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

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

Ut - TR EEE T 71 Sk ZLEEAE 9 18 Correspondence Address : 9/F., Wing On House, 71 Des Voeux Road Central, Hong Kong.
& F R4 s Customer Services Hotline : 3187 5100 {8 E Fax : 3906 9906 ZEHS Email : medicaladmin_ins@bocgroup.com
KRS ZIRAEES ZIRANER 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%/\T] Insurer EE5:45%8 Name of Product TR (B0: AR
Type of coverage (e.g. Indemnity type
hospitalization insurance)

RTHE BT RAERRRTEVENRAEEE » BEELUTHE - a0 BT REREE » 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 R T R B R ARIRTRE (BN TTIELL YRR WAES 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 EREHRHMAIRA

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

O  CEEERE- RERESEETEEC 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 v SIS (R T A AFTRER BtV E ) - DA T S RIRE AT BRI 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 AR TR Y B Y BRI TR RERIRAT M EEmERRE, 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.

Ffff11E#HH Additional Declaration

E%%:]E 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

FEMIRAE 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.

Page 1 of 2 MDSAFrom-BK/AG-2021-V01



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
EPﬂ\)\/ EE IS AN LR B B B O b BRI R - % P Z B OREE R ORBE S T HIAY B B R AR R

2. SE (T T BN REE ) FHEE -
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 :

{75 FEXE Type of Insurance BRI S B R IE Medical Insurance Product or Coverage

(R e fRhE RBEEEREETE] Greater Bay Area Medical Insurance Plan

Indemnity type hospitalization insurance

aEFEE LR S {% Healthy Medical Comprehensive Protection
- DEORGRRE |, ~ THEINEEERTE | fRfE Basic Benefits, Supplementary Major Medical Benefits

hERPETRERF RS E] BOC Worldwide Medical Insurance Plan

- MEUR{RIE | Basic Benefits
FPEREE N AR IEET#] BOC Asia Medical Insurance Plan (U8 f1$f A Applicable to BOC LIFE only)

rhgRAE R  EHE R E - SISYE EE Ty BOC Standard Voluntary Health Insurance Scheme Certified Plan

h$R R H FRE (RS T EIEY o E & BOC Flexi Voluntary Health Insurance Scheme Certified Plan

Bt BefRiEs 18] Medical Personal Insurance (HKFTU) (784 F 4840 /{XE Applicable to Broker/ Agent only)

fEREHRE R

Hospital cash insurance

RS EkeE1E] Healthy Hospital Cash Insurance Plan

(G E4E & 1% Healthy Medical Comprehensive Protection
- M¥f%3H4 | (RlE Hospital Cash Benefits

R EEFE LA R Healthy Medical Comprehensive Protection

Critical illness insurance - V& | {#f& Critical Illness Benefits

HAER R R RS eEFEERELE SR Healthy Medical Comprehensive Protection

(FZ e LR -T2~ THRL, -~ EFRL) fRIE Outpatient, Dental, Maternity Benefits

Other indemnity type medical insurance

(According to the type of medical|.

expenses)

h$RPETRERF (R fESE] BOC Worldwide Medical Insurance Plan
TZFRL, ~ TF922 ) {#FE Dental, Maternity Benefits

FI B {R{@s 18] 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.
EEEDAEREFENT IR, & (R AR F AR GIA:
PEHFHTE ©
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.

P~ PRIEHIRT o) - SR PREARTAEGE AT SR PRI A iR

PR F % RF2F 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. fA N/ EEBHE N DIERRLATERE LR

11.

SRR T AL - MNA AT A RBCERE R (BRRREHRES]) a9MEBEXK -
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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EBESSRIRRE @ * it ez e
Healthy Medical Comprehensive Protection Proposal Form

B EEBPIREWHED 71 SRKZEERE 912 Correspondence Address: 9/F., Wing On House, 71 Des Voeux Road Central, Hong Kong.
& FRRF5 2048 Customer Services Hotline: 3187 5100 & Fax : 3906 9906 B Email : medicaladmin_ins@bocgroup.com
EFIEEE Important Notes to the Customer :

1. FUEXEBESREESHEAM "1 5% - EAEZRNEEY - FRIRAEZHE - Please complete in English BLOCK LETTERS and tick the box
where appropriate. Any changes to be made should be signed by the Proposer.

BANK OF CHINA GROUP INSURANCE COMPANY LIMITED

2. *3BEMIEARTAEZE - *Please delete whichever is inappropriate or non-applicable.
3. E%ﬁt&ﬁiﬁﬁﬁﬁﬁgﬂ’ﬂﬁiﬂwg B AEPREBRBARAS(ME " PIREERR ) )ESRBAR (852) 3187 5100 IR 4L/ BB -

’““f?F,zQTT% - BRERERAR/IZHRANNE - ERERDEEER  BEEREAR/ARZRAGAIRTBRORFRE - EEERERNY -
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 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. .

4. hBFEEE—SHEMNE  SHNREBEsER E’] %E R - Once the application for this proposal form is accepted, your policy will be
automatlcallv renewed each year.

5. BIERFREMBZWATEHEREBRABEAEERE - MURERXE - In the event that the information contained in this proposal form does not conform to the terms
1n any policy issued, the policy terms shall prevail.

6. "ERBEHASHR. (ME "AFEL )HPIREBRMELR - “Healthy Medical Comprehensive Protection” (named below as “this Plan™) is underwritten by
BOCG Insurance.

2 RBR & Limitation :

1. BREARERBIIZREDES 18 5L L - At the time of application Proposer and spouse must be aged 18 or above.

2. FIBREARBFRENRBRESFERANT 1I5HE 65 mEREEBNSIEER - All Insured Person(s) must be ordinarily residing and legal resident of Hong

ing for this insurance,

REEAE www.bocgins.com T & "ERERWNER . EXBERRRE—FER - MARXUEN - FHEZ FRHEAR852) 3187 5100 ° I
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.

( c.uf}a RIBELERER  MEBPAZEZEABRIIGT - #1852 AJEBFZE - Trustis a legal relationship in which settler gives its right to trustee who must keep and use it solely for beneficiary’s benefit.)

B PEZT Name in English (55 5C3E B #EEC Surname first) 2. thx7 2" Name in Chinese
3. MRI* Sex [1E Male [] ¥ Female 4. *HEEMEIRNE / ER g8RE"*HKID Card No. / Passport No.
5. Bt Nationality 6. B4R Date of Birth (BHED/BM/FEY)

7. @t Correspondence Address
2= Room / 5% Flat 12 Floor Z Block RIE & 7E/8 Building / Phase
256 /4847 5% 8K 2 78 Estate/Village no. & name
178 5% 21 K% 278 Number and Name of Street/Road

& District [ ] &8 Hong Kong [ ] 7L3E Kowloon [ ] #77 New Territories [ ] B£& Outlying Island
8. 1E1ll Residential Address O 23R HEAE E] Same as the Correspondence address
Z Room / 3% Flat 12 Floor [EE Block R/E&78/80 Building / Phase

[ 5t /4841 5% 81K 2 78 Estate/Village no. & name
HEEE X 2 T8 Number and Name of Street/Road

H#1& District [ ] &7& Hong Kong [] 7L Kowloon [ ] 5 New Territories [ ] BEE Outlying Island
9. # R AIZE" Occupation of Proposer
[J01- B1Z A= Political VIP ] 06- $21itf T Skilled workers
[102- EEMEE AE Officers and Managers ] 07- $871%58)#& Manual workers
[103- EHF#L T A B Experts and Technicians []08- B - B2 - BEASHEAE Armed forces and Customs
Personnel and Police etc
[ 04- XEFEFETEE Clerks and Administrators [109- #&% A & Unemployed
[]05- BRFEFNEH E A B Services and Sales Staff [110- EAh Others (7572 HF Please indicate)
10. B##5 5% (££58) Contact No. (Home) 11. Bt48 B35(F12)" Contact No. (Mobile)

BEERH U Email Address

13. BB E A RN AEZE EIRTT S O% Bank Account must be in Hong Kong for Claim Reimbursement
RN Z8RFT K53 17% 7 My Bank Name and Branch BE#ERS 5% Autopay A/C No.

| | | | | | | | | | | | | | | | | | |
TESRAMNEME—RITEREOEAREBE A - MRAEIRMERITED - BEBUSZZEZNFIZRA  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 pr0v1ded the claim payment will be settled to the Proposer by cheque.
W/EERIEE Mandatory Fields (J1SR e BRI X FPC AR 9EH] - o] AZE®E © You are not required

to hll in the mandatory fields if the supporting documents attached to your application already contain the requlred 1n1‘0rmdtlon or if the information had previously been provided
to BOCG Insurance and it does not need to be updated.)
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{RFEHEA Policy Period

HFrom(HD/BM/FY)
(BEEMHEETEARRESTEE

date thereof. The insurance is effective which is subject to all underwriting procedure are completed.)

BEIRAVIRE

£To (HD/BAM/EY)
mE - WESERFIBEZIRIER - AR OI4 Y - Both dates inclusive and upon each subsequent anniversary

RIEERI K 4{RE Insured Category & Total Premium (HK$)

ZEAY I. E & {7 & Basic Benefit IL. B ¥ {R & Optional Benefit BERE
fRiEgt 2 (BRIRAT] 3 2 1 (1= PIIED—IBEAREREFTERE MEER | (SR ATEE N IREREFMERETEZE+F—E | Annual Premium
Insured o1 —{@E5tE Each Insured Person can select 1 out of 3 from any one package | 2] Each Insured Person can select any benefit listed below and to (HKS$)
Person/ benefit listed below and to select one insured Plan under your selected benefit) select one insured Plan under your selected benefit)
Benefit (A +B 268) A +C {RE8) A+B+C R65) D.AZ  |[EFN  [RER G.IBF
Plan? R R 1 R 1 B % = fi (£ R F i - MNEE Out- Dental Maternity | Critical
it 70 & 5 fE B RiERES ERERERRS® patient Illness
Hospital & Surgical [Hospital & Surgical |Hospital & Surgical,
and Supplementary |and Hospital Cash® [Supplementary Major
Major Medical Medical and Hospital
Cash®
1.O ®BEA [J &f&lPlan1 [J &f&lPlan1 [J &f&lPlan1 [J&&Plan1 | [J & &I Plan1| [J 5 &I Plan1| [J 572 Plan 1
Insured [ &t&lPlan2 [] &t&lPlan2 [ &t&lPlan2 [J&t&IPlan2 | [] &t&IPlan2 | [] &f&IPlan2 | [] 5t&] Plan2
F#R [] &t&lPlan3a [ &&/Plan3 [] &t&lPlan3a [ & Plan 3 [] &t& Plan3 | [J &% Plan3
Age: [J &2l Plan3b [J &f&/Plan4 [J &f2lPlan3b [ RIEE smoker
- (INZ2E if yes
please v )
2.0 el [J &fZlIPlan1 [J &f&lPlan1 ] &fZlPlan1 [J&&Plan1 | [J & & Plan1| [J 5 &I Plan1| [J 57&IPlan 1
Spouse [ &t&lPlan2 [] &t&lPlan2 [ &t&lPlan2 [J&t&IPlan2 | [] &t&IPlan2 | [] 57&IPlan2 | [] 5f#] Plan2
FHe [J &t Plan3a [ &l Plan3 [J &t Plan3a [] &2l Plan 3 [ &2 Plan 3 | [] &2l Plan3
Age: [J &2l Plan3b [J &f%/Plan4 [J &2l Plan3b [ RIEE smoker
- (M2 EH if yes
please v )
3.0 F&¢ [ &&IPlan1 [ &I Plan1 [] &t&IPlani [ &#IPlan1| [ 52 Plan1| [ 52l Plan1 | [] &%) Plan1
Child* O &2 Plan2 [0 &t2IPlan2 O &2 Plan2 O] &% Plan2 | [ 52 Plan2 | [J £t Plan2 | [J 818 Plan2
i [0 &8 Plan3a [ & Plan3 (] & Pan3a [ & Plan 3 (] 4t plan 3 | [ 378 Plan3
Age: (] &t Plan3b [0 &h2Plan4 (] &t Plan3b O BEE smoker
(MNZ2EH if yes
please v )
4.0 Fx* [] &t2lPlan1 [] &t&IPlan1 [] &t2lPlan1 []&t@IPlan1 | [] 58/ Plan1| [] 58I Plan1 | [J 58 Plan 1
Child* [ &% Plan2 [ & Plan2 [] &2l Plan2 [ 52 Plan2 | [ 52 Plan2 | [ 512 Plan2 | [J &1& Plan2
F# [] &%l Plan3a [ 3% Plan3 [ &2 Plan3a [ 5% Plan 3 [ &) Plan 3 | [ 57/ Plan3
Age: [] 20 Plan3b [ &2 Plan4 [] 20 Plan3b ) BB smoker
(M2 E if yes
please v )
5.0 Fx¢ [ &&IPlan1 [ &&/Plan1 [ &t&Plani [] &% Plan1| [ 52 Plan1| [ 52 Plan1 | [] &% Plan1
Child* O &2 Plan2 [0 &2l Plan2 O &2 Plan2 O] &% Plan2 | [ 52 Plan2 | [J &8I Plan2 | [J 818 Plan2
Fp [] & Plan 3a (] &2 Plan3 [] & Plan 3a [ &80 Plan 3 [ 2 Plan 3 | [J 58 Plan3
Age: [] &) Plan3b [ &I Plan4 [] &) Plan3b ) B smoker
(MNEE if yes
please “vr )
6.1 F&* [ &t&IPlani [ &&IPlan1 [ &t&IPlan1 [ &&IPlan1| []52IPlan1| [ 52l Plan1 | [] &%) Plan1
Child* O &2 Plan2 [0 &2l Plan2 O &2 Plan2 O] &% Plan2 | [ 52 Plan2 | [J £t Plan2 | [J &1/ Plan2
Fp [] & Plan 3a (] &I Plan3 [] & Plan 3a [ &8 Plan 3 [ 2 Plan 3 | [J 5/ Plan3
Age: [] & Plan3b [ &I Plan4 [] & Plan3b O B smoker

#{RE R IREEE "Total Premium and Premium Levy” (HK$)

2 Az EZ{RATIZ{RE 9 # 2 or more Insured Persons can enjoy 10% premium off

FIERRA (B + BERE)
All Insured Person(s) (Basic + Optional Benefit)

ZFHE{RE Total Annual Premium (HK$) :

(MNEE if yes
“wn

please

9 % = &F 42 {R F Total Annual Premium less 10% discount :

% IRE Discounted Premium (3&EFF if Applicable):

(

%17$0 Discount)

REEFREEE Insurance Authority Premium levy:

FE{J#2%E Total Payable:

MRBEREES ( TRER. ) SRERBERARESEANNGRERE - RREEMERER  REFAABRGAZFRERQARBATHNZERENTRARAE - HHRR
AERZEHANNBEENTFRES - HESHERARUBRAEMAEE - AMHE -

FREREBMWMAE 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.
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Z{RAER Details for the Insured Person(s) (FEEEEERIRAZR No need to dupli filling in Proposer details)

BRANR EX)| bxEs | HESME/ HEF | WERS | mt 58" EEM" | 55 | rE SrEEekEy
(FBRIERHK) Name in | FEERSEHE / Sex Date of Birth| Occupation Nationality Plac.e of Height® | Weight’ Body Mass Index
Name of Chinese” | 44 3REE (B/ B E (EZ/HE | Residence | o) | (Fikg) (BMI)®
Insured Person(s) 11U D/ M/ Y) /C}{)eugrilgl}l]) B8 | BERSE
(English) " HKID Card No. Index |1Z%# 7?3
(Surname first) / Passport No. / HRHE)
(MEBEZZR Birth Cert. No. Does it fall
A BRAEL (for aged below within
Use separate sheet 11) standard
if more person level?
to be insured) (Please
indicate
Yes or No)
L 1&RA

[&_ Same as above
Proposer

2. B8 Spouse

3. F3 Child
4. F% Child
5. F3 Child
6. 3 Child
# WZEERIEE Mandatory Fields (IR BHUMIB P DARFERBEH A ZALREFPREDRBERETHOZR - TFUESE - 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.)

#F Remarks :

1. RIREHR  SRAREREFMN - MNEEER - AT RRERSREERSD 65 % - ERREEIE 60 % - MENKRBERENRERERS 18 BE 50 5% -
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. RIEEE  ARARGRARE—REVEEZEALFDELRE - 58I KBEERIMEIEE - Benefit Plan: Insured Person(s) under the same policy can apply for different Basic Benefit,
Plan and Optional Benefit.

3. ARRERE  MREECU-REARERE  BEXRFRERD 18RAUT - ABIRERERERIZ "518) 15 Z1R - Hospital Cash Benefit: Regardless of any
Basic Benefit and Plan selected, the sum insured of Hospital Cash Benefit will be covered under “Plan 17 only for the insured child(ren) aged 18 or below.

4. FH ERERANSETFY S FL - FETRHEEZSRE - Child: refer(s) to the legal child of the Proposer, including step child, adopted child, or guardian child.

5. linch ¥ =254 K em > 1 5K m =100 K cm 5 1 F58 kg =22 5 Ibs

6. FIEESEEBMNETE AR “Body Mass Index” (BMI) assessment method : i52E T BMI 5T &2 54 58 AR A & R & B IR I 48 B (http://www.bocgins.com/)H BMI 4
LEtEH - UERRRENPMER/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)
SE8E =155 8 BMI Category 1E#E standard level AT &1 fall outside standard level
A Adult (18 %34 _E aged 18 or above) 18-26 <18 5 or >26
F# Child (18 5ELA T aged below 18) 10-26 <10 8% or >26

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

(68 kg)

(L73m) =2272 (EBEEEEHT S 12X BMI falls within standard level)
73m

BMI =

¥ example : FX - Fl 155 - 55 75 EKREEE 4 T58 Child - 1 year old, 75cm height and 4 kg weight

(4 kg) S
BMI = ©0.75m)? =7.105 (HEEE 58 LTS 1E% BMI falls outside standard level)
75m
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R {FEMRIIER Stated information for this Proposal Form SEREERRAVIER only
which you have selected to insure) :

I. BERARKRFEARE Applicable for all types of P

1. BR/AZRAZRMBIIFEEEOMEHEARRZEE a1 ZhaifsIIFAS ; CEEEK ; BNH5H ; HER/H ] ]
PEEEI ; BEEHS - NEER "2.1 & - F5FFMNFAA - 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/FEZRAZREBLOINGENERE - NZED "2, & FREIFALS  HBERNFASR(SENESR2E R ] ]
) & & B LISMELE » 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/FZRHREAN "BEESER . ERTEIEE o You and/or Insured Person(s)’s “Body Mass Index” falls outside standard level.
EBE S FRR/AZIRAZE During the last 5 years, have you and/or Insured Person(s) been:
i) EEREREREERF/AISTEEOERNEBLESKEELN - BEN 288  ARIMFN - SRR RERER X6 - 0 8E - ] ]
WHHIREE - SREHE - MRS R R B 2 AR - SUEMIERR/M8E ? 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/

O
]

investigations?
i) REEAHEE - EBR - REXSERRHNERRRIXEESE - #Bkm - B - SM0E - B - DRNEER - SEEE L] L]

fE S B B BURE S RS R MM N IEZ RIAIAE ? 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/IZRABEREROFRBRADRENERREMNBERRBISHRER - NABRERIVS - BINRE LMD ] ]
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?

II. LEAR EEIRFE Applicable for Critical Illness Benefit only
(LEERFA MBS B HERE B /5 0 23 {R Approval process is required for this benefit before acceptance of application)

ZYES &NO
1. BESF GR/EAZRABEZRLPE - BEER  BRER  B0/MAR/EMRER - KEBEG - Bk - SE/MT:/ ] |
HitAThER - BE/RNRBER/ERRN) - NARERAGEENERH/BENARE - SETE MR ER(FEE
INERNMER - BB - BB X%5)3 {85 ? 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/FRERANER - RBRHBEREPZEZR 60 mAIE LR PE - ORE - R - Bis - SRMEL - BRSEE ] ]
% ? 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. RRE/EZRAZEERRESSSmIANEZBEIRBEEZR VN FLREEEEm/E? NEES T2, & HIAE ] N
B2 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.

{&3E Notes :

MEL EEAIEE | @ £5B)R/HIRER | 1 22B)ET—EE T2, - FHERUTERAKNW EEREERRS - MBESEFMHR SBEME

R BEABANY" ERME—HER - MMERRBEBESRAZZETER - 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 |:|

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).

SZIRABZ R RE SRS BEMRTNERESE - EiR FrES2EBRaE |BmAM | E—ICKZHE (&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
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R E 75 & Payment Method

0 1. BUEFE{IF Payment made by credit card
BIEZE 7TEWN TERARNAIR#EE ) R(O - Please attach a completed Credit Card Authorization Form in page 7.
(] 2. BZZE{T Payment made by cheque
BB RRES "PIREERMABIRAS) L WA - Please attach a crossed cheque payable to “Bank of China Group Insurance Company Limited”.

#R1T7+2 78 Bank Name: 2 2SR S Cheque No.:

AARBIRRE— & -  aBEREFEENHRA - ERFREDREBRBEREVENGERNERELN  AARBHAXTEREEERANRERRE
#E . wREFesEEHER - RERPREERBRUAAZRT/EAFEOEEYAS "THEEESFSR FBANNRERGENE - QIFHEEER
ERMEENURSEFIFEEERRFERIZEZE - 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
and premium levy for the upcoming policy year. I hereby authorize BOCG Insurance to effect payment transfer from my bank/credit card account for payment
of premium and premium levy under the “Healthy Medical Comprehensive Protection”, including subsequent revised premium by endorsement(s) and all

renewal premiums and premium levy for each new Policy Year.

2 A Declaration

|

LARAEMRE "TREBEASR. BE  NMEREERANEERZER - BEIEMRERMSIRZBREFTE - —EATREE  BREFAR/AZRACERFREACSFHAA
R I8 o R £5 B AR P Tﬁm I 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/SAZSRARBBEDREBHAERNT 15 BE 65 REREEBMNEIAER - 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  RARREZBMDERE - UFEARREREZRE - AATHENERERAAFHR  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. RNELER  ARFRESEFERINTHEARE  UATOMEIERNKE  RAR/AZRAZREBLY ZE - 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.

S.ANEIEEEAEE - C 2 RRABREMAL - HYEPREBRBREHRAAR/FLERBUB)REERRFEFMAER - WIREEZF AR IERFEE
%A - 1 hereby authorize any doclor, 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 —VBRAIRREHMEASE 2R - I agree BOCG Insurance reserves the right to accept or decline this application.

T.ARANBENWEHNZERE  REHERARELENE - PREBRBERNAR/FAZHRAZRBEEIRITERL - 1 understand that BOCG Insurance’s insurance liability for myself
and/or for the Insured Person(s) will only take effect provided thal premium and premium levy have been fully paid and the policy was put in-force.

8. ANPBBEIRRPFE LM% - EBEREFEH WA - EAAREPIREBRRBREXVETRANEREN - FARBHRXMEAREFEMANRERREHE - IR
BEEEF E §bm§1¥ ° I 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 and premium levy for the upcoming policy year.

UZEE B A E 1} Z BB Personal Information Collection Statement

AANBEAARENENSPREBRIGRBRIGIEILANTE - 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) BERBHARANFRRBIFBIRARIRIERMIRMREBFE processing and evaluating my insurance application and any future insurance application I may make ;
2) §3H‘I$/\f¥$ﬂ’]ﬁﬁ11’ﬁ&ﬁ1ﬂ, AR A {REEABRARIARFE administering my insurance policy and providing services in relation to my insurance policy;

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

4) BEARGERMNMRORAWERE « RERE KX invoicing and collecting premiums, premium levy and outstanding amounts from me;

(5) FORARBRBRNERIMIBAEER « £5 - BUHSLAEH any alterations, variations, cancellation or renewal of any insurance related product or service;
(6) L EFIZRBEAE A contacting me for any of the above purposes;

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

®) Eﬁﬂiﬂﬁﬁ A H R GRMTE F R other ancillary purposes which are directly related to the above purposes; } and

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

PEREERIGIN O] (K FE i S A A R/ ZRAREAZ K8 F T35 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 EHMAR  @PREERREHRTE  BH B 7% RERECRBENE=ANE  ZCEREE (85  BERBHED - ESERBHED - SEEHED -
HHFREVRIRTE R - BB R HER 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. EERBEERMIEREE - BEEEE REERR in the event of a claim, loss adjudicators, claims investigators and medical advisors;

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

d. REEFERBHEASIREEZNRIE/AT insurance reference bureaus or credit reference bureaus;

e. BRATIKBRAL reinsurers and reinsurance brokers;

£ KRABRBRAL (EA ) my insurance broker (if I have one);

¢ PREBRRIEREREFEEFEFHRE BOCG Insurance’s legal and professional advisors;

h. SIREERBUBEEATI( (AIES) ANTEESLE) BOCG Insurance’s related companies (as that term is defined in the Companies Ordinance);

i iﬁ?‘%*ﬂ—:ﬁiﬁﬂ’]&ﬂﬁﬂ AEBENHEHERAS( "HE L )REEE - PLEAEO EESHAREN - RUE TEE ITHEERE  tEtENRBESED T
2, EENAEMARESEEK 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 LA R B R any member(s) of the “Federation" by the “Federation” for any of the above or related purposes;

k. EEUEBNAT  IETHEHMESHRBRABEBREZEFRNLT - AERBEBEENPNASNRENASHEMBHRME - DEINEQ LM ARBBN 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;

L RBRERFBREENRRZERE 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.

AAELEREPREBRRD @ "HE ) #RBREAWENENPERR/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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FANERERRERELRTPREBRBRFABEELAAR/AZHRANBEAER - IAFE - O REBRREZEESRIMIZL (BRE : 2867 0888 » {BE : 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).

EUWt B 215 Receive Direct Marketing Materials Instruction
AR PIREBRREARANBEAESREUTREFEHIERE B "v" #BIEERHE) 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)):

[ EFH#EHH Promotion Email [] E5EEEN SMS [ E$HTBH Direct Mailing [ EFEE# Telephone Call
MAER IERREMEBEL EAAEAL v SREREWEE  BARAEAEBPREBRBTAMH 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.

M EARCRAEHEERNEFHEREERNERE  TRAETTZASESNPREERBAERE - FEF - CUENERBERARNRBDREBREN TENHEEE . LAH
MEm - RIER/FEN - BFESEZBS TEREPREERBEANEHEERNEAZRIES - 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.

BEAZRIEEAAER A TEEIZIEHIET Instruction to disclose personal data to the Group companies for direct marketing

O RUEREH‘EZENRBFPREBERRNOES  PREBRBUETBCNEABTRRERY "AEH, *HttASEREMAFHSERE R - EAF BF B
m o ]E - RTRARRBNERREENEHER FE2EPREBRRRMN " MBS, LA RIgER Mt B EENEABNER  ZERNERETEE
BRIWAL - URZEREREZENINER - RBR/FENMER - ) EEARPREEFRBREERCVBEABRTULEALEUERR - 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.

*TAREE, BFPREBRBREZRAT - 217 MBAS - KENSERMBRE - LHEMEH - WEXESEPREBRBHIZERAT ZH1T - MBASE - KRMNSE
KBRS - A#EFTTEH  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

AARB - BAAEE - PREBRBENAABEREIHZZNRE - RAEARPA (BEERY) DEEZHARRENERRRBRELCMNAE - BIR
RARBEANER ARRRAZSHEERABEQPREBRBIEDM / B2 E ABE B - 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/RFRATHEAGTIREEREMHERSEAAN/RRAMEWEER - ZIUEBERAN/IRRAZIRBREEEE « I Proposer further understand that the above agreement is

necessary for BOCG Insurance to proceed with the application.

HZ{REREE) - 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 and premium levy will be based on the prevailing premium rates at the time of policy

V] FARBUEERABBERER FARBHAXTEREFEMANRERRENE UREEESFAEDHEAR ERFRERREVENRBARSREBRS

anniversary).

AANEREBRERRERERNZABEHG - EFERRR LI ZER - WERABSRNBIRRSZMELMS 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.

ZHRAZEE (BERERALERFERT 18 L) SDIRAEZ

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

BRRABZREZ =St 8RB (B/A/F)

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

FRAREEAKBDERZRD  PREBRBEFAFEETFTEE -

The BOCG Insurance has no liability whatsoever before the application for insurance in this Proposal Form is accepted.
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EREMRUZ#ESE Credit Card Authorization Form

O visa I Master O iR = AR (MW EAREE % E) BOC CUP Dual Currency credit card (Must be issued in Hong Kong)
FE AR Cardholder’s Name BHEBMNERS EFA-EF O%EHS Credit Card Account No. EAEEEHE (B/F)
HKID Card No. Credit Card Expiry Date (M/Y)

I /

AANGLER "TPIREERBRARAS L “AANEHAFRFOBESRN "RREEGAS R, BHRERRERESE - E251T8H - 1 hereby authorize and
direct “Bank of China Group Insurance Company Limited” to debit the premium and premium levy due from my credit card account for ‘“Healthy Medical
Comprehensive Protection” on a yearly basis until further notice.

EZERFRRBALERRA - FBHEBELTER - If Cardholder is not the Proposer, please fill in the following information.

1. BA3R{R AB8f Relationship with the Proposer:

2. RBHRAZMNRE RIREEZEREA Reason for paying premium and premium levy on Proposer’s behalf:

O AAEBBRREENUTHREAZZHEHZ "MRBEASHR) RERREHESHE  AATHANEZ HREMEENETREEUZZAXA TR
fRA © I hereby confirm to pay the premium and premium levy 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.

(FeE/ZX XK /3 E) Mr/Mrs/Ms) BB 513555 HKID Card No.

j?; ﬁaﬁ%ﬁiﬁg}%@g%ﬁfﬂaﬁf . 48 EEE 9 TE Contact Phone No.  |H # Date (H D/IE M/ Y)
HERF ®ZH= IVxHIA) shou! e the

same as the specimen signature on Credit Card) X @

& a0 /I NEEE LTI (Broker/Agent must complete the below box)

fRiEASIZ A For Office use only
44 /UIB AR Broker/Agent No. IREEZRSE Policy No. #&3% \ Handled By EZ A Checked By

#&48 /KB 1 Broker/Agent Information
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