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Individual Medical Insurance Endorsement Application Form
2 To : T EREFEREAFR /A E Bank of China Group Insurance Co. Ltd.

E—ERHy Part 1 {8 A&k} Personal Data

PRESEES (RO H % PRt aiEs?) RE R AR 4R5% Agent Code & Unit No

Policy No (This information must be provided or confirmed by client):

7= 47§ Name of Policyholder: TS TEIRT (AREEIOSITERE 3 I BET)
HKID No. (Fill in the first letter & first 3 digits only)

&5 Part 2 TR HE Change of correspondence address A% HEH Effective Date / /
R ENHbE New correspondence address (55 FHFESCIFAEEEES In block letters):

'z Room/Flat JZ% Floor FES Block /Tower KIE/ES64 % Name of building/Estate

HriESR K %4 F% Name/Number of street/road HiI& District I/ City/Country
=5 Part 3 FRZES A4 Change of beneficiary FHHH Effective Date / /
2% NitE# Name of beneficiary (55 F] 4% in block letter) B2 {5 A\ ¢l {% Relationship

FEIUER Part 4 BUHRE/Z{# A Cancellation of Policy/deletion of insured person(s)
*YTEHGHHEGRAREE - WVTHEFERER « BEREAHE)—HEEE] In order to cancel the entire Policy, please return the original Policy, Medical Card (if any) together with Endorsement Application
Form.

HU M f+ B H H Date of Cancellation J5 A Resaon(s)
ZRAEH BRSO SRR ARBR R 4 I-fREEHH Deletion Date
Name of Insured person HKID Relationship (H/H/4 dd/mmlyy)

[ ficf# Spouse  [] F#% Child

[ ficf# Spouse  [] F#% Child

[ ficf# Spouse  [] F#% Child

FEAHES Part 5 WIIZENFEIREIEE Addition of Insured person(s)/Change of plan

BAER Information S IE B 4= %% H # Effective Date: / /
stk R W4 HE BBk B Bk fir SR Height |f 5 Weight N
N %I{;E)U&dﬂ/{El HKID EEU DOB Occupation  |[] B> em [0 T2 kg (e il

ame of Insured person | v iy &Position  |[] R Ft |J 8 Ibs Name of Plan
#&fr A The Insured BAPG ARG ERHHE] Same as application

[ Ficf Spouse

[ ¥ Child

[ 7 Child

[ 7 Child

FE— - ESREIEE - ZUNRERAEAT= TR © EEEH - AR T —ECREEEREAE © If the insured give written notice 30 days before the policy expiry date, and such
application is approved by the Company, the new Plan will be effective on the first day of the earliest coming renewal policy year.

SET R LR o SRR o 3% R PRI R A A TR H — HEEAERY - If the application for addition of Insured person is approved, insurance of such family members
will become effective and commence on the first day of the nearest month.

FANES Part 6 HAE X Other amendment(s) 4235 H A Effective Date: / /

HCP-E-2020-V02 #TH PTO.



f@%%fﬁ HEALTH DECLARATION (F R 8 hisz {4 A/ =I5 H - Only applicable for addition of Insured person(s)/change of plan)

R K EIE TFIFRE REGRE - Please read the following questions and answer the in full. 2 YES & NO

1.

FEHE 5 R TR PR B A TR s B 2/ RIS e A B R R A =R B FRaA S ~ BEME 2 ~ JaRRs i T+ir 2 0 O]
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?

F'éEJT/ 2 PR N A RHEN L~ B~ ARG AR BIMEAR TR AT SRR ~ HEFRP ~ BOW ~ =imeE ~ BEER ~ O ] ]

B~ SRR SRR R R SR A S TR R T T B 2 R AT ARE 2
Doyou/InsumdPetson(s)haveanysyn]ptomil]ncss,defectsoroondmonssuchasbmnotﬁnﬂtedtohepaﬁﬁscanierstauls,diabet&c,lddneydisease,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?

TEE 5 FRT/ZRARE YEBREUR RN T - 2RSUGRIGHIER 2% - JaRuRMEEY ? N ]
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?

FEHE 5 R TIRZ A Y SEER R IRR A FRE ? 0 O]

In the past 5 years, have you/Insured person(s) ever filed a claim for hospitalization with an insurance company?

BT/ Z R A GBI R B « B - BAh » SAFRIRIHHESE - SR CREEHEOY - S INeRE SR 2 N ]
Have you/Insured person(s) ever had any medical, hospitalization, accident or life insurance application rejected or policy cancelled, rated or
restricted?

YT LRTREE S T2 SR PR N R RO - iR - e RO 6 » T—ZORSHIL AR - HARAR 5% 1liE]
FHFE—ORIaIAAE - I 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 retum together with the proposal form to our
Company’s attention.

25 DECLARATION

1.

2.

3.

w

ANGEIEER - A IRE 2 BRI E ML - AT R R RS - A NTRH BB 3 AARZRAZRERRUZE -
ANGEIEER AR ORERAE %E%%E'Jﬁﬂllu_um #HE > WHEMRSGEREE - AARZRAZ AL ZE -
RNTEREAZ (LR ~ BBt ~ 207 ~ IRIR AT R A AL - 2] 1E T SRR MR A TR A ] ) FREEA A R/ B i 52 B R 00 KO R R4 RO, » LR
SLEIARBLIEAF FSH0T -
FNFEE TP REEREARAT ) (RE —UIARR R R E RS HEF -
RNHE DS IR % - T SR R A TR A E] %TZIS)\&/Y%?I%’Z#M;LHE%HExQ [EF - AEREA AR E 15 RN BN S ERETEEN -
ARANHAANGRBATER > R R ERRA R A T R R BCET TR BEFERRNTHIE
— (EATER CRER v 75 A BRI EE i B s Bk S S BRI T B *EI“E ~ HUMEH
— (EARE - Sz FEREATHERT
— TPEEE R
TR -
— (EAABRAE > SR AR BRI AR AT - SRS AR R T AR B e A S A AR Bt - DUES(E ) B s AR H
Hy
— BRI BT A AT b T & st & SO F] 4 4 (Wﬁﬁ@g) DLUEBEA_ EasA R ERY > SCUME CHig , BUTHETERRAE - AR R SE
PiiEr G BAIFIRRI NI IE GEEOR TIT Tl AUIRGEE
- 2EE T, BETER THe s (gE - DL %?JEHJ:L?Z%EEEE’]
BEAN > A AR P SR ERBRATRA T 15 © ey o TR E AR I o &R R/ s A\ R/ B2 R AT -
AN EANA AR R EOK T E P SREERR AR A T R A AR A AR/ Z (R A E AR a0 A R A1 PR ERBE AR A B A R SRR (8
& 12867 0888 » fHE. : 3906 9939) °
I declare that 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 for the Insured Person(s) may be invalided.
I declare that this Proposal Form is applied and signed at HKSAR, in case of fraud or factual misrepresentation the cover for me or for the Insured Person(s) may be invalid.
I hereby authorize any doctor, hospital, clinic, insurance company or any other person to provide either myself and/or the above mentioned family members’ health condition or
detail medical history to “Bank of China Group Insurance Company Ltd.”. Copy of this authorization form will have same effect as of the original copy.
T agree “Bank of China Group Insurance Company Ltd.” reserves the right to accept or decline my application.
I understand that “Bank of China Group Insurance Company Ltd.” insurance liability for myself and/or my family members will only take effect provided that premium has
been paid. Besides, the sickness occurs within the first fifteen (15) days from the effective date of the insured member will not be covered under this policy.
The information provided by me to Bank of China Group Insurance Co. Ltd. is collected to enable the Company to carry on insurance business and may be used for the
purpose of:
- any insurance or financial related product or service or any alterations, variations, cancellation or renewal of such product or services;
- any claim or investigation or analysis of such claim;
- exercising any right of subrogation; and
may be transferred to;
- 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;
- any association, federation or similar organization of insurance companies (“Federation”) 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 and
- any members of the “Federation” by the “Federation” for any of the above or related purposes.
Moreover, Bank of China Group Insurance Co. Ltd. is hereby authorized to obtain access to and/or to verify any data provided by me and/or the Insured Person(s) with the
information collected by the Federation from the insurance industry.
I understand that 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 Bank of
China Group Insurance Co. Ltd. Requests for such access can be made to the Legal and Compliance Department of Bank of China Group Insurance Co. Ltd. (Tel:2867
0888 / Fax:3906 9939).

FHE5 A\ g5 & Signature of Policyholder HHA Date



