o SRIEIRBS R (R BUIRIRE Pt L B (s A

BOC Worldwide Medical Insurance Plan Proposal Form A o A I O N
WAL FEPIREHEP 71 RAKLEBKREIE Correspondence Address : 9/F., Wing On House, 71 Des Voeux Road Central, Hong Kong.
= P IRTEEM4R Customer Services Hotline : 3187 5100 8 HE Fax : 3906 9906 EFB Email : medicaladmin_ins@bocgroup.com

%= FE 2 E1E Important Notes to the Customer :

. BRERABUENEREBREESHBAM "V 5K - FOZRNEER - WEESEZE - The Proposer has to complete the form in English BLOCK
LETTERS and please puta “v"” in the box as appropriate. Any changes to be made should be signed by the Proposer.

2. *F; %fo?@ﬁﬁ% ° *Please delete whichever is inappropriate or non-applicable.

3. I%%Jtl:&ﬁ%%%%‘& BNEKNAS  BHE EPfE:%IﬁI@EBE’AT (T8 "hiREERIR" ) ZRIRFEFLR (852) 3187 5100 & - FRB AT T
ﬁ ﬁﬁ?ﬂ?ﬁﬁ&ﬁ)\&/‘ixﬁAE’ﬁU CEBERERNEEER  REERBRAR/AZRATAIFTRORE  EEEREKS SZ 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. It is advantageous to the Proposer and/or Insured Person(s) to fully disclose all material facts to the insurance company.
Failure to disclose may mean that the policy will not provide the Proposer and/or Insured Person(s) with the coverage required, or may invalidate the policy.

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

5. EERREMSNATHAREBENBEALE - BLURERZE - 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. "HIRIRIKBERESE, (T8 "AstE)" )BPREEREER - BOC Worldwide Medical Insurance Plan (named below as “this Plan™) is underwritten
by BOCG Insurance.

7. REIRTT (FE ) BRAS( TPREE ) UPREERBNEERBABENOEARGE - AFERPREBRBNER - MIFPREENER
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. HNPREBHEEFS VERHEBENEEBARGMELINEERFRE(E %%Eﬁ,uﬁﬁiﬁﬁﬁ*iﬂﬁﬁﬁmﬂ UHRERD OBESE)  PIREEBRER
FPETEMAUNTREIRRE ; MARAENG ,\’]1¥?A’E’JE@%&% FEFR P EREERIREAE FEIEMIR - 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. HEIRTT (T ) BRATICEFBRFATHEREREXEERRE (RRERAN) (FBEME 41 &) BHRBAEKERR - (RIRCEREBER
S%A% 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)

2 {RPRH Limitation :

. BERATEZRA-—EARR - RARBERRAR/AHERXE - S0\ - §AEMBRE - FX - The Proposer can enroll the plan together with family.
“Family” refers to the Proposer and/or parents and/or legal spouse and/or parents-in-law and/or child(ren) of the Proposer.

2. HBRARRGEERNESR 18 I LL L - The Proposer must be aged 18 years or above at the time of application.

3. FIBERRARPHEENRIBFHERFERNT 15 XE 70 % - FREHRNTF 15 BE 5 mNEERMA—EIRR - Upon application, all Insured Person(s)
must be aged between 15 days and 70 years. Child(ren) aged from 15 days to 5 years old must enroll together with adult.

4. BREDREBRRBIES  EREFEARRANEBFEREESEM 6 BHSLLL L - Except the approval of BOCG Insurance, the Place of Residence of
the Insured Person(s) must be in Hong Kong or Macau whereby the Insured Person(s) will live for 6 months or above within the policy year.

#WW/AERIAE Mandatory Fields (IR BRI U FEARFREMBER - A ZAIZREFPIREERBREERERNER - O AUEE © 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.)

BRAEH Details of the Proposer
ELUEFERR - BRPREBRBAE wwwbocgins.com T8 "EFERNESR,  EXEREFRFE-AER - AR UEH - FHEZPRBE R ®52) 31875100 «

If insured is Trust, please download Customer Information Collection Form " in BOCG Insurance website Www.bocglns.com, complete and submit together with
proposal form. For any enquiries, please contact Customer Services Hotline (852) 3187 5100.

(BREERBELERERE  MERTAZIZEARILEG - 5 AERFIZE - 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 %2 Name in English” 2. X% Name in Chinese”
(RR ST YK Surname first)

*3, ZEBEEHE HKID Card No. / 835558 Passport No. " 4. BI%E Nationality * (B1Z/M1& Country / Region)
5. MBI Sex” ] 8 Male [] % Female 6. H4HEA Date of Birth”
7. F12E:F Mobile No. 8. EHLit it Email Address ”

9. @33 Correspondence Address *
Z Room / 5% Flat 12 Floor E Block KB % 7E/H8 Building / Phase

B3t/ 4041 5% 81K 278 Estate/Village no. & name

A8 R 8% & T8 Number and Name of Street/Road

& Area [ ] & Hong Kong (] 7L5E Kowloon [ ] %75 New Territories [] B#& Outlying Island

10. fE3t Residential Address o BB AR [E] Same as the Correspondence address
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1. %R ABEZE" Occupation of Proposer

[]01- BXZ A+ Political VIP

[]06- i A Skilled workers

[]02- EEFMEIE AE Officers and Managers

[]07- 52%558) % Manual workers

[]03- EHFN$11T A B Experts and Technicians

(] 08- EUEEAREX -

Personnel and Police etc

o Ty

)

~BRISE A A B Armed forces and Customs

[]04- XEFEFE T YEZE Clerks and Administrators

[]09- #&3 A8 Unemployed

[]05- BR#5A08HE A B Services and Sales Staff

] 10- EAth Others (3552 F8 Please indicate)

A ANZ#RTT K 54758 My Bank Name and Branch

cheque.

12. BB ARMNEZE BRTTE O Bank Account must be in Hong Kong for Claim Reimbursement*'#)

BRSO 9EH Autopay A/C No.

t FIARRAMEME—RITERSOFERBEBE A - RERHERTAO - BEBMUZEZMTRIRA - 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

#WEIERIEH Mandatory Fields (IREHRIM R GFEARFREMBER A ZABRBEFPREBRBEEERFHNNVER - J 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.)

{RE 4 ¥ H H Effective Date of Insurance Cover

HD/BEM/FY

all underwriting procedures are completed.)

(NBESEREABRZERER - RIRERF T4 - The insurance is effective which is subject to

i35 #83E |k Use separate sheet if more Insured Persons to be insured)

ZRAEH Details of Insured Person(s) IEESSEA -

SEME

with attachment

O

2HRAL
Insured Person 1

Fiih Age: 10 /yr

ZRA2
Insured Person 2

B Age: 10 /yr

ZRA3
Insured Person 3

FHS Age: 10 /yr

ZRA 4
Insured Person 4

iy Age: 10 /yr

2RAS
Insured Person 5

e Age: 10 /yr

ZRA6
Insured Person 6
iy Age: 10 /yr

1. BAX#E Name in English”
(FBEFE B K Surname first)

2. $X#Z Name in Chinese”

3. BEBMERNE / ERNE /
BB RS
(11 M) *HKID Card No./
Passport No./Birth Cert. No.
(for aged below 11)

4. M5l Sex”

5. H4 B Date of Birth*
(B/B/%) (DD/MM/YY)

6. BE%E Nationality"
(Bl Z/#& Country /Region)

7. B Y

Place of Residence'

[] &7 Hong Kong
[] BP9 Macau
[] AI#E The Mainland
WA
Name of City :

[] &7 Hong Kong
(] BP9 Macau
(] A The Mainland
WA
Name of City :

[] %5 Hong Kong

[ ] #FY Macau

[] 93t The Mainland
W
Name of City :

[] & Hong Kong
[] BP9 Macau
[] A The Mainland
WhEE
Name of City :

[] &7 Hong Kong
[] BP9 Macau
[] At The Mainland
WHEE
Name of City :

[] & Hong Kong
[] BP9 Macau
[] A The Mainland
B
Name of City :

[] EAth Others

[] HAh Others

[] EAth Others

[[] EAth Others

[] EAth Others

[] EAth Others

within standard level?

B2/t & 2 BZx/ithe = BZx/ithe = B R/i&E2TE B/t & 2 B ZR/tEEH
Name of Country/ Name of Country/ Name of Country/ Name of Country/ Name of Country/ Name of Country/
Region : Region : Region : Region : Region : Region :
WA WA WA WhEE R WhEE
Name of City : Name of City : Name of City : Name of City : Name of City * Name of City :
8. ERRAREE ] AN Self (] BCf8 Spouse (] R Father (] & Mother O] F& “Child’ O F& “Child’
Relationship with Proposer (] EBR mLHS:
Father- in- Law Mother- in-Law
9. BZE"Occupation
10. 85 *" Height® Cf/m)
11. B2 & ¥ Weight® (T-3/kg)
12. BREEEEH Y
Body Mass Index (BMI)4
13. BREEERH '2ETE (2 Yes (2 Yes [ ]2 Yes [ 12 Yes [ 2 Yes [ 12 Yes
1ZH#E 9 Does BMI* fall [1& No [J& No [J& No & No [J& No [J& No

# WRIARIE H Mandatory Fields (MIRIE RV GPESBERFREMFTER - A BB FPREBEFRRERAEMNER - o] AMIER © 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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#* Remarks :

1. BEMERESRAEREFERNBRERE—tEEASMU L  URKRREXEEESBANAELAEBERR - Place of Residence means the place whereby the Insured
Person(s) will live for 6 months or above in the same place within the policy year and as declared in the proposal form or written notice of change.

2. FRUEKRRANEETY  BFEM#TY  EETY - HEHEFRE - Child(ren) mean(s) the legal child(ren) of the Proposer, including step child(ren), adopted child(ren), or

guardian child(ren).

3. 1 inch=2.54Ecm > 1 Km = 100E KXcem ; 1F58kg = 2288 Ibs

4. HREBESEHBMDETES T “Body Mass Index” (BMI) assessment method : 352%E I FBMIFtEIZ 5L F AR A o $RE£ B {R IR 48 & (http://www.bocgins.com). FIBMIAS
FTEE . DIERIRRENPRBR/FZRAKBMIFEE! - 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).

BMI= B8 Weight (EEfil: TR kg)
B Height® (Bl : 3Kk m)

BieE S5 H 8 BMI Category 1R #E standard level AFFETFEE falls outside standard level
A Adult (18 5%3% L aged 18 or above) 18-26 <18 =, or >26
F X Child (18 5L T aged below 18) 10-26 <10 B or >26

fF example : FEA — F# 25 5% - BS 173 EKKIEE 68 F58 Adult - 25 years old, 173cm height and 68 kg weight

(68 kg) s
BMI = (1.73m)” =2272 (EBREEEETS1E% BMI falls within standard level)
73m

BIF example @ T4 - FE 15% - BE 75 EKRHIEE 4 F5 Child - 1 year old, 75cm height and 4 kg weight

(4kg)

BMI = .
(0.75m)

=7.105 (E5RESEHATEEE BMI falls outside standard level)

{REEET I ° 3B & #8 {R 3 Category of Benefits Plan’ & Total Premium (HK$)

EX{RIE Basic Benefits

ZHRAL ZRA2 2RA3 ZRA 4 2RAS ZRA6
Insured Person 1 Insured Person 2 Insured Person 3 Insured Person 4 Insured Person 5 Insured Person 6
14, TEIAR R R IRIEH & L] &858 083K) | [ Z&EstE '3 [] 5513 (83K) [] 5513 (8X) [ S&&E R | [ & (RXK)
Plan Level and Coverage Noble Plan Noble Plan Noble Plan Noble Plan Noble Plan Noble Plan
Area (Worldwide) (Worldwide) (Worldwide) (Worldwide) (Worldwide) (Worldwide)
O st O szt [ Sstal [ Sstal [ SiEtal [ Sstl
(ERER- EEIFRIN (ERER- EBIFRIN (RIK- E=EIFRSM (BRIK- EBIBRSM) (RIK- ZEERIM (BRIK- EBBRSM)
Elite Plan Elite Plan Elite Plan Elite Plan Elite Plan Elite Plan
(Worldwide (Worldwide (Worldwide (Worldwide (Worldwide (Worldwide
Excl. USA) Excl. USA) Excl. USA) Excl. USA) Excl. USA) Excl. USA)
[ WS (GEM °) | [ WBIEETEI G °) | O WBEETEIGEM ) | [ BT GEM ) | [ BEETE GEM )| O BEatE GEN°)
Essential Plan Essential Plan Essential Plan Essential Plan Essential Plan Essential Plan
(Asia®) (Asia®) (Asia®) (Asia®) (Asia®) (Asia®)
15. BESFERRR [] HKS$0 [] HK$0 [] HK$0 [] HK$0 [] HKS$0 ] HKS$0
Annual Deductible Option | g ¢55 090 [] HK$25,000 [] HK$25,000 [] HK$25,000 [] HK$25,000 [] HK$25,000
[ ] HK$80,000 [ ] HK$80,000 [ ] HK$80,000 [ ] HK$80,000 [ ] HK$80,000 [ ] HK$80,000
EZ{RM Optional Benefit(s) ( RBANREE5EI5L 2512 Applicable to Noble Plan or Elite Plan only )
16. F %} Dental ] ] ] ] ] ]
17. P332 Out-patient ] ] ] ] ] ]
EFRE
Annual Premium(HK$)
R AR Total Premium and Premium Levy?
FRIEZHEA (BX + BERE
= ( . %) . ZFHRE Total Annual Premium (HKS$) :
All Insured Person(s) (Basic + Optional Benefits)

#ri11&{RE Discounted Premium (3EF if Applicable) : ( %11 #0 Discount)
REFRREFE Insurance Authority Premium Levy:
FE{+#25H Total Payable:

"RBEEER ( TRES, ) BRERHEXROREFAANNREHE - HSBRETMERER  RESAABRARREFDRB AT ZERENIRHE - LH
RERATBZEHANHHBENTRES - BN SEAEHEXREMBMEE - BRFE  FABERESNVMAE www.iaorghk o 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 :

5. RRABRGRERRE - HURBEMNEEREREBEREBEOREEERNRENRINERE - FAZRARB—REUSELDERARERBERE MEAREABE
IREERVET BVAR B B48[E) - The Insured Person(s) should enroll in the Basic Benefits coverage prior to the application for Optional Benefit(s) and such Optional Benefit(s) should be
same as the level of the Basic Benefits. The Insured Person(s) under the same policy can apply for different Basic Benefits and Optional Benefit(s). The plan level of Basic Benefits and
Optional Benefit(s) must be the same.

6. MEIR/ME)ZRIERET - BM - ZANKL - AT XF - RBE - PE - PEEFE - PEVEF - PESE - NE - HE - BA - lKiEsx - SWSH - 218 - Bk -
FREAX -E5 A9 - BER@E - HAFE - & EEHE  FEERE N B HEEF B5% HRE REN - -L1EES - BLI=kR#ER -
Asia(Country/Region) means Afghanistan; Australia; Bangladesh; Bhutan; Brunei; Cambodia; China; Hong Kong, China; Macau, China; Taiwan, China; India; Indonesia; Japan;
Kazakhstan; Kyrgyzstan; Laos; Malaysia; Maldives; Mongolia; Myanmar; Nepal; New Zealand; North Korea; Pakistan; The Philippines; Singapore; South Korea; Sri Lanka; Tajikistan;
Thailand; Timor-Leste; Turkmenistan; Uzbekistan and Vietnam.
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R =BRIRIE B Stated Information for this Proposal Form
BB IRALIBEATEE TINEGE - EEER © 2, - iBHFMIE 6 5 THRLIESAF, - Please answer each of the following questions

on the health of the Insured Person(s). For each “Yes” answer, please explain and provide details in “Illustration of Stated Information” in page 6.

I. —#&¥ ¥ General Information

ZYES &NO
1. ZEREFBRE & "2,  BAABRKEER)RREFH - FREFLERE - FRBBHKER - Do you O O
smoke or have you ever smoked? If yes, please specify daily consumption (piece) and year of smoking. If you have ceased
smoking, please state the date and reason.

2. TEAIBENEE B "Z,  FAPREREE (AUEE - HEE - ZUES ) REBHASE(EH) © Do you O O
drink alcohol regularly? If yes, please specify type of drink (e.g. beer, wine, spirit etc.) and weekly consumption (ml).

3. HBE 12 BARRBEZEIZIEURD 10 8 (45 A ) ML & "2, - ARBEEEEMNER > Z2EE KR O O
° Have you gained/lost weight of 101b (4.5kg) or more in the last 12 months? If yes, please give exact figure and reason.

4. RZEZHEFFISETOUSRESIES (AW ERAAMEZTE - BEH - HARENEBKIZLE ) 25 O O
res

.1 - AmAAEEE - Do you participate or are you planning to participate in any hazardous sport or activity (e.g. private
aviation, motor car or motor-cycle racing, diving of any kinds or mountaineering, etc.) ? If yes, please state details.

5. TAEFBREBBIRFILUMbEEFASIIFE?E "2, - FAEPAAHRBEREHE - EEBRNREFEERE - Do you O O
or do you intend to live or work outside Hong Kong or Macau? If yes, please specify name of country and city, purpose of

stay and duration of stay.
II. #¥{RE2# Insurance History

EYES &NO
6. i. BRIRECBEN EERFEMEASN - BABE ERRTHEERR?E T2, @ BRERRATSE Ul U
T~ FTEIRE - RIREe%E - (RESHH - Have you purchased/been applying other personal accident insurance,
individual medical insurance, hospital cash insurance or critical illness insurances? If yes, please state the name of
insurer, name of plan, amount of coverage, and effective date of policy.

ii. EAERREASHHREFBFBEARIN - BARE ERIRE  BEIASREMEIER - LEEASRIN O O
RESBEER?E "2, - AlRMABIREKFEE - Have your personal accident insurance, individual medical
insurance, hospital cash insurance, critical illness insurance or life insurance policies ever been cancelled or
applications ever been declined, postponed, accepted with extra premium or modified term by the insurer? If yes,
please provide reason and details.

ii. BEBER LB RBAIQORBRATRFRBE? & "2, - FREMFE - Have you submitted claims O O
applications of the above mentioned insurance plan to the insurers? If yes, please provide details.

III. 7% B& Medical History

7. BE/EERAEOUZEYEE 14 X (—MERE - EKERSI ) ? Have you ever been or are you currently O O
taking/prescribed any medication or drugs for more than 14 days (apart from common flu and colds)?
8. MEXHNIHEKEBEEER EEMORRE - PE - SME - #K% - BRF - BHXE - J:X (IFRFEE) - O O

JE fE S 1E @ & 5 7% ? Have any of your natural parents, brothers or sisters suffered from heart disease, stroke,
hypertension, diabetes, kidney disease, mental disorder, hepatitis (or is a hepatitis carrier), cancer or any hereditary disease?
9. BRYEXIRRATHREZEREREN  BHRETARBLEEZETTOERRE - R MRAH - X6 - L8 L] 0
- BB - EETER  JSAMMESEMRER? Other than medical test(s) required by an employer or insurer,
have you ever undergone or been recommended any medical/diagnostic test, such as blood test(s), x-ray, electrocardiogram,
ultrasonogram, CT scan, biopsy or other investigations?

10. BESFSERBELEAER (—MERE - KBRS ) SIREIINZEBIE 14 X? Have you suffered from any illness O] O]
(apart from common flu or colds) or effects of any accident which lasted for more than 14 days in the last 5 years?
1 AR - BZW S R I Z M 2 SOR B Z R SRR R ~ 5550 ~ 2)as0E? Have you ever [ 0

received or do you expect to receive any medical advice, counseling, treatment or any test(s) in connection with venereal
disease, AIDS, HIV infection?

12. HRETIEREMBEERZ SIS ? Have you ever suffered from or been treated for any of the following

disorders/disease?
i BFRZAMEREEER ZREX  #H2R MKE - 89K/ EFSRAFIEMERZFER ? The O O

Respiratory Diseases including asthma, bronchitis, tuberculosis, emphysema, deviated nasal septum/turbinate or others
respiratory diseases?
ii. DIMBRERAFAFMEERSIENRE / OLFE - O0F  SME - BRER - 0T - OfRE - B - Fik ] Il
SR EH M BRI 2 %% ? The Cardiovascular or Circulatory Diseases or Blood Disorders including chest
pain/angina pectoris, palpitation, hypertension, rheumatic fever, heart murmur, heart attack, anaemia, varicose veins or
other related diseases/disorders?
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iii. HERREROBZIR/ENITX  HF - JRENWERE - BB UK ENEMEE /BS REEE U U
A ? The Digestive Diseases including hepatitis of any kind, liver disease, ulcer of any kind, haemorrhoid, hernia,
anal fistula or other diseases/disorders of esophagus/gastrointestinal and gallbladder?

iv. WRRAMEREES - Bt - REERAACQNEEREEREOEF=2ERGEER - AKKH - AISIRE OJ ]
&~ MRS E M AR 2 %% ? Genitor Urinary Diseases including kidney, bladder, urinary disorders and stones or
any Disorder of Reproductive Organs including abnormal smear test(s), menstrual disorder, prostate
disorder,venereal disease or other related diseases/disorders?

v. ADWABEREERRERR - BFRIRBEIEMBBER ? Endocrine Diseases including diabetes, thyroid ] ]
disorder or other related diseases/disorders?
vi. MERRMER - BHXE BRRRMEEEFROEKEE - BE 2K R - 5E - £8 - Ig2siETs ] [l

AR RERMIRXENBEERERE 8N/ BN/ REENZ BN EMAR 2% ? The Nervous
Diseases, Mental Disorders or Psychiatric Problem/Diseases and Brain Diseases/Disorders including epilepsy,
paralysis, dizziness, stroke, headache, anxiety, depression or any other neurological disorders and impairment of the
eyes or ears including blindness, conditions affecting sight/hearing/speech or other related diseases/disorders?

vii, AHSIARESREREEERARBEL - BHX  BE  LBEEE  BEIMNINEMBREZER? L] L
Spinal or Musculoskeletal Conditions/Diseases including rheumatoid arthritis, arthritis, gout, sciatica, hallux valgus
or other related diseases/disorders?

vili. IEHEREEIRE - ILERE - LEER - BRE - "kEEE  ILIREERE REREMEB ZIEE O O
J% ? Breast Disorder including mastitis, breast pain, breast lump or mass, adenoma, fibrocystic, fibroadenoma,
abscess and other related breast disorders?

ix. KEBECEEE #2 KBEX BEPZ KBAL K8 XF - ZHEMBABZEEBNR ? Skin O O
Problem including acne, eczema, dermatitis, urticaria, keratosis, psoriasis, onychomycosis, wart or other related skin
conditions?
x. JEIE - BB - ElE - ERAYRTIEEEFIEE ? Cancer, Tumour, Cyst, Polyp or Abnormal growth of any ] ]
kind?
13. BESFEERTEAMUERERMEERIERESS2AR? Are there any health or physical conditions in the last 5 Ul Ul

years not mentioned above which may affect your well being?

IV. Z#E A For Female Only:

EYES % NO

14. i. RERERB -E "2, - AIPTEEH - Are you now pregnant? If yes, please state the expected delivery date. O O
FEZEHA% The expected delivery date
ii. EERREFEEMR LEAMFEE (NZEH2 - BIRER - SME - E8RKES ) ? Have you ever had any O O

complications during pregnancy or delivery (e.g. ectopic pregnancy, gestational diabetes, hypertension, protein in urine
etc.)?
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PR} 18 H SR A Ilustration of Stated Information

mbut TRRERTIEE | 1-14 IHEE - HEHE—EE T2

2. BERTIERAREZEFE - IFESEFMGRR - BEABAMN SEME
VBRI E —HHER - M EREBBAZRAZZERR - If any answer to above “Stated information for this Proposal Form” question 1- with attachment
14 is “YES” , please provide full details in the following table. If you need to provide details on separate sheet, please tick the box at the right D

hand side and attach the sheet(s). The sheet(s) should be duly signed by the related Insured Person(s).

I. —#%E ¥ General Information / I1. $%{R 528 Insurance History
f&5%& Questions 1 - 6

SRAES RIRE SRS g
Name of Insured Question No. Details
Person(s)
I11. % Medical History
f5%& Question 7
ZRALR FR it E/ RAERTE YA ESHEIE BEBAH RENER FBERE R
Name of Insured Nature of Disorder/ Name of Medication Daily Dosage Duration and Date Current Condition Name and Address of the Medical
Person(s) Diagnosis or Drug (From - To) Attendant(s)
%8 Question 8
ZRALR HRR ARG IRt E/ RIERTE BmBRER RENET - WERFBRMIER
Name of Insured Relationship with Nature of Disorder/ Diagnosis Date & Age of Onset Current Condition, or if Died, Please State Cause of Death
Person(s) the Insured
Person(s)

%8 Question 9 (FEMI_EAREEIRS PLEASE ENCLOSE RELATED MEDICAL REPORT(S))

SIRAES R E/RIE ST R EHER AHEEFHE RERAER RENER TR BERE MU
Name of Insured  |Nature of Disorder/ Diagnosis Date of Details of Tested Test Result Current Condition Name and Address of the Medical
Person(s) Test(s) Ttem(s) Attendant(s)

R3%E Questions 10-14 ((5Mf_EBRFIEE &R %5 PLEASE ENCLOSE RELATED MEDICAL REPORT(S))

RRAMS BB | MERE/ AR ERTEIE FriEsz BmEH | LYok EE | ERERERER | BRABRRSREMA? | T2BEIE R
Name of Question Diagnosis /Details of Disorder, EIBRAE Onset Date | Last Consultation |Result and Current B/E Name and Address of
Insured Person(s) No. please specify the location of | Care and Treatment Date Condition Any Medical Report(s) the Medical
affected where are applicable Received Provided? Yes/ No Attendant(s)
Page 6 of 12
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BIARER R =S5 £ Premium and Premium Levy Payment Method

O RITEOMNBEEIR O EREM® O Eftftsrazmt
Bank Account Autopay* Payment made by Credit Card Other Payment Methods
BIEZE 11 W TERMREEE,  EREF | FEXE I BN TERARIRERE ) XNEF | O HMRTPFOBERIAREARNARTPIREER
MEERGEHBLRTAFOBKRIIREHE | RERZFRE(BFEREEE) - Please complete @ ZE A B O - Payment to BOCG Insurance’s
BREZARA TPIREBERMBAMRAS] L )—HK | Credit Card Authorization Form in page 9 for the Designated Account by bank account payment
[8 - Please complete and submit the Direct Debit | first year premium and renewal premium (included transfer or cash.
Authorization Form as in page 11 together with | premium levy). EHRAEBOKRE
bank account payment transfer or cash or a Designated Account No. :
crossed cheque made payable to “Bank of China 012- 349- 00009828
Group Insurance Company Limited” for the $R4722 452 Bank Reference No.
first year premium and premium levy. F
AR H A Transfer date
MNEFERERREDES X Premium and (FI/B /E DIMIY) :
Premium Levy payment method for the first year : OB UEST=(RT THREERBRERA
0i) BAEORKMR BJ 4 ) ° Please make a crossed cheque payable to
Designated Account No. : “Bank of China Group Insurance Company
012- 349- 00009828 Limited”.
#R172 £ 4Rk Bank Reference No. #R17 278 Bank Name:
F
AR H A Transfer date LSS Cheque No.:
(B/B/E DMIY) :
O ii) 22 {J 5 Payment made by cheque
#R17 28 Bank Name:
% ZE5RE% Cheque No.:
“HIRERRITOUEEDEFWERIIBEE
FRZARFEER - Please note that some banks may
charge their customers service fees for setting up
the autopay facility.
RANRERPIREBRBUEAN/ESEZ2RT/EAFPOEERAR " PIRBREERRIEETE ) BN
NWRERREHE  SHEHESEMEANREURESENREFEERRERRERE - I hereby
authorize BOCG Insurance to effect payment transfer from my/our bank/credit card account for payment of
premium and premium levy under the “BOC Worldwide Medical Insurance Plan”, including subsequent
revised premium by endorsement(s) and all renewal premiums and premium levy for each new policy year.
AABRBLEREE—GHE  ESEREEEHEN - EREFEEPIREBREEHREUEAGRNEREN  FAREAXTEREEEMENRER
REHE  LREFZSEEFHER - I understand that once this application is accepted, if no notice of amendment of renewal terms is sent to me/us from
BOCG Insurance prior to the expiration of each policy year, the policy will be automatically renewed simply by my settling the required premium and
premium levy for the upcoming policy year.
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B Declaration

L AANEMRE " PIRIRIERFRES L RE - NEREERANRCRZER - BENEMRRIMIIBZEBRRE - —BAFHEE - IRIFERAR/
HZRACERFREARNCFHFAS B E P IREB RIRIEA - T acknowledge that benefits are not payable under the “BOC Worldwide Medical Insurance Plan” for
any costs of treatment arising from any existing illnesses, injuries or other conditions unless complete details are fully disclosed by me and/or the Insured Person(s) in the
Proposal Form and accepted by BOCG Insurance.

2. FAELERZRARPFBENFRRESERNT 15 HE 70 ENAL - BREDREBRBES  EREFEAZRADERENEEIAM 6
BAZME  URRRENEZEEECARAMAIELAERIEERR = 1 declare that upon application, the Insured Person(s) is/are aged between 15 days and 70 years old and
except the approval of BOCG Insurance, the Place of Residence of the Insured Person must be in Hong Kong or Macau whereby the Insured Person(s) will live for 6
months or above within the policy year and as declared in the proposal form or written notice of change.

3. R ANELER - FACOMERBIGEE  RARREZFRETDEREMN  IFRBRBREZRE - FATRANENERNAFE - FAR/H
ZIRAZIREB KR ZIE - T declare that T have obtained the necessary authorisation from my dependent(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 me and/or for the Insured Person(s)
may be invalided.

4. ANELER FARASEZEFTEFINTHEARE  NEETMRENERKRE - RAR/ARRAZREAKRMZE ° 1 declare that this Proposal
Form is applied and signed at the HKSAR, in case of fraud or factual misrepresentation, the cover for me and/or for the Insured Person(s) may be invalidated.

5. KA EEETEE - Bk - 2 - RERATIREMAL  HuEPREERBRRERAAR/FH LAXBEEBENNREFMAER - IWEEEZF
ENAREIEARFRERIT - 1 hereby authorise any doctor, hospital, clinic, insurance company or any other person to provide either myself and/or the above mentioned
family members’ health condition or detail medical history to BOCG Insurance. Copy of this authorisation form will have same effect as of the original copy.

6. RABRPIREBRBRBE —TIBBIRGESHEMBEE 2T - Tagree BOCG Insurance reserves the right to accept or decline this application.

7. AANBALARNZRERE  REBBRAFRELENE  PREEBFREBHAAR/AZHRAZRBEERITE ° 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. RABBIRFRRFE itz - EBAREFERRA - EAEEETREERBRAEBEVETERRWEREBN - RARBHX MAREFEREAN
RERFREHE  WWREFSESFBEHER - 1agree 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 renewable by my settling of the required premium and

premium levy for the upcoming policy year.

U4 ££ & A E 1l Z2RH Personal Information Collection Statement

RABBEARARHHER S PIREBRBREBRBIESEMT - WIIBEEAMN T5ER T understand that the information provided by me to BOCG Insurance is
collected to enable BOCG Insurance to carry on insurance business and may be used for the purpose of:
. BEREBHARANREERFZNA ARG RKIERARIEERE processing and evaluating my insurance application and any future insurance application I may make;
- BITAANRENTRIERREHEERARERBRIARTE administering my insurance policy and providing services in relation to my insurance policy;
. DEAE - BEERZMARAREBBMRZERIE analysis or investigating, processing and paying claims made under my insurance policy;
. BRARREBRINRQARABREBIRE - (REEE KX invoicing and collecting premiums, premium levy and outstanding amounts from me;
. R RRBBNERIRIFVEMELR - EF - BUESLAEH any alterations, variations, cancellation or renewal of any insurance related product or service;
. BALL E FRE# 48 AN A contacting me for any of the above purposes;
. PEREERRITHEE N exerc1smg any right of subrogation by BOCG Insurance;
Er‘_‘ B it R A E BB G MI A IR other ancillary purposes which are directly related to the above purposes; & and
BIEERAE RO KENTRIKIES] complying with applicable laws, regulations or any industry codes or guidelines.

I B Y T N

FIREBRIR I EE _ LMARERAR/FTZRANWEBEAZRZBET T5]E75 BOCG Insurance may disclose my and/or the Insured Person(s)’s personal data

for the above purposes to the following classes of transferees

a. i LA - @ IREERBIERTE & IR RERETRBUE=FE - XEBKEE (81  BERBUHED - ESERS
HEY - SFEREHEE - B RORIRED - _h*ﬂﬂﬁﬂﬁiﬂ t [ K B1% IR 12 R 75 ) 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);

. BEREERERA - BREAES R EEER in the event of a claim, loss adjudicators, claims investigators and medical advisors;

. IBR AR EIA TS RE SR in the event of default, debt collectors and recovery agents;

. REBEERRIE AS REEERBARTE /A S insurance reference bureaus or credit reference bureaus;

. BRASRBIRARL reinsurers and reinsurance brokers;

. AAWRERZA (BB ) my insurance broker (if I have one);

. PIREERIBAAE REEEFE R BOCG Insurance’s legal and professional advisors;

. PIREBRRBRIEZEASI(L (ATEED) RIKE ﬁE)BOCG Insurance’s related companies (as that term is defined in the Companies Ordinance);
REFARAUNTAREATDHEXMEREAS "HE, )REEE  NEIEQULASARERN - SLUE TS, RITEHEEREE - siEM
ERRBESEE "HE, 280 E fﬁ*ﬁv{{&f@g'}z?ﬁﬁ% B¢ o AIBEE 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, BERLM TBE ., WEE - DUERNTU BB any member(s) of the "Federation" by the "Federation" for any of the above or
related purposes;

k. HAERNAT - EHATEHMHSERBHBREESARNAT - NERBEBAFNDNTARRESBEREMBRBIEMEE - EIEQ L=
BREB M 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;

. RIRRERFB K EERIRERZERE the Insurance Claims Complaints Bureau and similar industry bodies; & and

m. EBIZEKEEF I RIS government agencies and authorities as required or permitted by law.

AAEEEPREERROME "HE , RBEARENERPERR/FZH RAR/FZRAERER 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 BAARE - PIREBRBRUBEEUETAXERERBEERAAR/AZHRANEAEZER Moreover, BOCG Insurance may also use and disclose my

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

FANERERABEXREEHPRERRBEAERAARN/AZEANBAZR - IEFE - dEPREBERBEZZESREMEL (B5E : 2867 0888 - &

& : 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
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BOCG Insurance. Requests for such access can be made to BOCG Insurance’s Legal and Compliance Department (Tel: 2867 0888 / Fax: 3906 9939).
EUHE E 2 357K Receive Direct Marketing Materials Instuction

EARRPIREBRBEATANBAEREU N RBEFEHER B v"EEERE) 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)):

1= 7 # B Promotion Email BEEAEH SMS [ |E 84 FB4F Direct Mailing B 75 H #H Telephone Call
MIBERMIRFEEMRBEMU EEAFEAL Y RBREEE  BIRERBUAERBTIREBRRECIA LA EHIERE - 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.
N ERRMREHEEEREHERERNEE  THRAEUAZACSESHPREBRBNERE - F1i8  GULNESZERRREPREEREN
TERBRBSE, LRENER  BREBR/HEN - FRASEZBESE LAFPREERBEANREHEENEAERIEL - 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.
BEASNIEELAEEQASEEZEEHIETR Instruction to disclose personal data to the Group companies for direct marketing
[0 »uErets2@0RETPREBEROES - PREERRUASHLOEATHERT "TAEE, *EittREREMAFELEIEME - 3
2 ERF - BF - Bm - 1RE - ROMEERBNERREENERERE FLRSZPREBRREN "EREXRES ) LTAFEPREERRBERRE{ZE
HEENEABKER ZERBRRHTEEENNAL  UKZERRMEERINER - RBR/SENMER - ) BRARPREBRBRRHETH
BABNFULEATIEMU RS  BRESHEELY"IREERTR ° 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 wish BOCG Insurance to provide your personal
data to the above persons for the above purposes.
*TAREE ) FPIRERRBEREZERAS 217  WEBAS ARPSERMENRE - AwmEFEN - MEREaFEPIREERBNER AT Z21T
MEBAS - KRMBERMEBHE - FimEFTTEM - 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.

V1 FARALERABEHERER FARBARTEAREFEMENRERGEHRE  LREFSESFEDER ERFESRBERBREEE
BHZ{RERETE) - 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).

TANEREBERRERERNZAABEY - EFERRR L3 2 BIRRE[AZRERR - I confirm my agreement to all sections in this Proposal Form, including
but not limited to the above Declaration and Personal Information Collection Statement.

BRARE (LRRRATERERE 18 AHLLE) BRAES

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

&ﬁ/\t&*%_&%% =E M HFEKBH (H/A/F)

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

FREEEARAWEAEZRE - PREERBAEETTEE -

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

FERAFARIEREE Credit Card Authorisation Form

O visa I Master O q:‘ﬁﬁﬁﬁﬂﬁﬁﬁm%ﬁﬁ‘ﬁ(%%m?%% ﬁ) BOC CUP Dual Currency Credit Card (Must be issued in Hong Kong)
£ AEE Cardholder’s Name BEEEMERE fEF£E OS5k Credit Card Account No. ERFIEE (B/F)
HKID Card No. Credit Card Expiry Date (M/Y)

AANLZERE "PREBRBRERAT ., RAANCEARFPOBEXN "HRRKEBERES S, BRAREAREHNESE  BEE25178 - I hereby
authorise and direct “Bank of China Group Insurance Company Limited” to debit the premium and premium levy due from my credit card account for “BOC
Worldwide Medical Insurance Plan” on a yearly basis until further notice..

EERARKFEAALEREA - FBEBELTER - If Cardholder is not the Proposer, please fill in the following information.
1. Bi%{R AB# Relationship with the Proposer:
2. REFRAZNFRERFRERZERE Reason for paying premium and premium levy on Proposer’s behalf:

O AAEBRREENNALZZEEHZ "PRIRKBERETE, RERREEHESEE © | hereby confirm to pay the premium and premium
levy due of “BOC Worldwide Medical Insurance Plan” for the Proposer.

(GB5E/ KK /L L Mr/Mrs/Ms) FB 5155 HKID Card No.

-+~ A% E Cardholder’s Signature
CREAFEARZEZ154HE should be the
same as the specimen signature on Credit Card) X

@ Bt 4% B EESETE Contact Phone No. |3 # Date (H D/H M/ Y)
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SRITHIENZEIEE MU T (Bank must complete the below box)

#R1TLIEEF For Bank use only

IR URSR Staff No. RPN A#RIE Agent No. &7} B I #R3% Transfer Unit No.
APEZ Staff Name #S3 E8 ARSI Unit No. 1 AZRIR Transfer Staff No.
A EEE Staff Contact No. CIN 575 CIN No. EBEE#mSE TX No.

EFEZAFZIRGEE - FRTNERPIREERBIER LT X4 The Bank staff should submit the following documents to BOCG Insurance:

#R17 F O B &h#EER Bank Account Autopay fE £ Payment Made by Credit Card Htt{IF A Other Payment Methods

(1) FHAREEUGK R FASEZEIA The original | (1) RE 9 BEHEN "EAFRMNFISHESE ) EX The [(1) RIGEBUWREIEAFHFEIA The original copy or
copy or photo copy of Dedicated Premium Deposit original copy of the duly signed “Credit Card photocopy of Premium Deposit Form:
Form ; Authorisation Form” in page 9 ; (2) I53&£RZ This proposal form.

() 5 11 HEHFEN THEMFES ) EA | Q) IRRE This proposal form.
The original copy of the duly signed “Direct Debit
Authorisation Form” in page 11 :

(3) A% LRE This proposal form.

R 2) TIE A For Office use only

IREE#RIR Policy No. #84% \ Handled By #&1ZA Checked By
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B IE{TFUIS#E Z Direct Debit Authorisation Form

BIRTCER A LIRS 24 &F 2 KER1T Please complete and return this form to your banker

WRZz—7 (R&EN) RAT4RR PANRE T WCRRHR = 51708
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

o RN/ESRERAN/ESEZTHRIRT - REZFAR/ERNBTARATAAN/ESRTZETBAAN/ESEZRFANERE HIRE - KEBRERSHELFTER
PUTF5E ZBREE - /We hereby authorise my/our below named Bank to effect transfers from my/our account to the above account in accordance with such instructions as
my/our Bank may receive from the beneficiary and/or its banker and/or its banker’s correspondent from time to time provided always that the amount of any one such transfer
shall not exceed the limit indicated below.

o AN/EERRAN/BEZRTHEREZSERBNEE SR FAA/ESE - /We agree that my/our Bank shall not be obliged to ascertain whether or not notice of any
such transfer has been given to me/us.

o MAZSERMISAAN/BEZRFHREZ(FTRBZEZEM) - AAN/BERERREZRIFIEEIET - 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).

o AN/BERRUAN/ESZRPUREAMEXNZSEEER  AN/EEZ2RITAEATER - BRTUWHER ZIWE - WolBERIU—Z2EEBMEUE
KIZHEE - I/We agree that should there be insufficient funds in my/our Bank account to meet any transfer hereby authorised, my/our Bank shall be entitled, in its discretion,
not to affect such transfer in which event the Bank may make the usual service charge and that it may cancel this authorisation at any time on one week’s written notice.

o AREESEELEVEESTBEMNALEFEENIEHERILE UIMEDRSE ZHEARAE)  This authorisation shall have effect until further notice or until the expiry
date written below (whichever shall first occur).

o AN/BERER  AN/BEEHAERARERE ZEAEH - AREUE/EREYARPMELER(EREREEBRN) ZARTEAN/BEZIRT - /We agree that
any notice of cancellation or variation of this authorisation 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/ EBSZIRTRATZEE iR TR R | ATHRES KN/ EEZIRPE

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

KN/ ESERE/FRB LRz 28 “BR/BNRZRER FHPE (2R TIWEZRE)
My/Our Name(s) as record on Statement/Passbook *Limit for Each Payment/Month Expiry Date (See Notes Below)

Day H Month B Year £

BEHEAZEE EFRRBFAAN) BEHBASE (WEZH - F2ETIIMEER)
Name of Debtor (if other than Account Holder) Debtors’ Reference (Compulsory Field-See Notes Below)
RN/ ESERE/FRB izt B4R ERE KN/EEZER
My/Our Address as record on Statement / Passbook Telephone No. My/Our Signature(s)

H A Date
DIFHIRITES 2 ENsE
For Bank Use Only Signature(s) Verified

* EMIEARBERAZ - Please delete whichever is not appropriate.
# FBLITESCIERSIEE - Please write in block letters.

M5t NOTES :

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

2. AEENMEERERN "EEE, —BPMESZABEHHE - 1 SPFEMERNNERSERABY GFEZE EPTUHIBERL) - BIFERSZIBEBZE - The Direct Debit
Authorisation will be cancelled automatically on the date included in the box marked “Expiry Date”. If you wish the Direct Debit Authorisation to have effect indefinitely (or until
cancelled by you) please leave box blank.

3. FARE EFEWREERNZESR - BIRTIREAMEET2E - Please ensure that you sign the form in the usual way that you would sign on your Bank Account.

4. EEBAZSERA B EFHESPA—FZEG - BFHRB - GINSBEESE - MIFPSL5IEE © In the box marked “Debtor’s Reference” enters the identifying reference
between you and the party to be credited i.e. Student No., Mortgage Agreement No., Rental Agreement No., etc.

5. 8 "BR/BNFRZIRE" —HAREE LR - R RTORERERSEE T —(EMREE - The debtors’ bank may set an internal limit when the “Limit for Each Payment/Month” is
not specified.

6. MREBRLEALIBEXIRITAEREE - BRIEELZH  EFRITERBERN A FLIEER - 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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FhIRIRINEBRIRIERTE] o RIRPHFERS

Confirmation of insurance for BOC Worldwide Medical Insurance Plan

S //NERY

ZHIRRPIREBERRR " PIRIRIKEBERRESE ) - BER/AENRARE X RREZEOERRRE -

R IEURERR Ry E RIS ET B IR fREPF SRR HEZ - MR IRER IR RIREERH RN

B PS5 R B8 4w 1%

RISZEXE A
ZERBNHEERERN - ARRABEFS  SRPREEBRBUEICNRARFFSEY I0HAFT L -

15 HiR =R

EREENNE 15 BRAREEEH - WERPREERRAE (hitp:/www.bocgins.com) T £ & A £ 28 5 =1 A
A~ RIFEIEE RARRIER - 2#ERMAGTBERUEEBRNPREBE R LERER CGEWBIRENXH - BBE—
FERIPIREERE) - IRRATEFRPARBROEEMAREZK SANNRERREHEDUEZHEE -

MAEEER - EVIRSELERCRIRIT T PIREBERIGE S RIZEAR (852) 3187 5100 ° L F !

PIREBRBRARAT

Dear Mr. / Ms. ,

Thank you for enrollment in the “BOC Worldwide Medical Insurance Plan” to protect you and/or your family against all-in-
one medical cover.

IInstant Approval

We are pleased to confirm that your application for the above mentioned insurance has been accepted. 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 within
approximately 10 days from the receipt of your proposal form by BOCG Insurance.

115 Days Policy Review Period|

There is a 15 days policy review period from the policy effective date. We highly recommend you 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 terminate this policy by giving written notice to BOCG Insurance (If you have already
received the policy, please return the full set to BOCG Insurance). If no claim has been made by the Insured Person(s) during
the review period, all premium and premium levy paid will be refunded.

For enquiries, please contact any branches of the agent banks or BOCG Insurance Customer Service Hotline (852) 3187 5100.

Yours sincerely,
Bank of China Group Insurance Company Limited

P