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BOC Worldwide Medical Insurance Plan Proposal Form e ————————
ERPIREHBPTITORLEERENE 9/F, Wing On House, 71 Des Voeux Road Central, Hong Kong. B Tel :3187 5100

% Notes:
1 RRABUESERES RIEEE FEAN [v] 57 o FRERWMBER » BEEEFEF © The Proposed Insured has to complete the form in English BLOCK
LETTERS and please put a “v” in the box as appropriate. Any changes to be made should be signed by the Proposed Insured.

2. *FMETEAZE - *Please delete whichever is inappropriate or non-applicable. B A% PR ° *Applicable for Individual. *ARE PR © #Applicable for
Company.

ETBRMRREFTZFBENENANDT  FREFREBRRARLAR (TH "FIREERR" ) 24R(852) 3187 5100 MK LRIEEH -
BREAF THER  EHRERRAR/SZRANFG  EREXNEBRER  BEERRAR/EZRAGTIATRKORE  EEFEREX
3} e 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”) Hotline (852) 3187 5100 or contact your agent/ broker. It is advantageous to the Proposed Insured 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 Proposed Insured and/or Insured Person(s) with the coverage required, or
may invalidate the policy.

4. WIRIREFRBEWENE  CHREBSEFTEEER - Once the application for this proposal form is accepted, your policy will be automatically renewable

each year.

5 B MRENMESHANR EREMEIE MR - BARE A% © 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.

JHERIREREERERT R (TF "ARHE" B IREBRERFIR - BOC Worldwide Medical Insurance Plan (named below as “this Plan”) is underwritten by BOCG
Insurance.

1% A ZE Details of the Proposed Insured

w

»

1.0 %4 mr I /M8 Miss ] AT Company 2 ARBHMFE | ERRE R ER LS
O %+ Ms O &K Mrs *HKID Card No. / *Passport No. / #Business Registration No.
3. W R /AR ZTE Name or Company Name in English 4. X /AR Z T8 Name or Company Name in Chinese
(FBAREBHE Surname first)
5. *t4E B “Date of Birth (HD / AM / YY) 6. *H A 112k “Place of Birth
7. B1%& Nationality 8. BF EFH Email
9. 17% / #1ME Industry / Business Nature 10. B& AL Position

1. QRS A #Name of Company Contact Person

12. @AM L Correspondence Address

Z Room / Flat B Floor FEL Block / Tower

KNIE/Z 5645 Name of Building / Estate

13857 8 %8 Number and Name of Street/Road

Hb[& District

#35 Region [ &F#BHongKong [ EHA Others

B[ 475 Postal Code (U AAREIMbILFor Overseas Address Only )

BIZRSRAS (140 &8852, FEIAHE86) Country Code (e.g.: Hong Kong 852, Mainland China 86)

13. 8448 F 55 (£) Contact No.(Home) 14. Bt48E:E (F12) Contact No.(Mobile)
_‘ - -
x5 5B wE®E (WA ERESETE
Country Code Area Code (if any) Country Code
15. “B5(B A BRSO #*Bank Account for Claim Reimbursement!
KA ZRITR D174 TE My Bank Name and Branch B B8R F 05785 Autopay A/C No.
L L L |

TR ZARAMNBAR—RITERFOEARREREZ A - iR PIRITAO - BESUZEZ TR A 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 Proposed Insured by cheque.

I RPRH Limitation :

1 BRAFTHERA—FIRR c RAZERRAR/SEXE - &EME - &/ARMBXE « FZ  The Proposed Insured can enroll the plan together with family.
“Family” refers to the Proposed Insured and/or parents and/or legal spouse and/or parents-in-law and/or child(ren) of the Proposed Insured.

2. WRRBINBABZIRE I ZIEE ° Proposed Insured Company must be the employer of the Insured Employee.

3. R A ARBS G A B B85 A | ° The Proposed Insured must be aged 18 years or above at the time of application.

4. FIBZRARBBZENREBRARFRNT 15 KE 705 « TRFERNT 15 BE 5 A AEERFLA—RER  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.

5 BREFIREERRILEIN  EREFERNZRAMBEENEBHRM 6 18 A A 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.
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R E 4 BH Effective Date of Insurance Cover

(WBTKITEZRER + MR AIAR © The insurance is effective which is

HD/ AM/ FY

subject to all underwriting procedures are completed.)

SAEME

with attachment

ZARA1

Insured Person 1

fFihngeld YT

HRA2

Insured Person 2
Fhagel0 YT

ZIRA3

Insured Person 3
Ehbage: 10 YT

ZIRAS

Insured Person 4
Egppge 0T

ZARAS

Insured Person 5
Fhpage/0_/yr

Z{® A E#H Details of Insured Person(s) (MIBEEZ %R A ' iR M L Use separate sheet if more Insured Persons to be insured)

ZARAG

Insured Person 6
E%Age:w

1. #£EC Surname

2. &% Given Name

3. BAFMERN/
HERRSRAR /
A B ESRIE (1MBRIAT)
HKID Card No. / Passport No./
Birth Cert. No. (for aged
below 11)

. MR Sex

. WAEHE (B/A4F)
Date of Birth (DD/MM/YY)

. Bl#ENationality

(RIR-ZEBIBRIN
Elite Plan
(Worldwide Excl. USA)

(RIR-EBIBRIN
Elite Plan
(Worldwide Excl. USA)

CRIR-EBIRRSN
Elite Plan
(Worldwide Excl. USA)

GRIL-EBIRRIN
Elite Plan
(Worldwide Excl. USA)

CRIL-EBIRRIN
Elite Plan
(Worldwide Excl. USA)

7. B L] &% Hongkong |1 &% Hongkong | &% Hongkong |1 &% Hongkong | &% Hongkong |1 &% HongKong
Place of Residence' (] 38F9 Macau L] 38F9 Macau L] 38F9 Macau [ S8F9 Macau [ S8F9 Macau (] 38F9 Macau
U EAi U ERi U sEAi U FEA L] RER U EAi
Mainland China Mainland China Mainland China Mainland China Mainland China Mainland China
S5, 7 S5 7 S5 T AT 57 S5, 7
Name of City : Name of City : Name of City : Name of City Name of City : Name of City :
L] EAbOthers L1 EbOthers L] EfbOthers L] Hitbothers L] HfbOthers L] EfbOthers
GESE GE¥S R GETS R GETAE ARAHE GETAE
Name of Country : Name of Country : Name of Country : Name of Country : Name of Country : Name of Country :
VAREZ VABENEE YRTRATE AR VABELEE AREEE
Name of City : Name of City : Name of City : Name of City Name of City : Name of City :
8. HRRA/ZREIRERE [ AA Self L] 248 Spouse L] A Father LI & Mother L1 F#2 Child? L] F#2 Child?
Relationship with Proposed L] fEs O wREs
Insured/Insured Employee Father- in- Law Mother- in-Law
9. L
Occupation and Position
10. H5° Height® CGK/m)
11. BB E* Weight® (F52/kg)
12. FRESHEE
Body Mass Index (BMI)*
13. %%E%TS%“%?%@ LIZ Yes L2 Yes L2 Yes L& Yes L& Yes L2 Yes
1Z4E? Does BMI* fall within | [JZ No & No (& No % No & No % No
standard level?
HREERRS3EBI R #{RE Category of Benefits Plan® & Total Premium (HK$)
E X {RME Basic Benefits
14, FHEIR B RARE b= U m&stal U s&:t8 U B&qta Ll B&# Ll &2 L s&t2
Plan Level and Coverage Area (BIR) GRER) (GRER) GRER) GRER) (RER)
Noble Plan Noble Plan Noble Plan Noble Plan Noble Plan Noble Plan
(Worldwide) (Worldwide) (Worldwide) (Worldwide) (Worldwide) (Worldwide)
L] Sst2l L] Szt Ll Sst2l L] 2HstEl L] SstEl L] Szt2l

(RIR-ZEBIBRIN
Elite Plan
(Worldwide Excl. USA)

B3/ Optional Benefit(s) (RiEANEETEI =ii5tEl Applicable to Noble Plan or Elite

Plan only )

L] s&Estal L #z:t2l L #estal L #gigata L #gigate) L] sEssta)
(ZZM) EEME) (EEMe) (EEMe) (EZMe) (2
Essential Plan(Asia®) Essential Plan(Asia®) Essential Plan(Asia®) Essential Plan(Asia®) Essential Plan(Asia®) Essential Plan(Asia®)
15, a%@%@%%ﬁ , [ Hkso ] Hk$o ] Hk$o [ Hks$o [ Hkso [ Hkso
Annual Deductible Option | 7 5 5 O HK$25,000 O HK$25,000 [ HK$25,000 [ HK$25,000 [ HK$25,000
] HK$80,000 1 HK$80,000 1 HK$80,000 ] HK$80,000 ] HK$80,000 (] HK$80,000

16. 77} Dental O ] ] ] L] 0
17. P93 Out-patient ] ] ] ] (] [

2FRE

Annual Premium (HK$)

FIBERA (B + BRRFRE)

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

2F#{EE Total Annual Premium (HK$):

IR gt2{E8 Ll _E524% AHS This partis applicable for 2 or more Insured Persons to complete

2
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& Remarks :

1.

B2 ieZRAEREFENEFTRE—HE61E Aok AL - W ARRE o B E SUB XA EL FHBE R - 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.

FEAERRANEGETFL  BIEE T BEFL KEETE - Child(ren) mean(s) the legal child(ren) of the Proposed Insured, including step child(ren),
adopted child(ren), or guardian child(ren).

1inch I = 2.54/8 Kcm » 1 Km = 1008 Kcm i 17F5kg = 2.2 Ibs
g2 BMNE R R “Body Mass Index” (BMI) assessment method: s 2ENUTBMIGIERA S FEABRANTEEBRRBRER

(http://www.bocgins.com)HIBMIAE 5T - DUE MR E N IRE K& /3R ARIBMIFEE] © 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).

BEBEWeight  (BfL : Trekg)

BMI= ———— N
BEHeight?  (BEAL : Km)
SEEEEEEH A BMI Category IZ4E standard level A IZZE falls outside standard level
FXAAdult (185%8k A faged 18 or above) 18-26 <18 3 or>26
F22Child (185%A T aged below 18) 10-26 <103k or >26

BF example : KA — FH255% © B 173EKKEEE68T 52 Adult - 25 years old, 173cm height and 68 kg weight
(68 kg)
(1.73m)?

BMI = =2272 (A H 8B SREEFFSIRLE BMIfalls within standard level)

BF example : FZ — F#R15% - FR75EKKEBEAT R Child- 1 year old, 75cm height and 4 kg weight
(4 kg)

BMI = 075 =7.105 (EHBESHEETHEIRE BMI falls outside standard level)
75m

ZRAERREARNRIE - o] REMMNERREREBBREXVEREZRREBORBER - TRZERARR —RE D HBFTRENRE R BE
1RBE - AR E B IR RFER T IR B4 ZE48E ° 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.

MR ET BN - BmNRL - ;SO RIpE PR BECHEHE - BAEA - BER - SRE A EB R SRAR - SRR
* 5BH-fEE - eal - i - dtEE  BEHDNE - JERE MK BmE - HEHR A2 EER  RE - EZEN - TEZ2 - BRAIRkE
9 ° Asia means Afghanistan, Australia, Bangladesh, Bhutan, Brunei, Cambodia, China, Hong Kong, India, Indonesia, Japan, Kazakhstan, Kyrgyzstan, Laos, Macau,
Malaysia, Maldives, Mongolia, Myanmar, Nepal, New Zealand, North Korea, Pakistan, the Philippines, Singapore, South Korea, Sri Lanka, Taiwan, Tajikistan, Thailand,
Timor-Leste, Turkmenistan, Uzbekistan, and Vietnam.
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IR EMLEIEE Stated Information for this Proposal Form
BHZEFRANRFERACE TIIRE EE5RE 2] FFRNECE [BEIFENY | - Please answer each of the following questions

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

I. —###l General Information

=YES &NO

1. BRERERERE? 5 [R] FEHEREE () MREFH - FREFEERE BHARAKIRE - O U
Do you 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. REBHRENBE? B[R]  FPAmER (PInh 588 A% RFBEKAE (BH) - L] U
Do you drink alcohol regularly? If yes, please specify type of drink (e.g. beer, wine, spirit etc.) and weekly consumption (ml).

3. fERE1(EAAREEGTILINGORI 106 (4.50T) SIA L B[R] - FAmEIENgoR Iz E8KRE - L] U
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. ERZEGFHBSEEABREDIED (Pl BELAMELA FE EARMNEKNELE) 2E B  FHH [ U
#FHfEe
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. RAIMNEBIRFIPSIMEEFEHTIE S [B] - FEBRTREREE  BEEBENREEZIXE - Doyou ordoyouintend to O O

live or work outside Hong Kong or Macau? If yes, please specify name of country and city, purpose of stay and duration of stay.

Il. $#{R&2$% Insurance History
=YES 7&NO

6. i. BAIESEBENNEERFEMEARN BARE ERBESHEERRE [B]  FRERBRAREE HEI2HE KRR Cl ]
T REEMRAE-
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.

i. EEEHERBAFBUERESFFEAZIN BARE ERIRS BRI ASRIRM IR - B2 5 M IR B st 6 1 O U
RrE ] BREBHARE RS-
Have your personal accident insurance, individual medical insurance, hospital cash insurance, critical iliness 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.

iii. BEAE LR BIARBARRBERE 75 (2] FREFE- U ]

Have you submitted claims applications of the above mentioned insurance plan to the insurers? If yes, please provide details.

11l. #5EE Medical History
RYES 7NO

7. BE/ FERBEMZEDBBI4R (—RIER- KFHRIN ? L] U
Have you ever been or are you currently taking/prescribed any medication or drugs for more than 14 days (apart from common flu and
colds)?

8. MAERXHFSLBEKREEE LEFOER FE- SME - FERE BF BeRE L (GFLAHREE) REREMNEES O U
57

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. BRTEXHIRBATHETE 2BEREIN THEITIHEBEEEZETTNEERS  8FEMRAR Xt - LEE BB B U Ll
g R AR RS thREs?
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. BESFEREB LEMER (—RIEE - REHRIN EEIIREHEI4R? | U]
Have you suffered from any illness (apart from common flu or colds) or effects of any accident which lasted for more than 14 days in the
last 5 years?
1. BERMRE BRRIARLENRZAENEZIBEIEMNEBEER &0 20agollzl? O ]
Have you ever 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. BEB ETNIIRRSBRARBRZRE?
Have you ever suffered from or been treated for any of the following disorders/disease?
i WIRARSEB OISR IREL  BRR RE - 2R/ ST ERAISEMTRRFRR? ] U]
The Respiratory Diseases including asthma, bronchitis, tuberculosis, emphysema, deviated nasal septum/turbinate or others
respiratory diseases?
i. DHENERERAARMBERFEIENRE/ OEE OE BME- BIRE - UME OWFE - B SRR a2 O O
R ?
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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ZYES &NO
iii. EERFRBEIESERANA IR SEARESE SE IR LB HMRE/ BERERKR? ] ]

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. %E%j@ﬁﬁﬁ@ﬁ%ﬂ*H%Hﬁ‘é*J?GEI%ﬁﬁi%ﬁEﬁiibﬁ%ﬁEﬁﬁ@%?—Eﬁﬁﬁéi%*ﬁ,@%ﬁ%ﬁﬁﬂﬂ%fﬂ%“\‘iﬁﬁiﬁi\@ﬁ O O
WIIRA?

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. ADBESRFBIERERRE - FiRBRmaE A Be KR ? ] ]
Endocrine Diseases including diabetes, thyroid disorder or other related diseases/disorders?
vi. BBRGRE  BHAE BURREBRFEEMEE BR 8 PE BE £R ST EREeE RFRRE LR L] ]

HENBEBIELR B/ B/ HEk TR AR KRR ?

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?

BHRFIIAREHRRRIEERZEEL B BE - LB IS B R 2 R ? ] |
Spinal or Musculoskeletal Conditions/Diseases including rheumatoid arthritis, arthritis, gout, sciatica, hallux valgus or other
related diseases/disorders?

viil. BB AR A  FUERE  ILEMESR BB - B AE  FUIRAAE IR IR R HM B 2 IR ? ] ]
Breast Disorder including mastitis, breast pain, breast lump or mass, adenoma, fibrocystic, fibroadenoma, abscess and other related
breast disorders?

vii

ix. RIERBESIEERE B2 KEX BB RESL FRE KT mEMARZKEER? O O
Skin Problem including acne, eczema, dermatitis, urticaria, keratosis, psoriasis, onychomycosis, wart or other related skin conditions?
x. SR WE - BASEAER RN O O
Cancer, Tumour, Cyst, Polyp or Abnormal growth of any kind?
13. BESFYUEBE I LRIERMEZEMNERELH AN ? O O

Are there any health or physical conditions in the last 5 years not mentioned above which may affect your well being?

IV. %8 FFor Female Only:

ZYES &NO

4.0 RERBERE[R]  HaARES- O O

Are you now pregnant? If yes, please state the expected delivery date.

TEEEHA A The expected delivery date
i. BERRERSEEMS DERGEE (=2 ERER  &ME - ZAKRSE) ? O O

Have you ever had any complications during pregnancy or delivery (e.g. ectopic pregnancy, gestational diabetes, hypertension,
protein in urine etc.)?
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PR IE B 3R BA Illustration of Stated Information

Bt [ARERAMIER | 1-14BME BEA—ELE R] - t R A0RE15 - TR = B FF IR
WERMBE—HHER  MITEFHEBIIRAZER o If any answer to above “Stated information for this Proposal Form” question 1-14 is

FRTIERAREEE

BEABRAN V" AEME

“YES", please provide full details in the following table. If you need to provide details on separate sheet, please tick the box at the righthand side and
attach the sheet(s). The sheet(s) should be duly signed by the related Insured Person(s).

with
attachment

I. —#F ¥l General Information / II. 3% {#iC8% Insurance History

1% Questions1-6

ELIN SRS S
Name of Question Details
Insured Person(s) No.

I11. % B Medical History
%8 Question 7

ZIRALH BRI E/ RIERTE 2B SHEE BEAH WIENER BB Rtk
Name of Nature of Name of Daily Duration and Date Current Condition Name and Address of
Insured Person(s) | Disorder/Diagnosis | Medication or Drug Dosage (From -To) the Medical Attendant(s)
%8 Question 8
RRAGE EZRABR RIS/ RIEATE TR AR RFE WEMIBER - B IRBRHEIEA
Name of Relationship with the Nature of Disorder/ Diagnosis Date & Age of Onset Current Condition, or if Died,
Insured Person(s) Insured Person(s) Please State Cause of Death

PR Question 9 (35 ki L BREE & 385 PLEASE ENCLOSE RELATED MEDICAL REPORT(S))

EL YN RIS/ R AR A B ER BIETEB 15 BBER WRIERIENR FDBEERE KM
Name of Nature of Date of Test(s) Details of Test Result Current Condition Name and Address of
Insured Person(s) Disorder/Diagnosis Tested Item(s) the Medical Attendant(s)

RR8 Questions 10-14 (3&F} L B RAEE #4855 PLEASE ENCLOSE RELATED MEDICAL REPORT(S))

SRALR RS A TRAE R MR RIS FiE= 2z i B /N BRR BRAEBRER TRBERE I
Name of Question TEME IR A | Onset Date ko HEA R ER HRM? B/ Name and Address of
Insured Person(s) No. Diagnosis /Details of Care and Last Result and Any Medical | the Medical Attendant(s)
Disorder, please specify Treatment Consultation Current Report(s)
the location of affected Received Date Condition Provided?
where are applicable Yes/ No
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ZEE I B (RiEARAFIRE) Declaration of Insured Employee (Applicable for Company Enroliment only)

1. AAERREEEESE - Bl 2 RERAGEEMAL  HAW [PREBREBERAR | RBEAA R/ FRREREEERMEEFBER -
IR AEE 2 S/ ENARBRIEARERZEA ° | 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 “Bank of China Group Insurance Company Limited” Copy of this authorisation form
will have same effect as of the original copy.

2. KRAEHMARBEGERE  AAZULERNL SR EREN - AERAREREZRE - THHWERERITFR  FANSKBZRER RN
Z & ° | have obtained the necessary authorisation from my dependent(s). | declare that the information stated in the above is true and complete and will form the
basis of this insurance. | also understand that if any information stated is untrue or incomplete, the cover for me and my dependent(s) may be invalidated.

3. ARABREFRRATMPREBRBIBEAAR/ZZRANEAEL o | hereby authorise Proposed Insured Company to provide myself and/or Insured
Person(s)” personal information to BOCG Insurance.

4. BERUENT R Receive claim payment method
[] $8fTEOEE#EIR Bank Account Autopay

#4748 Bank Name: ZARB TER1TF O5RES Insured Employee’s Bank Account No:
[] X% Cheque

] B FSIRET Paytolnsured Employee [ BEHFIRIRAF] Pay to Proposed Insured Company

RREIFHE BFEME (REHEZR) HE (B/R/E)
Signature of Insured Employee E-mail (For the purpose of claim payment) Date (DD/MM/YY)

#fHR® Pk Payment Method

(1 1. BMEE-E{I Payment Made by Credit Card (RiBA R B AR Applicable for Individual Enroliment Only)

i. LEZE10EM [ERRMAFEHEE | 22 - Please attach a completed Credit Card Authorisation Form in page 10.
ii. B (PERERRREAR DB A SIHRE  FEZENEN (RS EEMNIEMEE] < If payment is made by using “BOC Credit Card

12-Month Interest-free Monthly Installment”, please attach with a completed Interest-free Installment Direct Debit Authorisation Form in page 11.

1 2. H@E#HEA+F % Payment Made by Business Credit Card (R B Fi* AT R Applicable for Company Enroliment Only)

BEZE10EM [{EARAFURHEE ] R - Please attach a completed Credit Card Authorisation Form in page 10.

[ 3. BKIZEft&%Payment Made by Cheque
ABUBIRY ZIRES [FIREERBRARR AT WA E - Please make a crossed cheque payable to “Bank of China Group Insurance Company Limited”.
#8774 78 Bank Name: S ZEHHE Cheque No.:

AANEZHARKRRE —FMZ EBEREFEHRA  BEABEETREBRBEBERNEAGERNERBAN AN/ EERRFR MEAREFEMER
RE WREFSFFEBHER ARETFREBRBYAA/EZZRITERARPOERM [PIRIRREFREE | BANORE BIEHEEEMENR
HIR B A M B AR EFEEERIRE - I/We understand that once this application is accepted, if no notice of amendment of renewal terms is sent to me/us from
BOCG Insurance prior to the expiration of each policy year, the policy will be automatically renewed simply by my/our settling of the required premium for the upcoming
policy year. |/We hereby authorise BOCG Insurance to effect payment transfer from my/our bank/credit card account for payment of premium under the “BOC Worldwide
Medical Insurance Plan”, including subsequent revised premium by endorsement(s) and all renewal premiums for each new policy year.
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BREf Declaration

1.

ENARRBEBIRE [FIRIRREERE 2 HE MERERRANES B Z2ERK BESIHMRAMSIBBERE  —ETTHE BRIERA/ER
A R/ ZRABIERRERD SRR E IR E@RBREEA © I/ Our company 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/ our company
and/or the Insured Person(s) in the Proposal Form and accepted by BOCG Insurance.
RARRRZBERZRARBFENRBEFAFENTI5AET0RMNA L RERREERBIEN EREFEAZRALREEREEIRPI6E
A W IRRE SR EE F SR MAEL AR/ © 1/ Our company 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.

RANIRRRZUER RA/ARARCMAAREB/E IRBISRE PARRKRE 2R DEREN  AEREBREZRE - AAN/ARRRFADWNER
SRR AAN/ARAB M/ ZRAZREERBZE I/ Our company declare that I/our company have obtained the necessary authorisation from my
dependent(s)/ employee dependent(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 me and/or for the Insured Person(s) may be invalided.

BNARTZLER FREEREBTBRITHENEE NAETMAMNHIERRE RAA/RRFR/EARRAZREFERBZE 1/ Our company declare
that this Proposal Form is applied and signed at the HKSAR, in case of fraud or factual misrepresentation, the cover for me/ our company and/or for the Insured
Person(s) may be invalidated.

ANIARREWREEAEE Bl 25 REBRAR REMAL G RPREERBIRAAAN/ART R/E DR RBERELREFBE R - pHRE
£ 7 FENARBEIFEARBRIFM A 1/ Our company hereby authorise any doctor, hospital, clinic, insurance company or any other person to provide either myself / our
company 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.

ANIAARRIZEFREERBRE — B BIREEMET ZHEF - I/ Our company agree BOCG Insurance reserves the right to accept or decline this application.
ANARRPE M ERMNEEREBRERE  PREBRREAAN/ARR R/AZRAZRBEEIATTE 1/ 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 putin-force.
ANALRHAMRREF I AR EAREFEHNA - EREEETREBRREBERTMEROERBA AA/ARTREHZ MEARESF
EFTBRRE  WIREFEEHFAEER -1/ Our company agree that once this application for insurance is accepted, if no notice of amendment of renewal terms is
sent to me/ our company from BOCG Insurance prior to the expiration of each policy year, the policy will be automatically renewable by my/our settling of the required
premium for the upcoming policy year.

I £ Bl A 3 £1528A Personal Information Collection Statement
RANARRRABRA/ARRREER PR SRR IR R EBETE - WAL AR THIE R : 1/ Our company understand that the information provided by

me/ our company to BOCG Insurance is collected to enable BOCG Insurance to carry on insurance business and may be used for the purpose of:

1.

© ®NO oMW

BRI KRB AN/ARFHRBR BB AN/ ANARIERIEZAIRIRAE processing and evaluating my/our insurance application and any future insurance
application I/ Our company may make;

BITARN/ AR MR EMI TR TIER IR EAAN /AR CHREFBMARTS administering my/our insurance policy and providing services in relation to my/our
insurance policy;

DITHFAL  RIE N A ARAAREREABHZEE analysis or investigating, processing and paying claims made under my/our insurance policy;

B R E R MR AAAN /AR RWEURE I R invoicing and collecting premiums and outstanding amounts from me/ our company;
R BRE RS RIS AI MR 5 - BUBSEEE] any alterations, variations, cancellation or renewal of any insurance related product or service;
BLLA_E B 82N A /ZANAT] contacting me/ our company for any of the above purposes;

IR E BRI ITE T AR AIHE exercising any right of subrogation by BOCG Insurance;

Hel il BigE BEEERRMERR other ancillary purposes which are directly related to the above purposes; &and

BIEE AR 160 N 2R ST I K #85|complying with applicable laws, regulations or any industry codes or guidelines.

PR EE R TN E FE Ll A AR A/ AR A R/ ZAR A BE A B RIZ 8T T 51 77BOCG Insurance may disclose my/ our company and/or the Insured Person(s)
personal data for the above purposes to the following classes of transferees:

a.

Te e 20O

B AR MR REERBRMAITE @ B IR RERETRENE=ARE AQEKER (27F  BERBHER BSERGHER FiE
TR S5 7% - B2 R ENVRI AR TS 78 « B RV BRAS AL i 7 % BB BR 32 AR A5 78) 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);

BRIERFERAMIEEEA 2R AL 8 REFERM in the event of a claim, loss adjudicators, claims investigators and medical advisors;

BEIR KA B AT HEERIE in the event of default, debt collectors and recovery agents;

. REERIRE AR REEBRIRTE A F] insurance reference bureaus or credit reference bureaus;

BRARRBRELT reinsurers and reinsurance brokers;
RAN/ARRRIRER A4S (BH) my/ our company's insurance broker (if | have one);

. PIREERBAAR R B ZE ZEHEER BOCG Insurance’s legal and professional advisors;

FREREE R E AR CREHED]) AERE ZE AZE) BOCG Insurance’s related companies (as that term is defined in the Companies Ordinance);
BERNRR A EMRRARHE M ESIRRMAE( (M ) MEES  UERIEM D sGRIB M - SiAR e SrTEEER M ER R E
S [He ] @ BMFIRSMTARESEER T T [He] ABEEE 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;

#Eif (e BETEM (e g8 DUEIEM Ltk BB/ any member(s) of the “Federation” by the “Federation” for any of the above or related purposes;

ERIABENE A MY R RSB R ZB AN AR RERREBEENTNARRESAESIEMRB RS OER A Ll BRR
#J 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;

RBRERFH R ELERRERE the Insurance Claims Complaints Bureau and similar industry bodies; &and

EDESKEEF AT BB government agencies and authorities as required or permitted by law.
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RN/ARAREIEERREBREA M (] REENRENERPERR/SIZERAR/SIZRAEMER BOCG Insurance is hereby authorised to
obtain access to and/or to verify any of my/ our company and/or the Insured Person(s)' data with the information collected by the Federation from the insurance industry.
AN RN/ A RBRE  PIREERBAREGUET R ERARBEERA/ARRR/BAZRARNEAER Moreover, BOCG Insurance may also use and
disclose my/ our company and/or the Insured Person(s)’s personal data otherwise with my/ our consent.

RNERREREEHRERE FRFREEBRBRIFEEBAAN/ARRL/EAZRANBEAEL - MEFE - AlAPREERBOEEESHRIRE (B
& 12867 0888 ' 13906 9939) I/ Our company have/has 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).

EIERMEIET Receive Direct Marketing Materials Instruction

EARKFIREBRREAEANEAERCATREEEHERE (B v #IZERE) | 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)):

BT BB Promotion Email migma ovs  CIE 484 Direct Mailing B E 34 Telephone Call
INEER AR EMRB A EERFEAN v SEREHEE R ERE W NBBHIREERBRERF XA E M © 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 EFREZCREHRDEWEIFERENNER TRREMNEZAESHATREDRRAEE -FIE CULHER2EARREPREERRHN
[ERIEERRE] FATEMNESR RIEL/SIZN -BE2EZRS FERTRERRBEANEHEHENBEAEETEL 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.

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

Oaazripus 2maBs T rReEMRROES  RREMEBRTESEEOEABHSAT [AEM | 25k 8 R AMELOENTE - Rk &6
EH Bm RE  RITEARGTER MRENEHEREGC2ZPRERRRN [ERBERBE] TR RERRREHRME 2 BHEENEAL
FUEMR - ZE R T RER AL ARZERHRBEEERINE R RIS N/SROMER o) B EFRTIREBRBIBHENEABRFALALE
LA ERi% - 5T E A& LA “v" $R3R 7R o To improve and provide more comprehensive services to customers of BOCG Insurance, BOCG Insurance may provide your
personal data to other members of the Group* and any other persons for their use in direct marketing of financial, insurance, credit card, securities, commaodities, investment,
banking and related services and products and facilities and so forth. (Please refer to the Data Policy Notice of BOCG Insurance on the kinds of personal data which may be
transferred to in direct marketing, the classes of persons to which your personal data may be provided to, and the classes of products, services and/or subjects in relation to
which the data is to be used.) Please tick v this box if you do not wish BOCG Insurance to provide your personal data to the above persons for the above purposes.
*ARSEE | FEPREBRRRETERAR 517 MELRE) RERMERRMBKE - TmE AN - B B REFPREBRBOIFRARZH1T MEL
A REWEEMMERE  TREFTIEH ° 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.

A& 43RS Payment of Broker Commission

AANARRFRA  BARFAE  PREFRBERAA/ARREE REXHEHNORE  NEEBWHABEERN AT ARRENERERRE
BRE  BRIRRAMRRARBEAES  RRBERAIRRARDZBORREA BEDPREBRBIER M/ MERZEABERIE - //Our company
understand, acknowledge and agree that, as a result of my/our company purchasing and taking up the policy to be issued by BOCG Insurance, BOCG Insurance will
pay the authorised insurance broker commission during the continuance of the policy including renewals, for arranging the said policy. Where the Proposed Insured/
Proposed Insured Company is a body corporate, the authorised person who signs on behalf of the Proposed Insured/Proposed Insured Company further confirms to
BOCG Insurance that he or she is authorised to do so.

RAARRNAR TN IR EE R M BEUSAAARA/ANARIA EWRE - A AJABRIEARA AR A/ ANA T ZARBEERES © 1/Proposed Insured/Our company

further understand that the above agreement is necessary for BOCG Insurance to proceed with the application.

RNARENERRBERNEREAN 2B - BEEATRR LI 2R - WEEAERZRARINELHEE o 1/0ur Company confirm my agreement to

all sections in this Proposal Form, including but not limited to the above Declaration, Personal Information Collection Statement and Payment of Broker Commission.

BRAARR AT EEARE (ER AR EDE) FE2 M BELBH(B/A/F)
Signature of Proposed Insured /Responsible Person of the Proposed Insured Company Signed Place: Hong Kong and Date (DD/MM/YY)

(Including Company Chop)
FTRRFEERBATZRN > PREERBRTAEARE -

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

9 HEM-EA2-BK-2017-V02 2017-04 300 Elegance



ERNRE Y AEBL AL (Broker/Agent must complete the below box)
B2 FIH A For Office use only
K40 IR IR AR SR Broker/Agent No. {REEUR SR Policy No. #&9% A Handled By ZE#Z A Checked By

#E 40X FE Broker/Agent Information

EARFRIBFE Credit Card Authorisation Form (REHRE AR Applicable for Individual Enroliment only)

[ visa (] Master [ iR SRR = K (B &S %) BOC CUP Dual Currency Credit Card (Must be issued in Hong Kong)
R ABZ Cardholder's Name FEEMESRE | (R~ QYRS Credit Card Account No. ERREER (A/F)
HKID Card No. Credit Card Expiry Date (M/Y)
\ |- |- il i /

RANZERE THRREERRARAF] RAANEARPOGFIM [HIRERERREAE] BHRESRTE  EESTTHH °| hereby authorise and
direct“Bank of China Group Insurance Company Limited”to debit the premium due from my credit card account for “BOC Worldwide Medical Insurance Plan”on a yearly
basis until further notice.

EERFHEBALIERRA » BIEBLITEH o If Cardholder is not the Proposed Insured, please fill in the following information.

1. EBRIR AR Relationship with the Proposed Insured:

2. RERAXMREREA Reason for paying premium on Proposed Insured’s behalf:

L RNARBRAEATALZ 28R [THRIBIREERETE] RESLE | hereby confirm to pay the premium due of “BOC Worldwide Medical
Insurance Plan”for the Proposed Insured.

(Fe /R KR/ZZ L Mr/Mrs/Ms) FB F 10 FEHRIEHKID Card No.

< A% E Cardholder’s Signature 4% B 5E5R A5 Contact Phone No. | H EfiDate (B D/AM/AEY)
(FEERREEAKER

should be the same as the specimen @

signature on Credit Card) X

A A% E Business Credit Card Authorisation Form (@A 2 Fl# 4% Applicable for Company Enrollment Only)
[ visa [ Master

R A Cardholder’s Name BEEF MRS | (SHAFP 05585 Credit Card Account No. ERRIIEA (A/F)
HKID Card No. Credit Card Expiry Date (M/Y)
\ [l [l [H | /

RIRARIZEE THEEERRERIE] #RRAFNEZEARFPOBFIN [FRIRRBERETE] BBRESTE  HEES1THHM © The
Proposed Insured Company hereby authorise 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 Worldwide Medical Insurance Plan "on yearly basis until further notice.

ABERA R RAZE PR AR S B AR S H EiDate (HD/AM/EEY)
Business Credit Card Cardholder’s Contact Phone No. of
Signature Cardholder

(REEBERAREFAEER
should be the same as the specimen
signature on Business Credit Card) X @
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PEEEFBRARATENBERF(HR)FRAF — LSUWDEEMRSES

(RERAREARE Applicable for Individual Enrollment only)

BIRER GRBEZUTKREZFENEBTREARARIRE RAZNEARESHEREOKEEERIFIN Baj =
HK$1=19RIB D8 E - S 55 N EhiRERF24/ ) BFHEEEER: 2108 3288 -

%: R fEF+ (M) AL

1 AR THHERERREFA BN BRAERALEH WP REBRRERAT [FREBRR | LA THiE RS
ER(IRE)) 2FRENGESEE ([HHE)) ABRRES FRESH ERBHLE CERS BOALEHIIA
Gk

2 AAREM BAAARPREBRRES AR AERANR S E  EEEORRENEN -

3AAE BN RIELATE D HEBIR HETED BRI FI B B R AR -

HIATATHRLFE EBeloBErERE O Bugld
RipEm @ PRERERFRD
FIRE : (B%) 12 8 SRERES R (B%)

B
FRARE  (AEBPREMARLEREZ ) SPU
RER{E A RSRAS - BREH

Al F

FRAES BFEHIDEIR

* BRHFEEE N EERREL L N RN T D I B AIERE—E AN D BRIk o

B PEEERRARAE
AN BARMAA LRRREA-RPORENR LR ESEANORE SESENREFEABERIRE BIEA
NEE— HOEBERA - ANBE/RE BARTAREISARER)ERATERAAFEREREAR -

(REARAPRER R 22 SR ABRE)
FRAR RRARE (RRTPREARLZZ ) | B4

RESMRBSEHERGRRMA :

1. RPAURRERRERBRITOTHENRERRNARERNRTE FUZEAULES - WESTEANRRER R X2 R ORFPILRETHOEM R  FKEFR  Intown
WER PR (ZESR] R2EREEMR ] HFPF 2. MO REREANEHRNRERIK WUBZRFAE - RIRED BEURIRRXSAHE MERNRIRBOEEHNE
RIRFA 3. BRARFPUALER 7R ERED BE  EAER  REFFA AR EEUHRBERRORS 9T ERIRTESD - BERED BE T TEARE T RARKIER -

BEUHIR P EABEIR KN RP 4. RPH2FREFEHKSS00A L WEZL SN S ERRES TR RN NER - WFEHEMER MR F2H2 8085
BEREES 5. RENR S LRARFAANSHERRE PREARER)ERATNRZEMANEBEPRIHNRLRTERE 6. FREMR (D) ARATNLUTREBRRE
RAB AR HMERRRSEZH VAR EFEE 7. PREBR(EER)ERATDRTREBRRERABTREMBEETREUE L EEANTREKARINEBERE GRFLE
e 8. MAEMFEZ PREARER)BRAFRFREBRRERAFRERLRERE

APRRERRERAFMRARSIRNERERZERAFIVUMARGERR AR :
1. BREARRSESR BB R RERREARARTERENEARIN HAEREAR (MEAFR]) MFRA ([HEA]) ARBAMERRARBRATRFEALEDHX
MR EERBERAR ([PREERR]) 2RBER (MRE]) ZFRE ([FRE]) WOUFE ([DH8EE])) - AEREARBANRRE T ERRRSOIFTRARH
(MHRAGH]) AR AR RAGHN—&7 - MEMBEATERTZE EXTEFZE BIARGER R AR AL - BIEXBSEME  AMER AR AR FEE R
BRAGHMMNERAEABERRE 2. RARURHEMIEREESJIERETMEMAREMBARMEMEh - RARNTEHAFARLRFRIEEMEEMNEAIBAR
BERE - RARAWRMTREBRRAVAF ST ESIZ - BF IR B TREUERES BX TR RPREEARBEZFFEARREZHE - ERERNREANERT
FIREERBTERRERH MEFRENEFEREAGRRARNFEIFRDEREA 3. FREFURATEBLBMBENOBER THENERARENERSEEAEE
(M8RER]) ~ARNEFHMEERERSRHUNEMBMBHA 4. RNEFEMZR  RAFERIRPALAS—ESAER AR EAEFHNERNO T —EERRNEE
TEAARA RMZALTRRAR 2 TERSZEBEAERERRTTEIEG 2B T M ELIREA RAFHGRBIIREE LR 5. NERFERXE REARE)HH
ERAREHRAASNOSAERSERERE TESRANEAERRIBEET 6. MESAERBIUEATEHERSRIE - IER RAGHTERTEHENNE MK E
REEEkRE (I0F) MIEFIGEM 7. REARTRETRERARBMEEARREKRE (IF) L ARPA - ABlL REAREIRFARRE RANERARE - FRRHENE
PREAERFR GEAREMREREAERAKBY BFARUMAERER THRRBERNBRERRENEM 8. HFEARRRABTUEERFRAEERMIFDD
HAREE G RER - REEEIRE RARGHREAERAREELSAERTARSA - RATRSRREANEESHEFRRTER WL AIRFR 9. BFEAMR MEAE
MIRRTREKIY  ERENFRESRBEABRENGRRARAGE T EERATPREBRRERZRAR - £ RABRWRZ AT REBRBUERNARFIRER  ZREH
FARFEA - A M ARLARE A G RERERRLARSA - BBRARPANRFTKER RAGOREREERSERNLERRTORRERE - RBABERRARBE
HPREBERBIZEAMESEE 10. BEAXSERTE  MRFPAEMRBLSSIRFREFAREAEBKILREE R RAREGBIBRAFTRELNZER  RAR A BERLAM
BHREEZBAERNIRFAMBRAELBAREA 1. BFARERETREBRBBARRAAEAIEBREZEREE RAREEMTREBRBRAE MR BB AR
RRAREBDHFERFABES M ETNERBERD PN ERFRE - EIELMAEBOELIR AR RMABERNZLRE 12 MEARREZEE  SIEETRNE
BERENRREHE REANERATREBRREE - RAFEEFER MG TR RREEBERTEE 13, RR AN RARNREBFAARRFD Pt EMERLAREZER
XM REE RIEME  SAGE L AR /R BEAERRBARAR 14, RARABHHBEREEFEDHAEEHNER MAEERERAERRENLHBRFAEN
RAH) (BRERBAOERI) <15, RBEARBRERATR S M BB D P B EBNER TRPREBERRIR RERBEMAEBNOMAS B AR/ H bR 16. RFEAR
EERATRAMPREEARRER AR ABRHARD P R/HREQNER 17, RABAERRFAZ BT DRI0KA)E B E AR RARR - 18. AR
R AR RS AB M DI BAR AR -

Should you need an English version of this sheet, please call BOC Credit Card 24-hour Customer Service Hotline at 2853 8828.
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