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.
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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
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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BREBEASRIRRE P B EIRA (s 4

Healthy Medical Comprehensive Protection Proposal Form e Y R S e
BEDIREEHET 71 KL EBKE 918 9/F., Wing On House, 71 Des Voeux Road Central, Hong Kong. Bk Tel : 3187 5100

55 NOTE :
1.

A FEH

Exclusively for Company Customer

RERASIEEABUARANEREREATESHEAM TV 5% - FAERMNBEEKR - WEEF3EZE - The responsible person of proposed Insured
Company has to complete the form in English BLOCK LETTERS and please put a “v" in the box as appropriate. Any changes to be made should be signed
by the proposed Insured.

”E**Jttixf$$é'§§L§§E’Jﬁ+—lW§ BRE qﬂfﬁ'xlﬁﬂ EBE’\T(Tm FohEREEEIRRR 4 )EAR (852) 3187 5100 SRRV ALNRIEE - #R
Bw/\TYﬁ - BERIER ?’\TE/_Exﬁ}\E’J%U CERERNBREER  REEREATDK/AZRABAIMENRE - EEEREX
4 - 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”) Hotline (852) 3187 5100 or contact your agent/broker. Making sure the insurance company is informed will be beneficial to the
proposed Insured Company and/or Insured Person. Failure to disclose may mean that the policy will not provide the proposed Insured Company and/or
Insured Person with the required coverage, or may 1nvahdate the ohc altogether.

WIRMRERF —LHIENE  BREATMNRE EEE% Z 1R - Once the application for this proposal form is accepted, the policy of the
proposed Insured Company will be automatlcallv renewed each year.
HIRFREMEZHATAREBGEARBEAEE - BILURERZE - 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.

"eRBELKESRL (TE "AEE ) )HPREBRE AR © “Healthy Medical Comprehensive Protection” (named below as “this Plan™) is
underwritten by BOCG Insurance.

12 1RPRH Limitation :

1.

BIRE  RERASMNEARIRETIZEF  SRETRERBHIIRRFRFERER 18 5L - Proposed Insured Company must be the employer of the Insured

Employee, the Insured Employee and the spouse must be aged 18 or above upon application.

2. FIBRRARPBEENRIEBRASERENT 15 HE 65 mEREEBRAITHRENSEEER - All Insured Person(s) must be ordinarily residing and legal

resident of the Hong Kong Special Administrative Region of the People’s Republic of China (“HKSAR”) aged between 15 days and 65 years old when applying for
this insurance,

RIRATIER Details of the proposed Insured Company

MIRRABDR AL EE - BIRHBEEZEEESE - Please provide Business Registration copy if Proposed Insured Company has English Name only.

BEUUERRGE  BRPREERBAE www.bocgins.com T8 "EFEENER .,  EZEERRGFE-—FER - IERAEH - BHEEF R4 (852) 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.
(EFREIERIBEEREAR  MERFPAZTZFAAMIGT - 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.)

#HE

1. IRIRATEXETE English Name of proposed Insured Company” 2. PAEEERCEMRSE Business Registration No. *
3. IRIRAT)HXEFE Chinese Name of proposed Insured Company” 4. FEf HHA Date of Registration

5. Bg#& A2 Name of contact person 6. FEffithE4 Place of Registration®

7. EBEHHE Email Address * 8. AEIHE#EEE Office Contact No.

9. 3BENthilt Correspondence Address *

Z Room / Flat B/ Floor BEZ] Block / Tower
KB &8 Name of Building
EIR 2N Z T Number and Name of Street/Road

#11& District [] &8 HK [] WBEEKLN [ HFENT

10.

MM SS Bl Address of registered office ({1 E25@aA ML R [E if different from the Correspondence address)

11.

FEFEMIUL Business address (Y1ER23B A 3R [F) if different from the Correspondence address)

12. EZEZEHZE Major place of business” (B1ZR/#1& Country / Region)
13 IR AR R R R R 2 7 14, EB/ERAZEBRED (WRNTES - FFNTES - BAERR/RER
Name of shareholders and shareholding# #IA ) Name of Directors and controlling person and its identity# (e.g. Executive
director, non-executive directors, controlling person)
&7 Name” FEREEE B 3 Nationality# B 2% Name” 5% 3 Nationality# B
Shareholding# (Ax/tE Place of Identity# (BAx/th& Place of
Country / Region) Residence” Country / Region) Residence”

# WZEIEEIEE Mandatory Fields (IR MMM IHFTEBEREEMHREN - A ZASRBFIREERRERESHHWER - o ANEE - 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.)

Page 1 of 8 FCQ-A/CO-AG-2023-V02



15. AR A E)72E" Industry of Proposed Company

CI11- BME S Agriculture, Forestry and Fishery [125- AFATE Public Administration

[112- ¥4 & A Mining and Quarrying [126- #B Education

13- #4% Manufacturing [27- A#EfR#EE RS T {EES) Health and Social Work

[14- EARIAKHLFE Electricity and Gas Supply [128- Efff - R4 K FF245EE) Art, Entertainment and Recreation

[115- B2RKMEE ; SKEER - EBEYEBRISHATEE Water Supply, | [129- EMARFSEE) Other Services

Sewage Disposal, Waste Management and the Prevention and Control of [J30- K EEfE A8 TYESE &) House Holder Internal Activities
Environmental Pollution Industries

[J16- 3% Construction CI31-ZARINEENA S & B 52 F 8 Extraterritorial Organizations and
Groups
(17- £EXOBS - #£3 K=EE Import and Export Trade, Wholesale and Retail | [[]32- ¥2172& Casino /Gaming Industry

[118- E@ ~ B - WEUKRRIEMRF Transport, Warehousing, Postal and | []33- LS E1F/85E Arms and Military Manufacturing /Sale
Delivery Services

[19- e R IERR#IEE) Accommodation and Food Services [134- BE #1418 Remittance Agency

[120- &5 3850 Information and Communications [135- E¥& ST H#FT Currency Exchange Company
[(121- £/ & R FEE) Finance and Insurance [136- B4#%72 5] Finance Company

[122- #EESEED Real Estate [137- $8E17 Auction House

[123- B2 - RIBRILMIEE Profession, Science and Technology [138- KRBT ERXZH 0 Vehicles Trading Company
[(R4-1TBUR Z 32 AR5 75 8) Administration and Support Services [139- EAth Others (75778 Please indicate)

# WAARIA R Mandatory Fields (IREHRMIRXGPEERREMFTER - AZAMBRUETPREBRBERATHMNER - I ALIET © 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.)

{RFEHA Policy Period

B From(HD/BEM/FY) £To (HD/BEM/FY)
(EEMBHERTARRESFESERNREE - WAESTHAMBZRER - AR T4 - Both dates inclusive and upon each subsequent anniversary date
thereof. The insurance is effective which is subject to all underwriting procedure are completed.)
{RIEER| K 42{RE Insured Category & Total Premium (HK$)
ZEA 1/2 L & & {R [& Basic Benefit IL & i {2 58 Optional Benefit
RiEET2 (%&1%)\%3 2 | BE T AE D —IRAARIE RIEPTERIE N S 0\ ST R0 B 7 RS T AL B o — (E5 8]
Insured JZHE P —(E5TE] Each Insured Person can select 1 out of 3 from any ]
Person'/ one package benefit listed below and to select one insured Plan under Fach Insm"ed Person can select any benefit listed below and to BERE
. 2 select one insured Plan under your selected benefit)
Benefit Plan your selected benefit) Annual
(A +B {RIE) (A + C {RE) (A +B+C 3f) D.f592 EF#® F.ER G.BE Premium
ERRFiR S ER S EX R IE RS Out- Dental Maternity Critical Illness (HK$)
B AN fE £ B RitbRe* R RERRIR S ° Hospital patient
Hospital & Surgical | Hospital & Surgical | & Surgical, Supplementary
and Supplementary | and Hospital Cash® Major Medical and Hospital
Major Medical Cash®
1.0 BT [ &&lPlan1 [ &t&lPlan1 [] & Plan1 [J&t@IPlan1 | [] &t &I Plant | [ & & Plan1 | [] &t&I Plan1
Employee [ &t&lPlan2 [ &t&lPlan2 [] &t&Plan2 [J&t&IPlan2 | [] &t&IPlan2 | [] &2l Plan2 [ &t&lPlan2
FHlR Age: [ &2l Plan3a [ &2 Plan3 [ &t&l Plan 3a [7) &% Plan 3 [) &l Plan3 | [] &t Plan3
[] &t&l Plan 3b [] &t&lPlan4 [] &t&l Plan 3b [ BEE smoker (N2
EFifyesplease V)
2.0 ETE#E [] &2l Plan1 [] &2l Plan1 [J &%l Plan1 [J &2 Plan1 | [J 52 Plan1 | [ 52 Plan1 | [] 52 Plan1
Spouse of [] &t&lPlan2 [ &t&lPlan2 [ &t&Plan2 [ &t&IPlan2 | [] 5t&IPlan2 | [] &2l Plan2 [ &t&lPlan2
employee [] &l Plan3a [] &3l Plan3 [] &8l Plan3a [] &% Plan 3 [] & Plan3 | [] &%l Plan3
FR Age: (] &r2lPlan3b [] &2IPln4 [] 20 Plan3b [ BIEE smoker H2
— EF ifyesplease V)
3.0 BIFZ* | [ &Pt [] &2l Plan1 [J &% Plan1 [J &t & Plan1 | [] 52 Plan1 | [ 52 Plan1 | [] 52 Plan1
Child* of | [ & pln2 [] &%l Plan2 (] &% Plan2 (] #® Plan2 | (] &8 Plan2 | [] 5B Plan2 | [] 5% Plan2
employee [] &t&lPlan3a [] &t&lPlan3 [] & Plan3a [] 5t Plan 3 [] 5t&Plan3 | [] Et&IPlan3
FR Age: [] 2l Plan3b [] &2IPln4 [] &2 Plan3b [ BRIEE smoker F2
— EF ifyesplease V)
4.1 BI¥x! [ &t#lPlan1 [] &&lPlani [ &t&IPlan1 [ &t&IPlan1 | [] 5&IPlan1 | [J 52 Plan 1 [] &&lPlan1
Child* of O &2 Plan2 O &2 Plan2 O &2 Plan2 O &% Plan2 | [J 58 Plan2 | [J 58 Plan2 | [0 2 Plan2
employee [J &f2lPlan3a [ &f2lPlan3 [] & #0Plan3a [ &% Plan 3 ] &#IPlan3 | [J & Plan3
iR Age: [ &t Plan3b O] &2 Plan4 [ &2 Plan3b O MWIEE smoker (NS
E— EFifyesplease V)
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5.0 BIF&! [J &t#lPlan1 [1 &t#lPlan1 [] &t&lPlan1 [J&&IPlan1 | [] &f& Plan1 | [] 5% Plan 1 [1 &t#lPlan1
Child* of O &2 Plan2 O &2 Plan2 [0 &t2IPlan2 O &2 Plan2 | O] 5&IPlan2 | (] 58 Plan2 | [J & Plan2
employee [ &% Plan3a [ &% Plan3 [ &% Plan3a [ &% Plan 3 [ &# Plan3 | [J & Plan3
FRAZ | O b O] £8Plans ] 280 Plan 3b O RS smoker (02
- EFifyesplease V)
6.1 BIF&! [J &t#lPlan1 [1 &t#lPlan1 [] &t&lPlan1 [J&&IPlan1 | (] &f& Plan1 | [] 5% Plan 1 [ &t#lPlan1
Child * of O &2 Plan2 O &2 Plan2 [0 &2l Plan2 O &2 Plan2 | () 5&IPlan2 | (] 58 Plan2 | [J & Plan2
employee [J &t Plan3a [J &t Plan3 [ &l Plan3a [] &2/ Plan 3 [] & & Plan3 | [ &&lPlan3
FRAZ | O g pin ] & Plnd 01 & Pln3b O BEE smoker (N2
- EFifyesplease V)
RRERREE remium and Premium Levy”
2 Az ERRATZ(RE 9 7 2 or more Insured Persons can enjoy 10% premium off
FFIEZREA (BX + BERE) 42 {2 & Total Premium :
All Insured Person(s) (Basic + Optional Benefit) 9 i % 2 £ 48 {% B Total Annual Premium less 10% discount :
1% (R E Discounted Premium (MNiEF if applicable): ( %3#7H] Discount)
R E F{RE HE Insurance Authority Premium Levy:
FE {4848 Total Payable:

MEBEEER ( "TRER. ) BSRERAFEXORESAANNRENE - AREEMERER  RESAABRARREROREATHNZERENTAE
E ITHFRBAIBZEANNHEEBNFRES HESHERARHERREMAMEE - AMH#E  BHBERESMMEE 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.

#F Remarks :

1. RIRFE  SRARERRFM - MNEEER - FIZ2 AT RREESRRERSD 655% - ARIRETE 605 - MERRESERENRREDRS 1852 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—REVEEZEALFDERNRE - T2 RBZEREIEE - Benefit Plan: Insured Person(s) under the same policy can apply for different Basic Benefit,
Plan and Optional Benefit.

3. ARRERE  EmEERM—REARERTE  BEXRFLERSD 18 mILT - FRIZEREREEER "5128 1, 2R - Hospital Cash Benefit: Regardless of any
Basic Benefit and Plan selected, the sum insured of Hospital Cash Benefit will be covered under “Plan 1”7 only for the insured child(ren) aged 18 or below.

4. FU IEREANSETFY  SF#ETY - FETYHEEFE - Child: refer(s) to the legal child of the Proposed Insured, including step child, adopted child, or guardian
child.
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Z{RAER Person(s) to be insured

RRABE (EX) | PR | EESMDE/ MRl | HWEHE S Bl B 5’ | 1BE° BRESEHC
AEIIERERK) Namein | 8RR/ Sex” | Date of Birth*| Occupation® | Nationality” | Place of Height™ | Weight™ Body Mass Index
Name of Insured Chinese” | HERE1F3EHE (B/ B & (BZ/iE | Residence” | CR/m) | (F5e/kg) (BMD**
Person(s) (English) * 1 HEUT)” D/ M/ Y) Country 5Y | 2EF
(Surname first) HKID Card No. / /Region) Index | B1R#?
(WMBEZZRA - Passport No. / Does it
ERAEL Birth Cert. No. fall within
Use separate sheet (for aged standard
if more below 11) level?
person to be insured) FFERH
7 please
indicate
Yes or No)

1. ET Employee

2. BT

Spouse of employee

3BT FX
Child of employee

4. BTFX
Child of employee

5. 8TFX
Child of employee

6. BTFX
Child of employee

# WZAARIAR Mandatory Fields (RS G PEERFREMFTER - AZAMBRETFTPREBRBRERAEMOER - I AYIER ° 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 :

5. 10 inch=2.54 B> cm 5 1 £ m=100 E>K cm ; 1 F58 kg =2.2 % Ibs

6. BIEBSEHBMDETEAR “Body Mass Index” (BMI) assessment method : s52%E LT BMI 5t &2 T3 AR P IREERIE A B (http://www.bocgins.com)i BMI 43
FEEH . DIERRRERNBHZRARN BMIIEE! - Please specify 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 (B8l : F3e kg)

BMI = = o w
57 Height? (41 : K m)
5528 =158 %8 BMI Category 1Z#E standard level AT E1Z# falls outside standard level
A Adult (18 5%3k L aged 18 or above) 18-26 <18 ¥ or >26
F# Child (18 5ELL T aged below 18) 10-26 <10 5% or >26

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

BMI = %ﬁf =2272 (HB5EE S5 RFS1E% BMI falls within standard level)

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

(4kg) -

BMI = 0.75m)? =7.105 (EBEE 58 LTS 1E% BMI falls outside standard level)
75m
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Z{RABRMIEE Stated information for Insured Person : ( EFTEIEIRIFMIEE only complete the item(s)

which you have selected to insure) :

I. BRARRFREMCIRE Applicable for all types of Protection

= YES & NO
1. RRAZUSBFEHEMUMERHERZBE  UsZLIF  ZPEMEIIFAS ; CEBE ; BH5E ; HER/HPER ] ]
BHE ,; MEEHE - MEXS "2. &  FBFEN05T8 - 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. RBR/FEZRAZEBRINENBRELE - NMZBXRS "2, & FRESFRALR  DHEBONFAER(SENERNBE K ] N
3b) & 78 9MEE © You and/or Insured Person(s) is a student studying outside HKSAR. 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 overseas residential address.

3. RRAN "ERESIEH L BEAKTSIRE - Insured Person‘s “Body Mass Index” falls outside standard level. ] ]
4, TEBESFEZRAZESE During the last 5 years, have Insured Person(s) been:
) CERSEERSEEH/AISEEOENELESKEELN - BNEM NS - AENMFN - SNESHWESRER X % 0&E ] ]

C BAOHIREER - SIEHE - MRS RS E%R 2 AR - SiEM{EER/ME ? hospitalized or have consulted a specialist for
medical advice, diagnostic tests, treatment or operation for a serious illness or injury, or ever had or been advised to have any X-ray,
ECG, MRI, CT Scan, or tests/counseling in connection with sexually transmitted disease or hepatitis or HIV, or other laboratory tests/

investigations?
i) REAREE - ER - REXSERTHINERRRIEXEESE - BRm - B - SME - B - ORNEER - SEEE L] L]

ESIEBERIREF R RS F MM ES RIAAE ? 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. EBE 5 FERAZERARDREASIREIERFRSRVERREISWRER - AABRERIVE - BMERESMMNRE ? ] ]

In the past 5 years, have 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. RERARFGERME Applicable for Critical Illness Benefit only

(LEERFE MR KB HEIZ Fp /5 O 232 R Approval process is required for this benefit before acceptance of this application)
B YES &NO

1. BESF IRAGSERLPE - REERK  SRER - B/AR/EMIUIEER - REEEG - Bk - =8/ &/EHA R ] ]

ERF - BE/ANRIBOEROERN) - MARSEAFBENS R/ B ARE - SUEAEMERNER (R EE/NERN

BR - KE - BEXE)I B ? During the last 5 years, have 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 BRANER  RENGHREPSELHR 60 MAR LHIRPAE DR  ERR B SEMEL  BRLEER? Hae [ O

Insured Person’s parents, brothers or sisters had or died from Stroke, Heart Disease, Diabetes, Kidney Disease, Multiple Sclerosis, Cancer

or Inherited Disease before the age of 60?

3. RRACZEERREERERENEZBENKBEER AN FLIREESER/PE? WERES "2.1 & FIPBEZH Ul L]
2 ? Have the 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 the answer is “YES”, please state amount typically consumed per week.

{&3E Notes :

MEL FBRIER | 4 E S B)R/ER T ( F 2 B)TO—8% T8, BEERUTERARN L EREERS - MIEREHMR SEME

BR - BEABAM v IERMNE—FER - MNERHBAIIRAZZE - If any answer to the above stated information of section T with attachment
(question 3-4) and/or section II (question 1-2) is “YES”, please provide full details in the following table and enclose related medical reports. If I:l

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

2HRAUZ BIRESRIE  |REARINEREE - ER PrER#E kAR (BREAS | E—XKkZEH &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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= {% 5 T EHA Declaration of Insured Employee

(1) RAEIEEETEE - Bk - 27 - RRASAEMAL - 590 T PREERBERLT . BREAAR/F LERBREBERAREFMER - 1L
HEZFIARBAFARBREMT] - 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 “Bank of China Group Insurance Company Limited”. Copy of this authorization form will
have same effect as of the original copy.

) AACHPMAZRENGEE  AAZEBAM ERADEESEN - JFARRREZRE - THONERERIAFHFS  FAR/FAXRBZREARNZ
[E - T have obtained the necessary authorization from my dependent(s). I declare that the information stated in the above 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 me and my dependent(s) may be invalided.

(3) RABERRFRASEPREBRMBIBEHARAR/FZRANEAZR - 1 hereby authorize proposed Insured Company to provide myself and/or Insured Person’s
personal information to BOCG Insurance.

(4) BEFRUTERFT I Receive claim payment method

[J $RITEOB#NEER Bank Account Autopay

#R1752 %8 Bank Name: Z{RE T #R1TFEOSEES Insured Employee’s Bank Account No :
[ 2% Cheque
[ B F={RE T Pay to Insured Employee [IR& 1 F3% 4R 28] Pay to proposed Insured Company
BB HK/
SRETEE BT BB (EREE ) HZ10RABA/B/E)

Signature of Insured Employee E-mail  (For the purpose of claim payment) Signed Place and Date (DD/MM/YY)

B {IREFE Payment Method
1. UEHSEAF{IFR Payment made by Business Credit Card

o5 s

BIEZE S EMN TERARNFIR#EE ) (O - Please attach a completed Credit Card Authorization Form in page 8.

(] 2. UZZEF Payment made by cheque
BLEIBRZERER "PIREERMRABIRAT L WM - Please attach a crossed cheque payable to “Bank of China Group Insurance Company Limited”.

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

RAEASPAMRFRE LY  EEEAREFESHRR  EAAREPREBREAREVETRANEREN  REASDRAHT MERESE
EFRANRERREHE  WREEZESFEIER - BRE "PREBRBARAD , #REASZRIT/BBERFROERMR TaRERRA
SR BANNRERRERHE @ SEHESEMENREUERSENREFEERRERIREREE - The proposed Insured Company understands
that once this application is accepted, if no notice of amendment of renewal terms is sent to the proposed Insured Company from BOCG Insurance prior to the
expiration of each policy year, the policy will be automatically renewed simply by settling the required premium and premium levy for the upcoming policy year
by the proposed Insured Company. The proposed Insured Company hereby authorizes “Bank of China Group Insurance Company Limited” to effect payment
transfer from the proposed Insured Company’s bank/commercial 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 {R A SIZEHA Declaration of the proposed Insured Company

1. ERRTEMRE "HEEEBERASHKR) HE  NMEREERANZRARCERZER - BEIEMERMSI R ZBERE - —FATFHEE  REZRA
BERFREANCHMAIBPILE " PIREBERBRAR AT L BH - Our company acknowledges that benefits are not payable under the “Healthy Medical
Comprehensive Protection” for any costs of treatment arising from Insured Person’s existing illnesses, injuries or other conditions unless complete details are fully
disclosed by the Insured Person(s) in the Proposal Form and accepted by “Bank of China Group Insurance Company Limited”.

2. APEREBBPRIFRARBFEHRBESFERNT 15SHE 65 mEREBRHATHRENSAER - Our company declares that the Insured Person(s) are
ordinarily residing and legal resident of HKSAR aged between 15 days and 65 years old when applying for this insurance.

3. RRTRELER  XRTCEMEZRE/ EIXRBIGEE  RARGREZMLIEREN - tEARRREZRE - ARTMPENERBRIAF
£ AR R/FAZRAZREBERYZE - Our company declares that our company has obtained the necessary authorization from my dependent(s)/ employee
dependent(s), the information stated in this Proposal Form is true and complete and will form the basis of this insurance. Our company also understands that if any
information stated is untrue or incomplete, the cover for the Insured Person(s) may be invalided.

4. FRATRELER  ARFEEEFEFITHEARE  NAETTMRNENKE  RRAZREBRMNZE  Our company declares 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.

5. APEIER "THREERBARAS . REB—UABRREBMNES 2R - Our company agrees “Bank of China Group Insurance Company Limited”
reserves the right to accept or decline our company’s application.

6. AQTPAMLEHNEZREE  REHEAREENE - "PREBRRARLTE . HRRAZREBREEHBITER © Our company understands that
“Bank of China Group Insurance Company Limited” insurance liability for the Insured Person(s) will only take effect provided that premium, premium levy has
been fully paid and the policy was put in-force.

7. ARTPAMRFRPF L% EBEREFERRA - ERAAREPREERRABENEMERVERBR - RATRAHI MEAREEEM
BHNRERRELHE  WHREFESESFBEEENR © Our company agrees that once this application for insurance is accepted, if no notice of amendment of
renewal terms is sent to us from BOCG Insurance prior to the expiration of each policy year, the policy will be automatically renewed simply by settling the
required premium and premium levy for the upcoming policy year by our company.

U4 ££ & A\ E it Z2RH Personal Information Collection Statement

ARERBEARATRHNVEN BPIREERBIRMUMRIBESLME - WolAeFEAR T3IBEH  Our company understands that the information provided by us to

BOCG Insurance is collected to enable BOCG Insurance to carry on insurance business and may be used for the purpose of :

(1) EERBHAQSNIRBPFLNR A TG REZLZMIREEEBZE processing and evaluating the insurance application and any future insurance application that
our company may make ;

2) MITARRAVREMITHRIERIBHERASTRERBEMIRFE administering our company’s insurance policy and providing services in relation to our
company’s insurance policy;

(3) WAL - BERZNAASREBRIRIZIE analysis or investigating, processing and paying claims made under our company’s insurance policy;

4) BHEARGEBNROEATIWEURE - RERE RN invoicing and collecting premiums, premium levy and outstanding amounts from our company;

(5) FAEREABNERSRFWELIEL - 25 - BUESA&EHR any alterations, variations, cancellation or renewal of any insurance related product or
service;

(6) FRIA_EFRERR 4% A2 5] contacting our company for any of the above purposes;
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(7) PEREBRIRITEEANMIR exercising any right of subrogation by BOCG Insurance;
(8) HEH HitRRA B EBEGIIMM R other ancillary purposes which are directly related to the above purposes; & and
(9) BIEEREE - 1&BIRZENRNFRIKIES| complying with applicable laws, regulations or any industry codes or guidelines.

chiREE B RGN o] (K g _E i RS 2R ARE A E KRBT T 5% 75 BOCG Insurance may disclose the Insured Person’s personal data for the above purposes

to the following classes of transferees:

a. BEHAR - mPIREERBIEHITE - B - B - I3 REKEERBNE=ARE 8B XEE(21E  BRERBHER - BSUERS

HED BEFEEHT BFRIOFERED  BEARNEREHEDS R EIEEIERT E)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);

BIRRAEERAIEAEED - JEREAE S KB BRI in the event of a claim, loss adjudicators, claims investigators and medical advisors;

B RFULE A SIS R E IR in the event of default, debt collectors and recovery agents;

RIEERRIE AT RIEEERARTS /A S insurance reference bureaus or credit reference bureaus;

BRASIKBREL reinsurers and reinsurance brokers;

KRSWRERAZL (BB ) Our company’s insurance broker (if our company have one);

chEREE B {RIGRY)E 1R KBS FE AR BOCG Insurance’s legal and professional advisors;

PIREBEFRRIBEATI( (AEMEAF) RMERSZ%E) BOCG Insurance’s related companies (as that term is defined in the Companies Ordinance);

REFABHUINETRB AT HENHSNREAH( "M, )REEE - UEIEQ LS ARERN - SE "BE , JITHEESRAE - stEft

ERRBENEE "HE, SENFNEMARESEERTNE Y "B 2, BEE 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. B8 THME, BETEE "HE, WEE - LUERIET LSt ARIE R any member(s) of the "Federation" by the "Federation" for any of the above or
related purposes;

k. HABEBENAT  SEUEMESERENBSRBESERNAT  REARBREZBENI N ARRELREEMBRBIEREE - DIEREQ L
5y ARA B 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. REBRERFFEREENRIEZEESE the Insurance Claims Complaints Bureau and similar industry bodies; 5z and

m. JEBIZEKSLET Ol ELTH% RS government agencies and authorities as required or permitted by law.

KATEMREDIREERRRT D e, BREBEAWENERDIER KA/ ZEZRATAER BOCG Insurance is hereby authorized to obtain access to

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

R

IS - BARERE - PIREERBOAEEUEBHNEARBEEZRANEAEZR Moreover, BOCG Insurance may also use and disclose the Insured
Person’s personal data otherwise with our company’s consent.

AP ERERAERELATREBRBEEAEZRANBAEZR - MAFE O REBRBAEESHEIEL (E5 1 2867 0888 - FHE :
3906 9939) Our company has the right to obtain access to and to request correction of any personal information concerning 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)

V] ZFoEHELERRERERER FATARARARXTMEREFEMRANRERGERNS - WREESESFEDER (ERFEENRBERIBREE
FHZFRERERE) ° Our company understand that this is an auto renew product. The policy will be automatically renewed simply by our company
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).

ANEEDBEABRARRERNZARD - EFEARK L3 2BREKEEAZRER - Our Company confirms my agreement to all sections in this Proposal
Form, including but not limited to the above Declaration and Personal Information Collection Statement.

&HE HK./
KREBEATIEBARE ERSIRENE) ZE M K BH(B/8/E) Signed Place and Date (DD/MM/YY)
Signature of responsible person of the proposed Insured Company
(including Company chop)

FRESEEARWEAERGRE - "TPREBFRRERAT ., FEETEE -

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

Bao /B EEE R THAL (Broker/A gent must complete the below box)

fRi& /A EZEH For Office use only
142 /IR AR Broker/Agent No. {REEARSR Policy No. #2354 \ Handled By ZEZ A Checked B
y

&40 /1IBE M Broker/Agent Information
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B T3S £ FUSHEZE Business Credit Card Authorisation Form

O visa O Master
HE AR Cardholder’s Name BESMDERE ST B OSEAS Credit Card Account No. ERREIME (BA/%)
HKID Card No.

‘ ‘ ‘ Credit Card Expiry Date (M/Y)

/

RRASLZEE "PREBRRARAS , #REAINBIHEHARFPOBEXN 'HRERASR,, BERERREHESR  HEE251TE
H1 © The Proposed Insured Company hereby authorise and direct “Bank of China Group Insurance Company Limited” to debit the premium and premium levy
due from the Proposed Insured Company’s business credit card account for “Healthy Medical Comprehensive Protection “on yearly basis until further notice.

BHEERARFERAZE Business Credit
Card Cardholder’s Signature

(REBHERFRZSAEMAE should be
the same as the specimen signature on Business | X
Credit Card)

GO

R ABEEFIRDE
Contact Phone No. of Cardholder

HEHE Date (H D/B M/E Y)
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