FACERMBRBISEE - FAZLBRL ERADEREN - JERBZEREZRE - THANERERIAHE  FAR/IARBZREBRNZ
[E - I have obtained the necessary authorization from my dependent(s). I declare that the information stated in the above is 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 me and my dependent(s) may be invalided.

3) FARERRATOPIREBRBIBHAAR/FZRABEAEZR - 1 hereby authorize Proposed Insured Company to provide myself and/or Insured Person’s
personal information to BOCG Insurance.

(4) BEFRULHRFT U Receive claim payment method
[ $RITEOBE&#EAR Bank Account Autopay
#R172 78 Bank Name:
0 = Cheque
[ B F={RE T Pay to Insured Employee

ZIRE T RTTE SRS Insured Employee’s Bank Account No :

I8 F1%{R /AT Pay to Proposed Insured Company

SRETFHE Er#%s (BEREE ) #EM . FEBKHBHH/A/E)
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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BITREF X Payment Method

payable to “Bank of China Group
Insurance Company Limited” for the first
year premium.

N EFREF TV Payment method for the
first year :
O i) ERFOKRSE
Designated Account No. :

012-349-00009828

$R1T2Z 4K 5% Bank Reference No.
E

AR H A Transfer date
(B/B/E DMIY) :
O ii) ZZE I Payment made by cheque
#R172 % Bank Name:

ZZESRAS Cheque No.:

“EERERRTUEEREFWEEIIEE
L} EEZHE 5 EH - Please note that some banks
may charge their customers service fees for setting
up the autopay facility.

O RITEONBENER O ERFMR O Eftftzad
Bank Account Autopay* Payment made by Credit Card Other Payment Methods
BIEZE 10K "TEEMNRERESE,  E | O BRARE AR Applicable for Individual O i)URTPOBKRIIREAXARTPIRE
ﬂﬁﬁﬂ‘]ﬁﬁuiﬁﬁﬁDiﬁﬂﬁiﬁﬁﬁjgﬂ Enrollment EfREEMRFO - Payment to BOCG
S(#rft "PIREBRBARAT L) BIEZE 8 Bl TERARMNREES ) M8 Insurance’s Designated Account by bank
—ﬁxlil Please complete and submit the EE,%; RZIRE - Please complete Credit Card account payment transfer or cash.
Direct Debit Authorization Form as in page Authorization Form in page 8 for the first year SERFOMKMR
10 together with bank account payment premium and renewal premium. Designated Account No. :
transfer or cash or a crossed cheque made O] BARATRE Applcable for Company 012-349-00009828

Enroliment

BEZE I BN "BRERRNTEEE . R
[8] - Please attach a completed Business Credit
Card Authorisation Form in page 9.

#R1T2E 4K 5% Bank Reference No.

F
BEEEHHR Transfer date
(B/R/E DMYY)

i) FEUERZZEN T PIREBRRBRA
S) 4 ) - Please make a crossed cheque
payable to “Bank of China Group Insurance
Company Limited”.

#R17 28 Bank Name:

2 2R S Cheque No.:

RARZEEPREFRBUAN/EEZRT/EHAFFOEBRER " PIRE

—)i BRMNRE  SRHESEMEMNREUABENREFEERRE -
BOCG Insurance to effect payment transfer from my/our bank/credit card account for payment of premium
under the “BOC Medical Comprehensive Protection Plan (Series 1)”,

S iR A IRIEET Bl (%51

I hereby authorize

including subsequent revised premium

by endorsement(s) and all renewal premiums for each new policy year.

FABBIERRE—

upcoming policy year.

Btz - EEBEREEERR -

Insurance prior to the expiration of each policy year,

ERAEEPREBFRBAEREUTOGEFRNERBEM - K
REFEFESFEEHEER - | understand that once this application is accepted, if no notice of amendment of renewal terms is sent to me/us from BOCG
the policy will beautomatically renewedsimply by my/our settling the required premium for the

REHRTEREFEREANRE
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ZHA Declaration

LAN/AREDERRIBPREFESREFTB(ZI)RE - NMEREERANRCSRZER - BEFEMBERMSINZBREEE - —RATHE  BFFEX
N/AERBER/FZRACERREANCHFAIIABILE P REB RIEEEM - U Our company acknowledge that benefits are not payable under the BOC Medical
Comprehensive Protection Plan (Series 1) for any costs of treatment arising from any existing illnesses, injuries or other conditions unless complete details are fully
disclosed by me/ our company and/or the Insured Person(s) in the Proposal Form and accepted by BOCG Insurance.

2.ARN/ARERELEPRAAR/AZRARBFENRERDBFERTT 15 HE 65 REREEBHNEIEER - I/ Our company declare that myself and/or the Insured
Person(s) are ordinarily residing and legal resident of Hong Kong aged between 15 days and 65 years old when applying for this insurance.

3LAN/AREELER - AAN/ARTEHLAREB/ETRBIEEE - RARFEZHRASEREN - JERZRREZRE - AAN/RRITHENE
REERNATHSE - AA/ARER/HZRAZIREBKRYZE - I Our company declare that | have obtained the necessary authorization from the above mentioned
my independent(s) /employee independent(s), the information stated in this Proposal Form is true and complete and will form the basis of this insurance. I/ Our
company also understand that if any information stated is untrue or incomplete, the cover for myself/ our company and/or for the Insured Person(s) may be invalided.

4. RN/KRATELRER  ARARESEFBHITHEARE  NETTHFEAERKLE  AA/RRIR/AZRAZEREBRMNZE « I/ Our company
declare that this Proposal Form is applied and signed at HKSARin case of fraud or factual misrepresentation, the cover for myself /our company and/or for the
Insured Person(s) may be invalidated.

5. RN/ARATELEERETELE - Bt - 27 RIERASREMAL - 90 @PIREBRRRERAR/N EARBUIB)REERIEFAER - b

EZFHARBEARBREEFEMT - I/ Our company hereby authorize any doctor, hospital, clinic, insurance company or any other person to provide either myself and/or

the above mentioned family members’ (if any) health condition or detail medical history to BOCG Insurance. Copy of this authorization form will have same effect as
of the original copy.

6. AN/AATRERFREBRMBRB—VBRARREZMNEST 2R - U Our company agree BOCG Insurance reserves the right to accept or decline this
application.

7 AN G B AST MRS R ARELA UL - PEREEREE AN LT /B2 RN Z RIBEAEIRTTAERL © I/ Our company understand that BOCG
Insurance’s insurance liability for myself / our company and /or for the Insured Person(s) will only take effect provided that premium has been fully paid and the policy was put in-
force.

8. AN/ ARTRAMRGRPE LY  ESEREEER WA - AREREPREBREARENETERNERER - KA/ARTRBHRZ MERE
FEFANRE - It $$1E$§¢§§ﬂ,.a1$ I/ Our company 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 renewedsimply by my/our settling the
required premium for the upcoming policy year.

UTERB AE R Personal Information Collection Statement
AN/ EQTPRERARENERN BT REERBIBRARIGELME - WAIBEERAR T5/B/ U Our company 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. BERBHAN/ARATNRBEFARA/ K ASIERIERAIRMEBZE processing and evaluating my/ our company’s insurance application and any future
insurance application I/ our company may make ;
2. MITRN/AATRENTHRIERIBHEARA/KATREMHERFAIRTE administering my/ our company’s insurance policy and providing services in relation to
my/ our company’s insurance policy;
DMHBE - BEEZNAAN/ LA ATREBBAIZRE analysis or investigating, processing and paying claims made under my/ our company’s insurance policy;
BEARGFREBNAEEAAN/AQASWEURE KR invoicing and collecting premiums and outstanding amounts from me/ our company;
BRI A BRI Ema RFEAEIER - B8 - BUESIAHR any alterations, variations, cancellation or renewal of any insurance related product or service;
AR ﬁﬁsﬁ 4R AN /252 T) contacting me/ our company for any of the above purposes;
IR E B RIRTTHEET A exercising any right of subrogation by BOCG Insurance;
/H\""'E—iLLﬁﬁ A B R RIS AR other ancillary purposes which are directly related to the above purposes; 5z and
BREEREE - &I AZFEATRKIES| complying with applicable laws, regulations or any industry codes or guidelines.

hIREERIBIN O AR L RRE AN/ A AT R/ARRANEAERZE T FHEF BOCG Insurance may disclose my/ our company and/or the Insured

Person(s)’s personal data for the above purposes to the followmg classes of transferees:

a. BEMAR  OPIREERRIEHTE - B Bl - 7 REAEERBUE=FAE AP REE (815  BERBHED - ESRIERHH#

fER - BREEHEE - BFRORRSEE - ﬁ;ﬂﬂﬁﬂlﬁ“ HEEREIEEIERFEE) 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);

RIRREERAWIBEERAT - IBEAEE R EERIE in the event of a claim, loss adjudicators, claims investigators and medical advisors;

BRI NI EIA TSR E SR in the event of default, debt collectors and recovery agents;

RBRENREATREEERRFE AT insurance reference bureaus or credit reference bureaus;

BRASRBIRL&HL reinsurers and reinsurance brokers;

EN/ARRBNRIEAZL (BB ) my/ our company’s insurance broker (if I have one);

PIREERIBRYEER REHE R BOCG Insurance s legal and professional advisors;

FIRERRRIEEATI(M (AEMEHI) REZR%EE) BOCG Insurance’s related companies (as that term is defined in the Companies Ordinance),

EET‘JZKE—:EJZHE’JEH#B NI HBERBENERAER("HE L )REEE  DUEIEHI LM ARERN - SE THE , ITEEEREE - SiEthE

RRBESEE "HE ., SENNEMARESEEKRTE T "2, f9BAE 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;

j. BATHME, BETEHT "HE, WEE - LUERE ikt ARI B MY any member(s) of the "Federation" by the "Federation" for any of the above or related
purposes;

k. EUBRNAT - SETEMESRREABREEFBFNAS - HERBEFZBBENIN ANRESFENEMBHRME - LOEZIEQ LA
B BB 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;

1. RIBRRERFEREENIRRZEERE the Insurance Claims Complaints Bureau and similar industry bodies; &z and

m. EBIZEKSLET ol BT RS government agencies and authorities as required or permitted by law.

AN/ARDELBEEPREBRRK D@ "HE ) KRBREAVNENERNGTERR/FZERAR/EZRAEMER BOCG Insurance is hereby authorized to
obtain access to and/or to verify any of my/ our company and/or the Insured Person(s)’s data with the information collected by the Federation from the insurance
industry.

A - RN/ ARATRE - PIREBRBUEEUEBAXNFEARBEERAN/AATR/FZHRANEAER Moreover, BOCG Insurance may also use and

disclose my/ our company and/or the Insured Person(s)’s personal data otherwise with my consent.

RN/ FRBDEEERABEXRELAPREERBEAEBRAAA/RARATIR/AZRANBAER - IEFE - O REBRREZZESRMRL (B
2867 0888 + fEE : 3906 9939) I/ Our company have the right to obtain access to and to request correction of any personal information concerning myself/ our company
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).

©PNo L E W

S EEme a0 o
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EUWEENEIET~ Receive Direct Marketing Materials Instruction
AARRPREBERBEARANEAEREUTREFEHERE (FLL "v" EIEZEIE) 1 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)):

[ EF#EEH Promotion Email [] E&E RN SMS [ BB Direct Mailing [ EB5E & Telephone Call
MER IR REMRBEMU EEAAEAN v" REREEE  BIAREUNERPREBRGEMH I E SR - 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.

MU EARGREH EERENEHEREERNNERE  TRAEOUARZASEMNPREBRBAERE - FHI8  SULNEEERRRBPREBREN "&
BIEES , LRENER  MBER/HEN - BRSEZBRS LEFEPREBRBEANREHERNEAEZERTELE - 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.

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

[ #UERRHEEZENRBTPREEREBNES  PREEBFRBULSHEHEABTRERT TRER, *EtME REMAFESEMH - RIR -

ERF #% B ’E RfRORMERBNERAREHNEREE FLRSZTPREBRREN "ERBXKES ) LEBEPREBRBRRE‘ ZHHES
WEAEREE  ZERNEERTEEZRINAL  UMERZEREMEZERINESR - BB A/ENMER <) BERRPREERBRHVCHEAZR
FUEALEM ERZE - BREESHE LM V" SERR » 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 “v™ this box if you do not wishBOCG Insurance to provide your personal data to the above persons for
the above purposes.

*TARERE ) BPREBRBEEERAS - 217 - MBAS - KENSBEAMEBAE - FREFTH - IWERE e EPIREBRBNERAS 2217 ~ W
BT KRMBERMEBAE - FmEFTEM - 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.

VM #FA/ARTARBLERREBERER  FA/ARAIARHARTRREFEMENRE - UREFSSFEHER ERRESREARKREBER
ZIRERETE) « 1/Our company understand that this is an auto renew product. The policy will be_automatically renewedimply by my/our company
settling the required premium for the upcoming policy year (renewal premiums will be based on the prevailing premium rates at the time of poli
anniversary).

AN/ A RDEREBRRZLRERNZABED - BFELRRR LS 2BERWEBAZERNER - 1/Our company confirm my agreement to all sections in this Proposal
Form, including but not limited to the above Declaration and Personal Information Collection Statement.

RRAEKE ( FERRARBRELRE 18 mE L) RRAEZ

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

ARAFE SRS R A TARCEIN A TR BRIFAME 3 HFFAGLCEARAFHR)

Signature of Proposer or Authorized signature & company stamp (applicable for Name of Proposer or Name of the signatory (applicable for company
company enrollment) enrollment)

HENBAICH IR A FIHLR) wEh: TR E (/R4

Title of Signatory (applicable for company enrollment) Signed Place: Hong Kong and Date (DD/MM/YY)

FREEEXRWEAEZAE - PREERBAEITEE -

The BOCG Insurance has no liability whatsoever before the application for insurance in this Proposal Form is accepted.

SRR IFIZHEEZE Credit Card Authorization Form (GERREARER Applicable for Individual Enroliment)

O Visa O Master O PIRIFHE M ERF(NWERZFEE L) BOC CUP Dual Currency Credit Card (Must be issued in Hong Kong)
BHRAER Cardholder’s Name EEBBEMERE | fEFFFEO3%AS Credit Card Account No. EREHEA (B/F)
HKID Card No. Credit Card Expiry Date (M/Y)
/

ANGERE T PREDRBAERAS . #AANNEREEOSEIN " PREBFSREHEI(Z5—) ) BHRESE - EERB1T8A - 1 hereby authorize and
direct “Bank of China Group Insurance Company Limited” to debit the premium due from my credit card account for “BOC Medical Comprehensive Protection Plan (Series
1)”on a yearly basis until further notice.

EREAMIERRA - BEBMTER - If Cardholder is not the Proposer, please fill in the following information.
1. E338{R ABAf% Relationship with the Proposer:
2. IR AZRERE Reason for paying premium on Proposer’s behalf:
O FAREBERFELDERRAZZHEHZ " PREEGFSREE(Z5-), RESH  AATHANEZLREMEENTARESUZEALNA TR
fRA © I hereby confirm to pay the premium due of “BOC Medical Comprehensive Protection Plan (Series 1)” for the Proposer. I also understand that any refund
premium due to policy cancellation will be given to the Proposer by cheque.

?;ﬁﬁ%f{chhgg:% Sﬂignatur € Bt 4% 85555 Contact Phone No. HEA Date (H D/B M/E Y)
ABE #2Z N 154EE should be the same @

as the specimen signature on Credit Card) X
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B T5(S AE T FIB#EE Business Credit Card Authorization Form (GER1 A& 1% Applicable for Company Enroliment )

O visa O Master
BHE AR Cardholder’s Name BESMERE ST O%RHS Credit Card Account No. ERFIEE (B/%)
HKID Card No. Credit Card Expiry Date (M/Y)
/

RERASZEE "PREBRRERAST , UREALATINBEBEEHFFPOSESRN "PREEFAGRENE(RI ), BEARETSER  BEESTE
# - 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 Medical Comprehensive Protection Plan (Series 1)”on yearly basis until further notice.

B SRR A% ZE Business Credit Card
Cardholder’s Signature
(REABBERFHZZELNRMEE should be the
same as the specimen signature on Business
Credit Card)

X

Cardholder

GvD

BFRABESHEIRD
Contact Phone No. of

HHA Date (H D/B M/E Y)

SRITRKENBEEZ TR (Bank staff must complete the below box)

ER1TICIEEA For Bank use only
ASHHURSR Staff No.

RSP 7T A4RSK Agent No.

7Y B4R 5% Transfer Unit No.

KP4 Z Staff Name

AEHEEE AU AR Unit No.

N\ A4RSE Transfer Staff No.

I 4% EE5E Staff Contact No.

CIN %45 CIN No.

EREEARSE TX No.

EPEZEFEZIRRER - FRTEQPREERRIER LN XX The Bank staff should submit the following documents to BOCG  Insurance:

RITE OB EN#EAR Bank Account Autopay

(1) ERRBEWREIEARFEIAR The original
copy or photo copy of Dedicated Premium Deposit
Form ;

(2) R 10 HEHEN THERNREESE L EX
The original copy of the duly signed “Direct Debit
Authorization Form” in page 10 ;

(3) UEIRARE This proposal form.

fEAF{FF Payment made by Credit Card

B EARR Applicable for Individual Enrollment

(1) M58 BEEREN TERRNRURESE ) IEX The
original copy of the duly signed “Credit Card
Authorization Form” in page 8 :

(2) £ 1RE This proposal form.

BERRATR Applicable for Company Enroliment

(HRE I BOHEN "BBERAFNRERSE ) EX
The original copy of the duly signed “Business Credit
Card Authorization Form” in page 9 ;

(2) LE3&#RZE This proposal form.

Hith 155 Other Payment Methods

(1) RIGEUWFREIEARTFZENA The original copy
or photocopy of Premium Deposit Form:

(2) LE#ARE This proposal form.

{REEAB)E A For Office use only
{REEZRSR Policy No.

#3% \ Handled By

ZE”A Checked By
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B ETFUS# 2 Direct Debit Authorization Form

ERIUER G I IREER G HEF 2FKER1T Please complete and return this form to your banker

WHRZz—7 (R&EAN) ERITHRR DITHRR edi =1
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 0O 2 8 2 1 0 8

TN/ EERBFEAN/EEZVRIRT - ((RERSEAR/IRETARGTRIAN/ESRTZERNBEIAN/EEZRPRERE LIRS - #SRERSHELSER
DU 5 ZBREE - I/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.

AN/BERBAN/BEEZRTBAREZSERBHNEEERTAAN/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.

MAZSERMSAN/EEZRPEIRBX(HSRFZEZIEM) - AN/EERHABRZFIFEEZEEE - YWe 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).
FAN/EBERBURAN/EEZRPURENTEMZEREER  AAN/EEZRTEEATER - BRTUIWRESZWE - WoERU—ERE|BENEUH
AIEHEE - /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.
ABREEBEEEVEESTBEMNALEFEETIIHERLE CIMEBEBTLREZHERA) « This authorization shall have effect until further notice or until the expiry
date written below (whichever shall first occur).

KN/BERE  AAN/ESECHAEURREE 2R - AREICH/EENASOMELER(EFREEEPN)ZARTRA/EEZIRTT © 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/ EEZIRTRATZEE R AT RO | DITHRIR KN/ EEZIRPIRE

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

TN/ ESEGE/FR LR 2 *BR/BNRZIRE FHME (2R TIMEER)
My/Our Name(s) as record on Statement/Passbook *Limit for Each Payment/Month Expiry Date (See Notes Below)

Day H Month 4 Year

BBAZER EFRPFAA) BEASE (WEZHE - B2 T IIMEESE)
Name of Debtor (if other than Account Holder) Debtors’ Reference (Compulsory Field-See Notes Below)
RN/ ESHERE/FRB EFRCHE I HtAg R KNEEZER
My/Our Address as record on Statement / Passbook Telephone No. My/Our Signature(s)

H A Date
PUTFERIRITES 2 N
For Bank Use Only Signature(s) Verified

AMEAEAZ - Please delete whichever is not appropriate.
FEUE X IEMSIER - Please write in block letters.

BizE NOTES :

1.

M BInNRZBEESRUEAER - UEBREEERBRNAZERSIRER - 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.

AEEMREESHER "2HE, —RPMERSZAREHEE - 1 SRFENEENREEERRABEY FEE EFFLHRBEAL) - RIFERZZMEZ - 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.

EiRGE SPELEREAZES - BIRTIRPH%E5E1EME - Please ensure that you sign the form in the usual way that you would sign on your Bank Account.
EEBAZSERA  FiF EPHESRA—FZBR%G - BBFHRE - GINEBELRES - IKIPS45RESE < 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.

g "BR/BNRZERRE" —HBARABELR  SEHRTUNEMRERSRER T —{EE4E - The debtors’ bank may set an internal limit when the “Limit for Each
Payment/Month” is not specified.

MRERSRABBEFIRTAERLE - IRIALTHS - EERTERBEF AT LIEER © 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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T ERERG S RIESTE (R—) | RIRPFEERE

Confirmation of insurance for BOC Medical Comprehensive Protection Plan (Series 1)
T/ INERY

ZHRRPIRERRIRR " PREFEGASREE (RV)-), - BAR/ENRAN/BREATETLR/AERA
RE—IET - REMERREZENERRE -

RBIECUVERRGRY EURIEET 2R RPFBE BRI - PIREBRBRREEZIRRTH - MAETAHERSNER
KRE - NMREFZERY - CRVRRRERSE M REENEBINT:

i i OR B2 AR 5%

RIS H A
FEREXHERERERR - ARRABEEFS  SRPREERRUEICHREPFEEN I0HAF L -
15 HREERE

EREENNE 15 BRAREERY - R PIREB R E (http:/www.bocgins.com) I &l K 4l 5 fr EE 15 2R A
Al - RIFIEE RARRIER - £FRBAL/REATIERUE|MENPREFBRRELERE (FEWRREX
% DA—HZERFIREERR) - IRFEAEZRAARBRLECOREEK - EHANHNERESIEZHEFE -

MBEEEN - BRUREL/REATWRIBIRTOTHPIREBRREFRIZ AR (852) 3187 5100 LS !

PIREERBRARAE)

Dear Mr. / Ms.

b

Thank you for enrolment in the “BOC Medical Comprehensive Protection Plan (Series 1)” to protect you and/or your family
/the Proposed Insured Company’s employee and/or their family members against all-in-one medical cover at a competitive
cost.

Instant Approval|

We are pleased to confirm that your/ the Proposed Insured Company’s application for the above mentioned insurance has
been accepted. BOCG Insurance reserves the right to review this application, the cover will be invalidated if there is
any fraud or factual misrepresentation.

Your temporary policy number and the effective date are as follows:

Temporary Policy No.

Policy Effective Date

The full set of policy include the policy wordings, schedule and medical card etc. will be sent to you/the Proposed Insured
Company’s within approximately 10 days from the receipt of your proposal form by BOCG Insurance.

[15 Days Policy Review Peridd

There is a 15 days policy review period from the policy effective date. We highly recommend you/ the Proposed Insured
Company to download the policy wordings from BOCG Insurance’s website (http://www.bocgins.com) and read all benefits,
terms and limitations therein. During the review period you may termina