BANK OF CHINA GROUP INSURANCE COMPANY LIMITED

iR R R BRI ERRRE @t LB s
BOC Voluntary Health Insurance Scheme Certified Plan Proposal Form

B EEPIREWHED 71 SRKLEBKRNE 912 Correspondence Address: 9/F., Wing On House, 71 Des Voeux Road Central, Hong Kong.
= P IRTEEMAR Customer Services Hotline: 3187 5100 B HE Fax : 3906 9906 EFB Email : medicaladmin_ins@bocgroup.com

EZEEIE Important Notes:
#ITEHBA - BT ThIREEEFRAERUEM . EEFaAERERRREENENARERE:
Before applying the BOC Voluntary Health Insurance Scheme Certified Plan, please understand if the product fulfill your

objective(s) of purchasing medical insurance and your insurance need(s):

- TEFRRE, X "HMMEERER . RESERUERFRRE M EREREAL -
Basic Benefits and Supplementary Major Medical Benefits are indemnity type hospitalization insurance to cover the medical

expenses for hospital confinement.

MB/HRERNREASR H2% "PREBERMEAITER . NERGN  ABAEPREBRBREI

(www.bocgins.com) °

W

If you want to know more about the product information, please read the product leaflet of the BOC Voluntary Health Insurance

Scheme Certified Plan, or visit BOCG Insurance’s website (www.bocgins.com).

12 1R AZHA Declaration of the Proposer:

[] AAERE "PIRERBRAZRDIVER . WERBNL TRERELE  REZRTIZEFLRIESAE - AAR
WEMTEANERBBERRRIZINENRFRRTER - WETRIREBH -
I have read the product leaflet of the BOC Voluntary Health Insurance Scheme Certified Plan and understand the scope of

coverage, premium table and major exclusions of the product. I confirm the product meets my objective(s) of purchasing

medical insurance and my insurance need(s) and would start the application process.
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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 F B PIREHED 71 KL EBKRE & Correspondence Address: 9/F., Wing On House, 71 Des Voeux Road Central, Hong Kong.
= P IRTEZM4R Customer Services Hotline: 3187 5100 B HE Fax : 3906 9906 EFB Email : medicaladmin_ins@bocgroup.com
{&3E Notes :

1. BHUENERESREESHEAM "V, 5 - FAZERWBEENR - FRIRATESZEZ - Please complete in English BLOCK LETTERS and tick the box
where appropriate. Any changes to be made should be signed by the Proposer

2. E%Jﬁthﬁiﬁﬁ%?ﬁﬁ?ﬂ@ﬁiﬂwg EQEEEPfE'%If?B BRAT (FE "HIREBERR . ) EFRBHE (852) 3187 5100 & - BRI AT 7R

: EEM%BE&%A&/EZ%J%AE’\P‘FUE CERBERNEEERE - E.E&H':A&/szﬁ)\ SAZIPRERARIE - BEEBIRELRR « 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. 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. IR EE—ERIENE  BNESEEEsSEEREIE R - Once the application for this proposal form is accepted, your policy will be automatically
renewed each year.

4. NMRRAERBPANELEEUMEEE  REFBEAVEEREUSEBAPREERRE - PREBFRBSRBYUMAAE " EPinﬁEErgﬁ*’rilJ;%’\_JE
ma (B8 TPREFESFEBFRAERTER . R TPREFEMEEFRAITTER . ) (T8 "FEEL REEZR - EUUFRR/ERERERS
BE{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 - HILURERZE - 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. AFtEIBTIREERIREIR - This Plan is underwritten by BOCG Insurance.

12 {RE1E Eligibility of Application :

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

2. RERABRBFEMLENT 15 XE 80 (EEBFETENA) - 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  BRPREERBAE www.bocgins.com T8 "EFERNER. , EZRERRRE—RER - MERNEN - 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.
(EREIEIRBEEREAR  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.)

1. BEXPE" Name in English GSEHE B #EE Surname first) 2. 374 %%* Name in Chinese

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

5.E5BBMER ﬁ%# HKID Card No.(# & If any) / 6. %g# Nationality (E1Z/ #h& Country/ Region)
Eeficbia Passport No. FF&E/ER & Applicable for non-HK resident)

7. ﬁ%ﬂiﬁlﬂt#Correspondence Address

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

JE 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 (FEETERAEIZ /& 2 78) Correspondence Address outside Hong Kong (Please specify name of country / region):

FRIE4RSE Postal Code ( R#EFI HAé,ﬁLMMﬁzth For Address outside Hong Kong Only )
8. {E1it Residential Address [ ] B3B5T 1 HE4AHE) Same as the Correspondence address

. Bt 45 E R Contact Information (B2 /& 13 5% 4% Country /Region Code - %l e.g. At the Mainland : 86, &8 Hong Kong:852)

?}E#Moblle f£% Home

N e Iy I I S ) SO B L1 I-rJ 1 1 I-°1 & 1+ [ [ | | |
Bl% / R SRES EEISEEEH E SRR (07)
Country / Region Code Country / Region Code _ Area Code (if any)
AF] Office B4 Email Address

- [ - 111 1 1 |

El% / R SRES &SRS (1075)
Country / Region Code  Area Code (if any)

10. BB ABRM A2 & B #R1T2 0 Bank Account must be in Hong Kong for Claim Reimbursement*
KRAZERIT K73 47% 1 My Bank Name and Branch B 88355 285 Autopay A/C No.

e e e
AR ANEME—RITERSOFERAEEBH VA - MRAERERITED - BEMMUIZEZMFIRIRA - 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.

# WWEIERIEE Mandatory Fields(IRIBHNMIIHEPEBRREMBERN @ A ZAIGRHFPREBRBEREASTHHVER - O AYIES - 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. 3% R A" Occupation Proposer

[]01- BRZ AL Political VIP []06- £4ii T Skilled workers

[102- EEFEE AE Officers and Managers [107- B80 %583 Manual workers

[103- EXRM#LMT A E Experts and Technicians []08- EEEEREX ~ £22 « JBRAS /A A8 Armed forces and Customs Personnel
and Police etc

[]04- XEFEFHETAEZE Clerks and Administrators [109- #&2E A & Unemployed

[105- BR#% F1#H & A B Services and Sales Staff [] 10- EL Al Others (5528 Please indicate)

R4 %I H 8B Effective Date of Insurance Cover

EUNEEAMERRIMRASTHE 1 AR - Effective date must be within 1 month of the application date.
HD/BM/FY (NESERFIBERZIRER - AMRIEFH T4 - The insurance is effective which is subject to all underwriting procedures are completed.)

Z R AE R Details of Insured Person

NZRABERFRAZRE—A - F/EEE 1-12 IE If Insured Person and Proposer is same person, it is not required to fill in items 1-12)

1. X% Name in English (%685 #£FE, Suname firsy) | 2. P34 % Name in Chinese 3. MRI*Sex  [12Male [ ] % Female
4. BESHEYEE" HKID Card No.(017 If any) 5. #IBYEIE Passport No. 6. HAEEE#ESREE *Birth Cert. No.
I . | | L | (I_I ) GEEBERER Applicable for non-HK resident) (11 BN Applicable for aged below 11)
7. %E#Nationality (BA%/ #h& Country/ Region) 8. 4 F " Date of Birth (5 D/E M /4 Y) 9. F,ﬁiTﬁﬁ/\EﬁT?f*\#Relationship with Proposer
[] F2f® Spouse [] X Father
[]F¥ Child [] & Mother
10. 1725 / 2578 Industry / Business Nature 11. B2 Occupation 12. et A LA
For Insured Person without Job Engaged
[] &% Housewife [ ] B34 Student
[ ] 324K Retired [] 52 Unemployed

ZRANEEEL TIER Insured Person must fill in the following items :

13. B {E#1"Place of Residence*

[]1&7& Hong Kong [JA Mainland [JEL 1t Others :
[ J/2F9 Macau %278 Name of City B2 Z ¥ Name of Country
%278 Name of City

FREEMREEERARAERERE - BRFE  EALTEHRDEEERRAXELNARTY - MIFEBEE (HMBER - TIFsRE ) - ZahA
BERW AR RHZA LTRIEEH - 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.

# WWEIERIEE Mandatory Fields(IRIBHNMIIHEPEBRREMBERN - A ZAIGRHFPREBRBEREASTHHOER - o AYIES - 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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5T 2|3 $E Plan Option

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

PIRIREBREERETEIR I ZEm PIREEBREERTEIR U ER

BOC Standard Voluntary Health Insurance BOC Flexi Voluntary Health Insurance
Scheme Certified Plan Scheme Certified Plan
#w5% Number {REZIEE Benefit items #w5% Number {RFEIEE Benefit items
[] S00035-01- 000-02 12 #5128 Standard plan [ ] F00028-01-000-02 EEHEI  Basic plan’

HAFE ' RARRE 1

Basic pla.n1 with upgraded benefits 1
HAFE ' RARIRE 2

Basic plz;m1 with upgraded benefits 2
EAREHE ' RFARIRE 3

Basic plz;m1 with upgraded benefits 3
EAREHE | RMINE R IR

F00028-01-001-02

F00028-01-002-02

A

F00028-01-003-02

[ ] F00028-01-004-02 Basic plan® with Supplementary major medical
benefit
BEAREE | R MEE R REMA R IRE 1
[ ] F00028-01-005-02 Basic plan * with Supplementary major medical

benefit & upgraded benefit 1

EAE B 1 RPN EAE EIRIRE A AR (RIS 2
[] F00028-01-006-02 Basic plan® with Supplementary major medical
benefit & upgraded benefit 2

EAEE L RN EAE EIRIREAF AR RE 3
[ ] F00028-01-007-02 Basic plan® with Supplementary major medical
benefit & upgraded benefit 3

BRE RIREEE Total Premium and Premium Levy”

2 FH{RE Total Annual 2 FH{RE Total Annual
Premium (HKS$) : Premium (HKS$) :

#r$01% R E Discounted Premium #r$01% R E Discounted Premium
(4N F if Applicable): (4N#EF if Applicable):
(%3 Discount) ( %3#74 Discount)
{RE:FREEE Insurance REEFREHE Insurance
Authority Premium levy: Authority Premium levy:

P& {1 42%8 Total Payable: FE {1 42%8 Total Payable:

MRIBEEER ( "TRER. ) BERERHEXOGREFAANNRERHE - ARBIMZRER  REFEARRARGEROREASMMNZERE
HETIREE - THERRBASBZEHANNBEENFRES - HESHSARHEXRNEMAMEE - ARHE - FABRESMNMEE www.iaorghk
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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RIFEMILIE B KRB R

Stated Information for this Proposal Form and Illustration of Stated Information

A AEMERFREEmBREHERAENREZERBE Standardized Underwriting Questionnaire on Health-
Related Information for Ind1v1dual Indemmty Hospital Insurance Plans
fRitIEERBEFRER  AEA—8E "2, - FRMUEWMFITENR - The stated information is for underwriting purpose. If any answer to question is
“YES” , please provide supplementary information.

EHE Part A : Z2AEEl General Information

1. B Height E>K CM

2. #2E Weight N KG

3. MRARKEBLEET 225 Taking of drugs not prescribed by doctors &= Yes % No
EBELFRN  IRAZERELBE—(ERERARNEBLEES ZEY ( BEMMBTIDHEREY - IS RE - BE m| a

- BEE - E0E - EEHEER ; ’Tﬁ*@%%%ﬁﬁuu ) ?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?
EEBEZERR "2, & AOEHENIRERRE - If your answer is "Yes", please proceed to answer the following follow-
up question(s).

(a) ZEYTELE Type of drugs

(b) FZERERE BEREBIUWEX - 8E2H) K E Duration, frenquency (e.g per day, per week) and quantity of consumption

Z Part B : {#5F&# Health Information

FH 35 A\ ZES © SEFE A LR RENL 55 DL N @RI R 2iA98% Note for applicant(s): Questions of Part B do not require the applicant(s) to disclose
information regarding the medical conditions or treatments below :

{%’R/ B ] R | 7 ( 1) ‘l‘éﬁ > ALATE ( *"%ﬁ) %k%lil FEREERTImN / MURHE

GEELER ) e , %%ﬁf Gk . A (EAEHH)
AR A RIE R IEE RIS d ?E Cold/flu/sore roat, gastroententls/food p0|son|ng (fully recovered), indigestions
(no investigations requwed) acne muscle spramed (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.

FELATE 4 210 E(E A —TER > M % HE SRR ER R RE -
If your answer to any of the questions 4 10 below is "Yes please proceed to answer the relevant follow-up questions.

4. RERASEGHEZ TIERSEBEARN ? Has Insured Person ever been diagnosed with any of the following diseases or | Yes No
medical conditions? = &
i J2 fiE 5% JR{i % Cancer or carcinoma in situ O O
ii.  PEERAESE Brain tumor O O
ii. /SRS Heart disease | ]
iv. hE ( SEEEHKER - 478 "/NPE . ) Stroke (including transient ischemic attack (TIA)) O O
v.  SI[ME Hypertension O ]
vi. R RS EE M £ 2% Diabetes mellitus or impaired glucose tolerance O O
vii.  BJ& Kidney disease O O
viii.  HERIRRR S HHEIR{EME BB Prolapsed intervertebral disc or degenerative spine conditions O a
ix. HEBABERIRABIBRMERIERAT Diseases or medical conditions requiring a medical device or prosthesis to be O ]
implanted within the body
X. ABREARZHSE (B%HATE ) K Human immunodeficiency virus (“HIV”) infection [m]
xi. ERMER (IEREERFZAICHEENEES « SI1BgiE EAEE ) Congenital conditions (medical, physical or mental O O
abnormalities that existed at the time of or before birth)
Xii. B A2 BE &/ NEEFEEEN - KO - RELEHDHIENMARST Physical defects, impairments, O ]
deformities, and / or conditions affecting mobility, sight, speech or hearing
xii.  TEEERAN (HIUWHE - EE - BEOR - BLERFASRITINE L ) Mental health conditions (such as depression, O O
anxiety, schizophrenia, eating disorders, or bipolar disorders)
Xiv. S IEEE2fESY S MASAE Hypercholesterolemia or Hyperlipidemia O a
xv. MHEER (ANJBFRENX (BFNE2EGHRE ) - BEHFIFE(E) Liver disorder (such as hepatitis B or O O
hepatitis C (including tested positive), fatty liver or cirrhosis of liver)
xvi.  ZEMIB(EAE Multiple sclerosis O ]

5. HBERAFA  IRAZEELAFEZTCHAREE (HNER - SmER - 8+F - 8F ) REUERIRERRER | Yes No
EXEBEAS (FNERELE - ¥IRAERM - BHREE ) WIRIEZIAEEEZIE ? In the last 5 years, has Insured Person = &
ever had or been advised to have any regular or ongoing (such as monthly, every 2 months, half-yearly, annually) follow-up
consultations or medical care with a healthcare professional (such as specialist doctor, physiotherapist, psychiatrist) for any disease

or medical condition?

6. HEBELFA IRAZEEWNBEZSTEH (PINRBEETRER /8B—R/ ARER ) RASPEE—ERNES | Yes No

ZZ4) ? In the last 5 years, has Insured Person been advised by doctor to take any medications (such as to be taken daily / once per = &

week / as needed as directed by doctor) for a continuous period of more than 1 month? _ _
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7. EBAENFR  ZIRAZSEZGAMFER ? In the last 5 years, has Insured Person been admitted into a hospital? Yes No
b &=
O O
8. TEBELFNRN  XRAZEZHEFERBERTEIIIIER ( BEANREREIEAMBIEHR ) ? In the last 5 years, has | Yes No
Insured Person undergone a surgical procedure( including endoscopy or biopsy) without being admitted into a hospital? = &
O m}
9. EBELFNBEA  ZRAZELESHEREZRESRE (fIWiRm - BiK - OEE - X 56 - BBK  BEH - | Yes No
AER - EEFHEH - B2EAE - ZEFSOAE - REFFSREE ) ? In the last 5 years, has Insured Person ever had or been b= &
advised to undergo investigations (such as blood or urine test, ECG, X-ray, ultrasound, CT scan, MRI, PET scan, HIV test, Hepatitis O o
B test, Hepatitis C test)?
MREXRE "2,  RRANRELERIEESEIETINED ? If the answer is “Yes”, does Insured Person’s investigation result(s)
include the followings?

i. 1@ER4ERIER Normal test result is advised O O
ii. @ER4ERER Abnormal test result is advised O ]
iii. RRALESESERSIIBERAER Insured Person is still awaiting test / test result O ]
iv. BRERBETCHAACTEE (EEEWHE—LDRER ) Test result is inconclusive or uncertain (retesting or follow up test is (| O

required)

v. BBERESKERSRRABEESLE (FlU—LRVBEAFARNIBERINTERE / IKEE / BENREsHt / | m|

iNBAE /,EJEF"E"}EHHWB_,@?UE B ERARAR (3R E51E ) 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. R7RRALSE 4 £ 9 EREPERENERS - SIRARESB F3IENR?Apart from anything Insured Person has already | Yes No
disclosed in Questions 4 - 9, does Insured Person have any of the following conditions ? = &
i, ERE—FR - RBEELUMELD T 5 A (11 % ) PLE Unintentional weight loss by more than 5 kg (11 1bs) over past 1 year. O ]
i. AEBMM (HRESRM - EM - REMsLM ) Z2/>—1E8 Abnormal bleeding (such as vaginal bleeding, rectal bleeding, O (]
nose bleeding or coughing up of blood) for at least one month.

i. EBE—FRN RABETREANIFHERERAGEERAFTEEZITEREAS (HINEREE - YIRaREE - 15 | m|
BRIEB4 ) FIR#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. EEEMRRERERRER (BIMNER - 88 - HERW - R SR ) MEESITESKEESR Other medical | m|
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, F - FOZHEMMNRERE - MSBE—HREDE - ERAMEDZ - 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.
*FEERHEZEN (HUERELQEREARNER TREFNHDRABN ) LMEMFLATFZRIRE © 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.
Ozass Question No

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

(b) BRUEIBFERAEARAYE HB Date of first occurrence of sign and symptom

H/B/% DD/MM/YY
(c) BETHAE /& /AIF / #FH# Treatment / investigations / tests / scans that have been performed

BRAE /185 / Rl / 1B% B Date of such treatment / investigation / tests / scan

H/H /4 DD/MM/YY

(d) B (PINMBECERREE - BEIRE/ IRFARESZEY) / TREZHHB ) Present condition (such as whether fully recovered,

follow up action / medication / next follow up date)

(e) E%&ER /AE B Date of last follow-up medical consultation / treatment

H/HB/% DD/MM/YY
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() ABEBRER/A#E/ BERR / BEUREREEHESR Name of doctor who treated the disease / sickness / medical condition

/ sign and symptom

1. BEAA - RIRARRERX S TR BREBE RN TR BIRIERZ N IZERAA RN © 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 &
before age 60 :
i.  YEAE Cancer O O
ii.  7E/\J& Coronary heart disease O m}
ii.  #EFRSE Diabetes mellitus O m}
iv. IEENARITEIR Motor neuron disease O m}
v.  ZEMIE(EE Multiple sclerosis O m}
vi. & Stroke O m}
vii.  HHEIAE Parkinson’s disease O m}
viii. 3B Hereditary diseases : O ]

BIEEMAST - XEUARBIRERR - 208 EE - KEHOMNRE - BEEEMRE (AR - tios&m - #J7)
WEM ) - MAEMEE  ZEUERNT T EEIEE - 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.

EULEERE 1L 2EA—IEERS "2. & FEEMNUTHIRERRE - (NZB—ERE - olFERAME ) 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.)

(a) BB{E*RE Which family member?

(b) WBFEEZESE Which disease?

(c) JAEEEHT Onset age of disease
0 30 53T age at or below 30
O 31-40 5% age 31-40
O 41-50 % age 41-50
O 51-60 % age 51-60

E RS E0 Statement for Collection of Information

KAN/ESELER  UTENREBREAZREEREER ZEBN  URAAR/IZRAABEAAMERETEREBRNER  IWe
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:

() MEESWEARFARNERNEFSZERZAR  MEAREPREEBRBFGERAR/HZRAZEBERRARERFERWVER - PIRE
ERERANZREFER/AFEIE  TEREEPEKMERFEER - 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.

) ERREA  FAR/HAZRABZZ|EMAFAE - ZABSPEROPREFRBIERTREERNER - PREBRBRBEAAR/N
SRARENER e EREREMENEAMBERAR/BARRAE—TRUERUEZIR 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.

(i) BRAR/RZFRAERRAPFREEFAAR/FAZRAWZRENNPEBMABEPRENERNETANERER - FAR/AZRAFE
ERBBEIMPIRERRIR o 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.

(v) BEMEERNRARTLERRRE  ERAR/AZHEARRE (i) FRtEEPRFIFAER P IREBERBIEHTBE L ERNER - SRR (iii ) A
AMERNECTRENERMRREMNPREERR - AAR/XZRANVFRRREDLESZIFE  PREBRBRIUBEEIAZL - fFE
S HIEBRARE - SIERREE - 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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MAIPRETTE Payment Method

(1 1. BUSHE-E{IF Payment made by credit card
BEZE 10 Bl T EBRMNFIS#EE 1, RE - Please attach a completed Credit Card Authorization Form in page 10.

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

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

KAABAIRRE—&MEZ  EBRREFERE  AXREEEPREERBAFEVTITERNERERN - KARBHRX TNEREFERANRER
REHE WREFESFEIDER - BERPREBRBERNAZET/EAFEOERER "PREMBBRAZIIVER  BANNRERRER
E . GiEHESEMERNGREMUREBENREFEERFERRERE - 1 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.

E A Declaration

L RAN/ESEMRE "TPRERBRFEBRIER ., HE - NEREZZRANREBEVNHNEAZRACHEZ - cHRBRZMBBRHERNSEK - B
BHERENBREZIAREZER BEHEMBERIMSIBZERETE - —ZATRE  RIFRAR/HAZRACERREANSFH M BILE PR
£ BRI - /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. KN/ EEERBBRAZRARPFENRBRAFENT 15 HE 80 BA AL - /'We declare that upon application, the Insured Person is aged between 15
days and 80 years old.

3. RN/ESFELER - AN/ESECRLLARBINB)NGEE - RARREZEMDEEE - JFRBRBRREZRE - AA/SSTHANERERY
THE  FAR/EZFREAZREBRMZIE - /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.

A RN/ EEELER  ARAEZEFERITHEARE  IATOTMRAERKRE  FAR/FTZRAZREBRMZE - IWe 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 - 201 - RRATREMAL  HUEPREBRBREAN/ESER/H LEARBUWA)RRBER B EFAER -
IREE AR IEABRENS © I'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/EERRPIREBRBIRE B RIRMREBMESE 2R - YWe agree BOCG Insurance reserves the right to accept or decline this application.

1TERNEEPALEHNERRE  REHNBRAREBEENE  PREEFRBEFIAR/ARFRAZRBEEBITE - 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/ESHBRFARFE Lt - E8EREFEHRE - EREREPREERRABENVEUEINERERN - AA/EERAHZXTMERESE
EFENRERFREHE  IWWREFSESEEEEIR - 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 renewable by my/our settling of the required

premium and premium levy for the upcoming policy year.

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

AABBARARENERN BPREERBIRERIGEZME - WolBsEAR 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) EBRBHEANRREPBIRAGREZLZMIREREEE 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) BHEARFGEBNREOEAWERE - 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) PEREBRIRITEEANMIME exercising any right of subrogation by BOCG Insurance;

(8) HEH it RRA B RGN R other ancillary purposes which are directly related to the above purposes; &z and

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

cPIREE RO HE i RS ARA R/ ZERARNEAZERZET F5E 7 BOCG Insurance may disclose my and/or the Insured Person’s personal data for

the above purposes to the following classes of transferees:

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

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

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

e. BRATKRBRELL reinsurers and reinsurance brokers;

f. AABRBREAL (%A ) my insurance broker (if I have one);

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

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

i REIARRUNEURBASHEAMENEEAER("HE L )REEE - LB LANERER - stE "#E, RTHESRE  tEthE
RERBREFED "HE ., SEMNFEZMARESEERTHT "B, 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
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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 B8 THE, BEFEO "HE. WEE8  PUEREY L5 A5R B A any member(s) of the “Federation” by the “Federation” for any of the above or related
purposes;

k. HABEENAT  SHETEMESEREIBREEZEENAST - FERBEBAFND N ARNRESBEREMRBHRMAE - DUERIEH T Litsy
BRI 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;

. REBRRERFEREENREZEE the Insurance Claims Complaints Bureau and similar industry bodies; } and

m. EBIZE KRS FF OB RS government agencies and authorities as required or permitted by law.

AAEIEREDREE 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.

LS - BARABR - PREERBOAESUHE AN ERREERAR/FZHRANIEAER Moreover, BOCG Insurance may also use and disclose my and/or

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

AANBAERERKBXREEAPREBRREEBERAAR/AZRANBAER - MIEFE - JOPREBERBEAEESRIIZL (EE : 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).

EUWIEEMEIST Receive Direct Marketing Materials Instruction

AARRPREFEBRBERTANBAEREUTREFEHERE B "v" EZEZERIE) 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)):
[ EF#EFH Promotion Email [ E5E5:0 SMS [ B E4 Direct Mailing [] E5EH#H Telephone Call
WRER LR R EMEBAELU EEA A ALY B RERERE  BINERSE BB REERBEMTE R EHFEMERE - 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 marketmg of BOCG Insurance.

M ERFRMREHEERNEHERERNERE  TRREURZAESHMPREEFRENERE - F18  SUENEEEARRBEPREBRREHN "&
RERBSE ) LENER  RER/IEN  FLRSEZBSLEBRTRERRREANREHEEMNEAEZRTES - 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.)

BEASRNIEELAEE QA SEEZEEHIETR Instruction to disclose personal data to the Group companies for direct marketing

0 RUERREAEZANRETPREMRROES - PREERRAUESHTEATENT " AKE *EWJEZ%&HWJAWE BIEMRE - R -
ERF &% Bm RE ROREERBTIERAEENEERE GRSEPREERREN "EREKES . LtAEADIREEREERT 2 EHE
ENEABES  ZERBRUTFEESINAL  URZENEMEEFINER - REK/FENMER - ) BEEFRPREFRBERENEAER
BFUEATEM ERR - FREERELRI”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

* TREE , BFPREERRIEZER AT - CMBAE  HRBSERMBAE - FWEMREL - MEMEEEPREBRBNIZER AT 2917 - Mt
B - ARMSBERMEAE - 15 Eﬁﬁ {-Eﬁﬂ The “Group” means BOCG Insurance and its holding companies, branches, subsidiaries, representative offlces
and affiliates, wherever situated. Affiliates include branches, subsidiaries, representative offices and affiliates of BOCG Insurance holding’s companies, wherever
situated.

BUHIRE R R 2SR EE B Declaration of Cancellation Rights and Refund of Premium(s):
AAPBRAGRLUERBNERNHEFRERNOREEAREHMRTSEERER  NWERRFRERHE ; ERAANERZZEMN - LHEfRH
IREERBEOHI - FBPIREHED 71 5KLEEKE 9 B)RUTHRAEEWEIZEAN  RERXMNFAHEANKNREDS (BHME) #F
EATKABKRE - 859 21 X - BIERFEE B2 - 1 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 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] FTABBEERABBERES - RAABRTEREFEMANRERREHNE  WREFSSFEHER ERRESRBERRREBFHZRER
&) - I understand that this is an auto renew product. The policy will be automatically renewed simply by my settling the required premium and premium levy for the
upcoming policy year (renewal premiums will be based on the prevailing premium rates at the time of policy anniversary).

AN/ ESEIBDBEIRREAZMERD  SFERARRLIZEFTEEIRE  BR -  WEBAERNER BUBREEZRBERERR - IWe
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).

SRAZZEARRARBRFERTE 18 mILL L) SZIRABZ

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

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

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

FiRFEEEARAKEEZMGRE - 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 qﬂﬁEﬁEHﬁ%ﬁ%%ﬁﬁﬂ%%Eﬂ%iﬁﬁé n':|:'|) BOC CUP Dual Currency Credit Card (Must be issued in Hong Kong)
BFE AR Cardholder’s Name EEBBEMEIREE | EHTFOSRM Credit Card Account No. EAFAEE (B/F)
HKID Card No. Credit Card Expiry Date (M/Y)

ANLERE THIREERBRERAEL ERAANEHFFOSEXN 'HREREREFER ) BRAREAREHESH 2517
#%0 - 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. KBRAZMRERRERERE Reason for paying premium and premium levy on Proposer’s behalf:
O ZABERAEUTALZZHEMT 'PREBERIIRIEZER, REMREBESE - AANBEUIRKILREMEENTARES

P EFHEEFIRIRA © I hereby 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.

(GEE/KAK/Z 1) Mt/Mrs/Ms) &8 B 17755 HE HKID Card No.
5+ A% E Cardholder’s Signature It 48 B 5 95T Contact Phone No. |28 Date (H D/B M/ Y)
(CAEAEAF%EZ 1548 should be the same
as the specimen signature on Credit Card) @
X

R /A EZ H For Office use only
IRE#RIR Policy No. #8354 A Handled By EZA Checked By
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