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

FErErhIE A E D 71 95k Ze S E A E L 9/F., Wing On House, 71 Des Voeux Road Central, Hong Kong. ExE Tel : 28670888 {H I Fax : 3906 9906

FERE &R FE TR RS

BOC Family Medical Insurance Plan Endorsement Application Form

2 To : PEREERBAER/AE] Bank of China Group Insurance Company Limited
SEIE B EHSRTE Please provide Policy No.:

Iy Part 1 FHARERA AZEAEABR Change of policyholder’s/Insured’s personal information
BT SeE L ONE T ROR Lt ) SRR 3744 Name in Chinese
Name in English (Mr. / Miss / Mrs. / Ms.)* Surname first
SR BRI Please provide a copy of deed poll

Te4& A#E44 Name of contact person I#:% Occupation
Wreg@Esg( (£ / F42 )* Contact no. (Home / Mobile)* G | R

HKID card / Passport No.

FEEHE E-mail address HAM{E A EHLE % Other changes on personal particulars
= E sy Part 2 WHoER R Change of correspondence address ERGHER Effective Date / /
__primsRAAE New correspondence address (/IS CIEMSILAS Inblock letters):
‘2= Room/Flat JZ 8 Floor £ Block /Tower KIEIESE4F% Name of building/Estate
| BTESRML 0% Name/Number of streeroad M@ Distict WiH/ER CitylCountry

FE=ER43 Part 3 BUHREMRRE/Z{E N Cancellation of Policy/Insured Benefits/Deletion of Insured Person(s)

HMNEAUHEERIRE - WU R OR B R SR —itERE - (L HUNEES IR - AN TR (R R AU R B 28 - G AR -
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 M £ B8 H H#H Date of Cancellation HUMJER Reason(s)
SRAEA TG HEREE LEING T &ILfREEEHE Deletion Date B bz fRRE
Name of Insured Person HKID Card/Passport No. | Relationship with Policyholder (H/R /4 dd/mmlyy) Benefit to be deleted

[ ACf# Spouse  [] 2 Child
[] “2&} Father / Mother

[ BLfEAC B} Father/Mother-in law
] Fcfd Spouse  [] % Child
[] #2&} Father / Mother

[ B2 £} Father/Mother-in law
] Fcfd Spouse  [] % Child
[] #2&} Father / Mother

[ BofE<C £} Father/Mother-in law
] Fcfd Spouse  [] % Child

[] #2&} Father / Mother
[ B2 £} Father/Mother-in law

FEVUES Part 4 BN {R A Addition of Insured Person(s)

ABEINRRA - FEEAANFTPRREREREBIREN " RERAER T IRAAERIEE | R TRERRTE R ) MR RS E O
2Z[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.

43 HER Effective Date* : (H DD)/ (B MM)/ (4 YYYY)

*E L B OR A EREE R 2 IR A Z ORI E R S TR YT — (B (REAE REREOR H 42580 S {EE IR H Al 30 RIEAL - 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. WEEARCHRER IR AT - 12 1 FHERR - A R IR & T AR 15 HEEE T —(E8RH ik - REESIACRIE A KB EERE B

"R BT IRIIIBERRIE ) (5A) < (RERFE AT A2 A% 90 RINPLFEZREAIALNT] » WALANFERENEHLE - 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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FBHEYy Part5  FERHREIER] / W18 EREE Change of Benefits Plan Category / Addition of Benefit(s)
FE—HER I RRE - (B2 Please also complete the Health Declaration under Part 7 of this form

AE%ERE  Effective Date* : @DOD)Y/ O AMM/___ (FYYYY)
SR - Bl.3 %ﬁ%f%ﬁ?n%ﬁ%iﬁiﬁ C. FHRIRRE S ISETE %
Name of Insured person Deductible Option : Upg:I:Q?iT S(?él amily C. Upgraded Benefits Please indicate option
] #&f#£ A The Policyholder bJc [jce2
[] Pl: HK$0

(] Fci Spouse [Jjc1 [Jc2
] 74 Child [] P2: HKS$ 15,000 ] [Jc1r [Jce2

< | FPfBAC Father /Father-in-i
[ 52 1 e ! raw [] P3: HK$ 30,000 o e
[ & / BfsF Mother / Mother-in-law (Jct [Jjc2

* EEEHREG(A) -~ HE(C) EHUH(X) ZARAVREERIETRE - ARSI H AT 30 RIEAL -

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

FEAYy Part 6 {REE1E% Reinstatement

B GHE R RS Uy 2 8] Please also complete the Health Declaration under Part 7 of this form
BRI £ HH
Proposed Reinstatement Effective Date* : -  @®DODy___ AMM___ & YY)

TEEEH ImportantNotes:

- (R EEAGRUER R B S H HHEET 90 RAFEH - #8738 90 K » s % (R B2 (% - 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.

*DLAEIEZ F5%E  Subject to the Company’s approval

EEHy Part 7 {EEEEEH HEALTH DECLARATION

{ERFEEH HEALTH DECLARATION (A8 A LR B /S E s it Only applicable for changes of Part 5 & Part 6)
SEEEH K O TFIBTARIRE - Please read the following questions and answer in full. £ YES & NO
1 {EZ 5 FRIT 2R A Y S (L Re el R B B/ ANG F 2E m HR R A s oK B s - BPEME 2R ~ YGRS TlT 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 o o
illness or injury?
2. BETNIZEANYEREFEHE - 5H - s S BRI BB BRI A ~ SRR - B9 ~ S ~ BRETR - ORI E = - &8
TR e S HE R B B AT SR Ak & FR M Tl el 2 16 9% 2 Do you/lnsured 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. TEBZE S FEITIZRARS YERREFRERNEZ T - 2EI0aREIIERZR% - G SURAZEY) 2 In the past 5 years, have
youllnsured person(s) ever been in a hospital or sanatorium for surgery, observation or treatment, or currently under observation or taking any u u
treatment or medication?
4. TEIEZE 5 FEETIZEAYERER AR A EZE 2 In the past 5 years, have you/Insured person(s) ever filed a claim for hospitalization
with an insurance company? d d
5. FETIZIRNY EIERAREERE - (bt ~ B - ARG AR - sUARRIREMECH - WhnfREsCi iR 2 Have you/Insured person(s)
ever had any medical, hospitalization, accident or life insurance application rejected or policy cancelled, rated or restricted? d d

AHE ATREE RS T2 ) SRR 2 IR A A R R BEIR A BR I - B - iR 2 ROa R b IO AL A RIE RS - A2 R AER
% HEREAE IS EAN J&ﬁ# > Ifany 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.

5\ &y Part 8 HXE{RE 57A Change of Payment Method
1. O  LiZEHE R Payment made by credit card

O GHEZE 4 5y T{ER-RAPEfES |, W3] - Please attach a completed Credit Card Authorization Form as in page 4)
O B sR{EAF 12 (B A RS0 8 B8 SO RE - SHE%E 5 HiY" B s T8I B (e & | 1220 - If payment is made by using “BOC Credit
Card 12-Month Interest-free monthly Installment”, please attach a completed Interest-free Installment Direct Debit Authorization Form as in page 5)

2. O sEfrEOEE Bank Account Autopay
HEZEHN T ERREES )  EREEREZHSHRIG T EHRER T HREERRARAT  XH
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 6.

3. O LB GEARIGS 2aTEs TR AR A S | A65[H)

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

E2HH  Declaration

1 ANPGRS " P IRE R RERETE] ) RE - NAECREULOR A TR 5 - 1R ARILN 5 (5 SRR — R PREE  BRIEAR A R/BCZ IR A TR R E P A5 99 18

thEREEEICREE 24 - | 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. ANGEIEAZ IR AN B S S (3 PRIRI AR /1T 15 H 2 70 pR(E R AN A A SIS (08I (& 1P ~ SIS 52 AR HAIE) - | 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. AANGEIEY - AT AT R EHUSHZRE > A RS 2 B Y ERESER - IE Ry B3 (R B AR - AN A RSB s e A ARSEZ R A Z FRIFEA S - | declare that
| 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. | 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. ANAEIEPREE TR A2 ~ Bt ~ 2257~ ORbR A B R H A A » 3 mT ) o SRR R PSR (3 AR A R /B Ll 3R i (R S0 RO RS R e < IEF S S BN AR BLIE AT [ 5244077 < | 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 TR EE RS R — U R A E R B A~ FEF] - | agree BOCG Insurance reserves the right to accept or decline my application.
6. A NBH BT AR R AR 3% T SR SRR A A R /B2 R A AR T (E4ATT 423 » | 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 I PR R 38— S A% A B8 R B FESIRT - 5 R A B o SRR B (R B A B S U T (ke A PR > A A RIS T PR AETE T/ R L PR B i 42 E D4R - | 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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WeEE (B A ERIEEH  Personal Information Collection Statement

AN AR NS BEHT 0] b SR R I (b f L b S 5 P > Al B RS FIHA T %1 H &Y : | 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) PR R FA AR F s A A AR IR AT RS FH S5 processing and evaluating my insurance application and any future insurance application | may make ;
2) TR NPEELE T T R BB A A CREARRAAYIRFS administering my insurance policy and providing services in relation to my insurance policy;

(3)  rirEEAE ~ BB R A ASREARIAYZE analysis or investigating, processing and paying claims made under my insurance policy;

(4) SR ORE B R A A AUCHLERER K2 X 7K invoicing and collecting premiums and outstanding amounts from me;

(5)  AFfal B R A S B IR FS A LA S ~ S B EVAEEA any alterations, variations, cancellation or renewal of any insurance related product or service;
6) EELAEFI#RTER4S A A contacting me for any of the above purposes;

(7) PSRBT E I exercising any right of subrogation by BOCG Insurance;

(8) HE#i byl A E R4 A& other ancillary purposes which are directly related to the above purposes; ¥ and

(9) EERAEARE  (FE R EENSFRIEFSS | complying with applicable laws, regulations or any industry codes or guidelines.

SRR CR SR O] PR E_E 3l F AR A A R /2 i A E RS # R %1% 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  FR LR - b SRR R AL T R - R TR (R R E RS = B - R R R (RS BRI UL R - RSB RARS LERY - EEREERNRE - Ehar R AR

7~ EERHE AR G RERS K s s F A 75 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);

PR 2L B AT~ BHEEE A B K SOIEER in the event of a claim, loss adjudicators, claims investigators and medical advisors;

BT AR B A T B AR EE in the event of default, debt collectors and recovery agents;

(bR AT A B A5 B0k %S 2A 5] insurance reference bureaus or credit reference bureaus;

LR E] R FELRAZ4E reinsurers and reinsurance brokers;

ANAIERISERLE (5745 ) my insurance broker (if | have one);

o PRI R e 1 B B SE TSRS BOCG Insurance’s legal and professional advisors;

FPPREE AR AR A S (DL (ATHEE]) I ETE ) BOCG Insurance’s related companies (as that term is defined in the Companies Ordinance);

BAF SR IR L AT (RS A El o ey s & s AR AR " ) )R EE B DUEREW Litsa R ey o siOME T ) STHEEIRAE - SRR GRS SR T ) & RAE

MRS TR T THidr |, AYREAE 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. wEiE Tl BETE TR AYEE » DUERT{_Ealtel AR H 1Y any member(s) of the “Federation” by the “Federation” for any of the above or related purposes;

ko AE(IERRAE] > SR HA SRR S RIS AR A ] > SRR IR A BRI o/ NSRSt s A R B R it > DU S (o] _F sk A B H Y 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;

I. PRI G LTS R [EEAT s S 4% the Insurance Claims Complaints Bureau and similar industry bodies; £ and

m. SEGIESK S RTYBU R government agencies and authorities as required or permitted by law.

~Ta@ e oo o

ABAAEMAZRE P SREEFE (R nT E TBEE | ORISR AT E R 8 B R e AR A R85 (% A fE{aT &5k} 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 AN [EIE - o M b AT RE & DL e =08 R B A A R /2 5 A H{E A& Moreover, BOCG Insurance may also use and disclose my and/or the Insured Person(s)’s personal data otherwise
with my consent.

N AR R EOR IR PSRRI R R A A R A A RS2 PR N E AR - WA TR - ) SRR R AL S AR Y (85T ¢ 2867 0888 - {41 : 3906 9939) | 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).

BalHeREsIESET  Receive Direct Marketing Materials Instruction
AN AR PR b 5 F AR A I(E N RS DL N R E E SR (3500 ¥ "8 #2E5H) | 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)):

O EETHEREEM4 Promotion Email 0 xRN SMS O E$4E4 Direct Mailing O ESEESY Telephone Call

AEIRA LR ORI 2 E DL AR R ITRE A LA v PSR BRUR AR R » BRI R 48 th SR AR M7 b (T 22Uy EL$H4E % - I 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.

PLERFRCEEEHE SR E PR R B - IREURE R 2 AT 5 R P SRR CRIR A R « 3L - LR AYEES R AT RS cp SRR M (RER Y T BRI | PR RS R/ sp
1 - sE 2500 AR o SR [ CR bt A i B A S (] 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.

TEH(E N R #2345 A2 B N S1/E EREES4E 1 Instruction to disclose personal data to the Group companies for direct marketing (i 7>ME A%  Applicable for Individual Enrolment only)

U B R o S i iR T iR R A 5 o PSRRI TR SR (B A ORHR BT T ARSI *HL AR B R A (E R BIEIATS © (8 ~ (SHEF - 5%~ A - T~ SROTRLAERA
RESFIZE S ARSIV E SRS (GRS PR MILRbRYY " RORIBOOa S | AR SR R IR (it B SR O (B RV - 3% EORHBHR L T EB I A\ L > DURGZ ARt B A
it IR RS A o ) R A SRAEE SRS R HE I (8 AR LA E AR AR - S5 EAEIE 8 L "8EF7R - 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.

* URGEE ) 4P ERAEEIRIR R AR A E] ~ 31T IR E] - R R B E » REm AT e - S 2 R R SR RIS A F 2 53T ~ B AE] - RFEFERIBA S » R
FfEHl - 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.

AN EBFAM MR HEN ZATE D - EREERR _E5 2 B R ULEEE AR - | confirm my agreement to all sections in this Proposal Form, including but not
limited to the above Declaration and Personal Information Collection Statement.

PREEFFAA Hi (H/F/4F)
Signature of Policyholder Date (DD/MM/YY)
B F B R BT ZRAT » FREERRT EEIEE -

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

O crRsRpreensE AR B HE BT
BOC CUP Dual Currency Credit Card_(Must be issued in Hong Kong)

O visa O Master

- Ad:4 Cardholder’s Name TGS | (S5 Credit Card Account No. EREIHEIE (B4
HKID Card No. Credit Card Expiry Date

‘ (MIY)

RNZEFRE T PSRRI AIRAE AR ARIERRP OEE N T iR IR B RaTE] ) FESIRE S50 - B £ 5517184 - | hereby 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..

EHERREE ALIEREA  FEHEDITEE - If Cardholder is not the Proposed Insured, please fill in the following information.
1. BFE{R A\ Jéf{% Relationship with the Proposed Insured:

2. RAZREAZARE RN Reason for paying premium on Proposed Insured’s behalf:

BNEEFAYELL N A2 2RIES > T iR F 2 (e8], frE 4% [ hereby confirm to pay the premium due of “BOC Family Medical
Insurance Plan” for the Proposed Insured.

(Bef IR ) MrIMrs/Ms) TS 7585515 HKID Card No.

R A% Cardholder’s Signature
(HEL(5 H-R% = 481E should be the same
as the specimen signature on Credit Card)

HHH Date
(H D/IB MIEEY)

k4% FBELSERE Contact Phone No.
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HERAERE - (R DU T 2 ﬁﬂﬁi@*fﬁﬁﬁﬁ%ﬁ?ﬁﬁ% BRETE 12 A RS R RE 56 Koo BRI
4b > BEH]= HKS$1=1 SrBBR R - BT E R ERE R 24 /NRRHEEFAER: 2108 3288 °

2 PEREAFR (BER) ARAH

L AABTAHHEHERARRRA - BE SAFHGEU R R REF R AIRAF(T P IREERE | )
DUT e Z PR E dn( " PREL )ZE@%’E’J%QQHE”%J (" EfEtE ) - ARACRIRES - FIRE S - B
B R AT HEY "HH#BAU\"FDWJ ]

2. ARNBUME S E R PR E GRERIARE (LA SO B A N\t SR - SRR SORBATERY -

3. AAEFER KA LITHY T E AR BRI AI RO AR > 3 F R A R RO AR

FHLUF A LR K FE ERe RS HEREE 1 U4
TRBSEE i - HRR S RERETE]
FORE © B 12 #1 FHIER R o)
FRASE © ERRER | EEE—) HEA :
R {5 R 5EE FRHEE -
A/ =3
A GRS

* R R A NECRE IR W (LG BERKEA PP S0 liC - BREBUEEI 35— {18 F 69 7 BRI — eI -

2 PSR ERR AR AT
AN FUASIGE A LA RIS CISRBIIAL LA Rpa o ol 0IREE | (BB R MARE CINIRIREE - BolF
NAESIEEREA - A NHO/EE = m e il R AR A S AR AP SRR -

(R LA RS R 2 B SURE)
FiR A4+ FRASEE caapiEakEEa—50 H EA

B Ry SRR R R AR B
LA IR ERFE ﬁﬁ%ﬁﬁﬁﬁ?fﬂﬁ%‘ﬂ?ﬁ&ﬁﬁ KRR KT8 0 T AL BB - Jkt{gﬁ/T\LﬁHﬁAFiﬁJZIVX—E FEeR RIS THIE A
o PR ARSI R - RIMARER « SR - Inown 48 E-R M 281 T | 69-~5 o 2R4% @EHEAE CIRAYPRE SRR - W LUBIL R - %
R S B LU S 5 L IH]‘J%%EI’JM’F?E% SRR EFIREN - 3 AMIRE QAR > 77 IR - (EOREE - KA « Fabif - CHOYS
ERRHTL S i’]*j%%%'ﬁ?ﬁ% SRR T A TR R A ST, Eﬁyzﬁﬁﬁ%ﬁﬁ}:ﬂﬁkﬁﬂﬁ—%}ﬁ 4RV REOREEEE HK$500 B2
b W R ST E RIS o J7 =R S 0 HEE o TR AR O AR - SSRGS o s B B E o 5. 0REIY S EIR B AT A gy
SO PR b B R P A o R B R S T e 5 TR A 6,00 08 P BS A TR e e S b IR A m P s 2 B R B
WA ARIE LML © 7.5 ER(5 R EIR)ATR AT R SRR ECRIR A (R /A =] freF ST BHON A R A S (B AV 51 - IBZHEESEAT - 8 A (LR
Fak o PIER-FEEDARL TR P IREE RIR A IR A SR S e -

EEEP% IR A IR A F TR S BRI RIREE 2 {5 - RO SN BRak R 4R
1. PREEM R ZESE ~ B ~ PR BRI SR RS eI E AR ﬁﬁﬁﬁ({*ﬁl% TEHE D) R RA (THEEA ) AR R AR E R/
EEE DA S IS A SRR A IR A =] (T ohaREREIORER ) Zfrbeadn (ORER ) ZERE (THERE ) 1) HETE] (" 530t 1) ° AR BT A
AURRE TERRIRPITR RAGEY (R RAGEY ) - AR NEEIN 800 B EE PRI » (2% ERTZAE » BIDUARR SRR A -
BRIESCRESATS » AT AT EYaasB L - NS OP HETARISIRE S A RELASE - 2. -Rove] rTA@E e 3 2 s BA@ T (A B e (A P E
(EIEEE Ry EA Sk HEA AP PR S B 2 A MO (TR SRR » RS AIE SR B Rl AR S S RS, - B *%é%t’ff N REHUH
S 1EIK%T¢$E$@{¥FRH%XEF'uﬁ)\?ﬂ VL2 S - S TEAIRPNET IR NSRBI RS BRI  FTA R ARER TR R AR R A
50 PRBEIESHEEA o 3. FERENELI-RATIER@BRYIBIIEI Mt e emim H e (T HER ) - ARITYEH RGOSR L
BB - 4. RESEEE - A SRR E PR A A B - HERiTE A B i T — 8 A (BT H P A » S0 FER
RAEZ TAE H AR A B R AR R AR B0 I PREsciRE N > £ \T%H%“;Efﬂﬁfiﬁ BERCHR © 5. TAFHEEIERLZIZ - IR N AT B EY (S RIIRAR
HHE ARSI ARSI - WAEEICE M B ERRIHIERT) - 6. FTAE AP0 GE RZ BN O - FraF R A G P ARZ BN
FIE ~ MEEH R TE (05 BRI - 7.5 AT ST RO SIS MR (A5 ) SEAIREN - BIE - B8 AREIRS
T BN IR - *AFE FERIR S NE MERIFOR » (@A Eﬁfﬁﬁﬁ%ﬁ[ﬁﬂﬁ%ﬁt%}iﬁ@ HEA AT AATA G K BT » AR (s F IR
B - 8 S A AT AR E DU H S AT E %@%FﬁéF“Wﬁﬁ*fE%Ztﬁiﬁ ° EEE AL f§ TAEGUIEATA M ARMEE 2 5 R EPEC RSN -
RAE SRR S N T4 > WE RPN - 9.558 AR ﬁDIEﬁ @EET{%E%&F&/Q AT BRI IRE R IE A TE TR B AR SR
SF B R R B R A - A F A s B R I AR © AR AR » T AR AR P 960 i
Bt ARSI - BRISLAIRE NAVERGR IR R A GEINARIERBIR S XAV R KRR - H5s D £ sH/As SR R S R
§E 10 G EASCAEHE » JO00RPAT LRI REECH SR S IRE [P LSl - s B S TR Ry A RIEHCAIRR N~ o B nl BB C AFTA R
FEECHIE P T A A A - 11, Eh i )R SR IR A S E T L S o \Tﬁ%?ﬂjfﬂ%@?ﬁmﬂﬁﬁ%ﬂﬁ%Eﬁ
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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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BE#ZZHES Direct Debit Authorization Form
SR TIE IS IS EERLE R AKIRT Please complete and return this form to your banker

Wokz—75 (Z&AN) HRATHREE TR WG = 55085
Name of Party to be Credited (“The Beneficiary”) Bank No. Branch No. Account No. to be Credited

Bank of China Group Insurance Company Limited 6o 3 0 p» 5 0 1 0 2 8 2 1 0 8

o ANEEFEBZANBEZ THITT - FRIEZ 0 AR REIT ARG TR NEERT 2 BANEEZIRFAMIRE EARS - SRR S
WP HEE 2 [R4H - 1/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 RNEHERBEANESEZ IMTHESEZSERBANZEECTANES - 1/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 WEEZFEIRIT SN BE ZIR P R E 2 (S B Z BN - R NEEREILE R S FREREEE - /We 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 ANEEFERBIMANEE ZIR AR SHOESNZ ER IR - ANGEZSRITARATHEIR - ERIT ATUCRIEE 2 W - 2 TR DL— B2 M T A1
THATZHESE - 1/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 AIIEEREEA N EE B TR IR EE NYIEIIH Rk CAR#E 5T H R fE) - This authorization shall have effect until further notice or until the expiry
date written below (whichever shall first occur).

o RNEFHFEZ » ANGERUHECESUAIRES 2 (EAr A > UM/ SR iV il TAEREARN BRI Z AT T AN/ E 2 $/4T - 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.

RNIEE 2 SRAT R ST 2 24T $RAT4RYT Bank No. TR KNEEZHR PSR
My/Our Bank Name and Branch Branch No. My/Our Account No.
ARNEEACE AR L st 2 2% IR AR IREH FIHIH (2B TFIKSEEE B Expiry Date
My/Our Name(s) as record on Statement/Passbook *Limit for Each Payment/Month (See Notes Below)

Day H Month H 4 Year
EBAZ S GEIRRPRAN) EHEASHE WHEZMW - SR TIIEEEE)
Name of Debtor (if other than Account Holder) Debtors’ Reference (Compulsory Field-See Notes Below)
RNEEIEGE AT L PTec s 2 ik I4s BEEE KNEFZ %S
My/Our Address as record on Statement / Passbook Telephone No. My/Our Signature(s)

HHf Date

DU SR TIE S TLEHENSE
For Bank Use Only Signature(s) Verified

* HEMZERE R - Please delete whichever is not appropriate.
#  EELIFSCIEASIE - Please write in block letters.

fifsE NOTES :

1. 4 Gl BEEE R ATREARFEE - RIS S & E BB fEfREE - 1f 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. AEHEMNFGHEERR TR ) —WRAEES 2 B A - 1 BERFEMER IS RIRAAE N (NEE BP T R L) - SRR 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. FEfREE EPEILIREEN %4 BRTTIR PP % E5C 2 48[ - Please ensure that you sign the form in the usual way that you would sign on your Bank Account.

4. IEEBAZSERWA > 5 BB —F Z /G B8R G4 4R5% - IR G 4U9R155% - 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. & “BXRIATEC RER — AR EE ERY > E58R T o IURE st £ 4058 ~ —{E[RE4H - The debtors’ bank may set an internal limit when the “Limit for Each Payment/Month”
is not specified.

6. ANSLEIR AR A G S TR E IREH » BRTESCZHEYN SR T & R BRI 7 LU - 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.
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