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BOC Worldwide Medical Insurance Plan Proposal Form A O CHINA SRAOF BN G LTI

BRI HEPIREEED 71 RAKLEBKRE 912 Correspondence Address : 9/F., Wing On House, 71 Des Voeux Road Central, Hong Kong.
= P IRTEEMAR Customer Services Hotline : 3187 5100 8 HE Fax : 3906 9906 EFB Email : medicaladmin_ins@bocgroup.com

EEEIE Important Notes:
ETRRA - BB TPRRIKERFRRERE ) EETSCERBERFRIINENAFRIBEE
Before applying the BOC Worldwide Medical Insurance Plan, please understand if the product fulfill your objective(s) of

purchasing medical insurance and your insurance need(s):

- TEFRRE, RESERUERRFRR M EREEEASL -
Basic Benefits are indemnity type hospitalization insurance to cover the medical expenses for hospital confinement.
- THR2. - TFRL RE - XNSBRREBEREAXYE -

Outpatient, Dental cover those specific medical expenses.

MEFRERNREASE - F2%E THIRRIKERFRESE ) WERGT - VEIEPIREBIRRAI (www.bocgins.com) °
If you want to know more about the product information, please read the product leaflet of the BOC Worldwide Medical Insurance

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

12 1R AZHA Declaration of the Proposer:

(] AAEREE "IRIRIREERETE, WERBN L 7HERIEHE REZRTIELARIESENES - AABIER
FarsNEBBRRIEIENENRRBREER - WETRRPE -
I have read the product leaflet of the BOC Worldwide Medical Insurance Plan, and understand the scope of coverage, premium

table and major exclusions of the product. I confirm the product meets my/ our objective(s) of purchasing medical insurance

and my/ our insurance need(s) and would start the application process.
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BOC Worldwide Medical Insurance Plan Proposal Form AN TR GRS ESBAR O CONP AR R
B - BB PIREGHED 7] RAKLEEKE 918 Correspondence Address : 9/F., Wing On House, 71 Des Voeux Road Central, Hong Kong.
= P IRTEEM 4R Customer Services Hotline : 3187 5100 8 HE Fax : 3906 9906 EFB Email : medicaladmin_ins@bocgroup.com

E B = 51E Important Notes to the Customer :

1. FUEXERESEREBEEARAM "V 5% - RAZRMNEEN - BIRIRATEEEEE - Please complete in English BLOCK LETTERS and tick the box where appropriate. Any
changes to be made should be signed by the Proposer.

2. *FEMERERE - “Please delete Whichever is inappropriate or non-applicable.

3. BRAERULRAEZTEEENERNANSR BHE EP%E%IEF EIZE"\T (FH "PIREERR" ) BPRFBL (852) 3187 5100 HMMEL/NIEEM - FRBAT THE
o BEREREAR/ZZHRERANFZ - EREE BREER GERRAR/AZRABAREFAERNRE - EEFREKR  If you have any doubt on what should be
disclosed in this proposal form, please call Bank of China Group Insurance Company Limited (named below as “BOCG Insurance”) customer service hotline (852) 3187 5100 or contact
your agent/broker. It is advantageous to the Proposer and/or Insured Person(s) to fully disclose all material facts to the insurance company. Failure to disclose may mean that the policy
will not provide the Proposer and/or Insured Person(s) with the coverage required, or may invalidate the policy.

4. UHRRAREBHF-LEIEME  TSHREFZSEEEHER - Once the application for this proposal form is accepted, your policy will be automatically renewed each year.

5. BURREFMESHNATHAREERBEMIRRE - BILURER®E - 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. ThIRIRIKBERIERT S, (T8 "AF2)" )BAPIREEREER - BOC Worldwide Medical Insurance Plan (named below as “this Plan”) is underwritten by BOCG Insurance.
2 RBRE Limitation :

. BERATEZRA—ERR - RARERRAR/SAERXE - 8§61 - §AEMBRE + FX - The Proposer can enroll the plan together with family.
“Family” refers to the Proposer and/or parents and/or legal spouse and/or parents-in-law and/or child(ren) of the Proposer.

2. BRARREFEERNE 7;% 18 %8 LA L © The Proposer must be aged 18 years or above at the time of application.

3. FIBRGRARBBEEHRBERESFRNT 15 RE 70 % - FRERNF 15 HE 5 muAEZEBMA—RERR - Upon application, all Insured Person(s)
must be aged between 15 days and 70 years. Child(ren) aged from 15 days to 5 years old must enroll together with adult.

4. BREDREEREBRUEN  EREFEARRAVERBREREESREF 6 AL - Except the approval of BOCG Insurance, the Place of Residence of
the Insured Person(s) must be in Hong Kong or Macau whereby the Insured Person(s) will live for 6 months or above within the policy year.

#WW/AERIAER Mandatory Fields (IR BRI G FEARFREMBER - A ZAIZREFPIREERBREERAERNER - O AMEE © 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.)

R AEHR Details of the Proposer
ELUSFERAR - BRPREERBAE www.bocgins.com T8 "EFERWER ) EXBRERARFE—FER - IBTHAEH - BHESZPRBEEZG52) 31875100 «

9P =
If insured is Trust, please download " Customer Information Collection Form " in BOCG Insurance website Www.bocglns.com, complete and submit together with
proposal form. For any enquiries, please contact Customer Services Hotline (852) 3187 5100.

(EREERBEREREZRE  MERTAZEITAHRIUET  EEXRAES

SAU% - 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. X2 Name in English# 2. XX Name in Chinese”
(RR ST YL Surname first)

*3, B EBES{B%EH HKID Card No. / 3#8B5EHE Passport No.” 4. BA%E Nationality * (B1Z/Hh[& Country / Region)
5. MBI Sex” ] 8 Male [] % Female 6. 4 HER Date of Birth”
7. F12&E5E Mobile No. " 8. B Email Address "

9. @33 Correspondence Address *
Z Room / 5% Flat 12 Floor E Block KB % 7H/H8 Building / Phase

B3t/ 4041 5% 81K 278 Estate/Village no. & name

AR 8% & T8 Number and Name of Street/Road

& Area [ ] & Hong Kong [] 7L5E Kowloon [ ] #75 New Territories [] B#& Outlying Island

10. fE3t Residential Address o BB AR [E] Same as the Correspondence address

11. B RABEZE" Occupation of Proposer

[]01- 222 A = Political VIP []06- $4ii A Skilled workers

[]02- EEFMEE AE Officers and Managers []07- 327 %58) 2 Manual workers

[]03- EXFN$11T A B Experts and Technicians []08- BEEERPK « £22 « JBRIEHEA A S Armed forces and Customs
Personnel and Police etc

[]04- XEFEFE T YEZE Clerks and Administrators []09- #&3 A8 Unemployed

[]05- BR#ZFNEHE A B Services and Sales Staff []10- Eftfl Others (7537 EF Please indicate)

12. BB ARMNERZE EBRTTE O Bank Account must be in Hong Kong for Claim Reimbursement*'#)
RN Z#R1T K517 %% My Bank Name and Branch B @RS O9EH Autopay A/C No.

t ARRAMEMNE-RTERFOFABEBHE A - MARERERTAO - BEBMUZREZNFIRIRA - 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.
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{RE 4 3 B H Effective Date of Insurance Cover

HD/BM/&EY

all underwriting procedures are completed.)

(NESERAIBZIRER - AIRER7 0143 - The insurance is effective which is subject to

ZRAEH Details of Insured Person(s) IEESSFEA -

SEWE
with attachment

O

ZHRAL
Insured Person 1

FHR Age:

2RA2
Insured Person 2

FHR Age:

i35 #EIE |k Use separate sheet if more Insured Persons to be insured)

ZRA3
Insured Person 3

FHE Age:

ZRA 4
Insured Person 4

FH: Age:

2RAS
Insured Person 5

FHR Age:

ZRA6
Insured Person 6

FH: Age:

1. B E Name in English”
(FBEFE B K Suname first)

2. ©XX ¥ Name in Chinese”

3. EEBBMER / ERRE
BB RS

(11 3 F) “ HKID Card No
Passport No./Birth Cert. No.

(for aged below 11)

/|

/

4. M5 Sex”

5. E4 B Date of Birth*
(B/B/%) (DD/MM/YY)

6. BE%E Nationality”
(Bl Z/#& Country /Region)

7. B Y

Place of Residence'

[] &7 Hong Kong

[] ’2P9 Macau

[] At The Mainland
WHEE

[] &7 Hong Kong

[] BP9 Macau

[] At The Mainland
W

[] %5 Hong Kong

] J&F9 Macau

[] A3t The Mainland
W

[] & Hong Kong

[] BP9 Macau

[C] A The Mainland
WHEE

[] &7 Hong Kong

[] ’2P9 Macau

[] At The Mainland
W

[] & Hong Kong

[] BP9 Macau

[] A The Mainland
WHEE

Name of City : Name of City : Name of City : Name of City : Name of City : Name of City :
(] EAfth Others (] HAth Others (] Efth Others [ EAth Others ] Hﬁ" Others OJ E@ Others
B/t e 2 BZx/ithe = BZx/ithe = B R/iE2THE B/t & 2 BZx/ithe =
Name of Country/ Name of Country/ Name of Country/ Name of Country/ Name of Country/ Name of Country/
Region : Region : Region : Region : Region : Region :
WA WA WA B R WhEE
Name of City : Name of City : Name of City : Name of City : Name of City * Name of City :
8. HRRAREE ] AN Self (] BCf8 Spouse (] R Father (] & Mother (] F& “Child’ O] F& “Child’
Relationship with Proposer (] EBR mLHS:
Father- in- Law Mother- in-Law
9. BZE"Occupation
10. 85 *" Height® Cf/m)
11. B2 ¥ Weight® (T-3/kg)
12. BREEEEH Y
Body Mass Index (BMI)4
13. BREEERH '2ETE (2 Yes (2 Yes [ ]2 Yes [ 12 Yes [ 2 Yes [ 12 Yes
1ZH#E 9 Does BMI* fall & No [J& No [J& No & No [J& No [J& No

within standard level?

#* Remarks :
BEMEESRAEREFEABRERE—HEEAFIU L - WRIKFEFEAE SCEMAEH1EEIERR - Place of Residence means the place whereby the Insured

Person(s) will live for 6 months or above in the same place within the policy year and as declared in the proposal form or written notice of change.

1.

FRIEREBRANGETY  BRFETY  FETR

guardian child(ren).

St BE g

E57528 - Child(ren) mean(s) the legal child(ren) of the Proposer, including step child(ren), adopted child(ren), or

1 I inch = 2.54EKem » 1 2Rm = 100EKem ; 1F58kg = 2.258 Ibs

BB SR BMDETES T “Body Mass Index” (BMI) assessment method :
FTEE . DIERIRENERMR

the online BMI calculator in BOCG Insurance website (http://www.bocgins.com).

i

Rz

BMI= B85 Weight (EEfil: TR kg)
B Height® (Bl : 3Kk m)
BB = 1524 8 BMI Category 1Z2E standard level AR ETEE falls outside standard level
A Adult (18 5%3% L aged 18 or above) 18-26 <18 =, or >26
F Child (18 5L T aged below 18) 10-26 <10 B or >26

f5)F example : ARA

(68 kg)
BMI = ) =22.72
(1.73m)
5 F example
(4kg)
BMI = ,
0.75m)

- FR25% - B8
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173 KK 22 68 F5¢ Adult - 25 years old, 173cm height and 68 kg weight

(H5 B S S12% BMI falls within standard level)

D Fu - FER 1B 85 75 EXRKEEE 4 F5 Child - 1 year old, 75cm height and 4 kg weight

=7.105 (HE5RESHEHATEEE BMI falls outside standard level)

ZPUTBMIGtE R s AN P IREE R4 = (http://www.bocgins.com). A BMIAE -
K/ ZRAMIBMIFEE] - Please specify you and/or Insured Person(s)’BMI index in the proposal form by referring the below BMI formula or
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REFE ° BB % MR Category of Benefits Plan’ & Total Premium (HKS$)

EZX{RIE Basic Benefits

ZHRAL 2RA2 2RA3 ZRA 4 2RAS ZRA6
Insured Person 1 Insured Person 2 Insured Person 3 Insured Person 4 Insured Person 5 Insured Person 6
14. TR R RIRE & O BEFE R | O ZEsts 'K [] 5513l (RIK) [] 5513l (RIK) (] BE&EI (RX) | [ B&5tE (RIK)
Plan Level and Coverage Noble Plan Noble Plan Noble Plan Noble Plan Noble Plan Noble Plan
Area (Worldwide) (Worldwide) (Worldwide) (Worldwide) (Worldwide) (Worldwide)
[ szt sl [ st sl [ St [ st O st [ st
(GEER- EREIN (EER- EREIN (BRIK- EBBRSM) (BRIK- EBFRSL) (RIK- =BIERSM (BRIK- EBIFRSL)
Elite Plan Elite Plan Elite Plan Elite Plan Elite Plan Elite Plan
(Worldwide (Worldwide (Worldwide (Worldwide (Worldwide (Worldwide
Excl. USA) Excl. USA) Excl. USA) Excl. USA) Excl. USA) Excl. USA)
[ WEEETE) (M °) | [ FEEBETEI (GEM °) | [ WEEEET8I (SN °) | [ WBIEETE) G °) | [ WEEBETEI (BB °) | [ FEEat2l (3EM°)
Essential Plan Essential Plan Essential Plan Essential Plan Essential Plan Essential Plan
(Asia®) (Asia®) (Asia®) (Asia®) (Asia®) (Asia®)
15. BESFERRMA [] HKS0 ] HKS0 ] HKS0 ] HKS0 ] HK$0 ] HKS0
Annual Deductible Option | e g5 0o ] HK$25,000 ] HK$25,000 ] HK$25,000 [ HK$25,000 (] HK$25,000
[ ] HK$80,000 [ ] HK$80,000 [ ] HK$80,000 [ ] HK$80,000 [ ] HK$80,000 [ ] HK$80,000
EZ{RM Optional Benefit(s) ( RBANEE5EI5L 2512 Applicable to Noble Plan or Elite Plan only )
16. F %} Dental ] ] ] ] ] ]
17. 952 Out-patient 0 0 0 0 0 0
EFRE
Annual Premium(HK$)

RN ARMEM Total Premium and Premium Levy?

FFERFEA (BF + BERE)
All Insured Person(s) (Basic + Optional Benefits)

2F4RE Total Annual Premium (HKS) :

#ri11& R & Discounted Premium (& if Applicable) : ( %11 Discount)

RE

RIREEE Insurance Authority Premium Levy:

FE{T#25H Total Payable:

RIBEEER ( TRER, ) RREREBEXRNREFAANNREHE - SREEIERER  RESAABRNRURRERORRBRASTHUNZZRENIARE - ITH
FRATDKZEANTNHBENTRES - HESHRSARHEXBEMNAMEE - BFE  FHABEREFSME www.iaorghk - The Insurance Authority (“TA”) 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.

7t Remarks :

S.

R |BURIE H Stated Information for this Proposal Form

ZRABRRRERRE - FORBEMNEEREREBERBLOREEERNRENRINERE - FTEZRARB—REUSELAERARERBERE MEAREADE
IRIERVET EVAR B B48[E) - The Insured Person(s) should enroll in the Basic Benefits coverage prior to the application for Optional Benefit(s) and such Optional Benefit(s) should be
same as the level of the Basic Benefits. The Insured Person(s) under the same policy can apply for different Basic Benefits and Optional Benefit(s). The plan level of Basic Benefits and
Optional Benefit(s) must be the same.

SM(BEIR/ &) ZIEM ST BN - Rk - CONF - RIBE - PE - PEEE - PEVEM - PESE - HE - HE - BA - AR - SWaa - 8BRS -
%ﬁﬂt?& EX=IN I ER=h ¥ﬁﬁFﬁ :II:EE - EEHE - ERE MK R HEHF BEx RE XTI EE - BAMN=R#ER -
Asia(Country/Region) means Afghanistan; Australia; Bangladesh; Bhutan; Brunei; Cambodia; China; Hong Kong, China; Macau, China; Taiwan, China; India; Indonesia; Japan;
Kazakhstan; Kyrgyzstan; Laos; Malaysia; Maldives; Mongolia; Myanmar; Nepal; New Zealand; North Korea; Pakistan; The Philippines; Singapore; South Korea; Sri Lanka; Tajikistan;
Thailand; Timor-Leste; Turkmenistan; Uzbekistan and Vietnam.

B IRALIBEATEE TINEGE - EEER © 2, - iBHFMIE 6 5 TRLIESAF, - Please answer each of the following questions

on the health of the Insured Person(s). For each “Yes” answer, please explain and provide details in “Illustration of Stated Information” in page 6.

— k& ¥ General Information

|

ZYES &NO
1. ZRERERBRE & "2,  FAASRKEERRREFH - BRCSELERE - FHRABHKERE - Do you O O

smoke or have you ever smoked? If yes, please specify daily consumption (piece) and year of smoking. If you have ceased
smoking, please state the date and reason.

2. TREBIENEE-F "2,  FAARNMGRES (HUEE HEE - ZUES ) REBMAE(EH) Do you [ O
drink alcohol regularly? If yes, please specify type of drink (e.g. beer, wine, spirit etc.) and weekly consumption (ml).

3. X 12 BARBEZEIEIMEURD 10 8 (45 A ) UL & "2, - ARBPEEEMNER > Z2EE KR O O
° Have you gained/lost weight of 101b (4.5kg) or more in the last 12 months? If yes, please give exact figure and reason.
4. %E/,\ZE*T%J/,\EEH!’LI? EFHIE (AW BRAAMETR BF - HUBENEKNELSE) 25 Ul U

FZ. - FA#AAEEE - Do you participate or are you planmng to participate in any hazardous sport or activity (e.g. private
aviation, motor car or motor-cycle racing, diving of any kinds or mountaineering, etc.) ? If yes, please state details.

5. TAEWUBREBBIRFILIMEEERTIFE?E "2, - FEARHREREHE EEENREFEERE - Do you [ O
or do you intend to live or work outside Hong Kong or Macau? If yes, please specify name of country and city, purpose of
stay and duration of stay.
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II. $H#{RECHk Insurance History

EYES &NO
6. . BEECBEN EERFFEMEATN - BABE - ERRTHEERR ?E T2, BRERRATSE Ul U
T~ FTEIRE - RIRe%E - (RESXHHA - Have you purchased/been applying other personal accident insurance,
individual medical insurance, hospital cash insurance or critical illness insurances? If yes, please state the name of
insurer, name of plan, amount of coverage, and effective date of policy.

i. EREBRFRBRATIVERERPFEATI - BABE - ERRE - BENASRRMKIES - EHLHIM L] L
REFEGFERFR?E "2 - FIRHBBEERERE KIS - Have your personal accident insurance, individual medical
insurance, hospital cash insurance, critical illness insurance or life insurance policies ever been cancelled or
applications ever been declined, postponed, accepted with extra premium or modified term by the insurer? If yes,
please provide reason and details.

ili. BEBEMLMERBRETE DR ATIPHERE? B "2, - BIERMFHIBE © Have you submitted claims O O
applications of the above mentioned insurance plan to the insurers? If yes, please provide details.

III. % P& Medical History

7. BE/EERAEOUEYBE 14 X (—MEE - KSR ) ? Have you ever been or are you currently O O

taking/prescribed any medication or drugs for more than 14 days (apart from common flu and colds)?

8. MAERXHHRBEHREERLEMORRE - & - SIME - #BKF - BiF - BEXE - X (IMXREEE ) - O O
FERE S E A& B fK? Have any of your natural parents, brothers or sisters suffered from heart disease, stroke,
hypertension, diabetes, kidney disease, mental disorder, hepatitis (or is a hepatitis carrier), cancer or any hereditary disease?

9. B??ﬁijéﬁﬂﬁ/\j? EZBEWEIN  SHEETUHBEERETROBEERSE  eFMEAE - XX L8 O O
B - BBK - EETEEN - FAMRBIEMIRER? Other than medical test(s) requlred by an employer or insurer,

have you ever undergone or been recommended any medical/diagnostic test, such as blood test(s), x-ray, electrocardiogram,
ultrasonogram, CT scan, biopsy or other investigations?

10. BESFHEBELEAER (—MREBE - KERI ) IEREINZERBIE 14 X? Have you suffered from any illness O O
(apart from common flu or colds) or effects of any accident which lasted for more than 14 days in the last 5 years?
UL e ~ B2 s N R B = A 1T 2 2 R R 2 IR R~ 553 ~ 27680057 Have you ever [ O

received or do you expect to receive any medical advice, counseling, treatment or any test(s) in connection with venereal
disease, AIDS, HIV infection?

12. EERBLETIERIMABBERZGESIAE ? Have you ever suffered from or been treated for any of the following
disorders/disease?
i. FIRZMEFREEER ZREX &K hRE- - 29K/ SRE5RASIEMITERZKEZER ? The [l ]
Respiratory Diseases including asthma, bronchitis, tuberculosis, emphysema, deviated nasal septum/turbinate or others
respiratory diseases?
i. DHMERBERAZFIMTEREIENRE / ORE - O0F  SME - BRS LS - 0% - B - #Ik O O
HsRsl E 5% 2 %% ? The Cardiovascular or Circulatory Diseases or Blood Disorders including chest

pain/angina pectoris, palpitation, hypertension, rheumatic fever, heart murmur, heart attack, anaemia, varicose veins or
other related diseases/disorders?

iii. HEERREREBEZERENOITN - Im - SRENERE - FE UK ENEMRE /BB REEE L] L
& ? The Digestive Diseases including hepatitis of any kind, liver disease, ulcer of any kind, haemorrhoid, hernia,
anal fistula or other diseases/disorders of esophagus/gastrointestinal and gallbladder?

iv. WREARERCIEE BN REEFRIGONEEREEROEF=ERERBERE - AZKHR - ASIRE O O
&~ MRS E M AR 2 %% ? Genitor Urinary Diseases including kidney, bladder, urinary disorders and stones or
any Disorder of Reproductive Organs including abnormal smear test(s), menstrual disorder, prostate
disorder,venereal disease or other related diseases/disorders?

v. ADWABEREERRERRE - BFRIRBEIEMBBER ? Endocrine Diseases including diabetes, thyroid ] ]
disorder or other related diseases/disorders?
vii HERMRER - BHXE - BHRANTEROEREE - B2 - 2K P& - 5B - £8 - 183 Eas O O

AR RERLIRIENBESRERE 8N /BN / REENZENEMAR 2% ? The Nervous
Diseases, Mental Disorders or Psychiatric Problem/Diseases and Brain Diseases/Disorders including epilepsy,
paralysis, dizziness, stroke, headache, anxiety, depression or any other neurological disorders and impairment of the
eyes or ears including blindness, conditions affecting sight/hearing/speech or other related diseases/disorders?

vii. BEFIARERERCEERZBEX  BHEX - BE - LE5HEE  BENHNEMCERE ZER ? | |
Spinal or Musculoskeletal Conditions/Diseases including rheumatoid arthritis, arthritis, gout, sciatica, hallux valgus
or other related diseases/disorders?

viii. FEEREFEIRE - ERRE - LEER - B - BiAMEE  ILREERE - REREMNERZIEE L] (]
§% ? Breast Disorder including mastitis, breast pain, breast lump or mass, adenoma, fibrocystic, fibroadenoma,
abscess and other related breast disorders?

ix FEBEGEEE -RZ HBEX REP KEAL - 4KE- - XF -  ZEIHEHMBBRZEEBR ? Skin O O
Problem including acne, eczema, dermatitis, urticaria, keratosis, psoriasis, onychomycosis, wart or other related skin
conditions?
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=YES &NO

x. FRIE - BEVE - ElE - ENSEMUEREEIEA ? Cancer, Tumour, Cyst, Polyp or Abnormal growth of any O O
kind?
13. BESFEERTEYULERERMEERIERESS2AR? Are there any health or physical conditions in the last 5 Ul Ul

years not mentioned above which may affect your well being?

IV. Z 5 A For Female Only:

EYES ®NO

14. i REZREER B "2, - FrHATEER - Are you now pregnant? If yes, please state the expected delivery date. ] ]
FEEEHAZ The expected delivery date
i. EEREZFEEMB LEAHEE (NE92 - BRER - SME - E8FRFRS ) ? Have you ever had any Il ]
complications during pregnancy or delivery (e.g. ectopic pregnancy, gestational diabetes, hypertension, protein in urine
etc.)?
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PR} T8 H SR BA Illustration of Stated Information

M but TRRERGIEE | 1-14 IHEE - HEE—EE T2

2. BERTIERAREZEFE - IESEFMNGRR - BEABAMN SEME
VBRI E —HHER - M EREBBAZRAZZERR - If any answer to above “Stated information for this Proposal Form” question 1- with attachment
14 is “YES” , please provide full details in the following table. If you need to provide details on separate sheet, please tick the box at the right D

hand side and attach the sheet(s). The sheet(s) should be duly signed by the related Insured Person(s).

I. —#%E ¥ General Information / I1. $#%{R 528 Insurance History
f&5%& Questions 1 - 6

SRAES RIRE SRS g
Name of Insured Question No. Details
Person(s)
I11. §% & Medical History
f5%& Question 7
ZRALR FR it E/ RAERTE YA ESHEIE BEBAH RENER FBERE R
Name of Insured Nature of Disorder/ Name of Medication Daily Dosage Duration and Date Current Condition Name and Addr ss of the Medical
Person(s) Diagnosis or Drug (From - To) Attendant(s)
%8 Question 8
ZRALR HRR ARG IRt E/ RIERTE BmBRER RENET - WERFBRMIER
Name of Insured Relationship with Nature of Disorder/ Diagnosis Date & Age of Onset Current Condition, or if Died, Please State Cause of Death
Person(s) the Insured
Person(s)

%8 Question 9 (FEMI_EAREEIRS PLEASE ENCLOSE RELATED MEDICAL REPORT(S))

SIRAES R E/RIE ST R EHER AHEEFHE RERAER RENER TR BERE MU
Name of Insured  |Nature of Disorder/ Diagnosis Date of Details of Tested Test Result Current Condition Name and Address of the Medical
Person(s) Test(s) Ttem(s) Attendant(s)

R3%E Questions 10-14 ((5Mf_E B RFIEE & {5 PLEASE ENCLOSE RELATED MEDICAL REPORT(S))

RRAMS BB | MERE/ AR ERTEIE FriEsz BmEH | LYok EE | ERERERER | BRABRRSREMA? | T2BEIE R
Name of Question Diagnosis /Details of Disorder, EIBRAE Onset Date | Last Consultation |Result and Current B/E Name and Address of
Insured Person(s) No. please specify the location of | Care and Treatment Date Condition Any Medical Report(s) the Medical
affected where are applicable Received Provided? Yes/ No Attendant(s)
Page 7 of 11
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B IREF A Payment Method
O 1. BUSFEETF Payment Made by Credit Card (R {E AR Applicable for Individual Enrollment Only)
D FIEXE 10BN " EARMMIEES ) RO - Please attach a completed Credit Card Authorisation Form in page 10.

ii. |:| =D ‘:F‘fﬁ'lmﬁﬁ"ﬁ REBRENHAR . INRE - HFZE 11 BN "RED IS BEBRMFIE#E, - If payment is made by using “BOC
Credit Card 12-Month Interest-free Monthly Installment”, please attach with a completed Interest-free Installment Direct Debit Authorisation Form in
page 11.

[ 2. UZZE{F Payment Made by Cheque
y y q
BB RIRES "PIREERMBRAS] L WG - Please make a crossed cheque payable to “Bank of China Group Insurance Company Limited”.

#R17% 78 Bank Name: 2 ZE5R S Cheque No.:

AN/ ESHALRFRE—E%Z - EBEREEER R - EXREREPREERBAFEMIARRNEREBN - AN/EERBHRXMAREEERER
NWRERREHNE  WREFSEFEHER - iﬁ&l&qﬂi&'mlﬁﬁﬁ’“$)\/ E27RIT/ERFRPOERAR " PIREKEERES S, BEMHNRERR
BYE  ORFEEESEREUNRELNRESENREFEMFRE - UWe understand that once this application is accepted, if no notice of amendment of renewal
terms is sent to me/us 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. I/'We hereby authorise BOCG Insurance to effect payment transfer from my/our bank/credit card
account for payment of premium and premium levy under the “BOC Worldwide Medical Insurance Plan” , including subsequent revised premium by endorsement(s) and
all renewal premiums for each new policy year.

B8 Declaration

L RABEMRE " PIRIBIKEBERENE L RE - NEREERAMNECSRZER - BEHEMBERMSIBRZERTE - —BATRE - RIFRAR/
A2 RACERFRERNEFEASABIE PIREBRIGEEAN - 1 acknowledge that benefits are not payable under the “BOC Worldwide Medical Insurance Plan” for
any costs of treatment arising from any existing illnesses, injuries or other conditions unless complete details are fully disclosed by me and/or the Insured Person(s) in the
Proposal Form and accepted by BOCG Insurance.

2. RAEIEEPRRARBBEDRERSERLNT 15 BE 70 AL - REPRERREIEN  EREFEAZRALABEREEEM 6
BRI L - WRIRREHNEBE B AIELAEREEERE © 1 declare that upon application, the Insured Person(s) is/are aged between 15 days and 70 years old and
except the approval of BOCG Insurance, the Place of Residence of the Insured Person must be in Hong Kong or Macau whereby the Insured Person(s) will live for 6
months or above within the policy year and as declared in the proposal form or written notice of change.

3. RANELER  AACOFRERBIGEE  RARREZRAEREN - JFAFRREZRE - RADPEONERERIAFHE - RAR/E
SZURAZIREBRYZIE - 1 declare that I have obtained the necessary authorisation from my dependent(s), the information stated in this Proposal Form is true and
complete and will form the basis of this insurance. I also understand that if any information stated is untrue or incomplete, the cover for me and/or for the Insured Person(s)
may be invalided.

4. KNELER  FARAEZEFBFITHEARZE  WATTUMBERAERKE  KAR/EAZRAZREBRMZE ° 1 declare that this Proposal
Form is applied and signed at the HKSAR, in case of fraud or factual misrepresentation, the cover for me and/or for the Insured Person(s) may be invalidated.

5. RAEILEEEQUEE - Bk - 2 REASAEMAL - 90 IREBRBREAAR/Z LR BREERIREFMAER - IEES
ENAREAIEARBREZERIA ¢ 1 hereby authorise any doctor, hospital, clinic, insurance company or any other person to provide either myself and/or the above mentioned
family members’ health condition or detail medical history to BOCG Insurance. Copy of this authorisation form will have same effect as of the original copy.

6. AABEFIREBRRFRE —TBERIRRERMNESE 2R - 1 agree BOCG Insurance reserves the right to accept or decline this application.

7. AANBENERNEZERE  REDHEAMMREANE  PREBFRBBAAR/FZHEAZRBETIRITER © 1 understand that BOCG Insurance’s
insurance liability for myself and /or for the Insured Person(s) will only take effect provided that premium and premium levy have been fully paid and the policy was put in-
force.

. RABBREAPE &t - EBEREFERRA - AARAEEFREBREABENHITERNVERBER - RARBHZITNEREEEREN
REEREHE  WREFESSEEENER © 1 agree that once this application for insurance is accepted, if no notice of amendment of renewal terms is sent to
me/ from BOCG Insurance prior to the expiration of each policy year, the policy will be automatically renewable by my settling of the required premium and

oo

premium levy for the upcoming policy year.

U4 ££ & A E 1l Z2RH Personal Information Collection Statement

RABBEARARHBHER S PIREBRBREVRMBIESMT - WIIBEEAN T5ER T understand that the information provided by me to BOCG Insurance is
collected to enable BOCG Insurance to carry on insurance business and may be used for the purpose of:
. BEREBHARANREERFZNA ARG RKIERARIBERE processing and evaluating my insurance application and any future insurance application I may make;
- BT AANRENTRIERREHEERARERBRIARTE administering my insurance policy and providing services in relation to my insurance policy;
. DEAE - BEEZMARAREBBMRZERE analysis or investigating, processing and paying claims made under my insurance policy;
. BREARREBRINKRARABREBIRE - (REEE KX invoicing and collecting premiums, premium levy and outstanding amounts from me;
. R RRBBNERIRIFVEMELR - EF - BUESLAEH any alterations, variations, cancellation or renewal of any insurance related product or service;
. BLL E FRE# A8 AN A contacting me for any of the above purposes;
. PEREERRITHEE N exerc1smg any right of subrogation by BOCG Insurance;
Er‘_‘ B it R A E BB ERMI B IR other ancillary purposes which are directly related to the above purposes; & and
BIEERAE RO KENTRIKIES] complying with applicable laws, regulations or any industry codes or guidelines.

I e Y T N

FIREBRIRI I EE_ LMAEREARAR/FTZRANEBEAZRZBET T5]E 75 BOCG Insurance may disclose my and/or the Insured Person(s)’s personal data

for the above purposes to the following classes of transferees

a. LA - o IREERBIERTE & IR RERETRBUE=FE - XeBKEE (81  BERBUED - ESERS
HrEY - SFERHED - B RAORIRED - _h*ﬂﬂﬁﬂﬁlﬁl t [ K Bi% IR 12 R 75 ) 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);

. RIBRAEERMIZREE - IBRERAEE R EBERR in the event of a claim, loss adjudicators, claims investigators and medical advisors;

. BRI R R EI AT R E SR in the event of default, debt collectors and recovery agents;

. REBEERRE A REEERIRFE /A S insurance reference bureaus or credit reference bureaus;

. BRASIRBRARLC reinsurers and reinsurance brokers;

o o o o
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ARARRERLA (BB ) my insurance broker (if I have one);

. PIREERIBAAER REZEEFE R BOCG Insurance’s legal and professional advisors;

. PIREBRRBRIOEZASI(L (ATEED) RKE 7,\E"'vE)BOCG Insurance’s related companies (as that term is defined in the Companies Ordinance);
REFARAUNTAREADHEXMEHREAS "HE, )REEE  NEIEQULASARERN - SLUE TS, RITEHEEREE - siEM
ERRBESEE "HE, 280 E fﬁ*ﬁv{{&f@g??ﬁﬁt% B¢ o AIBEE 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, BEREM TBE ., WEE - DUERNT LB ER any member(s) of the "Federation" by the "Federation" for any of the above or
related purposes;

k. HAERNAT - EHATEHMHSERBHBREESAENAT - NERBEBAFNDINTARESBEREMBRBRMEE - UEIEQ L=
BRIB 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;

. RIRRERFB K EEIRERZERE the Insurance Claims Complaints Bureau and similar industry bodies; & and

m. EBIZE K EF I RIS government agencies and authorities as required or permitted by law.

AAEEEPREERROME "HE , RBEARENERPERR/FTZHRAR/FZRAERER BOCG Insurance is hereby authorized to obtain

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

A BAARE - PIREBRBRUBEEUETEAXERARBEERAAR/AZHRANEAEZER Moreover, BOCG Insurance may also use and disclose my

and/or the Insured Person(s) s personal data otherwise with my consent.

FANERERABEXRE EHPRERRBIEAERAAR/AZFEANBAZR - IEFE - dEPREBRBZZESHREMEL (|55 : 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(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).
EUE E 257K Receive Direct Marketing Materials Instuction

RAARRPIREERBERARANBABERELNREFEHFERE FBELIvEEERE) 1 do not wish BOCG Insurance to use my personal data in direct

marketlng via the following channel(s) (please use“v” to select the channel(s)):
O] EFH#EEH Promotion Email — [] BEEFEEN SMS ] B FB Direct Mailing  [] EEFEE #4 Telephone Call
MIER I IRAREMRBEU LEABRAN Y SRERENERE - INEREL AR PIRERRBR TR E R - 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.

Litﬁ%ﬂ:iﬁﬁ%h:é&ﬁiﬁ%?&FEHE’JL% MR TEZAEEMPREBRRAEE - FIF  SUENESEERARRBPREERERHN

TERBRES . ERENER  REBER/IEN - FL2EZBS LEFDREBRERHEANEHEENEAZRIELSR - 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.

BEAZENEELAEE A SEEERIFHIET Instruction to disclose personal data to the Group companies for direct marketing

O #UEAEHREZENRBTPREBRREBNER @ $PREBRRUSESHCNEABTRERT "KER, *HitmEREMAFESERE - R
- ERF - &F  Bm - RE  ROREERBNERAEENEFEE FELSEPREBRREN TENERES tﬁﬁﬁqﬂf&'%l RigBHRM 2 E
HHENEABRER ZENBRRHTEEENNAL  URZENEREEERNER - BB R/FENMER - ) BRARPREBRBIEHRTH
BABERTUEATENERE - BREEHFB LELIYSRZER - To improve and provide more comprehensive services to our customers, BOCG Insurance
may provide your personal data to other members of the Group* and any other persons for their use in direct marketing of financial, insurance, credit card, securities,
commodities, investment, banking and related services and products and facilities and so forth. (Please refer to the Data Policy Notice of BOCG Insurance on the
kinds of personal data which may be transferred to in direct marketing, the classes of persons to which your personal data may be provided to, and the classes of
products, services and/or subjects in relation to which the data is to be used. ) Please tick “v" this box if you do not wish BOCG Insurance to provide your personal
data to the above persons for the above purposes

*TAREE ) BPIREERBREAEZERAS - 217  WBAS ARBEBERMBENRE - FwmEMEH - MBREERPREBRRBRNER AT 22T
MEBAS KERBREERMBAE - F#WEFTTER - The “Group” means BOCG Insurance and its holding companies, branches, subsidiaries, representative
offices and affiliates, wherever situated. Affiliates include branches, subsidiaries, representative offices and affiliates of BOCG Insurance’s holding companies,
wherever situated.

i = R

FABRBLEERABBERER  FARBHAXTEAREFEMEANRERGERHE - LREFESFEIER BERREMRBEERSREBRE
HZ{REREEE) ° 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).

AANEREBRRFREANZARD - SFEARR L3 2B RUIEEAERERR - 1 confirm my agreement to all sections in this Proposal Form, including but

not limited to the above Declaration and Personal Information Collection Statement .

#E (BERRARERELHRE 18T L) 2HRAUZ
Slgnature of Insured Person(s) (if other than the Proposer and of age 18 or above) Name of Insured Person(s)
%Ef%/\ﬁ&*%_&;;% #2EH: 8 KEAH (B/R/F)
Name and Signature of Proposer Signed Place: Hong Kong and Date (DD/MM/YY

FREEEARWEAEZRARE - PREERBRAEIMUEST -

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

O visa O Master O héRsRm e M= AR (M B A EE 3 H) BOC CUP Dual Currency Credit Card (Must be issued in Hong Kong)
FE AR Cardholder’s Name HEBMNERS fEF£F O3k Credit Card Account No. EREEHE (B/F)
HKID Card No. Credit Card Expiry Date (M/Y)

AANLERE "PREBRRBERAS . RAANCHARFOSESN THRRIKBERES S, BRARERREHNESSR  HEE25178H - 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
Worldwide Medical Insurance 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. KBERAZMFRERRERERE Reason for paying premium and premium levy on Proposer’s behalf:

O =AE BEREENTATZZHEY Y " PIRIRIKEERERTE L RERGREBESE - 1 hereby confirm to pay the premium and premium
levy due of “BOC Worldwide Medical Insurance Plan” for the Proposer.

(Se4/ XK/ &L Mr/Mrs/Ms) HEB MRS HKID Card No.

£ A% ZE Cardholder’s Signature B 4% BB EESERE Contact Phone No. |B 8 Date (H D/B M/ZE Y)
(BEEFAEHEB R should be the @ i

same as the specimen signature on Credit Card) | X

R 2) TIE A For Office use only

IREE#RIR Policy No. #84% \ Handled By #&1ZA Checked By

Page 10 of 11 HEM-A-DIR-2023-V02



hiREBERBERASIEDIRERARBIRERAT - &R

(RERREARMR Applicable for Individual Enroliment only)

HIRFERE  MRBEZUTNEESEFEUZBPREAFTHRREARERHE  BRUZ 12 BRZEHRRE 56 XREEE
HMEASh - EOJ= HK$1=1 STESD RE - EFFFANEPIREAF 24 NH#EERAR: 2108 3288 -

¥ PRERF (ER) BRAT

1. ZFABUNHENERFFFA - RE SASHFURE DI PIREBRIRABIRAS( " PIREERE  )LURNAT
EZRBER("TRE ) ZERERMFEBHENREDHEE ( "HHEEL ) - BRRRER FRERE BN
MR BREREENERFGRUTF5 - )

2. FAREE ERTIRFIREERRERE - EANXBETAERRAGS SIS - BREBHNRENER -

3. AACERKRBEUTWSHEEIREERONIRRKRAR - WESETAEBIRRRAR -

HUMALTHERIKREE HRR B2 HERBRI o BUBD

bl

RIBER : DPRBIREEFREE
FRERRERE : (81 12 A SHIER SR | (8%
2 HE
BRAEE | AR+ RERELES—R) HEA :
hIRIEF RIS ¢ BMES :
B/ £
BRA%S BES MBI

* SEHRISHEE ) BB EM B R ESBRTEAE - SRABEE—ERNS BHHE LS -
B PIREERMRBRAT

FAEE ERTRAA LAPIRERAFEORBIN It RRERBHANNRERREHNE  8RSENREFEEHERRERREHR
B RIFAANBE—DHNEREMN - FAPB/ER EATUOTIRERFER)BERATVEERARERZNHEEER -

(REARLDRERERENHBMRE)
BRAYS BEAZEE @ERTHRERELEE—8) H#

RESHRES BEIRREFERRAR

LEFANPRERFENERRTATHEFRERRUANERVRFE  HUZAULESE - BEEFEARRABERF - 22+ BPFIMEBEETHEAF - &
RAREERFT  RMARBF - #EF - Intown B LERRSHE "REOE, FP - 2B BERBEARERKRNFERFREHESIR - WOUBT FRAE - B
BARENBERTZHE - MBFNEREIRBSHNERIKREA - 3ARKRPLALR - HUENENEE - EOUER - KEHFT - KAk - CEUHSEERN
X5 - BWAUERKRED - 5 - ERESBETABARERFFASHER  SIUBRFHEBRBARNES - A RPN ERERARERHBRE HK$500 U
t ARG ROHFHAEREEE  AUSREOHEE - NIFEHAEMRRARAR - F2REREOHHIERREES - SRBRRERENRG LIRBFFIA
WAHERER - PIREBFER)BRASRBEMNEEREERIZHIRERTEX - 6. PREAFEIR)ERATHPREBRBARASIMRENERKRBEERM
FEREAEE - 7.PREBFER)BRLATRPREFRRARATREBRHET NI DHEBARRFEZRAMANEEE - BRBLEHN - SMARAFEE - P
RERFER)BRATSRPIREBRBRARATVRERERERE -

B R EERRARASMEHHS R EORRERZ ERESBARERRMEN
1 REFARRSES BHE  REERATEASARIEENERE  FAANERE ( TEAE, ) OBEA ( TBBEA, ) TRESERRMAIIEEA S
BURSABSAPREBRRARAS ( PREBRE, ) 2RRER ( RE, ) JERE (| ERE, ) RRBUBNHNHE (TS, ) - AER
RAERRRAGRE T EAERENBEASN ( BEARH, ) - TABREASON—BH - BENSEAAMIGZE - EX IR 2 - LU ER R A
FERE - RIFXBRAME - AR ANMANFERESEASHTENAREEEARRRE 2. £ASTBNRIEAEEZN BB EMEEN D AR
A2 - FASABRBEARSPBREENELOTIBAAEALE - £ 0 EPREBRREMDEREBGE - BB B AERN
Y - BUERFTPREBRRERBE AR RE 2B - X AARENER T PREBRR TR HREEE - AT RERREUBORRGRE A ER A
B0% 9 EEEASBEA - 3. FRERRENTEELIFASEEHRENER MZENERSERSESHEE (| SHER, ) - ABNERIRSRERS
BRNEEBABHENA - 4. ROBRILEE  FASRREERTAS—ES0EN - EBNSEENRKBEN T —LBANE | BIFEENTA - UMz EILA
SENS > TEBAZARSEREE AR 2B N A RER - £ RIEFRSARMTE - 5. KeBEIHE - RN B RS RRERR
MRS HRRSBEAMAE - TESRTNSHBRENMEF - 6. MASHENBRESSEABSIEE - AR EASHDARSESENAS - B
BRRETKE (1175 ) RSB - 783 AR BT B EASRMASSBRRNE (05 ) RARSRK - All - BBEABERSKEREHNERHR
B - FASHRREEACARANE  REEH MR ARG EBE - PEABYNAAREE . TRERERS(BUEHRENE - 8 BB A dOEL
SN EESERAEES MRS M AER T SHER - PAROIRE  FASRUBGRASAEESHERTAREN - A SRENEESHER
WIFEE - BEABER - 9.PBARR - MRS REREE  MARENFREREENBRRESNRENENRMANS | 1 SEEPRERR
RERZFAS - kBN EEPREBRWEENAMIISE - SGUEB T ARSA - MAA SR ARERNSBRRRBTARER - ABEAKRSAK
SERIG IR EASONE R EBRIESSE R EERFHEREE - 535 A\BH£A 90 BRADEEBRBENEMENSE - 10.BEALBARE - WEFAEM
B ACiRaAE SR A RS Lol B % - ol A SIS EMR A RIREEARE - EASCBRRANANAEE Y SARFNEENMHABIBMBFENA - 11 B
BARERE PREBRWALF AT AENRESBRES - £AARAPIREBRBIBNNADEALEASBES Bt B LUAE S Bt BIPaR R
BUN AT ARERERGEME - TFLABERNENE - AMERRMSERAREES - 12 AGRRE, 35 - OREARRABERE RS EHBOR
B . P AGERADRERRRER - £ASEEIBR TOASRRERBTASS - 13, PAAAEADRBRARSAI B AMAEATRAT TR
NUHORRERIEHE - AsE DRAR R/ X AR I ENFEAEAS - 14 FASTREREARE MR M LAMNNEE - MATAARARBRAIN T HE
BABORNM (FEIPBIEI - 15, B AR BREASHA M ANES WA BABOER O P REERRUN RS BTAARNRS « B - AR/
Eithz - 16,555 ISR -EA D)0/ PR EERBEE - AN A TAMPE AR IR R/ARBNER - 17. FADERABEAGLROR 30 KOE
EEME AR R AR - 18 KRR A NP ABEAA L - AR -

Should you need an English version of this sheet, please call BOC Credit Card 24-hour Customer Service Hotline at 2853 8828.
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