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BOC Medlcal Comprehensive Protection Plan (Series 1) Proposal Form FANIC OF CHINA GROUP INSURANCE COMPARY LIMITED

BT B PIREWHED 71 SRKLEEKE 918 Correspondence Address: 9/F., Wing On House, 71 Des Voeux Road Central, Hong Kong.
= P IR#EEM 4R Customer Services Hotline: 3187 5100 B HE Fax : 3906 9906 EFP Email : medicaladmin_ins@bocgroup.com

%= 5 & 5JE Important Notes to the Customer :
1. FLUENERESREESEAFEAM "V, % - EUZERNBEYR - FRIRALEZEEZE - Please complete in English BLOCK LETTERS and tick the box
where appropriate. Any changes to be made should be signed by the Proposer.

2. *BMEARBERZE - *Please delete whichever is inappropriate or non-applicable.

3. FERZUERREFZZENERAS - ESZ EPIREERBRARAT (ME "hiRERIRE" ) EFPRAEELR (852) 31875100 B - FRB AT T RE
/E - ARERERAR/AZRANNG - ERERNEEERE  BEEREAR/EAZRABAIFBKRNRE - 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. HREEHFE-KRENE  CHRELESEEENER - Once the application for this proposal form is accepted, your policy will be automatically
renewed each year.

5. EURREMSNATAREERBEAKLE - BILURERZEE - 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. FhIRBEASIRESTE] (25— ) o (T8 "A5H8)" )RPIREEFRRFGR - BOC Medical Comprehensive Protection Plan ( Series 1) (named below as
“this Plan”) is underwritten by BOCG Insurance.

7. PERT (FE8) ARAS(THPREE ) UPREBRBHEZEEREABESOOHEAGE  AFA2HPREBRBNER - MFPREENER -
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. HRNPREBHEEFVEBHNBHERENEEEERIMELINCERTIR(CEREMAUMRENINTRAUNFR P OBESE) - PREBRERS
ETERAUMARIER , MBBARFENSNEINETUFE - BRIREERMMAESEEMR - 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) ARAICEFEGTHEREERERRE (REERA) (FEEMFE 41 5 ) BLERBRAEEBER - (RIBRIEEBEER
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. HBERERARERBIRRFEERES 18 5L L - At the time of application Proposer and spouse must be aged 18 or above.

2. FIBERRARPFEDRBEERBERENT 15 HE 65 mEREEBNEEER - 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.

#WAERIAE Mandatory Fields (MMRBHMM KA P EERFEMFER - A ZAIZRH|TFPREFRBEREETHRNVER - AIALIEE © You are not

required to fill in the mandatory fields if the supporting documents attached to your application already contain the required information, or if the information had
previously been provided to BOCG Insurance and it does not need to be updated.)

RIRAER Details of the Proposer
EUUERRE  BRPEREERBAE www.bocgins.com T8 "EFEENER .,  EZRERRGFE—FER - IEROEH - BFHEEZFRE R (852) 31875100 -
If insured is Trust, please download " Customer Information Collection Form " in BOCG Insurance website www.bocgins.com, complete and submit together
with proposal form. For any enquiries, please contact Customer Services Hotline (852) 3187 5100.
(EEERBETERZRE  VEBPAZEZTARILGT - 523 AEBARIES - Trust is a legal relationship in which settler gives its right to trustee who must keep and use it solely for beneficiary’s benefit.)

BEX %% Name in English” 2. X Name in Chinese”

(RR ST YL Surname first)

*3, EBSMEIEN HKID Card No./ 8RS Passport No. 4. B%E Nationality * (12 /HII& Country / Region)
5. 1Rl Sex” [] 5 Male [] % Female 6. H4EEHA Date of Birth”
7. F12E5E Mobile No. * 8. EEFRithHt Email Address *

9. #@aA L Correspondence Address *
Z Room / 5% Flat 12 Floor [ Block KB % 7H/H8 Building / Phase

B3t/ 4041 5% 8K 278 Estate/Village no. & name
AR 8% &8 Number and Name of Street/Road

& Area [ ] & Hong Kong [ ] 7LE Kowloon [ ] %75 New Territories [ ] BEE Outlying Island
10. fE1E Residential Address O E23@:A A8 [E] Same as the Correspondence address
Z Room / 5% Flat 12 Floor E Block KB % 7H/H8 Building / Phase

B3t/ 4041 5% 81K 278 Estate/Village no. & name
A1 R 8K B8 Number and Name of Street/Road

& Area [ ] &7 Hong Kong [ ] 7LBE Kowloon [ ] 5 New Territories [ ] BEE Outlying Island
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11. IR ABZE" Occupation of Proposer
[Joi- BzZ A+ Political VIP

[Jo2- EE#1&1 A 8 Officers and Managers
[Jo3- Bz A04%iti A& Experts and Technicians

[Joe- #ifi T Skilled workers
[Jo7- 82555812 Manual workers
[Jos- atampx - &2 -

Personnel and Police etc
[Jo9- #&2 A & Unemployed

D 10- EAth Others (757% P8 Please indicate)

BREAEHAAE Armed forces and Customs

D 04- X EHMZE75 T {EZE Clerks and Administrators
[Jos- BR#5 845 A8 Services and Sales Staff

12. BB ARMNERZE EBRTTE O Bank Account must be in Hong Kong for Claim Reimbursement*")
AN Z#RTT K 54758 My Bank Name and Branch BE#EIRE 5% Autopay A/C No.

\ [ || |
+ IERRANEMNE—RTEREOFREEBE A - MARERBRTAEO - BEBMUZEZMNFIREA © 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.

#MEIARIEE Mandatory Fields MRBHNMRIGPEARFBEMFTER A ZABRETFPREFBRBERAENNVER - S ALIER  You are
not required to fill in the mandatory fields if the supporting documents attached to your application already contain the required information, or if the information had
previously been provided to BOCG Insurance and it does not need to be updated.)

{RFEHEA Policy Period
H From(HD/BM/HEY)
(EEMHEETRARESFEHA

thereof. The insurance is effective which is subject to all underwriting procedure are completed.)

(RIELERI R 42{RE Insured Category & Total Premium (HKS$)

£To (HD/BM/FY)
BH - WETRFTAZIRIER - RIS 0I4£E - Both dates inclusive and upon each subsequent anniversary date

BIRAVERE

ZHEAY I. B & {® & Basic Benefit Il. B & {& [& Optional Benefit gafrgs
R (BERAY 3 EIEENIEF-IRANREREMERE T E | (SZEATEETIGREREMERE MHEEE D —EE (HKS$)
Insured #H P —{EFT & Each Insured Person can select 1 out of 3 from | Bach Insured Person can select any benefit listed below and to Total
Person'/ any one package benefit listed below and to select one insured Plan select one insured Plan under your selected benefit) Premium*
Benefit Plan? under your selected benefit)
(A +B f&FE) (A +C fRES) A+ B +C fRE&) D.F5% EFH F.ER G.iB%E
ERRFR EEYSEX {EBT & F1li - M INERE Out- Dental Maternity Critical
Bt AN S A 1 B RERESS (ERE RAERRSRSE ° Hospital | patient Tliness
Hospital & Surgical Hospital & Surgical & Surgical, Supplementary
and Supplementary and Hospital Cash® Major Medicall and
Major Medical Hospital Cash
1. B’EA O &2 Plan 1 O &2 Plant O & Plan1 00 &2Planl | [0 2 Plnl | O] 52 Plnl | [J % Plant
O Insured [0 &t&lPlan2 O &t&Plan2 [0 &t&IPlan2 O ##/Plan2 | [0 &#&Plan2 | [0 &t& Plan2 O &t&Plan2
TR O M2 Plan 3a O] 20 Plan3 O M2 Plan3a O] 20 Pln3 O] $2Pan3 | ] &2 Plan3
Age: O &t Plan3b O & Plan4 O &t Plan3b 0O BEE smoker
65 /yr (INZ2EFA if yes
please V)
2. BLf@ O & Plan1 01 &2 Plan1 [0 &2 Plan1 00 &2 Plant | O 5#Plant | (] #&Pan1 | (I 52 Plan1
[0 Spouse [0 &t2lPlan2 [0 &t&lPlan2 [0 &t2lPlan2 [0 &t#lPlan2 | [J &st&IPlan2 | [J &t&Plan2 [0 &t&lPlan2
FilR [0 %I Plan3a O £ Plan3 [0 2l Plan3a O] £ Plan3 [0 &#Pan3 | [ &% Plan3
Age: O && Plan3b O &% Plan4 O && Plan3b 0O BIEZE smoker
65 /yr (MNREF if yes
please v )
3. Fit [0 &t2lPlan1 [0 &t Plan1 [0 &t2lPlan1 [0 &&lPlan1 | [0 s&lPlan1 | [J &&IPlanl [0 &t&IPlan1
O Child* [0 &t&lPlan2 [0 &t&lPlan2 O &t&lPlan2 O &&@lPlan2 | [0 &t&IPlan2 | [0 5t&Plan2 [0 &t&lPlan2
FilR [0 %I Plan3a O £ Plan3 [0 2l Plan3a O] £ Plan3 O &#Pan3 | [ % Plan3
Age: O && Plan3b O &% Plan4 O && Plan3b O BIEZE smoker
65 /yr (IR & if yes
please v )
4. FH [0 &t&lPlani [0 &t&IPlan1 [0 &t&lPlani [0 &&lPlan1 | [0 & Plan1 | [J & 2&IPlanl [0 &t Plan
0 Child* [0 &t&lPlan2 [0 &t&lPlan2 [0 &t&lPlan2 O &&lPlan2 | [0 &t&Plan2 | [0 5t&lPlan2 [0 &t&lPlan2
FHR [0 &t#l Plan 3a [0 &t2&IPlan3 [0 &t#l Plan 3a [0 &t2#IPlan3 [0 &t2&IPlan3 [0 &t#IPlan3
Age: O &2 Plan3b O] &2 Plan4 O &2 Plan3b 0O BEH smoker
65 /yl" (IN2EF if yes
please v )
5. Fx [0 &t2lPlan [0 &t&lPlan1 [0 &t2lPlan1 [0 &&lPlan1 | [0 #&lPlan1 | [J &I Planl [0 &t&IPlan1
O Child* [0 &t&lPlan2 [0 &t&lPlan2 O &t&lPlan2 O &&@lPlan2 | [0 &t&IPlan2 | [0 &t&Plan2 [0 &t&lPlan2
Fie O &2l Plan3a O &2l Plan3 O &2l Plan3a O &2l Plan3 O &2Pan3 | [0 H3IPlan3
Age: O && Plan3b O &% Plan4 O && Plan3b 0O BIEZE smoker
65 /yr (I2EF if yes
please v )
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6. F [0 &t&lPlani [0 &t&IPlan [0 &t&lPlan1 [0 &&lPlan1 | [J & & Plan1 | [J Ft&Plan1 [0 &I Plan1

0 Child* O &t&lPlan2 [0 &t&lPlan2 [ &t&lPlan2 O &&lPlan2 | [0 & &Plan2 | [0 5t&Plan2 [0 &t&lPlan2

Fie [0 ) Plan3a [ &2l Plan3 [ &2l Plan3a [ &2l Plan3 [ &% Plan3 | [ 52 Plan3
Age: O &t Plan3b O &% Plan4 O &t Plan3b 0O BIZZE smoker

65 /yr (MNZBEF if yes

please v )

BIRE RIREHEHZE A Total Premium and

2 A EZRIRATZE(RE 9 1 2 or more Insured Persons can enjoy 10% premium off
JOY P

FFIEZREA (BX + BERE) {2 & Total Premium :
All Insured Person(s) (Basic + Optional Benefit) 9 it % 42 {R & Total Premium less 10% discount :
#ri11& R & Discounted Premium (¥ FA if applicable): ( %#7H Discount)
fREFRE HE Insurance Authority Premium Levy:

FE{T 425 Total Payable:

MRBREER ("HRER. ) RRERAEXARESFANNGRERNSE - RBEEMERER - REFAARSRARFREREREAHNZERENTHE
E IHRBATISZEANHNEEENFRERS - HECHESARHERRNEMAMEE - BHFE  FHBREFMAE www.ia.orghk, The Insurance
Authority (“IA”) will collect premium levy from the policyholder at the applicable rate. In order to avoid any legal consequences, the policyholder must pay to the
insurance company a prescribed levy for the premium for direct remittance to the IA. The levy amount may be subject to change depending on the applicable rate. For
details, please visit IA's website www.ia.org.hk.

#F Remarks :

1. BREFH - BRAREREFM - MMNMBERER - P2 AT RRERSIRRERS 65 % - ERIBEEUE 60 5% - MERKGERENIRRERS 18 BE
50 5% ° 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. REEETE . FEARRAREB—REEEZEABDERNRE - 518K BE/RFEIEE - Benefit Plan: Insured Person(s) under the same policy can apply for different
Basic Benefit, Plan and Optional Benefit.

3. ERIRERE  BREETU-—REXRRERE - BEXRFUERD 18 BT - ERBEESFRERERRE "518] 1, Z1R - Hospital Cash Benefit:
Regardless of any Basic Benefit and Plan selected, the sum insured of Hospital Cash Benefit will be covered under “Plan 1” only for the insured child(ren) aged 18 or
below.

4. FL  BERERANESEFR - BFEFX - BEFRIEEETE - Child: refer(s) to the legal child of the Proposer, including step child, adopted child, or guardian
child.

= 1$A§'7|' -I- Person(s) to be insured (FEZEEE 2R AZE R} No need to duplicate filling in Proposer details)

RRAME (23 Py | BESNE/ wRl | wERE | mE E% B B |pE’ | sREREN
== = A"
;’E’ %Ef’? " EE()i P © Name in ‘E‘;’g ?E ;E% Sex * | Date of Birth* | Occupation® N.anongéllt:y Eai of B Height™® | Weight™| Body Mass Index
ame of Insured Person(s . # ag Tl 1 (GEZ:uE esidence L 6
(English)’ (Sumame firsy | <" | (11 MT) 7 (B/A/% County/Region) R e e
(NEEZREFEA  BERMEL HKID Card No. / D/M/Y) B¥ ;:E? =
Use separate sheet if more Passport No. / Birth Index 7T<E ? (7
person to be insured) P HZEE)
Cert. No. (for aged Does it
below 11) fall
within
standard
level?
(Please
indicate
Yes or No)

1. 4R A Proposer

F
2. Fof® Spouse

F
3. F¥ Child

F
4. ¥ Child

=
5. F% Child

=
6. ¥ Child

=

#WMAIARIEE Mandatory Fields IREHRNMRAEPSERREMFBER - AZBRBETFPIREERREBAERNVER - o] ALIER © You are not

required to fill in the mandatory fields if the supporting documents attached to your application already contain the required information, or if the information had previously been provided to
BOCG Insurance and it does not need to be updated.)
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#F Remarks :

5. 1 inch=254E X cm > 1 26 m=100 [E>K cm ; 1 F58 kg =2.2 % Ibs

6. BRESHEHBMDETE ST “Body Mass Index” (BMI) assessment method : 5 £E LT BMI 5t &2 T3k FER A & IR E B R348 B (http://www.bocgins.com)
B BMI A8 LETEH - DIERRREAR R K/HZIRAR BMIFEE] - 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).

B8E Weight (BEfI : 3% ke)

BMI = — oo N
B& Height® (811 : K m)
S E =158 8 BMI Category 12 standard level A5 S 1RZE falls outside standard level
A Adult (18 5584 _E aged 18 or above) 18-26 <18 3% or >26
F X Child (18 L T aged below 18) 10-26 <10 3% or >26

BIF example : A — FH 255 « 55 173 ERRAEE 68 T58 Adult - 25 years old, 173cm height and 68 kg weight

(68 kg) ;
BMI = (173 =2272 (EBEESIEHTS1Z%E BMI falls within standard level)
./om

f5F example : FX — F# 158 - 55 75 BXKKRFEE 4 5 Child - 1 year old, 75cm height and 4 kg weight

(4 kg 5
BMI= 0.75m)? =7.105 (HE5EESEHATEZEE BMI falls outside standard level)
75m

BIREMIMIER Stated information for this Proposal Form : BRTRERRNIEER omplete the item(s)

I. ERARIRREMRE Applicable for all types of Protection

1. BR/AZRAZUSIEXHEUMERHAREE ZEE O TF  ZhsSifusIFAR ; SRBE ; BHSH ; EER/ L] L]
NPEEEE ; BEESHS - IEXS "2, & - A5 © 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/FZHRAZEELIINENERERE - NB2ES "2, & FRHUEFAULS  REBRNFAESR(EEMEENZER ] ]
k) K & ERIIMELLE © 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. RBE/AZRERAN TGRESEH, 2AFSEE - You and/or Insured Person(s)‘s “Body Mass Index” falls outside standard level. I I
4, TEBESERR/HZIRAZLE During the last 5 years, have you and/or Insured Person(s) been: I:‘ I:‘

) ERFIRBELER/EIEFTEDSNEESREEED  BHEM2RE  ARAMFN - NEIURERES X )5 OE
AR - SIS - MRS RS E%m 2R - SUEM{ER/ME ? 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) EEEHE - EF - RENSERRANERNRRAXTEE - KB - B - SME - @&k - DENLEER - SREE ] ]
fESK BB S BURTE iSRS B MFEM N B2 RIEAAE ? 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. EBZE 5 FER/ARRABSERAERORBATRENERRSBRNERFRBRBIERE - NARKRERICE - BIREMM L] L]

PRI ? 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?

II. [EARFBEEREE Applicable for Critical Illness Benefit on

(LEERFA MR KB HEAZ PP 75 O 3239 /R Approval process is required for this benefit before acceptance of application)
ZYES &NO
1. BESF GR/HEIRAGERLTE - EEERF  SERER - B/ FE/EMNMRER - RIEER - Bk - S8/MK/ [l ]
HitFHER - B8/ NZEER/OERN) - IRRBEAFBBNEB/ANNARBE - EAEMBERNER(REE
NERWER - BE - BEX%)I S5 ? 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?
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ZYES &NO
2. BR/ESEANER  TRIABKEPEELR 60 AR LHENDE - OBF - BEE - BR  SRUEL - BREiEE ] ]

& ? Have you and/or Insured Person(s) parents, brothers or sisters had or died from Stroke, Heart Disease, Diabetes, Kidney Disease,
Multiple Sclerosis, Cancer or Inherited Disease before the ages of 60?

3. AR/EZRRACEERBZESSANNBEZBEIRBERZRVAFLREESER/B NEER "2, & BB [ ]
2 8I= ? 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.

&3 Notes :
MEM EEMIER | 4 ESB)R/SIER Il 1 Z 2@)EHAI—EE "2, @ FAARMUTERARM FERBERS - IFSEHFMHRE - %  SENE

AR
EEEAN " TERNE —HER - MNEREHEBRSRAZERR o 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).

2HRAUZ BIEESE  |RERRNEREE - ER PrEREE AR |BmEAY | E—XKkZ2EH &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
Page 5 of 10
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BHRE 75 % Payment Method

FRESHBBRZRGT TPREBRIEE
PFRAS], )—HZK[E - 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 and premium levy.

HNEEREAREHES D Premium
and premium levy payment method for the
first year -
O i) ERFOKRSE
Designated Account No. :
012-349-00009828
IR1T2E4R% Bank Reference No.
F
BEEEHHA Transfer date
(B/B/E DMIY) :
[ ii) ZZ= I Payment made by cheque
#R17 278 Bank Name:

X ZE9EHS Cheque No.:

“EEBEBRITUEEREFWEIRIIBE
AR 7 IR#EE A - Please note that some banks
may charge their customers service fees for setting
up the autopay facility.

O |RITEOMNBEER O ERFM O Eftftsamt
Bank Account Autopay* Payment made by Credit Card Other Payment Methods
ABIEZE 10 N TEEMTRESE, & BIEXEE 8 BN TERARNAEESE ) XNE O i) URTPOBRIREALARTPIRE
Hﬁﬁﬂ‘]ﬁﬁ&ﬁ%{%ﬂﬁuﬁ&ﬁﬁD@FE FREBERZGRE(BERERE) - Please EfRBEZEMRFO - Payment to BOCG

complete Credit Card Authorization Form in page
8 for the first year premium and renewal premium
(included premium levy).

Insurance’s Designated Account by bank
account payment transfer or cash.

ERBOMKRKE

Designated Account No. :

012-349-00009828

#R172 £ 4Rk Bank Reference No.

F

AR H A Transfer date

(B/B/E DM/Y) :
i) BUERZ RGN " PREFRBRBRA

5] 4 ) ° Please make a crossed cheque

payable to “Bank of China Group Insurance
Company Limited”.
$R17 478 Bank Name:

2 ZE5R S Cheque No.:

RARZEEPREBRBUEAN/B
—)1 BRENNRERFRERE -

&7 RT

for each new policy year.

T/ERFROERER
TEE@’“EFEEESZE’Jﬁ%%&%@%ﬂ% EFEARRERRER

Z - I hereby authorize BOCG Insurance to effect payment transfer from my/our bank/credit card account for

R T PIRERARSRIERTE(R5]

payment of premium and premium levy under the “BOC Medical Comprehensive Protection Plan (Series

1)”, including subsequent revised premium by endorsement(s) and all renewal premiums and premium levy

FABBLERRE—

premium levy for the upcoming policy year.

Btz - EEBEREEESRR -

EXRARETREERBRAREUTIERRMNEREN - FARBARTEAREFERANFRER
REHE - WREFEFSERENER - I understand that once this application 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 settling the required premium and
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2 A Declaration

LAANEMRBPREEFSRESZI(RIRE  NMERELEFRANESRZER - BEHIEMBERMSI R BETE - —BATHEE - RIFERAR/E
SZRACERFREACFHFASIBRN E P IREE (RIEEEAN - 1 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 and/or the Insured
Person(s) in the Proposal Form and accepted by BOCG Insurance.

QLARNZIEBBRAAR/FZRARPEEOERREBEAERNTE 15 HE 65 mEREENSEEER - I 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.

3ANEMER - FACHLARBIGEE - RARREZERATDEREN - JFEABRBRREZRE - RADHANERBRIAFE - FAR/FERRA
ZIRBEAKRMYZIE - 1 declare that I have obtained the necessary authorization from the above mentioned my independent(s), the information stated in this Proposal
Form 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 myself and/or
for the Insured Person(s) may be invalided.

4. RNELER  AREESETEFHITHEARE  NATTMEINERNLE  FAR/AZRRAZREBRMZIE - I declare that this Propoesal 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.

S RANEMRETMEE - Bl - 2 - RBRASREMAL - SuEPREBRBRREEAAR/S LARBB)RFRERBEFAER - IREEZE
ENARBEARBRZERIA - I 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. RABRTIREERMRIRE —ERIRREZMEE 2R - Tagree BOCG Insurance reserves the right to accept or decline this application.

7. RXANBENEHNERRE - REFEMMREENE  PREEFRBEAAR/FZRAZRBEERITEN - 1 understand that BOCG Insurance’s insurance
liability for myself and /or for the Insured Person(s) will only take effect provided that premium and premium levy have been fully paid and the policy was put in-force.

8. ARABRAIRRPHE—EHEZ - EBEAREFERE - EARAEREPREBRBRBRENTIGERNERERN - FARBBRIMEREFEMENRE
RREHE WREFeSEEHER - I 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 settling the required premium and premium
levy for the upcoming policy year.

UZEE B A E 1} Z BB Personal Information Collection Statement

AABBRARHWE RS PIREBRMBIBHREERZE - WolaEEAR TFIEM 1 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:

. BEREBMARANFRIRE B EAMRIERARIEEE processing and evaluating my insurance application and any future insurance application I may make;
- BITARANRENTRTIERIRAEAR A REMHRARIRTS administering my insurance policy and providing services in relation to my insurance policy;
PMERE - BIERZNEAREBBRIZRE analysis or investigating, processing and paying claims made under my insurance policy;

. BHARRERANEEEAWIRE  (REEE KX invoicing and collecting premiums, premium levy and outstanding amounts from me;

. BRI A RN E mI ARIFHI I E Y ~ B8 - BUESLAHR any alterations, variations, cancellation or renewal of any insurance related product or service;
. L EFREEAE A contacting me for any of the above purposes;

. PIREBERMRITEE UM exercising any right of subrogation by BOCG Insurance;

. HE B Pl BRE B ERGAMT FR other ancillary purposes which are directly related to the above purposes; & and

. BREEREE - &I RZEATFHKIES| complying with applicable laws, regulations or any industry codes or guidelines.

thiREERIRINO] K FE_ M RRE AR AR/ ZRANEAZERZET T5]&75 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. B EMAR - MPIREBFRBIBHTH - B - Bl - I REREBRBNE=S1E - AEBRERE (8% : BRERBHED - ESRIERBHE
- EFEEHE  BFKRORBIRED - EARRRE RS K28 EZI2 AR 74 & )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);

. RIBRAEEZRAIEREED - IRREAES R EBERAR] in the event of a claim, loss adjudicators, claims investigators and medical advisors;

. BRI R E A SIS R E IR in the event of default, debt collectors and recovery agents;

. RIBERRE AT REEERARFE/A S insurance reference bureaus or credit reference bureaus;

. BRASRBREL reinsurers and reinsurance brokers;

KARRRAL (A ) my insurance broker (if I have one);

. PIREBRIBAAR KRB ZHEZEFLER BOCG Insurance’s legal and professional advisors;

. PIREBRBIEEATI(U (AEEA) AREERSHE)BOCG Insurance’s related companies (as that term is defined in the Companies Ordinance);
REFABRUINETRBEASHEXHEHERAS( "HE L )REEE  DUFAEE LASNBFEN - SiUE "#E , RTHESHEE - StHMER
RBEREA "HE, G ENIEMARESEERTE T "B S, B9BAE 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. BB THE, BETEQ "THE, WES  DUERIEM LA B any member(s) of the "Federation" by the "Federation" for any of the above or related

purposes;

k. FAEFNAT  NETHEHMHSEFRRABRBEZBRNAS - ARRBEFEFANDINTANRENHENEMRBRHE - DEINEQ LA
E#) 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. RERERHFBREEIRERZEWRE the Insurance Claims Complaints Bureau and similar industry bodies; & and

m. EBIZESKEET O] AT #REA government agencies and authorities as required or permitted by law.

AATELEEPREB R OIE "HE , BRIEBERAVNENERNPIERKR/SZERAR/ZRAEAER 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.

A - BAABR - PIREEFRBUBSEUEEANFERARBEERAR/SAZRANEAER Moreover, BOCG Insurance may also use and disclose my and/or

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

RABEEFARERBIEATREERBIFEBAAAR/AZRANEARR - MARE - AAPREBRBOEEZASHENZL (B5F : 28670888 - BH :

3906 9939) I 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).

ZULHE BRI 2 35R Receive Direct Marketing Materials Instuction

EARRPIRERRBERATANEAERNEUNREFAHIER (BRI EEEE) 1do 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#EEHY Promotion Email [ B&EEAN SMS [ E S 4F Direct Mailing [ E55 E #4 Telephone Call
MER IR REMEATEU LEAFEAR Y SRERCREE IR ERRU A ERPREBRBEMALWEHEHERE - 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.

NERRCECHEEEWEHEEERNERE  TRRAEAGRZACSHTREBRBIEE - FE5  SULNEZFERRMRBEDREBRERHN "ER

[ = R R C R > W el
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BRBE ., LFENER  RER/SEN - BR2EZES LAETREERREANEHEENEAZRTELE - 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.
HEAZTRIREL A EE N SHEEIZ{EIHIER Instruction to disclose personal data to the Group companies for direct marketing
O AUERRAFZENRBTFPREBRRNES - PREBRRUESHANEABRRERT " AE£0, *HitREREMAFEEENRE - R &
B+ 8% B8R RE ROAKEERBNERAEENEERE FLESEPREERRYN "EREXES ) LAFPREERREHREH ZEEREN
BABERER  ZERBREETEEENNAL  UKZERBEMEZRNNER - BRER/EENMER - ) BEFARPREERBIERTNEAER T
EAZEMERZE - BEEEFE LR SR5E 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, 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 de not wish BOCG Insurance to provide your personal data to the above persons for
the above purposes.
*UAREE, FPREBRRAEZERAS 217 MEBASE - CRBEERMERE - FREFE - MEREEEPIREBRRNZERAT ZD1T - WE
NE - KERWBEEMBRE - FMEPTTEM - 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’s holding companies, wherever situated.

V] ZFAHBLEmREBERER FARRUARMEAREEEMANRERGERNS - WREEFSFEDER EFRFRESRBEERBREBFHZIR
ERET) ° I understand that this is an auto renew product. The policy will be automatically renewed simply by my settling the required premium and
premium levy for the upcoming policy year (renewal premiums will be based on the prevailing premium rates at the time of policy anniversary).

AANEIEBRRRERNZFABEG - EHEERRR L5 2B R KEE AERIERR - I confirm my agreement to all sections in this Proposal Form, including but
not limited to the above Declaration and Personal Information Collection Statement.

ZHRARE (FARRARNERFERE 18 U L) RRAERS

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

&ﬁ/\ﬁi%&%% #2EM: HBREH (H/B/F)

Name and Signature of Proposer Signed Place: Hong Kong and Date (DD/MM/YY

FiRESEERAKEEZMGRE - PREEREAEEIMTEE -

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

EREFUZ#SE Credit Card Authorization Form

O Visa O Master O PIRIFHE M ER T (NERZFEET) BOC CUP Dual Currency Credit Card (Must be issued in Hong Kong)
BFEAZR Cardholder’s Name EEBHER fEF+£BE %% Credit Card Account No. ERARIEE (B/%)
HKID Card No. Credit Card Expiry Date (M/Y)
/

RAZERE TPREBRRABRAT . RAXANSAFFOBEXN "PREBFSREFTR(Z25)—)) BARERREHESE - EE5THEA ° I hereby
authorize and direct “Bank of China Group Insurance Company Limited” to debit the premium and premium levy due from my credit card account for “BOC Medical

Comprehensive Protection Plan (Series 1)”on a yearly basis until further notice.

ERFALIERFEA - HEBUTER - I Cardholder is not the Proposer, please fill in the following information.
1. EA3{R ABAf% Relationship with the Proposer:
2. KIRFRERAZMNRERIFRERERE Reason for paying premium and premium levy on Proposer’s behalf:
O FABRREELLAREAZZHEHZ " PREFGASRETI(ZI ) RERFEHESE  FATHRUREZLREMEENTOREGLUSE
4 F1RIRA ° 1 hereby confirm to pay the premium and premium levy due of “BOC Medical Comprehensive Protection Plan (Series 1) for the Proposer. I also

understand that any refund premium and premium levy due to policy cancellation will be given to the Proposer by cheque.

5+ A% ZE Cardholder’s Signature B 4% B 55 5% 5 Contact Phone No. H#A Date (H D/B M/E Y)
(EBEREHBR BT should be the same Gy
as the specimen signature on Credit Card) X
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RITRIBNEIER UM (Bank staff must complete the below box)

#R1TCEZE A For Bank use only
ASHHURSR Staff No.

RSPt A 4RSI Agent No.

7} B fI#R 5% Transfer Unit No.

AP Z Staff Name

AEHEEE AU AR Unit No.

B\ A4RSE Transfer Staff No.

I 4% EEEE Staff Contact No.

CIN %45 CIN No.

EREEAmSR TX No.

EPEZEFEZRMRER - FRTAEQPREERERIER LN XX The Bank staff should submit the following documents to BOCG  Insurance:

#R1TE OB &#EAR Bank Account Autopay

(1) ERRBEVREIEARSF A The original
copy or photo copy of Dedicated Premium Deposit
Form

() RE 10 EEHREN "THEVREEE , EX
The original copy of the duly signed “Direct Debit
Authorization Form” in page 10

(3) L2 1RE This proposal form.

{EF £ {15k Payment made by Credit Card
(1) R 8 EEEZEN "EARMNMIEES ) X The

original copy of the duly signed
Authorization Form” in page 8 :
(2) £ 1RE This proposal form.

“Credit Card

Hith{4F 5 Other Payment Methods

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

(2) IE3%{RE This proposal form.

{REE#RSR Policy No.

#3% A Handled By

ZE”Z A Checked By

{722 SIZ A For Office use only
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B IEFUSH#EE Direct Debit Authorization Form

ERIUER G ILIREER LG 55 2 FKER1T Please complete and return this form to your banker

Wz —77 (RzmA) SRITHRSR DITHRER WRBR PR ES
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/ ESHEERAN/ESZTHRT  REBESZEAR/FCETABETEIAN/EERTZERBAAN/ESEZRPNERE LIRS - EEBRERSHELTBAE
PUF57E ZBRER - /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/ EERBARN/BEEZIRTHRABEZSERBNEEERTAAN/EE - 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.

MAZSERMEAN/EEZRPERBZ (ISR ZIBEZIEM) - AN/EERIBRZRNFEIEZEEE - UWe 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).

TN/ ESRABNAN/EEZRFUREHRENZEERER  AAN/EFZRTHEATER  BRTUWEESZWE - WolEk M —EMEEENEUY
KIZHEE - I/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.
ABREEBEEEVEESTBRNALEFIEEZ FIRHERILE MIMEBEBLRREZHEASRE) © This authorization shall have effect until f