P LB RED o a] [

BANK OF CHINA GROUP INSURANCE COMPANY LIMITED #&F A Input By

TR E D 71 5k e E A E L 9/F., Wing On House, 71 Des Voeux Road Central, Hong Kong. EEE Tel © 3187 5100 {H T Fax : 3906 9906

TR EIRBE TR R

BOC Family Medical Insurance Plan Endorsement Application Form

2 To : E{#EEFR/AE] Bank of China Group Insurance Company Limited
SFHIEE {RESRIE Please provide Policy No.:

F—T5 Part 1 FHRERA N ZEAEAZE Change of policyholder’s/Insured’s personal information
BESPERA( S 1 /N TRR 2t ) FEEE YRR Hh 324444 Name in Chinese
Name in English (Mr. / Miss / Mrs. / Ms.)* Surname first
SRR ZR Please provide a copy of deed poll

T4 A4k 44 Name of contact person %= Occupation
Wrég @RS ( (£ / F42 )*  Contact no. (Home / Mobile)* TSR | R

HKID card / Passport No.

FEEFHHE E-mail address HAt {8 A\ ERI L Other changes on personal particulars

T H 5y Part 2 HUEEEAMEE Change of correspondence address A2 H B Effective Date / /

_ BB New correspondence address (I # UM Inblock lewers): ..
'z Room/Flat JZ% Floor FES Block /Tower KIE/ES64 % Name of building/Estate

 WEYHUR 4M Name/Number of sweetioad & Distict WH/ER City/Country

FE =5 Part 3 BUMRE/MRE/Z R A Cancellation of Policy/Insured Benefits/Deletion of Insured Person(s)
*ANEHUHREGROREE - W] R R B R SR R —EIRIE] - (ETHUMSEIEIRE - AN FF A R ERA A R E 28 W H R -
In order to cancel the entire Policy, please return the original Policy and Medical Assistance Card together with Endorsement Application Form. No premium refund shall be made

for cancellation of policy and full annual premium for the Policy Year shall be paid by the Policyholder.

HU¥ £+ B8 H HH Date of Cancellation HUMER Reason(s)
N = BEHE O BERRE SRR ARBR R 4 I-fREEHH Deletion Date B2 R
Name of Insured Person HKID Card/Passport No. | Relationship with Policyholder (H/H/4E dd/mmlyy) Benefit to be deleted

[] ficf# Spouse [ F% Child
[] 4&¢f} Father / Mother

[ Ei{®A2R}; Father/Mother-in law
[] ficf# Spouse  [] F#% Child
[ 4¢f} Father / Mother

[ Ei{®A2R} Father/Mother-in law
[] Bcf® Spouse  [] -F# Child
[ 4&¢f} Father / Mother

[ Bi{®A2R}; Father/Mother-in law
[] ficf# Spouse  [] F% Child

[] 22f} Father / Mother
[ Eif®A2R}; Father/Mother-in law

FVUE s Part 4 BEI0Z{R A Addition of Insured Person(s)

MHINRARN » FEZEATHNPRRSRBREEIRASN " REARR T RAREHIMER | & TRAAEHRMEE R ) WEFRLHSE O
AZ[E] - If addition of Insured Person, please complete the “Details of Insured Persons”, “Stated Information for this Proposal Form” and “Illustration
of Stated Information” of our BOC Family Medical Insurance Plan Proposal Form and send to us with this Endorsement Application Form.

4 HHEA Effective Date* : (H DD)/ (H MM)/ (FE YYYY)
L B2 ORA > B EEERIHNAL » 52 RN 2 ORI & OB S B (% 0 T — (B R BELAE RS RO OR H AR SETESEIR H AT 30 KAURZC - If the application for addition of Insured

person is approved, insurance of such family members will become effective and commence on the effective date of the next policy year.. Please submit the application 30 days before the renewal
date .

2. WEERRC AR EI I RN AT # - AE | AFF IR - BB AR IR T AR 1R 55 15 HREE N — (B8R H Rl - RBEEIEALRIE A K BB RIE B
"REFORITIIERFRRE ) G5A) - RERA AR AR R HER 00 RNUEHETPABRIALNT » WAL T FEZERINZME « If you and your spouse are both

insured in this policy, after a waiting period of one (1) year, a newborn infant can enjoy free coverage of Basic Benefit A and/or Optional Benefit B " Supplementary Family

Benefit Pool | (if any) from the 15™ day after birth until the next renewal date of the Policy. The Policyholder should notify the Company in writing within ninety (90) days from

the date of birth of the newborn infant, subject to the Company’s approval with a duly signed endorsement.
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FEAHE Part 5 FEIREIER] / K05 ERE Change of Benefits Plan Category / Addition of Benefit(s)
E—PHERZIL R E IRy 2 0 Please also complete the Health Declaration under Part 7 of this form

4 HHE] Effective Date* : (H DD)/ (H MM)/ % YYYY)
TR
RN B Fug B R C. TR ST X
Name of Insured person Deductible Option : upg:;:;}tl ;1(; }:)1 amily C. Upgraded Benefits Please indicate option
[ ## A The Policyholder Jci [Jc2
- [] PI: HKS$O0
[ Fcf Spouse Jjct [Jc2
[ FZ Child [] P2: HKS$ 15,000 ] Jjc1 [Jc2
A 1 Ef#E5L Father /Father-in-k
0 e (e [] P3: HKS$ 30,000 e e
[ & / Bf#EE Mother  /Mother-in-law Jci [Jc2

* FHEEYTEIEA) ~ FHE(C) BEHUHO) ZORAIREEREIHRE o SAESEIRH AT 30 RIELK -

Please indicate Addition (A), Change (C) or Cancellation (X) of the insured category or benefits and submit the application 30 days before renewal date

FNE sy Part 6 {REE{EX Reinstatement

FE—OHEZE B E T (88 Please also complete the Health Declaration under Part 7 of this form
BERZ EREE

Proposed Reinstatement Effective Date* :

JTEEE  ImportantNokes:

- [RESIESUEA FREE S5 HHARES T 90 RINFEH « #88 90 K » s E-Z A (R EE Hr% % - Reinstatement must be submitted within 90 days from the Policy Termination Date. Please complete
BOC Family Medical Insurance Plan Proposal Form for request raised beyond 90 days.

*PUANTHEZ B8 Subject to the Company’s approval

EHEfy Part 7 {#EFEHH HEALTH DECLARATION
{£EFEHH HEALTH DECLARATION (M A5 1R S8 NV HYE ST Only applicable for changes of Part 5 & Part 6)

gop)y/_____  BAMM/______  (FEYY

HEER K EE T HIFTARERE - Please read the following questions and answer in full. 2 YES & NO
L {EHSZ5 5 R /2 R N A (e SR s s/ A5 7 22 1) SR B AR SR B4l ~ BEMEZ A ~ VAU TG 2 In the past 5 years,

have you/Insured Persons been hospitalized or have consulted a specialist for medical advice, diagnostic tests, treatment or operation for a serious
illness or injury?

2. FATIZEAYEREHEE - BR ~ GhEEE BRI BB IR AT EE ~ MR ~ B - SImER ~ BAERSE - L B ~ S5
FSSEE B R E A sl AR & B M T ilr e 2 R HEHE 2 Do you/Insured Person(s) have 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?

3. FEBE S FEITIZANES YERRERERNEZ Tl - 2EI0aRSERIERZ2R « )G SRAEEY) 2 In the past 5 years, have
you/Insured person(s) ever been in a hospital or sanatorium for surgery, observation or treatment, or currently under observation or taking any
treatment or medication?

4. (FiEZE 5 FEBET/Z ARG SRR AR A T2 2 In the past 5 years, have you/Insured person(s) ever filed a claim for hospitalization
with an insurance company?

5. BTIZRANYG SR RER - (B - BN SAFORBIRHESRR - SCARIRELHEHUN ~ RINPREFSMTIIRS] 2 Have you/Insured person(s)
ever had any medical, hospitalization, accident or life insurance application rejected or policy cancelled, rated or restricted? o o

WME LA R S TR SR AR 2 IR A R R ERCA R A - IR - TR S ROAR - B IR HIAM AR R S - HAMZRAEER

% o HEE RS O EARNFZYE o If any answer to the above question is “Yes”, please provide full details in separate sheet which should be duly signed describing Insured

Person’s name and health condition such as nature or symptoms of disease, diagnosis, care and treatment received, date of last consultation and related medical report and return

together with the proposal form to our Company’s attention.

£ )\ER {5 Part 8 FHEHRE 7% Change of Payment Method
1. O s Payment made by credit card
SHHEEE 4 HY TEHRIEEEEE ) 15K[E] - Please attach a completed Credit Card Authorization Form as in page 4

O O

2. O $Rf7F IR Bank Account Autopay
BHEHRESHN THENRRES ) - EFEERRZHSRBGSTERER T PREBRRARAT ) XE

Please pay cash or attach a crossed cheque for the 1" year premium made payable to “Bank of China Group Insurance Company Limited” with a completed Direct
Debit Authorization Form as in page 5.

3. O DUCEERRR GELABIGCSATES PR EEmRATR AT ) 3cE)

Payment made by cheque (Please make a crossed cheque payable to “Bank of China Group Insurance Company Limited”)

E2HH Declaration

L. RNPEIREE TP RE R RERETE] ) BUE - NAEMREEGR H AT 5 ~ 1R RILN 5 2 SRR — R PREHE  BRIEAR A R/EZ IR N CAEI AR S a5 9 5

R (RG24 - 1 acknowledge that benefits are not payable under the “BOC Family 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. ANGEMEIZ IR AN H S S (T CRIRI AR 71 F 15 H 2 70 pR(E R EMEEMAFF A A BH S (8IS ~ 1T~ GBI EE A RILAIEY) © I declare that upon application, the
Insured Person(s) is/are aged between 15 days and 70 years old (both days inclusive) and hold a valid proof of identity (Hong Kong, Macau, the Taiwan region or the People’s Republic of China).

3. RAGEMET - RACEFTE R BIHHE » AR RS LTy B - mI1E Ry 3 (REL R o AR AN A R HER AR R » RARY/EZ R A Z RIFA 2L < T declare that
I have obtained the necessary authorization from my dependant(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. IRNAESEFREAERI B A ~ B ~ 2P ~ PR A B R A L » $m]  op SRR B BB R A AR A R/ bl R B (B 00 R [ R A e o LM S BN BLIE A R 558077 < 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 BOCG Insurance.

Copy of this authorization form will have same effect as of the original copy.

5. AN EE PSR EE R R — VA R R E RS > #E 7] - 1 agree BOCG Insurance reserves the right to accept or decline my application.
6. AN E ST SRR E IR S - PR R A R/E0Z 0 N 2 SR ET (E4ATT 425K « 1 understand that BOCG Insurance insurance’s liability for myself and/or for the Insured Person(s)

will only take effect provided that premium has been fully paid and the policy was put in-force.
7. AN A AR R 5 — St A A5 T R B TR - 5 A R SRAE I R B A BRI U E T ke PR A N R T B R B RE TR (R IR B & 1945 5 B[R - L agree

that once this application for insurance is accepted, if no notice of amendment of renewal terms is sent to me from BOCG Insurance prior to the expiration of each policy year, the policy will be

automatically renewed simply by my/our settling the required premium for the upcoming policy year.
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UEE{E A E2HH  Personal Information Collection Statement

A NBH A R EOR B T R R b R A (R 22 ST 5 - G BTRE(SE 7> T %1 E Y : T understand that the information provided by me to BOCG Insurance is collected to enable BOCG Insurance to carry on
insurance business and may be used for the purpose of:

(1) BRE R A N BB B S B AR A HI BRI EH 3% processing and evaluating my insurance application and any future insurance application I may make :
(2) TR ACREEATTECT AR AR AL BLA A (EEAHRHAYARTS administering my insurance policy and providing services in relation to my insurance policy;

3)  SrirEGEE - R R AN CREARIAYZ M analysis or investigating, processing and paying claims made under my insurance policy;

(4)  SEHST RE A R A AT HRE: K2 0K invoicing and collecting premiums and outstanding amounts from me;

(5) Bk R A ek AR S HI ] Sy ~ S5 - HUHBE4SHA any alterations, variations, cancellation or renewal of any insurance related product or service;
(6)  FLLL A4 A A contacting me for any of the above purposes;

(7)  FEREE CREE T TEE(T[ (XA exercising any right of subrogation by BOCG Insurance;

(8) HE B byl FIdAE E R (AU T FI7& other ancillary purposes which are directly related to the above purposes; % and

(9)  RfEwE AR RE R ENSFRI ST | complying with applicable laws, regulations or any industry codes or guidelines.

R A (b T R E_E e P AR AR A R/ 82 (i A & %88 T %1% )5 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. g EAATER o SRR RRR R AU T - AR - A (RK - (R RETIRBVE =R R AR RN (5 BRI ER - B ERORRILER - EaE(EsRE - I RIS
7~ BRI TE RS K B R PR %7%) 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);

PR R (S ZE A BRI~ BRI SR B FFRER in the event of a claim, loss adjudicators, claims investigators and medical advisors;

BTGB A S5 Z 5 (R FE in the event of default, debt collectors and recovery agents;

(b R AR %S A\ B RS B4R % /A 5] insurance reference bureaus or credit reference bureaus;

FEERA T R P ERAE4D reinsurers and reinsurance brokers;

AN LELE (#5745 ) my insurance broker (if I have one);

R [ (R B A R B L 2L 5N BOCG Insurance’s legal and professional advisors;

R EE R R A S, (A EERE]) NEYEZE f54E) BOCG Insurance’s related companies (as that term is defined in the Companies Ordinance);

i BUFECREER T AR A S & s g s R AR AR B O REF B > DUERNEE RAtsARIBE Y > sOME TBE | TSR - SO MEA CRIBE S T, g BRI

MR ESHER T THid , AYIKAE 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

N R S

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;

joo M THRE ) BEIPTE T g8 > DUERTE Rt AR H A any member(s) of the “Federation” by the “Federation” for any of the above or related purposes;

k. (EMABIAYAE > SUE R A F IR B CRIR A RS A RET A F] > S ORIG SE A AT T A\ BUR (e A s A AR S (1 - DU R 12U 2H H £ 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 RBEZRE T 5 R [EI R PSR SE A% the Insurance Claims Complaints Bureau and similar industry bodies; 5 and

m. EGIESKREGET AT AT EURF#RE government agencies and authorities as required or permitted by law.

AANFESIAE PSR AR vl 13 T ) RORBRZE UL AR oh A el R/ s AR A R/ 882 (- ATk 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 > SR NI - EREEE (ks T RE & DAL U7 =X A e e EE A A R/ 32 b A B {E A & Moreover, BOCG Insurance may also use and disclose my and/or the Insured Person(s)’s personal data otherwise
with my consent.

AN R B R BOR HE SRR I CRIB R A A B A A RS2 PR BB AR - AR - w [a) SRR R A B A LB Y (RS © 2867 0888 » {#EL : 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).

PAHERENEFETR  Receive Direct Marketing Materials Instruction
AN SR E AR bR P A A GE ANE RIS LU N R E B HERS (B5LL v "i8#22538) 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)):

BFHEEEE: Promotion Email BEEErE SMS HEHE{4 Direct Mailing FEEEHESY Telephone Call

WEHEA A PR A FE A AR TR LA SRR (A B 52 » B AEA FE4E o SR PRl (o] 2UAY EL 42 - If you return this Proposal Form without ticking any of the above boxes, it means

that you do not wish to opt-out from any form of direct marketing of BOCG Insurance.

DLEREREIRAE SR S R E S B R B » NI E R (2 AT A5 0 P SRR (RIR A R 2 « SRR - DA R A RSB T AR P R R B CRER Y T BRI ) LPakA RS By s
B - s IS s AR o SRR I ORI A A B St R A A &k EE - 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.

FEHE N B S5 45 A2 ]\ S1{E EHE(E8435R Instruction to disclose personal data to the Group companies for direct marketing (51 7ME A% Applicable for Individual Enrolment only)

Forl AR AR T o SRR IR E S - SRR BRI T RE S A A FORHR L T T ARSRE | < HALR B R A RS ~ bR~ (EFR S  BE  1A - SRATRARRE
ARFSRIZE LR SHVE SRR GEESH PR M RiREY " RORBREa: | BARH SR (RIS it B SRR O (B A\ FORMEE - S FORHBHR At T S RIM \ & » DURGZ R Rt B A A
it RS R ST EE A ) AR b SRR R IR AL A B AR P DL E AR DL EFER - SEEMEIS iR BRI 982K © 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 “ ” this box if you do not wish BOCG
Insurance to provide your personal data to the above persons for the above purposes.

* TR ) HErh SRR RIS R R AT ~ 31T~ BT - RERMREIERINBR S - R EATER, - B 2 S SR (R IR A T 2 01T ~ UBAE] ~ (CRINEEE RINEB S - R
FTfEHl © The “Group” means BOCG Insurance and its holding companies, branches, subsidiaries, representative offices and affiliates, wherever situated. Affiliates include branches, subsidiaries, representative
offices and affiliates of BOCG Insurance holding’s companies, wherever situated.

RAHERFEE AR R E N A0 - EFEERRR L5 2 B0 R SE(8 A ZRAE » 1 confirm my agreement to all sections in this Proposal Form, including but not

limited to the above Declaration and Personal Information Collection Statement.

CREEFFAA H# (H/H4E)
Signature of Policyholder Date (DD/MM/YY)
FRBEAFAEERBERZERA - FIREERBT RUEMESLE -

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

O visa O Master O o srsRmreems SR BhE S
BOC CUP Dual Currency Credit Card (Must be issued in Hong Kong)
- A4 Cardholder’s Name o S ) {E P O58E Credit Card Account No. (ER-REEAE (B4
HKID Card No. Credit Card Expiry Date

‘ (M/Y)

ARNZEFZRE T PR BRIRATRAE | AR ANIME AR P OBEIN T IR IRE R E ) ISR E © 4 » H 51T - Lhereby authorise and direct
“Bank of China Group Insurance Company Limited” to debit the premium due from my credit card account for “BOC Family Medical Insurance Plan”
on a yearly basis until further notice..

EEHREAE ANIEERA  SHEBEUTER - If Cardholder is not the Proposed Insured, please fill in the following information.
1. B & A JBf{% Relationship with the Proposed Insured:

2. RAZRE AL RE RN Reason for paying premium on Proposed Insured’s behalf:
ARNEIZFGRIELLT N2 2EES S " R R eEsTE]  fRE 5% [ hereby confirm to pay the premium due of “BOC Family Medical

Insurance Plan” for the Proposed Insured.

G/ KR Ze1) Mr/Mrs/Ms) 5 (5 E55EnE HKID Card No.
iR A%2 Cardholder’s Signature pes& BESLETE Contact Phone No. |H i Date
B - R B30I should be the same FRRGTRIEIAR, Contact Phone No- 0 D/A M/ Y)

as the specimen signature on Credit Card)
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HETZIZEZE Direct Debit Authorization Form
BIRTUEBEV ISP ERLS BEZAKER{T Please complete and return this form to your banker

oz —75 (25N HRTHRSE SrTERSE WERKIR P 5
Name of Party to be Credited (“The Beneficiary™) Bank No. Branch No. Account No. to be Credited

Bank of China Group Insurance Company Limited o 3 o0 5 5 o g 0 2 8 2 1 0 8

o ANEFEBZANEEZ THITT - B2 A EREIT ARG TR NEERT Z i BEANEEZIRFAMIRE FIURS - e XERSEA S
WP N5 E 2 [R4H © /We hereby authorize my/our below named Bank to effect transfers from my/our account to the above account in accordance with such instructions as
my/our Bank may receive from the beneficiary and/or its banker and/or its banker’s correspondent from time to time provided always that the amount of any one such
transfer shall not exceed the limit indicated below.

o RNEHZRBEANESZ IMTHESEZSERBENZEECX TANES - I/We agree that my/our Bank shall not be obliged to ascertain whether or not notice of
any such transfer has been given to me/us.

o WRFZFEIRT S A NEE RS HBUE (ST Z B8N - ANEERILE K& HRE R EE - VWe jointly and severally accept full responsibility for
any overdraft (or increase in existing overdraft) on my/our account which may arise as result of any such transfer(s).

o ANEEFEBMARNEE ZIR AR SRS SRR - ANGEZ TN TEIR - BR(TATBORE S 2 e - 36 AR DL — 2 M S AT
JHATZHESE - I/We agree that should there be insufficient funds in my/our Bank account to meet any transfer hereby authorized, my/our Bank shall be entitled, in it
discretion, not to effect such transfer in which event the Bank may make the usual service charge and that it may cancel this authorization at any time on one week’s written
notice.

o RIHEEEE L E E ST IEA B e E TR H B ik A T 5 2 H 3B £) - This authorization shall have effect until further notice or until the expiry
date written below (whichever shall first occur).

o RNEHFEE  ANGERUHECESAIRES Z (A mA > ZERHUN/SE S H i D TAERERN BFE 2 Z AR T AN EHEZ T o 1/We agree that
any notice of cancellation or variation of this authorization which I/we may give to my/our Bank shall be given at least two working days (except Saturdays) prior to the

date on which such cancellation/variation is to take effect.

RNEEZIRITRTZ TR $R1T4R9% Bank No. SRR RNEEZIRFSR
My/Our Bank Name and Branch Branch No. My/Our Account No.
KNG EAEE B Ll stz 21 MR HAMRCZ IRER FIEIH (2B T FIMIEEEEL) Expiry Date
My/Our Name(s) as record on Statement/Passbook *Limit for Each Payment/Month (See Notes Below)

Day H Month H 4E Year
EEANZEES GEIHRPRA N EBASE WHEZH - FHSE T IIEAE
Name of Debtor (if other than Account Holder) Debtors’ Reference (Compulsory Field-See Notes Below)
NS B LR Bpa T RNEEZH L,
My/Our Address as record on Statement / Passbook Telephone No. My/Our Signature(s)

HHH Date

LU R HS TR B
For Bank Use Only Signature(s) Verified

* EEMEAREEAE o Please delete whichever is not appropriate.
#  FEDISCIERSEES - Please write in block letters.

ffif3E NOTES :

L. W B TEC SR AT REARHHIE - B R E E E B ERT R S =R 4 - If the amounts of your payments are likely to vary each time, set the Limit for Each Payment at
the maximum amount you would expect to pay at any one time.

2. AESEMNFIRERER TR ) PRS2 A e - 1 BERERERITIEE RSN GEE BF TN &) - AEERKZMEE 2% - The Direct
Debit Authorization will be cancelled automatically on the date included in the box marked “Expiry Date”. If you wish the Direct Debit Authorization to have effect indefinitely
(or until cancelled by you) please leave box blank.

3. :EPREE BEREEILIRESN %4 BRTTIE BT 5¢ 2 1H[E]  Please ensure that you sign the form in the usual way that you would sign on your Bank Account.

4. FEBANZSERN > 58 SRS A—TTZMIG I8 TER0 > Fl2EREs: - KIF S 4552 © In the box marked “Debtor’s Reference” enter the identifying reference
between yourself and the party to be credited i.e. Student No., Mortgage Agreement No., Rental Agreement No., etc.

5. % B AR IR R A E LI > ERRTT A ERE SR £ 4% N —(EPR%E - The debtors’ bank may set an internal limit when the “Limit for Each Payment/Month”
is not specified.

6. WISLEHRR BAE A SR TTEIREE » BRTESCZEHEI N - (B8R T G IR A RN T USSR - The debtor’s bank reserves the right to reject the payment exceeding the maximum limit

specified by the debtor’s bank unless prior arrangements have been made.

WMF-E-2019-V01



