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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PIRBESFRETER U EmzRE R B A R

BOC Voluntary Health Insurance Scheme Certified Plan Proposal Form BANK OF CHINA GROUP INSURANCE COMPANY LIMITED
B EEPIREWHED 71 SRKLEBKRNE 912 Correspondence Address: 9/F., Wing On House, 71 Des Voeux Road Central, Hong Kong.
= P IRTEZM4R Customer Services Hotline: 3187 5100 B H Fax : 3906 9906 EFB Email : medicaladmin_ins@bocgroup.com

%= B E =18 Important Notes to the Customer :
1. BHUENERBRESREESHBAM "V, 5 - FAZERWBEENR - FRIRATESEZ - Please complete in English BLOCK LETTERS and tick the box
Where appropriate. Any changes to be made should be signed by the Proposer

2. REZIR ?%ﬁ-ﬁﬁ%% BNERNAS  BREPIREE ?FEEBEZ‘T (T#8 T hIREERE 1 ) B FIRFEEAR (852) 3187 5100 MAEL/NIEE -
‘“f NS 5 ﬁﬁﬂﬁﬁﬂhﬁ)\&/‘ﬁx AN E - EREXDEBRER - HEERFAR/AZHREASFIMBKROGRE  E2EHRERN -

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 Services 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. IRFAEFF-LWENE  BHRERSEE E EN4E(R - Once the application for this proposal form is accepted, your policy will be automatically
renewed each year.

4. NMRRAERBPAELEEMEEE  REFBEAVEREREUSERAPREERRE - PREBFRBSRBYUMAAE " EPiEEEEgﬁ‘filJ;’o’\_JE
o (B8 THREEEFEEFRAEZUER . R "THREBFEBEBFRAINITTER. ) (TE "A5EL REEZR - EUERKR/HRERERE
FE{EEEAYHER - During the period of insurance, the Policyholder shall give notice in writing at time of renewal to BOCG Insurance of any change of Place of
Residence or occupation of the Insured Person. BOCG Insurance reserves the right to underwrite, amend the terms and/or adjust the premium and
maximum limit for all policies covered under “BOC Voluntary Health Insurance Scheme Certified Plan”(included “BOC Standard Voluntary Health
Insurance Scheme Certified Plan” and “BOC Flexi Voluntary Health Insurance Scheme Certified Plan’’)(named below as “this Plan”).

5. HEUHREFREMSHABTAREERBEARE - 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.

6. AFtEIBPIREERIEELR o This Plan is underwritten by BOCG Insurance.

12 {RE1E Eligibility of Application :

1. BRARRREENER 18 5EL_E - The Proposer must be aged 18 years or above at the time of application.

2. RRABRREEMLENT 15 RE 80 R(EEBIETENA) © The Insured Person must be aged between 15 days and 80 years old (inclusive) at the time of
application.

1R A E i Details of the Proposer

BEUUERRG  BRPREBRBAE www.bocgins.com T8 "EFERNER. , EZRERRRE—RER - MERMEH - BHEEFRBHMR852) 3187 5100 -
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.

(EFREIERBEEREAR  MERFPAZTZFAAMIUGT - F1825 AEEFIE - 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. BEXE" Name in English GB5EHE B #EE Surname first) 2. 374 %%* Name in Chinese

3.48I"Sex  [JEMale  [] X Female 4. LR Date of Birth (H D /A M /4 Y)

5. 585 M%E ?ﬁﬁ%# HKID Card No.(# & If any) / 6. %g# Nationality (E1Z/ #h& Country/ Region)
Eeficbia Passport No. FF&E/ER & Applicable for non-HK resident)

7. BRI iJJ:#Correspondence Address

Z Room/ 5 Flat 12 Floor [ Block KIEH&7/80 Building/Phase

[ 5t /8B4 5% 81K 2 78 Estate/Village no. & name

17857 81K 278 Number and Name of Street/Road B 1) District
& Area [ ] &8 Hong Kong [ ] 718 Kowloon [ ] #r5 New Territories [ ] B#E Outlying Island

FELSMORAM I (FBETERARIZ /& 2 78) Correspondence Address outside Hong Kong (Please specify name of country / region):

FRE4RSR Postal Code ( R EE LML For Address outside Hong Kong Only )
8. {X1If Residential Address O EAZBEA 3 AE[E] Same as the Correspondence address

9. Bt#& & Contact Information (B2 /&1 5% W Country /Region Code - Bl e.g. At the Mainland : 86, & & Hong Kong:852)

F12*Mobile f£% Home
Ny I I S A A ) A Lt -1 1 1 r-c&+ ¢ [ [ [ ||
EIX / RE5RES EIZR/ @5t &SRR (WA)
Country / Region Code Country / Region Code  Area Code (if any)
AF] Office BI04 Email Address
- N I Y N A
EIXR / @B g SEAS (1A)
Country / Region Code  Area Code (if any)

10. BB ABR M A2 EE8R17 5 0 Bank Account must be in Hong Kong for Claim Reimbursement*
KRAZERIT R 7347% % My Bank Name and Branch B 818355 0285 Autopay A/C No.

e ey
AR RAMNENE—IRITERFOFEREEBH VA - MAREERHRITED - BESUZEZMFIRIRA - 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.

# WHFEERIEE Mandatory Fields NREHRAN G PEARREMFER 2B RHATPRERRRERAETHNER - I AUIEE - 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.)
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11. 3R A" Occupation Proposer

[J01- BIZE AT Political VIP [ 06- £fF TA Skilled workers

[102- EEFMEE AE Officers and Managers ] 07- 38 1558)2& Manual workers

[]03- EXRF$L AT A B Experts and Technicians []08- EELEREX ~ 22 - JBRIEHA A E Armed forces and Customs Personnel
and Police etc

[104- XEFBEFHETEZE Clerks and Administrators [109- #&2£ A& Unemployed

[105- BR#% F18H & A B Services and Sales Staff ] 10- LAl Others (;552F8 Please indicate)

R 2 H BB Effective Date of Insurance Cover

LRV ERRIMRESTHE 1 AR - Effective date must be within 1 month of the application date.
HD/BM/FY (WESTRFBZIRER - RIREFS 4R - The insurance is effective which is subject to all underwriting procedures are completed.)

Z{R A ER Details of Insured Person

MZFEABIRFREAZE—A - REEE 1-12 I8 If Insured Person and Proposer is same person, it is not required to fill in items 1-12)

1. =¥ Name in English# (FEFB B LK, Surname first) 2. 374 Name in Chinese” 3. 1R Sex” [ 8 Male [] ¥ Female
4. FESHEET HKID Card No. " (107 If any) 5. 3EBBSELE Passport No. 6. HA4EEHSERS Birth Cert. No. "
GEEEEREA Applicable for non-HK resident) (11 BT Applicable for aged below 11)
7. BI%5 Nationality ¥ @/ & Country/ Region) 8. 44 BHA Date of Birth” (5 D /8 M /4 Y) 9. B1%{R A4 Relationship with Proposer#
[ BC{8 Spouse [] R Father
[] F# Child [ ] & Mother
10. 172 / #7514 & Industry / Business Nature 11. B2 Occupation” 12. FFMEALTEA
For Insured Person without Job Engaged #
[] &% Housewife [ ] 224 Student
[ ] %BK Retired [] f2& Unemployed

ZIRANEIEF L TIEH Insured Person must fill in the following items :
13.B1E#th Place of Residence™*

[ &7 Hong Kong Al Mainland [JEAth Others :
[ ®PF9 Macau %278 Name of City B % Z M Name of Country
5 % T8 Name of City

CEEMEREATE AR TEAEBRENSAERER - FEMESEOEZ AT ESHIES AEERNEERYFLAARAAEERNEEE - L
FRETHREBEEEANAERRRE - BRFH  EALTEHZAEERRAZRELNARDY - MIFEEE (AIMEE - TIFERE ) - Za)%
BERWATWRSHZALHEME - Place of Residence shall mean the jurisdiction(s) in which a person legally has the right of abode. A change in the Place(s)
of Residence refers to the situation where a person has been granted the right of abode of additional jurisdiction(s), or has ceased to have the right of abode of existing
jurisdiction(s). The above definition of "Place(s) of Residence" is used solely for the purpose of these Terms and Benefits. For the avoidance of doubt, a jurisdiction in
which a person legally has the right or permission of access only but without the right of abode, such as for the purpose of study, work or vacation, shall not be treated
as a Place of Residence.

# W/EIEARIEE Mandatory Fields. (IRZHHWM R XU P ERRFEFMARFER - FZAZRHETFPREFRRBEBESHWER - O] ALIES - 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.)
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512l £ Plan Option

#F Remark 1 : EAXGBIEESE | FHEXRERSE || E32E8IMRFE - Basic plan included Part I Basic benfits and Part I Additional benefits.

PIRIREBREERETEIR U ZEmR PIREEBREERETEIR T EmR

BOC Standard Voluntary Health Insurance BOC Flexi Voluntary Health Insurance
Scheme Certified Plan Scheme Certified Plan
#®3% Number {RFEIE B Benefit items #w5% Number {REEIE R Benefit items
] S00035-01- 000-02 1Z#:2t 20 Standard plan [] F00028-01-000-02 E K58 Basic plan'

EAREE T RFARIRE 1

Basic pleml with upgraded benefits 1
EAEE ' RIHRIRE 2

Basic pleml with upgraded benefits 2
EAREE T RFHRIRE 3

Basic planl with upgraded benefits 3
EASE T R EE R R

F00028-01-001-02

0
(] F00028-01-002-02
U

F00028-01-003-02

[] F00028-01-004-02 Basic plan® with Supplementary major medical
benefit
HARE ! R EEERRREN RERE 1
[ ] F00028-01-005-02 Basic plan * with Supplementary major medical

benefit & upgraded benefit 1

EARETE T R INEAE EBRIRERAF AR R 2
[ ] F00028-01-006-02 Basic plan® with Supplementary major medical
benefit & upgraded benefit 2

EAETE T R INEAE EBRIRERF R R 3

[] F00028-01-007-02 Basic plan® with Supplementary major medical
benefit & upgraded benefit 3

HERE RIREEHZE  Total Premium and Premium Levy”

2 FEMRIRE A Total Annual 2FHERE N Total Annual
Premium (HKS$) : Premium (HKS$) :

&R E Discounted Premium & R E Discounted Premium
(4N#E A if applicable): (N3 if applicable):

( %3%74 Discount) ( %3#74 Discount)
RERBREEE Insurance REEBIRE B E Insurance
Authority Premium Levy: Authority Premium Levy:

FE {4258 Total Payable: FE{J#2%8 Total Payable:

MRBEEER ( "TRER. ) BREAGERORESAANDNRENE - ARGEMEEER  REFAAERSRFGERRRIE AT M ZERERNFTAE
B MHRFREATSBZEHNNHEENFRER #HESEIAEHEXRAZMEMEE - AMFRE - BAEREBNMAE www.ia.orghk - 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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RIFEMRILIE B KRB SRR

Stated Information for this Proposal Form and Illustration of Stated Information

BN EF PR RIS E m 2 EARR B B AR 242 (RB% Standardized Underwriting Questionnaire on Health-
Related Information for Individual Indemnity Hospital Insurance Plans

BRMIBEERBREASZ  EEA—8EE "2, - BRI AER - The stated information is for underwriting purpose. If any answer to question is
“YES” , please provide supplementary information.

EAEE Part A : EAE 1 General Information

1. B5S Height E>K CM
BS 2 Weight DT KG
BRFER B4 R T5 2 #4)) Taking of drugs not prescribed by doctors 2 Yes &= No
EBERLER  SRABEHFEBE—ERFERARKEBEER ZEY (BEMBEYSCHEMZEY - AT RE - HE O O

B & - £V - EEUEERE ; EAEEEZEEMAm ) ? In the last 5 years, has Insured Person used any drugs
(excluding supplements) which are not prescribed by doctors (including habit-forming or recreational drugs such as cocaine,
ecstasy, heroin, methadone, anabolic steroids) for a continuous period of more than 1 month?

EEBZERER "2, & AOEEENIRERRE - If your answer is "Yes", please proceed to answer the following follow-
up question(s).

(a) ZEY)TESE Type of drugs

(b) FZEFERE - EEEMWBIMNEX - §28) K1 = Duration, frenquency (e.g per day, per week) and quantity of consumption

ZEB Part B : f2EEE 1 Health Information

BE AR  BER BB N EERARTEEE Note for applicant(s): Questions of Part B do not require the applicant(s) to disclose information
regarding the medical conditions or treatments below :

SR/ RE / BEER - BEX / BYHhs (B2R) HEAR (BFRE) e IAHRE (EER) BHE  SRENFEHE / RER (&
RERLES)  BERFEEARERER (BRERES)  SRERRE (REERER)  BHEE FREETAE (EFH) - ABAEN

fRRERBRIEENESR - R / B8R / BOE / ZFE - Cold / flu / sore throat, gastroenteritis / food poisoning (fully recovered), indigestions (no
investigations required), acne, muscle sprained (fully recovered), thrush, routine scan / blood test for pregnancy (normal result), routine cervical smear (normal
result), routine health check (normal result), preventive vaccination, Hormonal Replacement Therapy (menopause), infertility treatment or uncomplicated
pregnancy, myopia / hyperopia / astigmatism / presbyopia.

EUTNE 410 FEU-IEREZEER "2 & - FEESHENRERDE -

If your answer to any of the questions 4 — 10 below is "Yes", please proceed to answer the relevant follow-up questions.

4. ZRASESWEZ TIERSEEFREADT ? Has Insured Person ever been diagnosed with any of the following diseases or Yes No
medical conditions? 2 =
i. JEAESK/RMIER Cancer or carcinoma in situ ] ]
ii. B&ERAEE Brain tumor [} [}
iii. /DR Heart disease [} [}
iv. PE ( BIEREMIEIRD - 4% "/pE ) Stroke (including transient ischemic attack (TIA)) O O
v. & I[0/E Hypertension ] ]
vi. WERESEEEME2EE Diabetes mellitus or impaired glucose tolerance m} m}
vii. B¥& Kidney disease ] ]
viii. HERE A& 22 Bl B MEAR (B BERE Prolapsed intervertebral disc or degenerative spine conditions ] ]
ix. BEBEABEERIZRMERAMEARIN Diseases or medical conditions requiring a medical device or prosthesis to be m} m}
implanted within the body
x. ABREBENRZRS (B#4%R%KS ) B Z Human immunodeficiency virus (“HIV”) infection [m] [m]
xi. FBARMER (EREERSNZACSHFENEES - 4HIE5iE EAIRE ) Congenital conditions (medical, physical or mental [} [}
abnormalities that existed at the time of or before birth)
xii. BEEGAFE - AEE - B - K/ HFEEEREEES - R SREEENHIEE AT Physical defects, impairments, deformities, [m] [m]
and / or conditions affecting mobility, sight, speech or hearing
xiii. IEEEEART (FMMNE -  £RB - BHOH - MBERFALIRITIMNEAE ) Mental health conditions (such as depression, ] ]
anxiety, schizophrenia, eating disorders, or bipolar disorders)
xiv. SMEEREAESL S MASAE Hypercholesterolemia or Hyperlipidemia ] ]
xv. FFEER (AR SREFX (BFEARZ2GHRE ) ~ BEHIFSFIE(E) Liver disorder (such as hepatitis B or hepatitis [m] [m]
C (including tested positive), fatty liver or cirrhosis of liver)
xvi. ZEEMIE(LAE Multiple sclerosis (] (]
5. EBEQFA  ERAZESKAFKEZZTHNFE (FAINESR 8MER - 8%F 8% ) HEUEBREENRE Yes No
REEBEEAS (PINEREE - ¥EAKA - BRHNEL ) WIRERZAEEZEIE ? In the last 5 years, has Insured 2 &
Person ever had or been advised to have any regular or ongoing (such as monthly, every 2 months, half-yearly, annually) follow- O o
up consultations or medical care with a healthcare professional (such as specialist doctor, physiotherapist, psychiatrist) for any
disease or medical condition?
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6. EBEHFA  TRAZEBWRBEEETH (AINRELERESH / 88—X / AFER ) RESHBE—ERNE Yes No

F7%E4) ? In the last 5 years, has Insured Person been advised by doctor to take any medications (such as to be taken daily / once b3 &
per week / as needed as directed by doctor) for a continuous period of more than 1 month? o O
7. TEBEDFA  FIRARBEZAMGEERR ? In the last 5 years, has Insured Person been admitted into a hospital? Yes No
= w
O O
8. HEBRELEAN ZRAZEZEEFERFERTEZIINER (BRERNBRRGESEABIERR ) ? In the last 5 years, has Yes No
Insured Person undergone a surgical procedure( including endoscopy or biopsy) without being admitted into a hospital? 2 =
[m] [m]
9. EBELFNHEA  ZRAZESEIUSWERRZRE (HIU05RM - 8K - OEE - X X B8R - SiaFEH Yes No
WO - EEFRE  S%mAR - ZEFRAE - REFFXAIE ) ? In the last 5 years, has Insured Person ever had or 2 &
been advised to undergo investigations (such as blood or urine test, ECG, X-ray, ultrasound, CT scan, MRI, PET scan, HIV test, O o
Hepatitis B test, Hepatitis C test)?
NREEE "2,  THRANRELEREEEIETIIER ? If the answer is “Yes”, does Insured Person’s investigation
result(s) include the followings?

i. 1854 RIES Normal test result is advised ] ]
ii. @ER4ERER Abnormal test result is advised O O
iii. RRAESEEERIEERAR Insured Person is still awaiting test / test result ] ]
iv. BEBERETHIAAHEE (BEEMIE—PDIEIR ) Test result is inconclusive or uncertain (retesting or follow up test is O O

required)

v. MSRERCSRBEERABERS SR (AW —ERLFZAFERNBERNITEE / INERE / BERIEHL / a m|

iNBA- 3 J‘:F‘?’x‘iﬁ.ﬁﬁiﬁﬂzﬁﬁ%:}z‘zﬁﬂkﬁ?ﬁﬁﬁf E ) Medical advice has been sought or treatment is required for the test result
(such as liver cyst / brain cyst / joint degeneration or calcification / lung or breast or thyroid calcification discovered on imaging
test, that may not require immediate treatment).

10. RTREALEE 4 E I ERBETEHENERS - RIRARESB FIENR?Apart from anything Insured Person has already Yes No

disclosed in Questions 4 - 9, does Insured Person have any of the following conditions ? 2 &
i. ERE—FA REESMEDT 5 AF (11 % ) BIE Unintentional weight loss by more than 5 kg (11 Ibs) over past 1 ] ]
year.
ii. AIEEHM (FMRBEEM - FEl - ARSMmsizm ) £ —1{E8 Abnormal bleeding (such as vaginal bleeding, rectal ] ]
bleeding, nose bleeding or coughing up of blood) for at least one month.
ii. EBE—FA  FRABFTAREANDFHMEASEERYAFTERZZEXEEAS (HINEREE - YIELR - ] m|

TSR EE S ) RER¥ERZIA In the last 1 year, Insured Person had or have been required to have follow-up consultation with a
healthcare professional (such as specialist doctor, physiotherapist, psychiatrist) for any medical condition or sign and symptom.

iv. Eth2EARSRERER ( AIMNESR - 88% - FERW - R EER ) MEESFIESKEHEER Other medical a a

conditions or sign and symptom (such as lump, headache, persistent coughing, chest pain or epigastric pain) that Insured Person is

seeking or intend to seek medical advice.

EREE 4-10 T EREZERA "2, & - FOZHEMMNRERE - MSBE—HREDE - ERAMENZ - T—HEXR -

If any answer to question no. 4-10 is "YES", please proceed to answer the relevant follow-up questions below. You can use separate sheet(s) to answer
and attached for application if there is more than one follow-up question.

*EEERMEZEN (AN ERELNERERNMNER T RERHENDERND ) MEFELE R FZRARTE - Please provide

information as detailed as possible (e.g. provide year and month if exact date could not be recalled) for the sake of fair assessment in

underwriting.

O =3¢ Question No

(a) =R / BBREEAR / R EURREAR Disease / medical condition / sign and symptom

(b) BEREIRFHEERAEARAI B HA Date of first occurrence of sign and symptom

H/B/% DDIMM/YY

(c) BHETTHVIAE /W& / RIF / #FH Treatment / investigations / tests / scans that have been performed

BRAE /188 / Rl / 1% B 5 Date of such treatment / investigation / tests / scan

H/HB/% DD/MM/YY

(d)y RN (BIUNRECTEREE - BEIRE/ RARESZEY) / TREZ2HE ) Present condition (such as whether fully recovered,

follow up action / medication / next follow up date)
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(e) mEE2 / /A HH Date of last follow-up medical consultation / treatment

H/HB/% DD/MM/YY

() ABEBRER/A#E/ BERR / BEUREREEHESR Name of doctor who treated the disease / sickness / medical condition

/ sign and symptom

11. BEFRH - SIRANRER D DB WHIREERAN TR BRI IERZ T AERIGEEEARN - At your best knowledge, has any Yes No
of Insured Person’s parents or siblings by blood been diagnosed with any of the following diseases or medical conditions at or =2 w®
before age 60 :

i. ¥EAE Cancer O m}
ii. 70\ Coronary heart disease O ]
iii. #EPRIE Diabetes mellitus | [}
iv. EEBASITER Motor neuron disease | (]
v. ZEEHMIE(LAE Multiple sclerosis | m}
vi. PR Stroke | m}

vii. AAEHAE Parkinson’s disease | m}

viii. #E{Ef% Hereditary diseases : O ]

BEEUEELE  XEEARBRERRE - mZOBEEE - KR OR - BRI (AR - PsEM - HIEE
m) - NAELE - SEUERT T EEIEAE - including cystic fibrosis, familial adenomatous polyposis, Alzheimer’s
disease, familial cardiomyopathy, inherited blood disorders (hemophilia, thalassemia, sickle cell disease), muscular dystrophy,
polycystic kidney disease or Huntington’s disease.

FZU LB 1L 2RU—IEERS "2, & BFEEMUTHREDE - (2B —ERE - alFERME ) If your answer to
question 11 above is "Yes", please proceed to answer the follow—up questions below. (You can use separate sheet(s) attached for
more than one family member.)

(@) MHMEFRE Which family member?

(b)  MBHEEES® Which disease?

(c) B E& FF R Onset age of disease
O 30 m&8kAT age at or below 30
O 31-40 5% age 31-40
O 41-50 5% age 41-50
O 51-60 5% age 51-60

E RS E 0 Statement for Collection of Information

AAN/EESEEER  UMERKNEBPREAZRESREERZEN  UMRAAR/AZRABREEMANFAERHUTERERNER : YWe
declare that the following statement for Collection of Information has stated the purpose of collecting information on the questionnaire and I and/or the
Insured Person are required to provide the complete and accurate information to the best of his/her knowledge and belief:
() EESWERRBEAFNEREFEASZEZARE  MZREPREBREIMRAR/IZRRAZEERRERIOREBFERNER - PIRE
ERBEANZREFEAAFEIE  TEREREFERMESHAR © This questionnaire collects health-related information solely for the
purpose of underwriting which is a process for BOCG Insurance to evaluate the health risk of the applicants and decide the application results. The
underwriting process that BOCG Insurance adopts should be fair and reasonable, and BOCG Insurance should explain the application results if
requested by the customers.

(i) FRREA  RAR/AZRABZRERANAE - RABEPEROPREBRBIEHTELERNER - PREBRBIRBEAAR/HZ
RARMHWER - O SREREMBAEAMBERNAR/AZRAE—DREENDUEZIR ZF © As the proposer, I and/or the Insured
Person are required to provide BOCG Insurance with complete and accurate information requested in this questionnaire to the best of my and/or the
Insured Person’s knowledge and belief. Based on the information provided, BOCG Insurance may have follow-up questions or enquiries that require
you to provide further information for underwriting purpose.

(iil) BERA R/ RRAERRAFFREZERAR/AZRABZRENNVABRABEPRENERNEEARLENERN - FAR/ARRATE
KRB PIREE LRIE - If there are any changes to or updates of the information provided in this questionnaire after the time of submission of this
application and before I and/or the Insured Person receive the Policy, I and/or the Insured Person are required to notify BOCG Insurance in a timely
manner.

(iv) BIECRINRRILERBIRE - BERAR/BRERAKRR (i) FAZEFMAMEDPIREBRRRIZHTERERNER - SRR (i) Pt
MERNEUNENEHRMARBEMNPREBRE  AAR/AZRANRREREILEEZIIFE - DPIREBRRINIERIAZL - 1FEE
B ARAIRE - SIE4BEE{E - Even after an insurance policy has been issued upon successful application, the insurance coverage for I and/or the
Insured Person may be affected or the policy may be terminated, voided or rescinded, or claims may be repudiated by BOCG Insurance , if I and/or the
Insured Person have not provided BOCG Insurance with complete and accurate information to the best of your knowledge and belief according to (ii), or
if I and/or the Insured Person have not notified BOCG Insurance on any changes to or updates of the information in time according to (iii).
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B {IREF A Payment Method

(1 1. BUSHEE{IF Payment made by credit card
BIEZE BN TERARNFIR#EE ) (0O - Please attach a completed Credit Card Authorization Form in page 9.

(] 2. AZZEF Payment made by cheque
BLEIBRSZERER " PIREERMRABRAS) L WA[M - Please attach a crossed cheque payable to “Bank of China Group Insurance Company Limited”.

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

RABAIRRE—EHZ - EBEREFEHRNA - EABEEPREBRRBRBRENEUFERRNVEREN - FARBAXI MEREFERANRERRE
HE  WREFESFEHER -  REEPREFRBUSAZRT/EAFROERAR "PREMFEFRIERTER . BATHRERRERHE - 8FH
BEEMPFANREUAEENREEEERFRFRERRERE ° [ 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 “BOC Voluntary Health Insurance Scheme Certified Plan”, including subsequent revised premium by endorsement(s) and all renewal premiums
and premium levy for each new Policy Year.

EBA Declaration

L AN/ESEARE "PREBBFRIFRIER . RE - NEREZZANREENHANRZRACHKED - CHIESERBRMERNESK - B
BHERENBREZIARZER BEHEMBERIMEIBZERETE - —ZATRE - RIFRAAR/HAZRACERFREACSFH M BILE PR
S E R - /We acknowledge that benefits are not payable under the “BOC Voluntary Health Insurance Scheme Certified Plan” for any costs of treatment
arising from any illnesses, injuries or other conditions that has been diagnosed, has manifested clear and distinct signs or symptoms, or medical advice or treatment
has been sought, recommended or received before the Policy Issuance Date or Policy Effective Date unless complete details are fully disclosed by me and/or the
Insured Person in the Proposal Form and accepted by BOCG Insurance.

2. RA/EEZRERRRARDFENRBESFERNT 15 HE 80 mAIA L - IWe declare that upon application, the Insured Person is aged between 15
days and 80 years old.

3. RN/EEELER  AAN/ESERLERBNA)NEEE  REREREZRIETIERE - IFSRBEREZRE - AA/ESTHANERERN
THE  FAR/EZFREAZREBRMYZIE - /We declare that I/we have obtained the necessary authorisation 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/We also understand that if any information stated
is untrue or incomplete, the cover for me and/or for the Insured Person may be invalided.

4 KN/ ESELER ARASZEFERITHEARE NBETHENERKE FAR/AZRAZREBRMZE - UWe declare that this
Proposal Form is applied and signed at the Hong Kong Special Administrative Region, in case of fraud or factual misrepresentation, the cover for me and/or
for the Insured Person may be invalidated.

5. RAN/ESHELEREMEE - B - 20 - RRATREMAL U@ REFRBREAN/ESER/H LEARBUWA)REBER B EFAER -
IR EE 2R IR IEARBRENT] - /We hereby authorise any doctor, hospital, clinic, insurance company or any other person to provide either myself/ and/or
the above mentioned family member’s (if any) health condition or detail medical history to BOCG Insurance. Copy of this authorisation form will have same effect
as of the original copy.

6. AN/EERRTIREBRBIRE B RIRMREBMESE 2R - YWe agree BOCG Insurance reserves the right to accept or decline this application.

1TRAN/EEPRALAHNEERE  REFEAREENE  PREBRBHEAAR/AZHRAZRBEEEBITEX - YWe understand that BOCG
Insurance’s insurance liability for myself and /or for the Insured Person will only take effect provided that premium and premium levy have been fully paid and the
policy was put in-force.

8. AN/ESHBRFAPFE Lt - E8EREFEHRE - ERAREPREERRABENVEUERNERERN - AA/EERAHZXTMERESF
EMBENRERRERE - WREFEZSFEEER - 1/We 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 of the
required premium and premium levy for the upcoming policy year.

U2 E£{E A E 1} 22 B Personal Information Collection Statement

AABBARARENERN BPREERBIRERIEEZME - WolBeERAR T5BM : 1 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) EBRBHEANRREPBIRAGREZLZMIREREBEE processing and evaluating my insurance application and any future insurance application I may make ;
(2) MITARARENITHRLIERIBHER A REABEIARF administering my insurance policy and providing services in relation to my insurance policy;

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

4) BHEARFREBNREOEAWERE - REEE KX invoicing and collecting premiums, premium levy and outstanding amounts from me;

6) FUERBREENERIRENVTAEN - BF - BUESLAEH any alterations, variations, cancellation or renewal of any insurance related product or service;
(6) FRAERZREEA&ZA contacting me for any of the above purposes;

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

(8) HE i HitRRA B RGN R other ancillary purposes which are directly related to the above purposes; &z and

(9) BIEEREE - 1&BIRZEAFRIKIES| complying with applicable laws, regulations or any industry codes or guidelines.

chIREE RN O FE i RS ARA R/ ZRAREAZERZET 57 BOCG Insurance may disclose my and/or the Insured Person’s personal data for

the above purposes to the following classes of transferees:

a. FLHMARE - BPIREEFRREHRTI - B - B - % RERETRBNE=70E - AE8REE (81 | BRRBHED - BSUERBH
FER - BREAEHE - B RERIRHEDE - ERRRREEEDREIZEEIERFEE) 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. REREEEZRAIEREE - IBREAES REERER in the event of a claim, loss adjudicators, claims investigators and medical advisors;

c. BRIRFMWE AT ZREIIE in the event of default, debt collectors and recovery agents;

d. RERENRE AT REEENIRIE /AT insurance reference bureaus or credit reference bureaus;

e. BRATKMBRELL reinsurers and reinsurance brokers;

f. AABRBREL (#E7F ) my insurance broker (if I have one);

¢ PIREBERRAVAR REBEHEZEFLER BOCG Insurance’s legal and professional advisors;

h. PIREERBIBEEATOL (ATEAF) AREZESZE) BOCG Insurance’s related companies (as that term is defined in the Companies Ordinance);

i REIARRUNEURBASHEAMENEEAEM("HE L )REEE - LB LANERER - stbE "#E, RTHESRE  tEthE
RERBREFED "HE ., SEMNFEZMARESEERTHT "HE 1 WIEE 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;

j. BB THE, BETEO "HE ., WEE - DUERIEC L AR B R any member(s) of the “Federation” by the “Federation” for any of the above or related
purposes;
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k. HABEENAT  HETEMESEREIBREEZEBNAS - FERBEBAFND N ARNRESBEREMRBERMAE - DUEREH T Litsy
ARBIB M 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;

1. REBERERFEREENRIEHEESE the Insurance Claims Complaints Bureau and similar industry bodies; 5z and

m. &15']%7}332 FF ORI 1% @8 government agencies and authorities as required or permitted by law.

AATEIREDREE R OIE "HE , BREBEARENERNGIERR/SZERAR/AZRAETER BOCG Insurance is hereby authorised to obtain

access to and/or to verify any of my and/or the Insured Person’s data with the information collected by the Federation from the insurance industry.

4 - BAABR - PIREERBUBEEUECANFERARBEERAR/SZHRAREAER Moreover, BOCG Insurance may also use and disclose my and/or

the Insured Person’s personal data otherwise with my consent.

RABHERREKREEATREBRBEEERAAR/NZRANEAER - MAFE - dRPREBRRAZEASREZL (T : 2867 0888 - &
H : 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 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).

B EM SIS Receive Direct Marketing Materials Instruction
RARRPIREBRBEARANBAEREUNREFEHFERE B "v" EEEE) 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)):
[ EF#EFH Promotion Email [ E5E5:0 SMS [ B E 4 Direct Mailing [] E5EH#H Telephone Call
MAER IEIRRE MR AT EEAABAR Y SREREHEE ARSI AEBPREBRRTAF LW EHIER - If you return this Proposal Form

w1thout 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 EARGREHEERWEFERENNERE  TRAEUEZAESHPREBRRNERE - FI8  SULNEEERANRBEPREBREN "5
NERBS ) LENER  REK/IEN FLRSEZRS LAATREBRBEAREHERS E’Jﬂﬁ ANERTESE - 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.)

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

0 RUERREHEZANRETPREMRROES - PREERRAUESHTEATENT " AKE *EWJEZ%&HWJAWE BIEMRE - R -
ERF &% Bm RE ROREERBIERAEENEERE GRSEPREERREN "EREKES . LtAEEADIREEREERT 2 EHE
ENEABES  ZERBRUTFEESINAL  URZENEMEESINER - REK/FENMER - ) BELFRPREFRBERENEAER
BFUEATEM ERR - SFREERE LRI SRFER - To improve and provide more comprehensive services to customers of BOCG Insurance, BOCG
Insurance may provide your personal data to other members of the Group* and any other persons for their use in direct marketing of financial, insurance, credit card,
securities, 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 “ * this box if you de not wish BOCG Insurance to provide your personal
data to the above persons for the above purposes.

* TRERE ) FPREBRBEEZERAS - 217 WBAT - ARPSERMBHAE - FmEMEN - WERESEPREBRBNIERAT Z2T - W
BAE - ARMSEEMBRE - FimEFTEM - 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.

B R BE 1 25 B 3% 3R (R E B A Declaration of Cancellation Rights and Refund of Premium(s):
AABBFABEUEERNEKRIHRERNOMBEEAREMTISEERE - NERRRERHE ; ERAADERZZEM - WEFRSP
IREEMRMOEIL - FEPIREEHED 71 RAKREEKE 9 B)RUTHRAERIKIZEM : RE 3'ZHZISA:§21SAE'J1JC43§1§:§ (GEMZE) BFF
ASERARFTE - #EFTAY 21 K - DIERFEE B - I understand that I have the right to cancel and obtain a refund of any premium(s) paid (less any
market value adjustments, if any) and premium levy paid by giving written notice. Such notice must be signed by me and received directly by BOCG
Insurance at 9/F., Wing On House, 71 Des Voeux Road Central, Hong Kong within 21 days after the delivery of the policy or issuance of a notice to me or my
representative, whichever is the earlier.

V] AABELERRBBERESR FAARBERXTEREEFEMENRERRERE  LWREFZEEEDER ERRERREHERRBERSREBEE
HZIREFETE) - 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 anniversary).

AN/ EEEIRAEARGENZAAED - @FEBARREIZEFEIESEIR - B  WEBAABSRER BUEREEZ KBERERBR - I'We
confirm my agreement to all sections in this Proposal Form, including but not limited to the above Important Notes to the Customer, Declaration, Personal
Information Collection Statement, Declaration of Cancellation Rights and Refund of Premium(s) .

SZRAZZFEARRARBRFERTE 18 mILL L) SIRABZ

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

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

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

FiRFEEEARAKEEZMAE - PREEBREAEEIMUEE -

The BOCG Insurance has no liability whatsoever before the application for insurance in this Proposal Form is accepted.
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EREMRIZ#EE Credit Card Authorisation Form

O visa I Master O DP@EEEH%%%%%%%MZ\%EE?%%& n':|:'|) BOC CUP Dual Currency Credit Card (Must be issued in Hong Kong)
BFEAHSR Cardholder’s Name EEBBEMEIREE | EHTFOSRM Credit Card Account No. EREEZEA (B/%F)
HKID Card No. Credit Card Expiry Date (M/Y)

RANZERE T PREBRRBRAT ) RFAANERFPOBEN "PREBBFRAIRIVER . BRARBERREHNESE  HEEXT
#BEN ° 1 hereby authorise and direct “Bank of China Group Insurance Company Limited” to debit the premium and premium levy due from my credit card
account for “BOC Voluntary Health Insurance Scheme Certified Plan”, on a yearly basis until further notice.

EZEEERABALIERRA - FBEBELTER - If Cardholder is not the Proposer, please fill in the following information.

1. B {R ABF{% Relationship with the Proposer:

2. RIBRAZVRERFRERERRA Reason for paying premium and premium levy on Proposer’s behalf:
AARBREENTALTZ2HEH Y "HREMBBERASITER ) RERREHERSH - AATHANRZ HREMEEWETRE
ZRUZEAHLTIRIRA © 1hereby confirm to pay the premium and premium levy due of “BOC Voluntary Health Insurance Scheme Certified Plan” for
the Proposer. I also understand that any refund premium due to policy cancellation will be given to the Proposer by cheque.

G4/ R K/3 1) Mr/Mrs/Ms) B EG 177 55 HKID Card No.
S—E)iﬁg Cardholder’s Signature B 4% EEEYEFE Contact Phone No.  |HEA Date (H D/A M/F Y)
CREEAREZ N 158E should be the same
as the specimen signature on Credit Card) @
X

B4/ M EIEZE LU T (Broker/Agent must complete the below box)

fRi& /A EZEH For Office use only
40 /RIBARSR Broker/Agent No. {REEZRSE Policy No. #3#% A\ Handled By ZE A Checked By

#&48 /KB 1 Broker/Agent Information
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