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Healthy Medical Comprehensive Protection Proposal Form
BEMIE TR PIREWHED 7l SRKLEBRE I 8 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 EF Email : medicaladmin_ins@bocgroup.com

BANK OF CHINA GROUP INSURANCE COMPANY LIMITED

% F ;£ Z =18 Important Notes to the Customer :

. BERABUAXERESREBESHEAM "V, 5% - FOERMNBER - WEEEZFZ - 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. BEABRURREREEBENENAR  HRE qﬂfﬁ'xlﬁﬂ EBE’\T(Tm FpIREELRER o ) B FIRIFHAR (852) 3187 5100 BB ARIESR - a%%
1%|32/A‘77ﬁ¢a/ , Eﬁm%ffﬁhﬁ/\&ﬁzxﬁ/\ﬁ’]ﬂm ERERNBREERE  BEERRAR/ARRATAIRBRVRE  EZFERERY -
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 or contact your agent/broker. Making sure the insurance company is informed will be beneficial to the
Proposer and/or Insured Person. Failure to disclose may mean that the policy will not provide the Proposer and/or Insured Person with the coverage required, or
may invalidate the policy altogether.

3. WRREPRF—KWIEME  THNRERSESHE E B R - Once the application for this proposal form is accepted, your policy will be
automatically renewed each year.

4. EURREMEBNABTAREERBEARE - MILURERZE - 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.

5. THRRBEHARSRL (T8 TR )R IREBREIFER - “Healthy Medical Comprehensive Protection” (named below as “this Plan”) is underwritten by
BOCG Insurance.

2 RPR & Limitation :
1. /IRARERBIIRMRENES 18 BA_E - At the time of application Proposer and spouse must be aged 18 or above.

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

IR AER Details of the Proposer

T %% English Name (B C1E % % G Surname first) 2. X Z Chinese Name
3. MRl Sex 15 Male [] ¥ Female 4. HEESMESRES HKID Card No. / FEHB5EHS Passport No.
5. H4EHHE Date of Birth (H D/ B M/ E Y) 6. HAEES Place of Birth

172£ / 7% E Industry / Business Nature 8. HAI Position

9. #aA Il Correspondence Address

Z Room / 3% Flat 12 Floor [ Block KJE&7E/H8 Building / Phase

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

AT R 8% & 78 Number and Name of Street/Road

I District [ | &% Hong Kong [] 7LBE Kowloon [ ] ¥7% New Territories [ ] B#& Outlying Island
10. B 4% E R Contact Information
ZF1Z Mobile {55 Home
‘A7 Office B 7 it Email Address

11. BB ARMNERE BIRTTE O Bank Account for Claim Reimbursement™
KA Z#RTT K475 My Bank Name and Branch B RS OSRE Autopay A/C No.

| | | | | | | | | | | | | | | | | | |
* ARRAMNEME—RITEREOAFABERE VA - MARERERTAO - BEBMUZEZMNFIZMRA  For the purpose of claim payment. The Autopay A/C

No. for claim payment shall apply to all Insured Person(s). If no bank account is provided, the claim payment will be settled to the Proposer by cheque.

{RFEEA Policy Period

F From (HD/B M/ FY) £ZTo (HD/BM/EY)
(EEMHERERARESFEHEBERNRIEE - DATHFIBZRER - AR 4R - Both dates inclusive and upon each subsequent anniversary

date thereof. The insurance is effective which is subject to all underwriting procedure are completed.)
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RIEHER KR4EIRE Insured Category & Total Premium (HK$)

ZEAY L.E X {RIE Basic Benefit II. B {RE Optional Benefit
EEHER (B2RAT 3 2 | FHEFIIEP—IERAMREREMERE N EEZER | (R2RATEETIREREMERE NMEEEP—(E —
Insured o —{&5tEl Each Insured Person can select 1 out of 3 from any one package 52l Each Insured Person can select any benefit listed below BEER
Personll benefit listed below and to select one insured Plan under your selected benefit) and to select one insured Plan under your selected benefit) Ann}lal
Benefit (A+B ®E)  [A+C ®E)  [A+B+CRE) DFIZ  [EFN BN [cRE Premium
Plan’ EREFHR  (EREFE EREFG - WIEE | out Dental | Maternity| Critica (HKS)
FYINEE % RiERES ERRERES patient Tliness
Hospital & Surgical [Hospital & Surgical | Hospital & Surgical,
and Supplementary |and Hospital Cash® [Supplementary Major
Major Medical Medical and Hospital
Cash®
1.O 8®EA [ &t Plan1 [ &2l Plan1 [ &t Plan1 [ &&IPlan1 | [] &2 Plan1 | [] &2 Plan1 | [] &2 Plan 1
Insured [] &t&lPlan2 [ &t&lPlan2 [] &t&lPlan2 [J&t&IPlan2 | [] &8I Plan2 | [] 5t&I Plan2 | [] 5 &l Plan 2
FHR [ &t2l Plan 3a [] &t#lPlan3 [ &t#lPlan3a [] &2 Plan 3 [] &t &I Plan3 | [] 5&l Plan 3
Age: [J &%l Plan3b [J &fZlPlan4 [J &%l Plan3b O Bz
smoker (MNEBEH
if yes please
v
2.0 BB [ &t&lPlan1 [ &t&lPlan1 [ &&Plan 1 [ &t& Plan 1 | [] & Plan 1| [J & & Plan 1 | [] &% Plan 1
Spouse [] &t&lPlan2 [ &t&lPlan2 [] &t&lPlan2 [J&t&IPlan2 | [] &f&IPlan2 | [] 5t& Plan2 | [] 51 &) Plan 2
FHR [ &t#lPlan3a [] &t#lPlan3 [ &h#lPlan3a [] &2 Plan 3 [] &t &I Plan3 | [] 5&l Plan 3
Age: [J &%) Plan3b [J &fZlPlan4 [J &%l Plan3b O Bz
smoker (MNEEH
if yes please
“wr
3.0 Fi¢ [ &t&IPlan 1 [] &t2lPlan1 [] &t&IPlan1 []&t@IPlan1 | [] 58/ Plan1 | [] 5t &) Plan1 | [J 518! Plan 1
Child* [ &2 Plan2 [] &2l Plan2 [ &% Plan2 [ 5% Plan2 | [] 5% Plan2 | [] 512 Plan2 | [J &8 Plan2
F#R [ £ Plan3a [] %2l Plan3 [ &2 Plan3a [ t2 Plan 3 (] %8 plan3 | [ 57# Plan33
Age: (] &% Plan3b [ & Plans (] & Plan3b 0 Rz
smoker (M2 EE
if yes please
“wr
4.0 Fx¢ ] &f&lPlan1 [ &fZlPlan1 [J &f&lPlan1 [ &&IPlan1| [ 52IPlan1 | (] &2 Plan1 | [] & & Plan 1
Child* [0 &2l Plan2 O &2 Plan2 [0 &2l Plan2 O] &% Plan2 | [ 520 Plan2 | [J 5t Plan2 | [J 578/ Plan2
Fig (] &I Plan3a [) & Plan3 (] &I Plan 3a (] &8 Plan 3 (7 52 plan 3 | () 578V Plan 3
Age: [J &t& Plan 3b [J &t&IPlan4 [J &t&l Plan 3b O mes
smoker (M2 &R
if yes please
“wr
s Fw! [ &t Plan 1 [] &t&lPlan1 [] &t&IPlan1 [] &t &I Plan1 | [] 58/ Plan1| [] 5t &) Plan1 | [J 5% Plan 1
Child * [ & Plan2 [0 &% Plan2 [ & Plan2 (] &8I Plan2 | [ 518 Plan2 | [ 5% Plan2 | [ 512 Plan2
FH (] &% Plan3a [] &#Plan3 (] & Plan3a (] &H#) Plan 3 [ 5% plan 3 | [ B8V Plan3
Age: (] & Plan3b [J &H& Pln4 (] & Plan3b 0 REs
smoker (M2 EH
if yes please
“wr
6.1 Fw* [ &&IPlan1 [] &t&IPlant [J & Plan1 [ &&IPlan1| [] 52 Plan1 | (] &2 Plan1 | [] & & Plan 1
Child* [0 &t2IPlan2 O &2 Plan2 [0 &t2IPlan2 O] &t Plan2 | [ 520 Plan2 | [J 5t Plan2 | [J 878 Plan2
Fig (] & Plan 3a [) & Pln3 (] & Plan 3a [ &8 Plan 3 (7 52 plan 3 | [ 578V Plan 3
Age: [] & Plan 3b [] &2l Pln4 (] &2 Plan3b O mes
smoker (M2 EH
if yes please
“wn
UG R 2 @z E=Z{R AES This part is applicable for 2 or more Insured Persons to complete
FIARRA (BX + BERE) 2 & 48 {R & Total Annual Premium :
All Insured Person(s) (Basic + Optional Benefit) 97 % & F # {R B Total Annual Premium less 10% discount :

it Remarks :

1. BRIRFE | RERARERRFMN - MMELEER - P92 AT RUREERSRRFRS 65 5% - EHRIBLOE 60 5% - MERRBERENRRFERS 18 BEE 505 ¢
Insured age: Insured Person’s maximum entry age is 65 for Hospital & Surgical, Supplementary Major Medical, Out-patient and Dental Benefit, 60 for Hospital Cash, also, the
insured age for Maternity & Critical Illness Benefits is from 18 to 50.

2. RIEEHE] . FEIRRARB—REVEZELAREANRE - 518X B2EREIEE - Benefit Plan: Insured Person(s) under the same policy can apply for different Basic
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Benefit, Plan and Optional Benefit.

3. FRBEERE  EREECU-—RESRERE  ERRFLELRR 18 EHLUT - ERIREFRERERSIZ 518 1, Z4R - Hospital Cash Benefit: Regardless
of any Basic Benefit and Plan selected, the sum insured of Hospital Cash Benefit will be covered under “Plan 1” only for the insured child(ren) aged 18 or below.

4. F2 IERRANSEFY  BF#EF L - FEFRHEEZERE - Child: refer(s) to the legal child of the Proposer, including step child, adopted child, or guardian child.

=7

Z{RAER Person(s) to be insured (FEZEHEERIZAZR No need to duplicate filling in Proposer details)

SIRABR (EX) FILERER) BFESME / Rl HEHE BEREMT 55° Bes° SRESIEYC

Name of Insured Person(s) (English) (Surname | EBRSEAS / 478 Sex | Date of Birth | Occupation | Height’ Weight’ |Body Mass Index (BMI)°

first) HSREE (11 L) (BB & and (R/m) (FF=/kg) EETEERE?

(MBEZZIRA - S HIE L Use separate sheet if | HKID Card No. / D/ M/'Y) Position 520 [Does it fall

more person to be insured) Passport No. / Birth Inde (within standard
Cert. No. (for aged X level? (FBEE5L
below 11) & please indicate
IYes or No)

1. ¥R A Proposer [&_E Same as above
2. B8 Spouse

3. F% Child

4. ¥ Child

5. F% Child

6. FX Child

#F Remarks :

5. linch ¥ =2.54 K cm » 15K m= 100 E>K cm 5 1 F58 kg =2.2 5 Ibs

6. FREESHEEBMNETES R “Body Mass Index” (BMI) assessment method : s52:E T BMI 5T &2 54 58 AR AL & R EE B R I 48 B (http://www.bocgins.com/)H BMI 4
LEtEH - UERRERENPMER/AZIRAMN BMI 52! - 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/).

BEE Weight (EEfiI : T3 kg)

BMI =
B Height® (BBl : K m)
528 =158 8 BMI Category 12 HE standard level AT E1Z# fall outside standard level
A Adult (18 %34 LA _E aged 18 or above) 18-26 <18 5 or >26
F# Child (18 5ELA T aged below 18) 10-26 <10 5§ or >26

¥ example : AAA - F#R 255 - BS 173 EKKHEE 68 T7= Adult - 25 years old, 173cm height and 68 kg weight

(68 kg)

(L73m) =2272 (EBEESEH T S1E% BMI falls within standard level)
73m

BMI =

BF example : FX - Fl 15% - 55 75 EKREEE 4 T58 Child - 1 year old, 75cm height and 4 kg weight

(4kg)

(0757 =7.105 (H5EE 158 LTS 1% BMI falls outside standard level)
75m

BMI =

Page 3 of 7 FCQ-EA-BK-2019-V05



RIREMILIER Stated information for this Proposal Form : ZFREEIEIRIRAIIER only complete the

item(s) which you have selected to insure) :

I. BERARRFREEIREE Applicable for all types of Protection

= YES & NO
1. RER/EZRAZUSBIEHTOMTERERZBE  NSETF - ZhEifsTFAS ; CENEK ; BNSE ; HEKA/S O [l
TEEEOW  MEEHS - MBXER "2.1 & - BFFNERMB ¢ You and/or Insured Person(s) is employed as non clerical worker or
any occupation with special risk, such as work at height, air or ship crews; disciplinary services; manual worker; tractor driver and/or lorry
driver transporting goods to and from HKSAR and China; professional sportsman ? If you have ticked “YES”, please give full details.

2. BR/ARFAREEBLUOIMNGENESRLE -NERS "2, & FRHEIFALS  DESANFAEN(EERESFEERE [ OJ
) REELSIMELL © You and/or Insured Person(s) is a student studying outside Hong Kong. If you have ticked “YES”, please provide
the name of Insured Person, full details of the attended Educational Institution (including name and address of the attended Educational
Institution) and residential address outside Hong Kong.

(]
(]

3. BR/FRFEAN "HRESEE . EATEIRE o You and/or Insured Person(s)’s “Body Mass Index” falls outside standard level.
HEIBE S FER/FZIRAEE During the last 5 years, have you and/or Insured Person(s) been:
i) EREREREERF/AISTEEOERNEBLESKEELN - BEN2RE  ARIMFN - SRR RERER X6 - L 8E - |:| O
WARRES - ENEE - MRS RS EGR 2 - StEMERR/1E ? hospitalized or have consulted a specialist for
medical advice, diagnostic tests, treatment or operation for a serious illness or injury, or ever had or been advised to have any X-ray,
ECG, MRI, CT Scan, or tests/counseling in connection with sexually transmitted disease or hepatitis or HIV, or other laboratory tests/

investigations?
i) REEREE - 5% - RENSBARONAWNEARRITREEE - #K% - B% - SIE - Bk  DRDERR - SENE Ll Ll

fE Sk B B BURE S RS R MM N IEZ RHAIAE ? any symptoms, illness, defects or conditions such as, but not limited to
hepatitis carrier status, diabetes, kidney disease, high blood pressure, arthritis, cardio vascular diseases, any type of cancer or tumor,
that may require impending operation, continuous treatment now or in the future?

5. HBE 5 FAR/IZRABEREROFRRADRENERFREMNBERRBITHRER - NABRERIVS - BIRE LM O O
BRI ? In the past 5 years, have you and/or Insured Person(s) ever filed a claim for hospitalization with an insurance company or had any
life or medical insurance application rejected or policy cancelled, rated or restricted?

REAREEEIRE  Applicable for Critical Illness Benefit only

(LEERFA MR A B HERZ PP 75 0] #2232 4R Approval process is required for this benefit before acceptance of application)

£ YES &NO
1. BESEF BR/ARRAGERLPE - BEER - BRER - BM/MAR/EMEER - BRERER - Bem - =8/MK/ O O
Hit T ER - BE/RNRBERERERN) - NARERAGEENESRH/BEHNARE - SETE MR ER(FEE
NWERWER - HE - BB KE)I 55 ? During the last 5 years, have you and/or Insured Person(s) ever suffer from stroke, gall
bladder disorder, debility or other disorder, anaemia/hemophilia/other disorder of blood, loss of use limb, mental illness,
jaundice/hepatitis/other liver disorder, impaired hearing/vision (except hyperopia or myopia), musculo-skeletal problem such as
backache/joint or muscle pains, or any other illness (other than minor sickness such as upper respiratory tract infection, flu, gastroenteritis,
etc.) / disability?
2. BR/AZHRANER ZRERWBREPZEEN 60 AR LEIERPRE - O - #ERE - BR - SRUEL  BRIEE O ]
% ? Have you and/or Insured Person(s) parents, brothers or sisters had or died from Stroke, Heart Disease, Diabetes, Kidney Disease,
Mutiple Sclerosis, Cancer or Inherited Disease before the ages of 60?
3. BR/ARGAZSEERREENSRIWEZBENRELEZZRVNFLRRESER/UE? NERS "2, &8 BIWHE [ O
2 8= ? Have you and/or Insured Person(s) use tobacco products or narcotics or drink alcohol regularly or ever been advised by doctor
to reduce or discontinue consumption of tobacco or alcohol? If you have ticked “YES”, please state amount typically consumed per week.

f&5E Notes :

MEMERAIER I 4 £ 5 B)R/HIBEE N (1 Z2B)ET—EE "2, - FHARUTERARN L EFBERERS - IFSEFMGR SEME

B BEAAN " IERNE—HER - MMERHBBRSRAZERL - If any answer to the above stated information of section I with attachment
(question 4-5) and/or section II (question 1-2) is “YES”, please provide full details in the following table and enclose related medical reports. If D

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

2HRAUZ BIRESRiE  |REARINEREE - ER PR #E kAR |BmEAS | E—XKkZ2EH &R
Name of Insured Person (s) |Question No. |Health Condition such as Nature or |Care and Treatment Onset Date |Last Consultation |Result
Symptoms of Disease, Diagnosis |Received Date

Page 4 of 7 FCQ-EA-BK-2019-V05



MAIRETTE Payment Method

] 1. BUSFFE{I# Payment made by credit card
BEEE 6 BN T EAFRNFIEHEE ) KO - Please attach a completed Credit Card Authorization Form in page 6.
[ 2. BIZZE{TF Payment made by cheque
BB EREE T PIREBERMRABRASE L 1[G - Please attach a crossed cheque payable to “Bank of China Group Insurance Company Limited”.

#R17 %278 Bank Name: % ZE5RH Cheque No.:

AAPBLRRE— LY - EBEREEEHRA - AAFEEPREBREEBEUTMRRNERBEAN - AAREAXTRREFEFEMENGRE - IR
EFgSsEEHNER -  REEPREERBEAAZRT/EREFOERAR "THEEESFSR. BANNERE  iEHESESRMENNFRENRESERE
EBFEERIRE - I understand that once this application is accepted, if no notice of amendment of renewal terms is sent to me from BOCG Insurance prior to the
expiration of each policy year, the policy will be automatically renewed simply by my settling of the required premium for the upcoming policy year. I hereby
authorize BOCG Insurance to effect payment transfer from my bank/credit card account for payment of premium under the “Healthy Medical Comprehensive
Protection”, including subsequent revised premium by endorsement(s) and all renewal premiums for each new Policy Year.

ZBA Declaration
L. AANEMRE "THRBERSR. RE  NERERREIESREZER - BEFIHMBERAMSIB v BERE - —2AFEE  BRERAR/AZRACERFRERNCSHEAS

BRI o SREE B fR P4 4L - T acknowledge that benefits are not payable under the “Healthy Medical Comprehensive Protection” 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. ANEEERRAAR/SASRARBBEDRBHAERNT 15 BE 65 REREEBMNEAER - I declare that myself and/or the Insured Person(s) are ordinarily residing and legal
resident of Hong Kong aged between 15 days and 65 years old when applying for this insurance.

SANELER  AACRLARBUNA)WMEEE  RARREZBMDEREN - UFEARRREZRE - AATHENERERAAFHFR  AAR/AZRAZRERR
R Z & - 1 declare that I have obtained the necessary authorization from the above mentioned family member (if any), the information stated in this Proposal Form is true and complete and
will form the basis of this insurance. I also understand that if any information stated is untrue or incomplete, the cover for myself and/or for the Insured Person(s) may be invalided.

4. RANELER  ARFEZEFTERANTHEARE AT OMEIERNKE  AAR/AZEAZREBKRMYZIE - 1 declare that this Proposal Form is applied and signed
at HKSAR, in case of fraud or factual misrepresentation, the cover for myself and/or for the Insured Person(s) may be invalidated.

SANELEERTEE - B - 2/ RBRATIREMAL  H9TOPREBERBREEAAR/NLARBWA)REERLABEFAER - WEESZFHNKREEABRSE
24 7A - 1 hereby authorize any doctor, hospital, clinic, insurance company or any other person to provide either myself and/or the above mentioned family members’ (if any) health condition
or detail medical history to BOCG Insurance. Copy of this authorization form will have same effect as of the original copy.

6. AANBEPIREERBRE —VBRAIRREHMAS 2R - I agree BOCG Insurance reserves the right to accept or decline this application.

T.AANBENWEHNZERERREENE - PREBRBERNAR/FIZRAZRBEELBTTER - I understand that BOCG Insurance’s insurance liability for myself and/or for the
Insured Person(s) will only take effect provided that premium has been fully paid and the policy was put in-force.

. RABBURARPFE—EHL  EBRAREFERRA - ERAAEEPREFRBABENTARINEREN - AARRBRMAREFEMENRE  WREESEF
BEER -1 agree that once this application for insurance is accepted, if no notice of amendment of renewal terms is sent to me from BOCG Insurance prior to the expiration of each

policy year, the policy will be automatically renewed simply by my/our settling the required premium for the upcoming policy year.

Uz E£ B A E i1} Z BB Personal Information Collection Statement

AANBEAARENERNSPREBRIGRBRIGEILANTE - WOIAEFEAR TSIER : 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 :

(1) BERBHARANFRRBIBIRARIRIERMIREREBFE processing and evaluating my insurance application and any future insurance application I may make ;
(2) MITAARENITHTIERIZ BN AREMBIMARFE administering my insurance policy and providing services in relation to my insurance policy;

(3) AHALE - BEERZMNARAREFBRIZRE analysis or investigating, processing and paying claims made under my insurance policy;

4) BEARGERNKOARAUWERE KR invoicing and collecting premiums and outstanding amounts from me;

(5) FOERARBRBERNEMRIMIBHEENR - £5 - BUHSLAEH any alterations, variations, cancellation or renewal of any insurance related product or service;
(6) LA EFIERBEAE A contacting me for any of the above purposes;

(7) PIREBERMRITEEAIRMURE exercising any right of subrogation by BOCG Insurance;

(8) HEH AR EEERGMWMIA R other ancillary purposes which are directly related to the above purposes; 7 and

(9) BEBREE KB KFEANSFRIKIES| complying with applicable laws, regulations or any industry codes or guidelines.

hERE B RGN O] (K FE i S AN A R/ ZIRAREAZ 18 F T 5% 75 BOCG Insurance may disclose my and/or the Insured Person(s)’s personal data for the above purposes to

the following classes of transferees:

a. W ErFAR  OPREERBRETE B 8l 5 RERETCRBNE=FRE  ZEFREE (81F  BEERBEHED  SSERBHED - SEREHD -
HHRENRIRTEE - BB REHED REIEEIZRFEE) 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);

b, EERBERAIEEE - BEEEE REERR in the event of a claim, loss adjudicators, claims investigators and medical advisors;

c. BRRAMKEASIFHZREENIE in the event of default, debt collectors and recovery agents;

d.  REFRBHEASIREEZNRIE/AE insurance reference bureaus or credit reference bureaus;

e. BRATRBREL reinsurers and reinsurance brokers;

f. AARRIRLEL (F75 ) my insurance broker (if I have one);

¢ PREBRRIEREREFEEFEFHRE BOCG Insurance’s legal and professional advisors;

h.  PIREBRBNEZATIIU (AEHES) AEZEA%E) BOCG Insurance’s related companies (as that term is defined in the Companies Ordinance);

i REIFAEHRUNEURRASHSNHSNEEAM "ME, )REEE  DEITTLLASNERERN - SE "HE, RTEHEEHE - SIEMERNRRENEM "B
2, EENAEMARESEEKR TR T IS ) WAL 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;

i BB THE, BETEO "HE ., WEE - DUEREE LB RI B/ any member(s) of the “Federation" by the “Federation” for any of the above or related purposes;

k. EEUEBNATS  IETHEHMESHRRABEBREZEFRNLT - AERBEBEENPNANRENASHEMBHRMZE - DEIEQ LM ARBN 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;

. RERERFBREENRRZERE the Insurance Claims Complaints Bureau and similar industry bodies; & and

m. SEBIZEKEEF I RIBUT#RE covernment agencies and authorities as required or permitted by law.

AANEWLEREPREBRRD G "HE ) #RBEANENENPERR/FIZERAR/SZHRAEAER 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.

AN - BAANBR - PIREERKROUEEUETC AN EARIBEERAR/FZHEAREAER Moreover, BOCG Insurance may also use and disclose my and/or the Insured Person(s)’s
personal data otherwise with my consent.
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AANERBERREREERPREFRBEAARAAR/AZRANBAER - MAFE - dRPREBRREZESHMIZL (BFE : 2867 0888 » HE : 3906 9939) I have
the right to obtain access to and to request correction of any personal information concerning myself and/or the Insured Person(s) held by BOCG Insurance. Requests for such access can be
made to BOCG Insurance’s Legal and Compliance Department (Tel: 2867 0888 / Fax: 3906 9939).

W B S 5K Receive Direct Marketing Materials Instruction
AARRPIREBRBEARANBAZREUTREFEHHERE B "v" #12ELE) 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)):

[ EFHEE I Promotion Email [] EFEHEEN SMS [ ] E I Direct Mailing [] E5EE# Telephone Call
MAER IERREMEBEM EAIAEAM v SREREWEE  BARAEAEBPREBRBTAH AR EHERE - 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.

MERRCREHNZEENEFHEREERNNEE  TRATTEZASENPREBRBAERE - FHI8  CUENEEERNREBEPRERRREN TENIEREBSE , LA#H
HEm - RBR/FRW - FESEZES LAFPREERBEANREHEERNEAZRIELR - 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.

BEAZENEELSAEE AT EEERHHIET Instruction to disclose personal data to the Group companies for direct marketing

[ AUSERHEZENRBTPREBRRENES  PREBRBIESBENVEABRERT "AEH, *ERERBMAFESENRE - Rz - GRAF B B
o ]E - RORMEERBNERREENEHER GE2EPREERRN "ERBFKES ) LARPREERREREMZEHEENEAZRNER  ZERNRRETEE
BRIWAL - URZEREREZEINER - RBR/ENMER - ) EEARPREFRBREESVEABRTUEALEUERR - BEEESBLMN v BERK -
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.

*TREE, EPREERBREZERAT - 217 WEBAS - ARPSERWEME - FREMEH - MEREERPREFBRBIHERAT 2T - MEAS - ARHBSE
KM@ E - RimEPITE - 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.

Z 184 {AE Payment of Broker Commission

FARB -~ BARRE - PREBRBRENAFABEREZEHBRNRE  REEFWHA (BFERY) DEELHARRENERERRECTZMNREE - RUKR
RAREAER  KERFAZSHNEERASAQPREBRIBEDM / M EEZEABREERE - 1 understand, acknowledge and agree that, as a result of my
purchasing and taking up the policy to be issued by BOCG Insurance, BOCG Insurance will pay the authorized insurance broker commission during the continuance of the policy
including renewals, for arranging the said policy. Where the Proposer is a body corporate, the authorized person who signs on behalf of the Proposer further confirms to BOCG
Insurance that he or she is authorized to do so.

AN/AGRATREASPIREBRBRNWENSAAN/BRREAMEHER - 2o/ UEBEAN/RERAZIRBREEE o U Proposer further understand that the above agreement is

necessary for BOCG Insurance to proceed with the application.

V] FTARBLERABESERER FARESXTEREFEMENRE  LREFESFEHER ERRESREERSREBFAZFRERERE) - 1
understand that this is an auto renew product. The policy will be automatically renewed simply by my settling the required premium for the upcoming policy
year (renewal premiums will be based on the prevailing premium rates at the time of policy anniversary).

AANEREEARRERNZASG - SFERRR LI 2EHA - WEBAENERRERZMELHE - 1 confirm my agreement to all sections in this Proposal Form,

inluding but not limited to the above Declaration, Personal Information Collection Statement and Payment of Broker Commission.

RRABRE (FERRARBRELRE 18 Bl L) RRAEZ

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

RS B ISR A AR CEAN A TR RIS 20 FE AR CERR A ERR)

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

FHENBAICH IR A FIHLR) wE: TR EE (/A4

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

FRAEEAKNEBERR  PREBFRBAEETFEE -

The BOCG Insurance has no liability whatsoever before the application for insurance in this Proposal Form is accepted.
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SR EFIE#ESE Credit Card Authorization Form
O visa O Master [0 hsRsRm e M= AR (W BEHE B % ) CUP Dual Currency credit card (Must be issued in Hong Kong)
FE AR Cardholder’s Name HEBMNERS EFAEF O%EHS Credit Card Account No. EAEEHE (B/F)

HKID Card No. Credit Card Expiry Date (M/Y)

L] | I I B
ENGER T PREBRBRARAS  RANNEMRPOBESN ARERAA R, BHRESE - B25(18 © | hereby authorize and direct “Bank

of China Group Insurance Company Limited” to debit the premium due from my credit card account for “Healthy Medical Comprehensive Protection” on a yearly

basis until further notice.
FERERBALERREA - BIEELITEN - If Cardholder is not the Proposer, please fill in the following information.
1. B {R AR Relationship with the Proposer:

2. IR AZMREIRE Reason for paying premium on Proposer’s behalf:
KAABBREEUTHREAZZHEZZ "HRREBEFSR. RESHR  AATHANEZL LREMEENTOREGUSIZARNATREA -1

hereby confirm to pay the premium due of “Healthy Medical Comprehensive Protection” for the Proposer. I also understand that any refund premium due to
policy cancellation will be given to the Proposer by cheque.

(G /KK /% 1) Mi/Mrs/Ms) FES MBS HKID Card No.

| 5 F A= Cardholder’s Signature 4R ERETOET HEA Date (H D/B M/ Y
CRE{= A £ % B2 should be the @ 48 55 5% # Contact Phone No. ; ( )
same as the specimen signature on Credit Card) | X

&40 /A EEE LU T (Broker/Agent must complete the below box)

R /2B Z R For Office use only
40 /RIBARSR Broker/Agent No. {REEZRSE Policy No. #3#% A\ Handled By ZE A Checked By

#&40/1CIEE R Broker/Agent Information
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