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Healthy Medical Comprehensive Protection Proposal &rm A L G R L CX RNy LIy
BEDPIREEHET 715K EEKE 918 9/F., Wing On House, 71 Des Voeux Road Central,gH¢ong. ZEEE Tel : 3187 5100

~rEFEH

!
Exclusively for Company Customer %

&5 NOTE :

1. RBERASIEEABUERNERESREBESHEAM TV | 5% - HOZRNEEL - WFEEEEEZ - The responsible person of proposed Insured
Company has to complete the form in English BLOGKTITERS and please put &™ in the box as appropriate. Any changes to be nsadeld be signed
by the proposed Insured

2. %%JﬁthﬁifﬁgL,@gE’JﬁHWé FERE EPfExIﬁI? EBE’\T("F&; FohEREEIRAE | )34 (852) 3187 510GL AR IHIRER - IR
Bw’\TYﬁ - BRRERFEASR/ARFANNE - BEREANEEER  #EEREATDK/AZRABAIMENRE - EZEREX

4 - If you have any doubt on what should be disclosethis proposal form, please call Bank of Chinauprinsurance Company Limited (named below
as “BOCG Insurance”) Hotline (852) 3187 5160contact your agent/broker. Making sure the iasoe company is informed will be beneficial to the
proposed Insured Company and/or Insured Persolur&ao disclose may mean that the policy will pobvide the proposed Insured Company and/or
Insured Person with the required coverage, or meglidate the policy altogether.

3. IRFESE—SREMNE  REATNREBESEEINEIR - Once the application for this proposal form is acceted, the policy of the
proposed Insured Company will beautomatically renewedeach year.

4. EHURRFREMSHNATAREENBEAKLE - BEURERZE - In the event that the information contained in thisposal form does not conform to
the terms in any policy issued, the policy termaligbrevail.

5, "HEREBELGESFR. (TE TR, ) HPREBRRFR - “Healthy Medical Comprehensive Protection” (namegloty as “this Plan”) is
underwritten by BOCG Insurance.

RIFABTEM Details of the proposed Insured Company

1. IRIRAT)ZTE Name of proposed Insured Company 2. BEZ BT Business Registration No.
4% A% Name of contact persgriéfiI Position 4. 172 Industry/ ##4& Business Nature
5. Bt45%ERE Contact No. 2B 3EHS Fax No. 6. BT EFE E-mail

7. %@k Correspondence Address

Z Room / Flat B %! Floor 2% Block / Tower

KE &8 Name of Building

AESR B R 2% Number and Name of Street/Road

& District [] &EHK [ LEEKLN [J#FENT
8. BEFMELI T AMERESHAZEm ? How does the customer know about this product?

O HTHEABEN (BROl) O #EMsfTa@izEEauEFBNNEEET (BR02)

O E#H®RE . FINEHEY - EFEEH (DM0L) O &% (ME0L) O B#ERER (Sl01)

O M|MENE (REOL) O Efth (OT01)

{RBEHA Policy Perioc

HFrom(HD/BM/EY) ZTo (HD/BM/FY)

(BEEMHEBEEARRESFEBERWIREH - WASTHAMBAZRER  NMRRF T4 - Both dates inclusive and upon each subsequent emsaiy
date thereof. The insurance is effective whichulgext to all underwriting procedure are compléted.

ARBRHI Limitation :

1. BRE BRRAEMEARIREIZEF  IRETIKRHEBNIRERFERES 18 m3l L - Proposed Insured Compamyust be the employer of t
Insured Employee, the Insured Employee and thesspmust be aged 18 or above upon application.

2. MARRARSFEGREBRAESFREANT 15HE 65 mEREERATRENSEER - Al Insured Person(s) must be ordinarily residing agl
resident of the Hong Kong Special Administrativegi®a of the People’s Republic of China (“‘HKSAR”)eagbetween 15 days and 65 rgeald when applying fc
this insurance
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RI{RE Insured Category & Total Premium (HK$)

SEAY I. 2 A {RFE Basic Benefit see . .
{RREE 82 (EHRAT 38 LR T AR — BRSBTS Il 15115 11 Ojelfons Bemei
. BREAUEERIRERERMERE N EEEP—EGTE
Insured JZEH P —(E5tE] Each Insured Person can select 1 out of 3 from 4 e
. . Each Insured Person can select any benefit listdolvband to
Persort/ one package benefit listed below and to selectimsieed Plan under . ) EBERE
. ) select one insured Plan under your selected bgnefit
Benefit Plar? your selected benefit) Annual
(A +B BE) (A +C REE) (A+B+CRE) D.F92 EFH FER G.fa%k Premium
ERRFR R R Fiig £ Rl - M NELE Out- Dental Maternity Critical lllness (HK$)
B AN fE £ B RitbrRE 3 R R {EFRES * Hospital |  patient
Hospital & Surgical | Hospital & Surgical | & Surgical, Supplementary
and Supplementary| and Hospital Casl? Major Medical and Hospital
Major Medical Cast?
1.0 EBI [] &t2ZIPlan1 [] &t2lPlan1 [] &f&/Plan1 (&2 Pan1| (] &2 Pan1| (] &2 Pan1 | [] #2Z Plan1
Employee [] &t&lPlan2 [] &t&lPlan2 [ &t&lPlan2 [ st#lPlan2| [J st&lPlan2| [J 5t3lPlan2 | [] &t&IPlan2
FH#? Age: [] &#&Plan3a [] &&lPlan3 [] &% Plan 3a [] 5t Plan 3 []&t&#Plan3 | [] &&IPlan3
[ &H&lPlan3b [ &&lPlan4 [ &t#l Plan 3b [0 WRIZE smoker (N2
EFifyesplease V)
2.0 BIERE [] &&lPlan1 [ &&lPlan1 [] ## Plan1 [ st Plan1| [] &t&I Plan1| (] & Plan1 | [] E& Plan1
Spouse of [] &t&lPlan2 [] &t&lPlan2 [] &t&l Plan 2 [J&t&lPlan2| [J &t&IPlan2| [ &t&I Plan2 | [] &t&l Plan 2
employee [] &%l Plan3a [] &t#Plan3 [] &%l Plan3a [ 5% Plan 3 [J&t#Plan3 | [] 3t#Plan3
FERAG | sgipanad | [ sHEIPan4 ] &8I Plan3b 0 BEZ smoker (12
e EFifyesplease V)
3.0 EBIFZ* | [ ##Pan1 [ &2 Plan1 ] &t Plan1 [J&tEPlan1| [ &2 Plan1| (] 58 Plan1 | [] 32 Plan1
Child* of | 7 2tz Plan2 [0 2l Plan2 [ & Plan2 [ ##Pan2| (] st#Plan2| (] st#Plan2 | [ 8 Plan2
employee [] &%l Plan3a [] &t#lPlan3 [] &%l Plan3a [] 5%l Plan 3 [J&t#Pan3 | [] 3t#Plan3
FERAS | O spipanad | [ EtEIPan4 [] &8 Plan3b 0 BEZ smoker (12
e EF ifyesplease V)
4. EBIFx:* [ &2/ Plan1 [ &&Plan1 [ &t& Plan1 (&8 Pan1| (] &2 Panl| []5t&Planl | [] &2l Planl
Child * of O &t# Plan2 0 &t# Plan2 0 &t2lPlan2 O st2lPlan2| [ & Plan2| [ #&Plan2 | [ £t Plan2
employee | 5 :ta)pjan3a [] 5%l Plan3 [ &%l Plan3a [ %1 Plan 3 [ &t#IPlan3 | [J & Plan3
FRAG | 0 sgipansy | () EEPlana O] & Plan3b O RS smoker (02
e EFifyesplease V)
5[] BIFx:* [ &2/ Plan1 [ &&Plan1 [ &t& Plan1 (&8 Pan1| []&&Panl| (]8I Planl | [] &2l Planl
Child* of [J &2 Plan2 [0 &2 Pan2 0] &2 Plan2 (] &t Plan2| (] 312 Plan2| [ 3t8Plan2 | (] &2 Plan2
employee | sta pin 3 O &t2lPlan3 O &t2IPlan3a [ &% Plan 3 [ &#Pan3 | [J && Plan3
FRA | O 30 pan 3 (] 3t Plan4 O & Plan b [ BB smoker (R
e i ifyesplease V)
6. BIF¥x* [ &2/ Plan1 [ &&Plan1 [ &t& Plan1 (&8 Pan1| []&&Panl| []t&Planl | [] &2l Planl
Child * of [0 &t Plan2 [0 &t Plan2 [ &l Plan2 [ ##Plan2| [J &8 Plan2| [J st#IPlan2 | [ &l Plan2
employee | 5 :ta)pjan3sa [] £%lPlan3 [ &%l Plan3a [ &% Plan 3 &2 Plan3 | [J & Plan3
FRAG | 0 gipansy | () EHEPlana [ & Plan3b O RS smoker (02
EFifyesplease V)

UEE R 2 @k L EZ{RAER This part is applicable for 2 or more Insured Persas to complete
FIAERRA (BX + BERRE)
All Insured Person(s) (Basic + Optional Benefit)

2 F # {7 & Total Annual Premium :

9T & & F # {R & Total Annual Premium less 10% discount:

7 Remarks :
1. RIRFEH  RRAREREFM - MMNELEER - PIR2RFRRERSREER
Insured age: Insured Person’s maximum entry agé® i®mBHospital & Surgical, Supplementary Major Mealj Out-patient and Dental Benefit, 60 for Hodp@ash also, the

insured age for Maternity & Critical lliness Bertefis from 18 to 50.

2. {RIEETE] : ARARRARE—REVEEFDERRE -
Plan and Optional Benefit.

3. ERIRERIE | MREBEETA-RERRERE - BEREFLERD 18RALUT - ERBESRERERIR

Basic Benefit and Plan selected, the sum insurétbepital Cash Benefit will be covered undé&plan I only for the insured child(ren) aged 18 or below.

4. FLIEREANGEAFY - SFEFL -  FETUE
child.
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% 65 5% - ERIREAE 60 5% - MEMNKBERENRRELRD 18 5BE 50 5% °

FHEIR BERIEIEE - Benefit Plan: Insured Person(s) under the sameypodin apply for different BasiceBefit,
T&t28l 1, 4R - Hospital Cash Bnefit: Regardless of ai

E57E52E - Child: refer(s) to the legal child of the Propodedured, including step child, adopted child, oaglian
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ZRAZER Person(s) to be insured

SRERAE (EX) FBRESKRK) BEBENE / MRl (AR | BB 5° | BE° BREEsSRyC
Name of Insured Person(&nglish) EIEIRS / BAEEHSE | Sex  |Date of Birtt | Occupation and Heighf | Weight Body Mass Index (BMIj
(Surname first) B (11mUT) (B/ Bl £ | Position CRIm) | (F5eke) | 68 | 2ETEIE%E?
WEEZZRA - BRMEL HKID Card No. / Passpor D/ M/ Y) Index | Does it fall within
Use separate sheet if more person to be insured)No. / Birth Cert. No. (for standard level?
aged below 11) (FBEZEE please

indicate Yes or No)

1. 5T Employee

2. ET BB Spouse of employee

3. BT F% Child of employee

4. 8T F% Child of employee

5. BT F% Child of employee

6. 2T F% Child of employee

7 Remarks :

5. 10 inch = 2.5483K cm; 1K m = 100E>K cm; 1 F5E kg = 2.28 Ibs

6. BIEE=EH(BMI)ETEAR “Body Mass Index” (BMI) assessment methotE£%E LI T BMI 5t E 2R3 AR P IREERIE A E (http://www.bocgins.conif] BMI 43
LEtE# . DIERIRREAPRIRAR BMI 152 - Please specify Insured Person’s BMI index in treppsal form by referring the below BMI formula txetonline BMI
calculator in BOCG Insurance website (http://wwvegios.com).

BEE Weight (BEfi : F35% kg)

BMI = . . .
57 Heigh? (I : 3K m)
BB =158 8 BMI Category 2% standard level AR EIE# falls outside standard level
A Adult (1855 L aged 18 or above) 18-26 <EB or >26
F2 Child (185% LA T aged below 18) 10-26 <Hj or >26

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

(68 ka)
BMI =
(1.73m}
BIF example : F% - F# 15% - B 75EKKIEE 4F5 Child - 1 year old, 75¢cm height and 4 kg weight

(4 ka)

BMI =
(0.75m¥

=7.105 ESRESEHATSEE BMI falls outside standard level)

ZRABRMIEE Stated information for Insured Persor : (REREFFEZIRIEAMNIER only complete the item(

which you have selected to insure)

| BARRREARE Applicable for all types of Protection

ZYES &NO
1. RRAZUBFEXHETAMHEHRRERRZBE  NSZEITF  ZEPSMEIFEAS ; CEREK ; BHEE ; ERA/EHPER [ ]
B ; BEEFHE c MBRS "2. & - FFHERB - Insured Person(s) is employed as non clerical waskany occupation with
special risk, such as work at height, air or shigws; disciplinary services; manual worker; traatdwer and/or lorry driver transporting
goods to and from HKSAR and China; professional rtspan? If you have ticked “YES”, please give fulletails.

2. BR/FEZRAZEERIIMNIBNEESE MEBEED "2, & FRUSIFALE  HEBONFAER(EENERNBE K N ]
HE) K8 9MELE - You and/or Insured Person(s) is a student studyurigide HKSAR. If you have ticked “YES”, please yide the name
of Insured Person, full details of the attended dational Instittion (including name and address of the attendedc&iibna
Institution)and overseas residential address.

3. BRREAN "BRESEH . 2EATHEE - Insured Person's “Body Mass Index” falls outsidansiard level. O |
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4, TEBESERRAZSE During the last 5 years have Insured Persom@):b

i) TEBE‘ZIJ‘EEFr/EJf%EEEﬂgﬂ SREERHN - ENEM 2T  ARSMTFN - UERHRERES X X 08 [ ]
B - MAORREY - ShkisiE fitF_JZH%JZga;zzFZ,EJuit _JZEWJ{E%&R/T 28 ? hospitalized or have consulted a specialist for

medical advice, diagnostic tests, treatment oratjmer for a serious iliness or injury, or ever faddeen advised to have any X-ray,
ECG, MRI, CT Scan, or tests/counseling in connectith sexually transmitted disease or hepatitisli#, or other laboratory tests/
investigations?
iy BEEEmE - R - REESSERRAIMERRNATRFEE « K% - Bk - SME - Bk - DHEIEER  SEEE ] O]
ESE BB RIS SR B MF M ES REAE ? any symptoms, illness, defects or conditions sughbat not limited to
hepatitis carrier status, diabetes, kidney disdaigh, blood pressure, arthritis, cardio vasculaedses, any type of cancer or tumor,
that may require impending operation, continuoeatment now or in the future?
5. HBE 5 FRRAZERAERORBASREFERRSHRABRRBRERIER - SHARBREWRIVH - EIMNREBILM MRS ? [ ]
In the past 5 years, have Insured Person(s) eleer di claim for hospitalization with an insuran@enpany or had any life or medical
insurance application rejected or policy canceliated or restricted?

REARREERBE Applicable for Critical lliness Benefit only
(LR MR KB ALIZ P 5 O 218 R Approval process is required for this benefit befacceptance of this application)
& YES &ENO

1. BESLSF ZRAGERLDE - EEER - SBRER - EHH/J]HEF/H%H]L&%F IRESTEER - 1B18s « =I8/HT S/ EthAT iR | |

ER - BE/RNZBEREGRRN - A RS EAFE BN R/FEESNARBE - StETEMERNER(REE/NERTD

B - K8 - BBX%)3E5 ? During the last 5 years, have Insured Person(s)saiféer from stroke, gall bladder disorder, dejpitr

other disorder, anaemia/hemophilia/other disordeblood, loss of use limb, mental iliness, jaundhepatitis/other liver disorder,

impaired hearing/vision (except hyperopia or my@prausculo-skeletal problem such as backache/minthuscle pains, or any other

illness (other than minor sickness such as uppginaory tract infection, flu, gastroenteritisc.gt disability?
2. BRANER REAGHHREPEELH 60ABLEIINPE LI  HER  BRF - SUMEL  BRUEER? Hae [ O

Insured Person’s parents, brothers or sisters hdied from Stroke, Heart Disease, Diabetes, KidDesgase, Multiple Sclerosis, Cancer

or Inherited Disease before the age of 60?

3. RRACZEERREEHEMAMEZBEARELEZAVAFLIREEEER/EUE? IERES "21 & BIBE8BEZ# O Ll
£ ? Have thelnsured Person(s) use tobacco products or naramtidsink alcohol regularly or ever been adviseddogtor to reduce «

discontinue consumption of tobacco or alcohol? He tanswer is “YES”, please state amount typicalgnstumed per week.

& Notes:

MEMERAIER 14 ESB)R/HIBEBE T (1 E2B)EM—EE "2, - FHARUTERARN L BFBEERERS - IRSEFMGR SEME
BEEARAN ' IERME—HER - MMETHBBEZMRAZZER - If any answer to the above stated information afisa | with attachment

(question 3-4) and/or section Il (question 1-2)YES”, please provide full details in the followirtgble and enclose related medical reports. If D

you need to provide details on separate sheetsglizk the box at the right hand side and attaersheet(s). The sheet(s) should be duly signed
by the related Insured Person(s).

S2HRAUR BRI  |RERATNEREE ER FrEREE AR |BmAS | L—XK2ZAH |ER
Name of Insured Person (s) Question No. Health Condition such as Nature Gare and Treatment |Onset Date |Last Consultation|Result
Symptoms of Disease, DiagnosisReceived Date

5 {RE T ZHR Declaration of Insured Employee

(1) RAEIEEEEEE - Bk - 2 RERASREMAL - 90@ T PREFBRBARAS . BHAAR/S LARBREERLREFAER - 1R
BEZEHAREIEARERSERA - | hereby authorize any doctor, hospital, cliniguirance company or any other person to providereittyself and/or the above
mentioned family members’ health condition or detagdical history to “Bank of China Group Insurar@empany Limited”. Copy of this authorization formill
have same effect as of the original copy.

(2) KACHPMERBIEEE - AAZEILBPMN FRETEEEN  JFSRBREZRE  THANERERIAFHE  FAR/TAXBZREBENZ
[ - | have obtained the necessary authorization frondependent(s). | declare that the information dtatehe above is true and complete and will fone basis of
this insurance. | also understand that if any imfation stated is untrue or incomplete, the covenfe and my dependent(s) may be invalided.

(3) RARERRELATEPIREBRBIZUAANR/HZRANEAZR - | hereby authorize proposed Insured Company toigeomyself and/or Insured Person’s
personal information to BOCG Insurance.

(4) BEFULENA 0 Receive claim payment method

[ $RITEOE8NEEER Bank Account Autopay

#R175%8 Bank Name: Z{RE T $R17 S O5RAS Insured Employee’s Bank Account No_:
O ZZ Cheque
O BF={RET Pay to Insured Employee CIEE F121R7/A S Pay to proposed Insured Company
HEHK/
SRETEE BT (REmE ) =S R HEB/R/F)
E-mail (For the purpose of claim payment) Signed Place and Date (DD/MM/YY)

Signature of Insured Employee
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BIIRE R E Payment Methoc

1 MUEHERF Payment made by Business Credit Card
BEZE 6EN TERENRIE#E L XA - Please attach a completed Credit Card Authorizdtwm in page 6.

[ 2. BIZEfTF Payment made by cheque
FLEIREHRER TPREERRARAS L WR[E - Please attach a crossed cheque payable to “Babkiné Group Insurance Company Limited”.

#R172 % Bank Name: < ZERHE Cheque No.:

BREATFALRERE L Z  E8EREFEHNA - ERAARETRERRRBRABEVTAMERNEREN  RERADRAMR MERESF
EMANGRE - WREFEZBFEHER - REE "PREBRBARAT L #RERATZRIT/BEBHEHARPOERM ™ W?% SRR EIR) B
NMHWGRE  SFEHESEMEXNFREURSEMREFEEERFRRE - The proposed Insured Company understahdsonce this application is accept
if no notice of amendment of renewal terms is gerthe proposed Insuregdompany from BOCG Insurance prior to the expiratiéreach policy year, tt
policy will be automatically renewed simply by diety the required premium for the upcoming polisay by the proposed Insured Company. prapose(
Insured Company hereby authorizes “Bank of Chinau@rinsurance Company Limited” to effect paymeansfer from the proposed Insur€bmpany’s
bank/commercial credit card account for paymenprefnium under the “Healthy Medical Comprehensivet€ation”, including subsequergvised premiur
by endorsement(s) and all renewal premiums for eaehPolicy Year.

12 {72 B2 HR Declaration of the proposed Insured Company
1. KRATEMRE "RRBEASR. RE  NEREERANZARARNCEZER - BEIEMBERIMSI B 2BETE - —RATRE  REZHRA
EERFERNCHMIPLE "PIREBRRBIEAT L B4 - Our company acknowledges that benefits are notlpayander the' Healthy Medical
Comprehensive Protectibrior any costs of treatment arising from InsuredsBe’s existing illnesses, injuries or other coiodis unless complete details are fully
disclosed by the Insured Person(s) in the Progemah and accepted by “Bank of China Group Insur@@mpany Limited”.
AATRELBRIRARBFENRBERSEREN T I5BE 65REREEBRAITHRENSEER - Our company declares that the Insured Person(s) |are
ordinarily residing and legal resident of HKSAR ddeetween 15 days and 65 years old when applyinthi®insurance.
ZIS/‘ﬂzthI:EEH AATIERMERE/ EIXREBEISEE  RARREZEEDEREN - JESRRREZRE - XASMPEANERERSAF
£ APRIR/AZRAZREBRMZE - Our company declares that our company has obtaireedecessary authorization from my dependentigdlayee
dependent(s) the information stated in this PrapBerm is true and complete and will form the baxithis insurance. Our company also understamtsftany
information stated is untrue or incomplete, theerder the Insured Person(s) may be invalided.
ARERELER  ARGFESEEFERNTHEARE - ATTUMERHIERLE  RRAZREBERNZE - Our company declares ththis Proposal
Form is applied and signed at HKSAR in case of fraud or factual misrepresentatioa,dbver for the Insured Person(s) may be invaliiate
AABIEAE "PREBRBARAS . RE—VBBIRMREBMEAST 2R - Our company agrees “Bank of China Group Insuranomny Limited”
reserves the right to accept or decline our comaapplication.
ALEREMEMMNRER - "TPIREBRBARAS ) HREAZRBEEBITEN - Our company understands that “Bank of China Grawguriance
Company Limited” insurance liability for the Insdr@erson(s) will only take effect provided thatmpiem has been paid and the policy was put in-force.
AATRARRBF-EHZ - EBEREEEHRA - EAFEEPREBRBRBBENTTRRNVEREN - AATRABHR NMEAREEER
ANRE - ILREFEZEBHAEIR - Our company agrees that once this applicationrfeuriance is accepted, if no notice of amendmen¢rewal terms is
sent to us from BOCG Insurance prior to the exjgrabf each policy year, the policy will be autoratly renewed simply by settling the required piem for
the upcoming policy year by our company.

N

w

P

o

o

~

Uz EE B A E 1} A Personal Information Collection Statement

RATRBEAR AT RHUVERSPREBRBIBHRRZEZAT - WasEEAR TFIER : Our company understands that the information pevity us to

BOCG Insurance is collected to enable BOCG Inswancarry on insurance business and may be usédefpurpose of

(1) BERBMARNIMRIGPFAARLTHERIZRZAREREE processing and evaluating the insurance applicatiwhany future insurance application tha
our company may make

2) ATAREREMNITHRIIERRHERASIREMRBENARE administering our company’s insurance policy andvigling services in relation to our
company'’s insurance policy;

(3) PIAE - EEAINAATREARAZEE analysis or investigating, processing and payiagrs made under our company’s insurance policy;

(4) BHARFREBMN KR EOARASIUWERE K X invoicing and collecting premiums and outstandingants from our company;

(5) FOARBEEENERABIFWETMAEN - #F - BUHZER any alterations, variations, cancellation or reresfaany insurance related product or
service;

(6) ®LIA_ERZREE4&ZAAE] contacting our company for any of the above purpgoses

@) qﬂfﬁmlﬁﬁmﬂﬁﬂﬂﬂmﬁ exercising any right of subrogation by BOCG Insean

(8) HB L Eill ARAHERB &AM AR other ancillary purposes which are directly relatethe above purposé®;and

9 B ﬂéiﬁﬁﬁ/i@ 1& 51 R ZER<FRIKIES| complying with applicable laws, regulations or amgustry codes or guidelines.

chiREE E RGN O] K g L RS 2R AREAERIBET 5% 75 BOCG Insurance may disclose the Insured Persomsopal data for the above purposes
to the following classes of transferees:
a. B EMAR  OPREBFRBIEMRITE - B - Bl - IR REREERBUE=FE - AP RER(EF : BERBHEDR - ESRIERS
HER  BREREHE  BFRORBRER - B Eﬂ B R e R 818 R IE AR 7% i§)third party agents, contractors and advisors whavige
administrative, communications, computer, paymseturity or other services which assist BOCG Insteao carry out the above purposes (including ozdi
service providers, emergency assistance serviceders, telemarketers, mailing houses, IT serviowipers and data processors);
BIRREERAIEAERD - EREAES K EER in the event of a claim, loss adjudicators, claimvestigators and medical advisors;
?EE KA E AT RERIE in the event of default, debt collectors and recpegents;

RISERRIE AT REEERRIEAE insurance reference bureaus or credit referenceabsr
Eﬁ/\jﬁﬁﬁ,ﬁ‘é%ﬂ reinsurers and reinsurance brokers;
KABTRRAL (FFB ) Our company's insurance broker (if our company have);
IR EERIRAAR KRB ETERIR BOCG Insurance’s legal and professional advisors;
hiREERBRBEASI(U (AEMRAI) RMERER4ZE) BOCG Insurance's related companies (as that tedwefised in the Companies Ordinance);
REFABHUINETRB AT HENHSNREAM "M, )REEE - LUEIEQ LS ARERN - SME "BE , PITHESRAE - StEt
ERRBESAT "HE, EENNZMARESEERTET "HE ., WEBEE any association, federation or similar organizatadninsurance
companies ("Federation") and its members thatexists formed from time to time for any of the abar related purposes or to enable the Federtdioarry
out its regulatory functions or such other functidhat may be assigned to the Federation from tartene and are reasonably required in the inteshe
insurance industry or any member(s) of the Fedsrati
o BB THE, BETEQ THE, WEE - DEEIEM LMSBREBERN any member(s) of the "Federation" by the "Fedendtfor any of the above or

related purposes;

m“se@meaoowT
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k. BABEBNAT  HETEHMESHARBIBRBEZBFENAT - SRRBEBEANI N ANREIBELEMBBEREE - DUERET LT
5y ARAB M any related company or any other company carrym@surance or reinsurance related business artariediary or a claims or investigation or
other service provider providing services relevarihsurance business for any of the above oreg@lptirposes;

I REBRERFEAEENRBRZERSE the Insurance Claims Complaints Bureau and sirinitiustry bodiess; and

m. SEBIESREET O] AT#EA government agencies and authorities as requirperanitted by law.

ANEEIEEPREBREOE "HE , HRIEERNNENERNPER R/FZEZRAEAER BOCG Insurance is hereby authorized to obtain acmes
and/or to verify any of the Insured Person’s ddth the information collected by the Federatioonfrthe insurance industry.

4 BARBEE - PREFBRRIGEEUEEAXNERARBEEZRANEAER Moreover, BOCG Insurance may also use and disdlosensured
Person’s personal data otherwise with our compatnrsent.

AP ERERAERELEAPREBRBEEAEZRANBAER - MBFE o REBRBARESHEIEL (B5 : 2867 0888 FHE :
3906 9939 Our company has the right to obtain access to amdduest correction of any personal informationcesning the Insured Person(s) held by BOCG
Insurance. Requests for such access can be m&@Q16 Insurance’s Legal and Compliance Departmegit @867 0888 / Fax: 3906 9939)

* 1& 4 £ Payment of Broker Commissiol

AASRA - BAKER - PHREEBRBRENALTBERESHZZNWERE - REEAVEIN (BRFERR) 085X IARRENERBRRELO M
AL  BURRATHEAER AXBRELAITEZNEERASROPREBRBRERM / 2 EZEABEIRE# - Our company understands,
acknowledges and agrees that, as a result of enpawy purchasing and taking up the policy to beddsby BOCG Insurance, BOCG Insurance
will pay the authorized insurance broker commisgianing the continuance of the policy includingeesls, for arranging the said policy. Where
the proposed Insured Company is a body corpotaeadthorized person who signs on behalf of thpgeed Insured Company further confirms [to
BOCG Insurance that he or she is authorized to do so.

AAETRR R PIREERBNWENSA AT ENEER - A ol UEEAR AT 2RSS - Our companyfurther understands that the above agreement is
necesary for BOCG Insurance to proceed with the applice T

ANEEDBEBARRERNZAED - SFEARKE L3 2B - WEEABSRNBREZMELHE - Our Company confirms my agreement to all sections
in this Proposal Form, including but not limitedth@ above Declaration, Personal Information CtathecStatement and Payment of Broker Commission.

BB HK/

REBEATEBARE ERSIRENE) 21t & HHA(R/B/4) Signed Place and Da@D/MM/YY)
Signature of responsible person of the propossdréd Company
(including Company cho

FREEEARWEAERGRE - TPREBFRRERAT ., FEEQTEE -

The “Bank of China Group Insurance Company Limited” has no liability whatsoever before the applicatiorfor insurance in this Proposal Form is accepted.

e/ RIBNEIEE T (Broker/Agent must complete the below box)

fRIEABZE R For Office use only
140 /1R SR Broker/Agent No. {REEZRSR Policy No. #4E A Handled By & Checked By

#& 4o /1IBE R Broker/Agent Information

B 55 A ETFIZS#EZE Business Credit Card Authorization Form

O visa O master
BFE AR Cardholder's Name BHESMERE fEF£F Q3RS Credit Card Account No. ERFREE (BA/F)
HKID Card No. ‘ ‘ ‘ ‘ ‘ Credit Card Expiry DatéV/Y)
/

BRERQAEZER "TPREBRRARAS . #RAAINBEZEEARFPOBESN "HEBEFSR) BARESE  BHE51TEM - The
proposed Insured Company hereby authorize andtdiBamk of China Group Insurance Company Limited’debit the premium due from the propoged
Insured Company'’s business credit card accouritHealthy Medical Comprehensive Protection” on ygdwsis until further notice.

B ERTHE T AEE Business Credi B ABAEEESEIE Contact| A Date(H D/B M/ Y)
Card Cardholder’s Signature
(RREHEAEEETERRE should be th Phone No. of Cardholder

same as the specimen signature on Businexs @
Credit Card)
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