R IRbE AR Rt @ Pk X BRR A (R A

Suitability Assessment for Medical Insurance BANK O CHINA GROUE INSURANCE  COMPANY LIMITED

St - FAEREEE R 71 Sk RS 9 f# Correspondence Address : 9/F., Wing On House, 71 Des Voeux Road Central, Hong Kong.
E FR#EGE Customer Services Hotline @ 3187 5100 {# Fax : 3906 9906 ZEHS Email : medicaladmin_ins@bocgroup.com
BRASEA ZIRAEES ZIRANFR ZARNEER]
Applicant’s name Name of Insured Person (s) Age of Insured Person (s) Gender of Insured Person (s)

A BRE{RIREEE Details of existing medical insurance coverage

fRE%/AT] Insurer EE5:457% Name of Product TR (B0: AR
Type of coverage (e.g. Indemnity type
hospitalization insurance)

RTHE BT RAERRSTEVENRAEEE » BEEDUTHE - o BT BEREE » ML BT EeENSRmREm b EH B TR R
Please answer the following question for the assessment of your objectives of purchasing a medical insurance product and insurance needs. The question must be answered before we
can recommend any medical insurance product and proceed with your application:

R TR BV R ARIRTRE (BN TELL Y7 RoR > WAEL R —IH)

The objective(s) of purchasing medical insurance product and the insurance need(s) (Please*v"”’the appropriate box and you may choose more than one item)

O A EEieEbelrle - SORHERERT A

Indemnity type hospitalization insurance - Cover the medical expenses for hospital confinement

O B. BRSO - IR EREHRUAIRA

Hospital cash insurance - Cover the loss of income due to hospital confinement

O  CEEERE- RIEREEEETEEC T S AR

Critical illness insurance - Cover the increase of expenses and/or loss of income due to suffering from critical illness

O D HAERERRRRE - MR ERRE A G102 - FREEER)

Other indemnity type medical insurance - Cover other specific medical expenses (such as Outpatient, Dental or Maternity)

TRAR B TRy AR » P A Rl SR T el TS IR Ay SIS (R T A AFTRER BtV E ) - DIRA R T S RIRE AT B TR RE -

Based on your answer dbOVC, the intermediary concerned has recommended the following insurance product (as available to the inte.rmediary) to meet your objective(s) and need(s):

B MR B PR EE S B AR BRI B AR TR Y B Y BRI TR RERRAT M EE RS, BT  FREER
Name of medical insurance product or The objective and insurance need fulfilled by the medical Will you apply for the product or coverage recommended?
coverage recommended insurance product or coverage If no, please provide reason.

Fff fI1E#HH Additional Declaration

E%%:JE Important Notes:
LR FIA R AR o SR EAEREEMENME L EE -
Please read and answer this question carefully, and do not sign before the completion of assessment.
2. KGR A EI R B R R bt &I 2 ) W R R 55 (W) » SRR AT LUERLR » 3R A2 PR AR R B R R AR - P T A AR R 25K
HIEHPEREERRR A AR T R ANEAER - AFRE - o REERE AR S HE L (FERE ¢ 2867 0888 - HE : 3906 9939) -
Information collected from the assessment is solely for the purpose of application of medical insurance, and will be submitted with the application form to the insurance company for
underwriting. Information regarding the applicant and insured person should be consistent with those in the application form submitted therewith. You have the right to obtain access to
and to request correction of any personal information concerning myself 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).
3. A R BTSSR RTT o RIS S BRI R E IR TRt — 0 & -
If the type of medical insurance product applied for is not consistent with the assessment result, your application may be declined or you may be requested to provide further information
4. KRBTSR R EE (EAER (R fREl) (5 486 ) -~ MABHMLRBHEELE ( WREEQNE" ) &N (ZZREEFEANGH © SIfREERNES) -
FALEE B AFAR S A EATERIARA ~ <P e R AES R -
The handling of the information collected from this assessment should comply with the Personal Data (Privacy) Ordinance (Cap. 486), the Guidance on the Proper Handling of Customers’
Personal Data for the Insurance Industry issued by the Office of the Privacy Commissioner for Personal Data (“PCPD”) or any relevant rules, codes, circulars and guidance issued by the
PCPD from time to time.

RIRAEE Frg b NEE

Applicant’s signature Signature of Licensed Insurance Intermediary
HE
Date

; Frhrka 7 Ak

FEUMIRAE T / / (HIRI4E) ‘

Signed place and date Hong Kong (dd/mm/yyyy) Name of Licensed Insurance Intermediary
TRbRSE R & R B RS
Insurance Authority Licence No.
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Btk (R#tEpER) Assessment Guidelines (for internal use only)

ARSI T REERRAIRAE ) (TALE ) RIE ©
This guideline is prepared by Bank of China Group Insurance Company Limited (“the Company”) .

RIS FREERY(E | How to conduct the Suitability Assessment for Medical Insurance

2. EPﬂ\)\/ SAMSHE N LRAEHE 20 BRI SE R - W& 2 R B IRRET S0 B R R (T T BERBE ) IFHRHE -
Intermediaries/qualified salepersons should assess the objectives of purchasing medical insurance product and insurance needs of the clients (hereafter “objectives and
needs) before recommending or selling any medical insurance product and coverage to them.

3. TEEHEHER > RO A GEBHE AN LR I B TRZE > [ S B B R O 2 S R
After the assessment, intermediaries/qualified salepersons should recommend or sell medical insurance product and coverage to the client according to their objectives of
and needs.

4. ToSREEEIRIRATRAE ) AR LR R R B A B R T
Products and coverage provided by Bank of China Group Insurance Company Limited to match with the insurance needs are as follow :

{755 FE)E Type of Insurance BRI SLECRIE Medical Insurance Product or Coverage
=E eI RBEEEREETE] Greater Bay Area Medical Insurance Plan

Indemnity type hospitalization insurance | }&EREEPEEEAR Healthy Medical Comprehensive Protection

- DEORGRRE |, ~ THEINEEERTE | fRfE Basic Benefits, Supplementary Major Medical Benefits

hERPRERER R ESE] BOC Worldwide Medical Insurance Plan
- PRSI | Basic Benefits

dgRTa B (RST8] BOC Asia Medical Insurance Plan ( - f t1$R A\ = Applicable to BOC LIFE only)

rhgRiE A B FREE fRETBIEE S BOC Standard Voluntary Health Insurance Scheme Certified Plan

R ERE B EHEMRE T SISYE By BOC Flexi Voluntary Health Insurance Scheme Certified Plan

Bt BefRiEs 18] Medical Personal Insurance (HKFTU) (-7 F 4840 /{XE Applicable to Broker/ Agent only)

B SR RS ETE] Healthy Hospital Cash Insurance Plan
Hospital cash insurance TaRFER 4 & % Healthy Medical Comprehensive Protection
- M¥f%3H4 | (RlE Hospital Cash Benefits
EERRE TEEFE LA Healthy Medical Comprehensive Protection
Critical illness insurance - V& | {#f& Critical Illness Benefits
HANER R R RS aEFEEPE4E SR Healthy Medical Comprehensive Protection
(FZ e LR -T2~ THRL, -~ EFRL) fRIE Outpatient, Dental, Maternity Benefits

Other indemnity type medical insurance |h#REREREER{RIESTE] BOC Worldwide Medical Insurance Plan
(According to the type of medical|_ FZpgl |« TP92% | (& Dental, Maternity Benefits
expenses) FE2 B {#E:TE] Out-patient Medical Insurance Plan

- 9% | {ffE Outpatient Benefits

(P iz (R R R ERR MR - @R A S asid e AL & ERI AR E)

(The above products would vary among distribution channels hence products available for sales may differ among the intermediaries/qualified salepersons)

o N B AR E N RTECR - BT/ 2 Ay B ORIg A Sh s PRI
Intermediaries/qualified salepersons should ensure the product and coverage recommended or sold to the client:
i RGP B R 5

fulfill the objectives and needs of the clients; or
ii. BERFE R Y B RE - B Pl DR 2l R o

fulfill the objectives and needs of the clients > but the client may choose to purchase part but not all the products or coverages recommended.
i N GBI E NLREECR - NIEHE e E - oA SRR H B M R BE R IR bR A e R - MEEE —EMS (FEEERE) e L
HIRFRE > TS EE% r CEEN H WY R FEZEIIE R TR -
Intermediaries/qualified salepersons should not recommend or sell medical insurance product and coverage for objectives and needs not selected by the client. This
condition is not applicable under the circumstance that a single product (not including optional benefit) is recommended, that can fulfill multiple objectives and needs
including those selected by the customer.
Iﬁ;g%ﬁ%ﬁﬁ%ﬂ@ CHTAIERT ) & - MR AR A H A R R PR - PRIEIHIREE ) S ORELET A4S R 2 B ORb E O
A o
Clients can supplement any information in the “Additional Declaration” regarding and additional objectives and needs (Examples: Ward type, countries/place covered),
or application for medical insurance product and coverage that is not consistent with the assessment result.

PR R % ARF2FF Submission and underwriting procedure

8.

9.

FrAA AT B R b A R IR E LRI 10 HNIEES - AR EHHEIRA KRR T NEB IR AR (B IRR Rt ) -
All applications of medical insurance of the Company should be submitted with a valid Su1tab111ty Assessment for Medical Insurance which have been signed, with
date, by both Applicant and Insurance intermediary, completed within 10 days from application
AN EIF N (R IRERTR ) AP R RN B IR
The Company shall underwrite the case according to the result of assessment and details of application:
i PFTARGEIRERFEE I ERFRE (R 530) ) 253) -
All coverage applied should fulfill the objectives and needs of the clients. (see 5(i) or 5(ii)) .
ii. KA FFER Y B Y R R E /R - (7L 6)

The Company should reject any application that does not fulfill the objectives and needs of the clients (see 6)

HAih, Others
10. i A/ GEMHEE AL DUERAEA SR E 2 B R F 2 MAS AN GRS E REMN (ERIRRIESFIES]) rIHERZEX -

11.

Intermediaries/qualified salepersons can use their own forms of suitability assessment prepared by their companies, providing that they are complied with the requirement
as stipulated in the “Guideline on Medical Insurance Business” published by the Insurance Authority.

PALNE] ) BARHEERTES | K (CBRIRBTR R ) INE - T A/ EERSH E \ LRR R AZOR - (EHRR RS -
The Company reserves the right to revise this guidelines and the content of the “Suitability Assessment for Medical Insurance” from time to time.
Intermediaries/qualified salepersons are reminded to use the updated version at time of assessment.
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R ERIR SRR EIRERE @ Pk LB RRA (kA

Healthy Hospital Cash Insurance Plan Proposal Form RANIE QF CHINA GROUP INSURANCE CONPASY LIMITED

BT B PIREEET 71 KL EEKRE 9 1E Correspondence Address: 9/F., Wing On House, 71 Des Voeux Road Central, Hong Kong.
& FRRT5#44R Customer Service Hotline : 3187 5100 fBE Fax: 3906 9906 EF Email: medicaladmin_ins@bocgroup.com
&5 NOTE :

1. BEABUAXEESREESHEAN" v 195 - TAUERMAEEL - $BEESEE © The Proposed Insured 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 Proposed Insured.

2. AERRERURGEFTEZEEZENENANS  FREPREERBARLS (TH "PIREBRE" ) ZRRBELR (852)31875100 &if - FREAS THER - B
BHREZRAR/AZRANIE  BREZHEEER  BEERRAR/FZRAGSAIMEKIRIE  EE[FIREBKR - If you have any doubt on what should be
disclosed in this proposal form, please call Bank of China Group Insurance Company Limited (named below as “BOCG Insurance”) customer service hotline (852) 3187 5100.
Making sure the insurance company is informed will be beneficial to the Proposed Insured and/or Insured Person. Failure to disclose may mean that the policy will not
provide the Proposed Insured and/or Insured Person with the coverage required, or may invalidate the policy altogether.

3. WRFASHFE—LHEIEME  BHNRESSESEEHER ° Once the application for this proposal form is accepted, your policy will be
automatically renewable each year.

4., BUERFEMEHIANTEREBERBEALEE - BLURERXE < 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. "EREAERBESRERETEL (FE "K5tE" )BPIREERBFIR - Healthy Hospital Cash Insurance Plan (named below as “this Plan”) is underwritten by BOCG
Insurance.

BIRABEAER Personal Details of Proposed Insured

EUEFRR - BRPBEERBERwww.bocgins.com T "EFPERNESR ., BEXEREFRFRE-BDER - IAEUEN - FMEZSPRBEERS52) 31875100 «

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

(EREBRBEDEREE  MERPAZTEZTEAMILER - FEZH AESFIE © Trust is a legal relationship in which settler gives its right to trustee who must keep and use it solely for beneficiary’s benefit.)

1. ZExpg” (FBCE B I EC)English Name (Surname first): 2. X" Chinese Name:

3. MBI*Sex: [] B Male [] % Female 4. BESHHE/EBEEHKD Card/Passport No.:

5. H4EHE Date of Birth (H D/A M/4E Y) 6. BRI Email Address

7. B4R ERE ({£%) Contact No. (Home) 8. H4EEEE (F12)” Contact No. (Mobile)

9. Eat” Correspondence Address 10. 2 ZKI%{R Family insured:

=2 YES O &NO

11. fEHt Residential Address O 23@:RihiE48[E Same as the Correspondence address

12. BB ABRM/E 2 & 84R17 5 0"Bank Account must be in Hong Kong for Claim Reimbursement
KA Z#RFT K53 17% 78 My Bank Name and Branch: BE#EAR S 5555 Autopay A/C No. :

+ ARERANEME—RITEREOFERBEBH A - RBERHRTEO - BERUEZZEZIFIRAA - 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.

13. AR ABZE" Occupation of Proposer

O 01- BIZ AL Political VIP [ 06- $4itf T A Skilled workers

] 02- EEMEMEAE Officers and Managers ] 07- 3205583 Manual workers

] 03- EXRFMEAMIAE Experts and Technicians [ 08- EELEX - Z22  BRAEHAAE Armed forces and Customs Personnel
and Police etc

[] 04- XEMBFHETIEE Clerks and Administrators [1 09- &3 A8 Unemployed

[ 05- ARFEFHEAE Services and Sales Staff ] 10- Efhh Others (:53%FF Please indicate)

# WNZEIER A HE Mandatory Fields (ISRIB R HE P EBRGFEMBEN 2RI S RHFPIREBRRBEBESHHER . O/ RIER © You are not required to fill in the mandatory
fields if the supporting documents attached to your application already contain the required information, or if the information had previously been provided to BOCG Insurance and it does not need to
be updated.)

1 HCP-A-BK-2023-V03



#IA AR IR B Mandatory Fields IRIZ R AP EERREMBER - S ZA

=

REHFPIREBRRBEBREEHNVER - O FER - You are not required to fill in the mandatory

fields if the supporting documents attached to your application already contain the required information, or if the information had previously been provided to BOCG Insurance and it does not need to

be updated.)

ZIRAER Details of Insured Person(s)

EEIN T X E (MR |HERE BEBSHE/ B3 B | R e BIRBARG" BERE
(FESTEBHK) Namein |Sex |(H/B/%F) [ERRE/ Nationality” Place of [5T&I**  |Occupation |Relationship with (B
(MBRTTEOURRE Chinese Date of A RS SRS (EZ/t& ResidenceInsured Proposed Insured Annual Premium
EBEEEZR) Birth 11U Country/Region) Plan*+ (HK$)
Name of Insured Person (s) (D/M/Y) HKID Card No./
(Surname first) Passport No./
(same as Bank Account Birth Cert. No.

for claim purpose) for aged below 11)
2R A Proposed Insured As above N/A REHR

[

++ I AR IRABRRGRANEEZEHERERRESTE] o All Insured Person(s) and the Proposed Insured should apply for same Insured Plan.

RRE RFREEHE Total Premium and Premium Levy” (HKS)
BFEMRE Total Annual Premium (HKS)

rI0#1RE Discounted Premium ($03&FH if Applicable):

REEFREBE Insurance Authority Premium levy:

FE {1488 Total Payable:

MRIGEEER ( "TRER. ) BIERBEEOREFSAARDGRERE - ARAEMZRER  REFAABRRARREREQRE AN ZERENR]
AHE THFREATHZEHANNBEENTFRES HESHERRHERRAEMAFMEE - A5 FHABRESHE www.ia.org.hk- The Insurance
Authority (“IA”) will collect premium levy from the policyholder at the applicable rate. In order to avoid any legal consequences, the policyholder must pay to

the insurance company a prescribed levy for the premium for direct remittance to the IA. The levy amount may be subject to change depending on the
applicable rate. For details, please visit IA's website www.ia.org.hk.

& NO

]

= YES
1. EBES FETN/ZRASEERAARELR/AIEHEEZQENBESREEAN « BUEM 2185 - JAENMTFM ? In the past

5 years, have you/Insured Person(s) been hospitalized or have consulted a specialist for medical advice, diagnostic tests, treatment or
operation for a serious illness or injury?

2. BN/ERRAGEARORE - ER - REXSERRANERRRITXTEEE - Bx%E - B%  SIME - Bk - OHDEE
% - BRI RS REE BRSNS R MFMsiERRIAAE ? Do youw/nsured Person(s) have 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?

3. EBES FETN/RRAZESEBERNEERAER TN - SRIARIIREERZE - BEFMAZEY ? In the past 5 years,
have you/Insured Person(s) ever been in a hospital or sanatorium for surgery, observation or treatment, or currently under observation or
taking any treatment or medication?

4. TBE S FENRRAGERFEREFREASIZRE ? In the past 5 years, have you/Insured Person(s) ever filed a claim for
hospitalization with an insurance company?

5. BTN/ZRAGEERFRER - £k - BOHASFRRIERIER - NABRREWECH « 1BINREMNRE ? Have you/Insured

Person(s) ever had any medical, hospitalization, accident or life insurance application rejected or policy cancelled, rated or restricted?

]

]

[]
[ []

&5 Notes :

MELABEEREE "2,  FRAFEZIRALBERENTOEREE ER - MRS ZEERAE - E—RKZERUAERERRS - A5
ZRAEER  ERRERE—HREITIREERERZHE - If any answer to the above question is “YES”, please provide full details in separate sheet which should be
duly signed describing Insured Person’s name and health condition such as nature or symptoms of disease, diagnosis, care and treatment received, date of last
consultation and related medical report and return together with the Proposal Form to BOCG Insurance attention.

IR AR ZH#EE Payment Method and Authorization Form

A [0 UZEZMRE (BEZEHRES  PIREEREARAE ) Pay in Cheque (Please make your cheque payable :
Company Limited ).
B. [ UERFXZMRE  EX T3 EEMFIE#E For Credit Card payment, complete the following Direct Debit Authorization form:

EFFE3RAS  Credit Card No. :

D Visa D Master I:‘ hiRERA E HEE AR (M FBHE B ) BOC CUP Dual Currency Credit Card (Must be issued in Hong Kong)

BXYHEZE Valid Through : F Year A Month
o KA PIREBRRARAT LHRA LMER R ORI REFFIRSRIRETE L ERTHIIRE - Thereby authorize the “Bank of China

Group Insurance Company Limited” to debit my Credit Card No. specified above for payment of premium under the “Healthy Hospital Cash Insurance

Bank of China Group Insurance

Plan”.
RTEO/BSFARR IRTPO/SFARES @ SE:L
Name of Bank Account/Credit Card Holder Signature of Bank Account/Credit Card Holder® Date

¢ EEEAH DRIRETEL/EREEEXEEE - INREOAKEED - FPORBANBEILSEE - (Signature should be same as specimen signature on Bank
Account/Credit Card specified above. If the Account to be debited is a joint Account, all Account holders shall sign here.)
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EHA Declaration ‘

1. RAZILEPRPBENDRRRZHEAZEREERRTHEMSIAER - 1declare that when applying for this insurance, the Insured Person(s) are ordinarily
residing and as legal of HKSAR.

2. ANEMER RARREZHADEERN - IFAERREZRE - AATBANERBERIAHE  SRAZREBRYZE ° 1 declare that 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 the Insured Person(s) may be invalided.

3. RAEILER ARGRESCEEEFANTHEANZEE  NERAREHIERKLE  RRAZIREBKRZIE - 1 declare that this Proposal Form is applied and
signed at HKSAR, in case of fraud or factual misrepresentation, the cover for the Insured Person(s) may be invalidated.

4, RAELEETUEE - Bk - 257 - REASREMAL - Su@PRERRBIERAAR/F LERBREEREEFAER - LEEE 2K
BEARBEZERA - 1 hereby authorize any doctor, hospital, clinic, insurance company or any other person to provide either myself and/or the above mentioned
family members’ health condition or detail medical history to BOCG Insurance. Copy of this authorization form will have same effect as of the original copy.

5. RABBRPIREBRRIREB — I BBIRRESEMNESE 2T - Tagree BOCG Insurance reserves the right to accept or decline my application.

6. RABLEMNEZEARE - REHERREENE - PREBRRBARAR/AZRAZREEEBITEN - I understand that BOCG Insurance’s insurance
liability for myself and/or for the Insured Person(s) will only take effect provided that premium and premium levy has been fully paid and the policy was put in-force.

7. FABBRFRREF—EM%  EEEFREFERNN - EXRAEEPREERBAREIUEMERNERELN  FARBHRTEFREFEFMENRE -
REEESEEHER -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.

UZEEE A E 12 BB Personal Information Collection Statement

AANBEARARHNERBPIREBRBRMRIEEZRTE - WIREFEAMR T5/E/ I 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:

BIERBHRANRIBERFZHAAGRZRAIRIGEFE processing and evaluating my insurance application and any future insurance application I may make ;
BRITAARENTHIERRHEAKRAREMERAARTE administering my insurance policy and providing services in relation to my insurance policy;
DAL - BERZNAAREBBNEREE analysis or investigating, processing and paying claims made under my insurance policy;
BHRARFREBANAEAAKERE KX invoicing and collecting premiums and outstanding amounts from me;

BRI BN EmSRFWEMIEN - ZF - BUESIA R any alterations, variations, cancellation or renewal of any insurance related product or service;
L R4 A A contacting me for any of the above purposes;

hiREE B (R TEE @A exercising any right of subrogation by BOCG Insurance;

HEH it R E B ER%AMI% 2R other ancillary purposes which are directly related to the above purposes; & and

BREBREE 1R RZERNTRIRIES| complying with applicable laws, regulations or any industry codes or guidelines.

chiRE B RIRTR O] H FE_ L ARG ARA R/ ZIRANEAERNZE T T5)E 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. PLEEAE - BPREBRRIEHRTI - B - BN - I3 REREERBNE=5NE - AEBRED (8% . BERRBHER - ESRIBRBHER -
EERHEE - MBS RERIRED - BRI R HIEDS &S EIEARTE ™) 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);

BRIERAEEZRAVIEREED - IRAEAE S R EBERAR in the event of a claim, loss adjudicators, claims investigators and medical advisors;

BRI XA EA S ZE I in the event of default, debt collectors and recovery agents;

RIBERIRTE A B REEERBRFE /A S insurance reference bureaus or credit reference bureaus;

BIRASRBRELAL reinsurers and reinsurance brokers;

AARIRAS 4 (%BA ) my insurance broker (if I have one);

FIREERRAER R EHEFEFLR R BOCG Insurance’s legal and professional advisors;

FiIREERBIBEEATIU (ATEG) AEZRS%E) BOCG Insurance’s related companies (as that term is defined in the Companies Ordinance);
BEIABAUNTORBRATHEXMENEERAH( "HE, )REEE  PEEIEQ LA ABEN  SIMUE "HE , RTHEEREE - NEMERRR
(AU HE  EENANEMARESIEER TN T " IS L A9HEE 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,;

BB THE, BETEO THE, WEE - DUERIEM Lisi AR B A0 any member(s) of the "Federation" by the "Federation" for any of the above or related purposes;

k. EEABMNAT  SEAEMRERREABRBEFZEFNLT - NERBREBBENINT ALRENBAENEMRBREE - DEIETQULANBREN

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;

I RIBRERRE KREEIREZERE the Insurance Claims Complaints Bureau and similar industry bodies; } and

m. SEBIZKEEF O BT government agencies and authorities as required or permitted by law.

AANELEEPREERKRD @ "HE ) RREERAWENERNDERR/FZERAR/HZHRAEAER 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.

o BARABE PIREERBOUEEUREANERARIBEEERAR/FZRAREAER Moreover, BOCG Insurance may also use and disclose my and/or the Insured
Person(s)’s personal data otherwise with my consent.

AANERERREKREERAPREFRBREAEBERRIAR/AZRANEAZR -MERE UEPREFBRRAEESREIZEL (B5E:2867 0888 HE 13906 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).

U B EIETR  Receive Direct Marketing Materials Instruction

AARRTIREERBFEAEAANBAETREU T REEFEHER B "v" #IEEE) I 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)):

[ EFH#EREEH Promotion Email [ E&EER SMS [0 E#HEH Direct Mailing [] E&EE#H Telephone Call
WIER EIRFREMEAEMU EEAAERRMN v SRERCHERE  AIRERETE BR8P IREBRMBECIA A E MR « 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.

M ERRGREHEESENEHEEERNEE  TRAEERZASSMNPREBRRBRERE - F1I8  GUELNEZBRARRBIREBRRN "ERNBEE
& LFENER - REBE/SEN - BRSEZRSE L ERAPREBRERE AN EHEERNEAERITELR - 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.

BEASRIEEAEER QASEEIERIHIET Instruction to disclose personal data to the Group companies for direct marketing

[0 RAEERHEZENRBFPREFRBNES  PREBREBUSLSEHCHEAETRRERT "AE£8 "Bt EREMAFESEME - Rk - EHAF -
5B RE - ROAEERBNERREENEFRE FLRSZPREBRRN "EREKES ) LABRPREBRRERH ZEFHEENEAABRER -
ZERBRHTFEBERINAL  URZERBHEEENNER - RBEA/FENMER ) EEFRPREBRBERTSVEABERTUEATEU AR - F

R

TTEG o o o

—
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WEBHEELL "v" SEFER © 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.

*TRER BFPREBRREEZERAT - 217 - WBAS ARMWBERMBAE - FwEFEH - MEBXEEREPREBRBNZERAT 22T - MBAS -
REMSERMBRE - FWEFTTEM - 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.

V] FAHBLKERREDARER FARRHRTEAREFEMANRERRANE  LREESSFRDER ERRARRREARBREBFAZRAR

#E%E) ° I understand that this is an auto renew product. The policy will be automatically renewed simply by my settling the required premium and premium
levy for the upcoming policy year (renewal premiums will be based on the prevailing premium rates at the time of policy anniversary).

Z I 4{AE Payment of Broker Commission

AAERE - BAKEE  PIREBRBEUNAATBERESHBEUNGRE  REEAVHPA (BFRERY) DABELHERRENERERRELC T
e - BUERATREAERE KARAAIHRZBWEREAS BT IREBRIGRR M/ 2B 2 E ABE R - Our Company understands, acknowledges and
agrees that, as a result of our Company 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 our Company is a body corporate, the authorized
person who signs on behalf of our Company further confirms to BOCG Insurance that he or she is authorized to do so.

KA PIREBRRBUNWENSAATU LWEE - 7 I RUEEAR AT Z {RIRERES - Our Company further understands that the above agreement is necessary
for BOCG Insurance to proceed with the application.

AANEREBBRARREAZFABED - BFEEARK L5 2ER - WEBABERBZRRZMALHE - 1 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.

SRAEE (EHARRAABREERT 18 Bk L) SIRABZ

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

BRRABEEREE == FEKBE (H/A/%)

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

FRESEAKBDSEZN - PREBFRBAEEQET -

The BOCG Insurance has no liability whatsoever before this Proposal Form is accepted.

R /RENWEEBEL TR (Broker/Agent must complete the below box)

{REE/ASIEH For Office use only
K4 /RIBHRTR Broker/Agent No. {REZRI Policy No. ## A\ Handled By ZE”A Checked By

&4 /LIRE R Broker/Agent Information
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