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

TR T 71 Sk ZEE K E S 9/F., Wing On House, 71 Des Voeux Road Central, Hong Kong. ZEEE Tel 28670888 {#E Fax : 3906 9906

FEREE R SRR B (RS — B FEE

BOC Medical Comprehensive Protection Plan (Series 1) Endorsement Application Form
2 To : hEREEIREAIRAE Bank of China Group Insurance Company Limited

PRERSRES (HLEDRLOME & P HR (L) R AT AR A S RS (ARRHEE RS

Policy No  (This information must be provided or confirmed by | Name of Insured M EHT)

client) Insured’s HKID Card No. (Fill in the first letter
& first 3 digits only)

Kl Change of Policyholder’s/Insured’s personal information

GO S 1 NE T IOR 2k ) SESEER R 132444 Name in Chinese
Name in English (Mr. / Miss / Mrs. / Ms.)* Surname first
SETRAL I #LE A Please provide a copy of deed poll

Ti4& A#E44 Name of contact person J#k=¥ Occupation
fiegEEES( {EF / F42 )* Contact no. (Home / Mobile)* G | R

HKID card / Passport No.

EEEHHE E-mail address HAM{E A& E % Other changes on personal particulars

= Part 2 HERH Change of correspondence address  ZE3(H# Effective Date: / /

st New correspondence address (55 55 IEFEEEES In block letters):

= Room/Flat JZ# Floor £ % Block /Tower KIBIE#4F% Name of Building/Estate
| @pmskm R £% Name/Number of streetroad M@ Distict wiiiE cityCountry

FE= Part 3 BUNREEMRE 2R A\ Cancellation of Policy/Insured Benefits/Deletion of Insured Person(s)

JEE Important Notes:
(1) AEHOMESRIRE - DVEEFERORE - BRRSAE) R

In order to cancel the entire Policy, please return the original Policy, Medical Card (if any) together with Endorsement Application Form.
Q) (RN RRUHORERIRZ IR RO HRE » CRREERE (BAPeR i 1E4 BN

Full annual premium will be collected and paid premiums shall not be refunded in the event of termination of Policy / Insured Benefits during Period of Insurance, except insured under Hospital &
Surgical Plan 4.

Q) AEEHER Tl T 4 PEERI PR RASHE » FOREEROITA R R MR R - SRR Llaas ]

Please provide relevant documents in the event that Insured Person of Hospital & Surgical Plan 4 terminates the Policy / Insured Benefit during Period of Insurance under designated occasions or Insured

Person deceases.
BU¥ B HHH Date of Cancellation BUHEE Reason(s)
O BeHEmRirE O BCHERERIZIRAR/SOREE (FHER T EREG)
Cancel the entire Policy Insured Persons and/or Benefits to be deleted (Please complete the following part)
ZRAHSH G RERT R R AR R ULFRBEHHE Deletion Date &2 R
Name of Insured Person HKID Card/Passport No. | Relationship with Policyholder (H/A /I dd/mmiyy) Benefit to be deleted

[ #if8 Spouse  [] F Child

[] Fef® Spouse  [] T Child

[ fif# Spouse ] F# Child

[ #if# Spouse ] F# Child
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FErUEAT Part 4 HEIEZER A Addition of Insured Person(s)

MEIIRZEN » FIHEZREEATHRE TR (REER)
If addition of Insured Person, please complete Part 5 and Part 7 (Health Declaration)

EEERAHHE] Effective Date* : (H DD)/ (B MMm)/ (A YYYY)

W IR - SR » W2 R A IR S A R A B R R 1Y T —(ER AR R OR H 42580 SHESEIR H AT 30 RIER -
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 .

J HEHM i YA = Height BEE Weight
N %%Aﬁdﬁ BHRESEFEE HKID %BU DOB Occupation [ JE:k cm O 5% kg
ame of Insured person ex (VR ddimmay) 2 poation 1 Fe D b o
] Bcis
Spouse
O
Child (1)
OF%0
Child )

R EE{I& Change of Benefit Plan Category / Addition of Benefit(s)
ng—ﬁiﬁg‘%ﬁtﬁﬁﬁtﬁﬂﬁzmﬁwﬂ Please also complete the Health Declaration under Part 7 of this form

AW HE] Effective Date* : (H DD)/ (B MM)/ (£ YYYY)
ZEAY I. & & {& [ Basic Benefit . B ¥ % & Optional Benefit
RS Insured (BZRAT 3 38 1LY H o — IR R R AT R T o — (Rl 8] (BZRATERE TYIRE AP R T H p— (]
Person’/ each insured person can select 1 out of 3 from any one package benefit listed below and each insured person can select any benefit listed below and to select one
Benefit Plan? to select one insured Plan under your selected benefit) insured Plan under your selected benefit)
(A+B fRRE) (A+C R0 (A+B+C frlE) DI EFR FEER Gf&#R
(S ES17d (S5 &= (E5-& IS Out-patient Dental Maternity Critical Illness
ISR (R e (BB BB HR 4 ° Hospital &
Hospital & Surgical and Hospital & Surgical and  [Surgical » Supplementary Majori
Supplementary Major Medical |Hospital Cash® Medical and Hospital Cash®
1L.o  $&fRA [ ## Plan1 [0 ## Planl [0 #t#( Planl O] &%) Planl |[(J&#0 Plan1 O &f# Plan1 [ &0 Plan1
Insured [ =t# Plan2 [ =t# Plan2 [ &1 Plan2 [ &#0 Plan2 | [J&f#( Plan2 [ #+#1 Plan2 [] &1 Plan2
[0 &t Plan 3a [ &f#l Plan3 [ &t Plan 3a [ 511 Plan3 [ &t Plan3 [ &f#1 Plan3
[ &f#( Plan3b [ &f# Plan4 [ &t#l Plan3b [ U J&=E smoker
(UNREE if yes
please V")
2.0 fic# [ &l Plan1 [ &t#( Plan1 [0 &f#l Plan1 [0 &f#0 Plan1| [J &t#l Plan1| [J &0 Plan1 [ &ti#1 Plan 1
Spouse [0 z}#0 Plan2 [ zt#0 Plan2 [] zf#l Plan2 [] zf# Plan2 | [J &t#( Plan2 | [J &t/ Plan2 [ &+#1 Plan2
[J &t#0 Plan 3a [J %] Plan3 [ zt#0 Plan 3a ] zt#0 Plan3 [ 5f#( Plan 3 [ &t#] Plan3
[0 &f#( Plan3b [ &f# Plan4 [ &t#l Plan 3b [ U f&=E smoker
(UNRE if yes
please V")
3.0 Fxz!t O &l Plan1 [ &t#) Plan1 [0 &f#l Plan1 [0 &f#0 Plan1| [J &t#l Plan1| [J &) Plan1 [ #t#1 Plan1
Child [ &l Plan2 [ &H#( Plan2 [0 &f# Plan2 [0 &f#0 Plan2 | [J &ti#l Plan2 | [J & Plan2 [ #t#1 Plan2
[ &t Plan3a [ &t#( Plan3 [0 &t Plan3a [0 3t Plan3 [ #ti#1 Plan 3 [ &ti#1 Plan 3
[ &f#( Plan3b [ &f# Plan4 [ &t# Plan3b [ U J#=E smoker
(UNREE if yes
please V")
4.0 Fur!t O &F#0 Plan1 [ &H#( Plan1 [0 &f#l Plan1 [0 &t& Planl | [J &F#0 Planl | [ 5f#] Plan1 [ #t#1 Plan 1
Child (] &f#( Plan2 [ &t Plan2 [0 &t#l Plan2 O &ft# Plan2 | [J & Plan2 | [J 51 Plan2 [ #t#( Plan2
[ #t#( Plan3a [ #t#( Plan3 (] #t#) Plan3a [ t#( Plan3 [ &# Plan3 [ &1 Plan3
[J &F#l Plan 3b [0 &+ Plan 4 [J &% Plan3b [ 0% smoker
(RE if yes
please V")
&F Remarks :

1 PR RN IR AT ERE R TG ~ M INEERERR - P12 R RHRIE RS I R R 65 5% > B & E 60 5% > MAER KRR IRER R 18 B2
50 % ° Insured age: Adult Insured Person’s maximum entry age is 65 for Hospital & Surgical, Supplementary Major Medical, Out-patient and Dental Benefit, 60 for
Hospital Cash, also, the insured age for Maternity & Critical lliness Benefits is from 18 to 50.

2. {RIEEHE  REZENRE — (R SR E AR - 51# & 88 (REIEH - Benefit Plan: Insured Person(s) under the same policy can apply for different Basic
Benefit, Plan and Optional Benefit.

3. (EPEEREIRIE @ MR A ORI R T 2 Rl 18 BREDAT » (BB & ORE RERRE e 518 1, 20k - Hospital Cash Benefit: Regardless

of any Basic Benefit and Plan selected, the sum insured of Hospital Cash Benefit will be covered under “Plan 1" only for the insured child(ren) aged 18 or below.

4, T ISR RS AT L BT - SHE T e EL#E 515 - Child: refer(s) to the legal child of the Proposed Insured, including step child, adopted child, or
guardian child.

FCM-E-2017-V03 2




FEAER Part 6 {£E18%% Reinstatement

S —OHER SRS R Please also complete the Health Declaration under Part 7 of this form

BHER X H

Proposed Reinstatement Effective Date* : S (= I o] ) ¥ A —— 0 I \") ¥ A C: 2 4|

FESE  ImporantNotes:

{RELE R (B S5 HHE T 90 RPAUHEHY - #8890 K - sFHL 2% (7 S P&t - Reinstatement must be submitted within 90 days from the Policy Termination Date. Please

complete BOC Medical Comprehensive Protection Plan (Series 1) Proposal form for request raised beyond 90 days.

*PIAEHERZ B#E Subject to the Company’s approval

FEy Part 7 {EEEESEH HEALTH DECLARATION

(FUBFAEEDY ~ 1 RS EMSHTER = Only applicable for changes of Part 4, Part 5 & Part 6)

B AR R T HIETAAEE - Please read the following questions and answer in full.

= YES

& NO

1

T B2 O N SR S 3 E S T A R R b = e - AnisZE A » ZZ P EfUE TIE AR &SRR - #8558 s R /e s EE e
HEFNE - AVE R s5EEINER B - You and/or Insured Person(s) is employed as non clerical worker or any occupation with special risk, such as work
at height, air or ship crews; disciplinary services; manual worker; tractor driver and/or lorry driver transporting goods to and from HKSAR and China;

professional sportsman? If you have ticked “YES”, please give full details.

RS2 RN E BTN H A - EER T2 & FHRIVZIRA LS - sEZATAIRIER (SR E AT 00 Bttt By MEHE - You
and/or Insured Person(s) is a student studying outside HKSAR. If you have ticked “YES”, please provide the name of Insured Person, full details of the
attended Educational Institution (including name and address of the attended Educational Institution) and overseas residential address.

RIS Z R AN T B RS EIEH  ERTRFATERE o You and/or Insured Person(s)‘s “Body Mass Index” falls outside standard level.

1EiBF 5 Fm R/ Z g A4 During the last 5 years, have you and/or Insured Person(s) been:
i) (EREEC R RS R T SRR A FORBRA  BUEM AR R SRR - SR B R XOk LR - B RE -
SR ~ PEIRTEC AT R BB s, ~ Bt {LER/Me 2 2 hospitalized or have consulted a specialist for medical advice, diagnostic tests, treatment or
operation for a serious illness or injury, or ever had or been advised to have any X-ray, ECG, MRI, CT Scan, or tests/counseling in connection with sexually
transmitted disease or hepatitis or HIV, or other laboratory tests/ investigations?

i) PREEAAMRE - PO - GAREEE BRI BIAME R IR B SR B ~ WEFRPE - B ~ g ~ BRER3E - ORRIESR - AR lE o i S A
S AR & BT B2 B A 2 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?

TEH % 5 FERSSZ RN G TREFE A R A B RE AR F RO RIR RS - A RICREGECY ~ WINCREITAIMRA] 2 In the past 5
years, have you and/or Insured Person(s) ever filed a claim for hospitalization with an insurance company or had any life or medical insurance application
rejected or policy cancelled, rated or restricted?

FUBRERGERE  Applicable for Critical Iliness Benefit only

6.

WE S F o WRIEZEAGEE PR - EEER  SEER - &/ inAm/EMmREm - FRRSEEE - W - SR/ AT e - 3558/
RN ZARCE AT RERIN) ~ FUA BB BS 24 P L0 B R ER S AR ~ SUERTEMEREY R CF B N BRI EGE - BE - 355 R H) 5% 2
During the last 5 years, have you and/or Insured Person(s) ever suffer from stroke, gall bladder disorder, debility or other disorder, anaemia/hemophilia/other
disorder of blood, loss of use limb, mental illness, jaundice/hepatitis/other liver disorder, impaired hearing/vision (except hyperopia or myopia),
musculo-skeletal problem such as backache/joint or muscle pains, or any other illness (other than minor sickness such as upper respiratory tract infection, flu,
gastroenteritis, etc.) / disability?

TR B2 RN EEE - TL o Btk & 2 5 7% 60 SRt 8 b 2gEA ol B ~ B RS ~ B9 ~ 2 35 MERE b - s 2l (9075 2 Have you and/or Insured
Person(s) parents, brothers or sisters had or died from Stroke, Heart Disease, Diabetes, Kidney Disease, Mutiple Sclerosis, Cancer or Inherited Disease before
the ages of 60?

BRI Z RN G R B E 2T O 2 E e B AR e D B R B A SO ? B R TR ) YIS 2 ? Have you
and/or Insured Person(s) use tobacco products or narcotics or drink alcohol regularly or ever been advised by doctor to reduce or discontinue consumption of
tobacco or alcohol? If you have ticked “YES" , please state amount typically consumed per week.
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WE_RARRTRE 1-8 B AT — RS T2 ) SEtiA DU 2R N R A BB e R e - TS EEIIEREA » sE A& " M EI H —PFESS HREE
T E B AR 2 A 205 - If any answer to the above question no. 1-8is “YES” , please provide full details in the following table and enclose related medical with attachment
reports. If you need to provide details on separate sheet, please tick the box at the right hand side and attached the sheet(s). The sheet(s) should be duly signed by the related O

Insured Person(s).

2R R RELS R {EFHRSCANERE R ~ JEAR Firiese 2 3 FUGAHE i I KR HEA (RES
Name of Insured Person (s) Question No. Health Condition such as Nature or Care and Treatment Onset Date Lasl Consultation Date |Result
Symptoms of Disease, Diagnosis Received

£ /77%= Change of Payment Method

E&IEE Change Items HXZE Change To

& Payment Mode O #4% Annual [0 A% Monthly (RPR$EFT P 2= A -~ E 8h#E0R Payment by Bank Account / Credit Card Autopay only)
@& 7%  Payment Method [0 7= Cheque (H[RE44% Annual Payment Only)

O %&'ﬁ FLIEE  Autopay by Bank Account
Z5 8 HiY T ERNTRIIES o HEF RS BRI RS0 3E — (E H (RE CEAR B =) 2 1 e sl S ey
r E{%E%[E{%Bgzﬁlia J\E] | ZZ[E] Please pay cash or attach a crossed cheque for the annual premium (applicable to Annual Mode) or
first three months premium (applicable to Monthly Mode) made payable to “Bank of China Group Insurance Company Limited” with a
completed Direct Debit Authorization Form as in Page 8.

[0 {EA-kFOEIE  Autopay by Credit Card
R 6 H T EARARIRES ) o EEE = S R ECE R SRR 2 e s eER T PSRRI A IR A
#Z[a] - Please pay cash or attach a crossed cheque for the first three months premium (applicable to Monthly Mode) made payable to
“Bank of China Group Insurance Company Limited” with a completed Credit Card Authorization Form as in Page 6.

EPLTHRERF 12 A RESHESEL RS - FEhS R IRE R - mER R TR R T T R TR 7
HiY T 2Bt SI H B 3kI2HEE | - If payment is made by using “BOC Credit Card 12-Month Interest-free Monthly Installment”,
please contact any branch of Bank of China (HK), Nanyang Commercial Bank Ltd. or Chiyu Banking Corporation Ltd. and complete the
Interest-free Installment Direct Debit Authorization Form as in Page 7.

H:HH  Declaration

LA N B RRE h SR B4R S ORI ST B (R 5 —)RE - FUEREER H IR B2 - SRS S B BRHRE  — A TR - BRIEAAR/EZRALR
TEFE AR 4% B 7 SR A2 B (7 F 3324 - | acknowledge that benefits are not payable under the BOC Medical Comprehensive Protection Plan (Series 1) 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.

ANGEILE AR A RS2 (R A B35 22 (0 PRbsl Ry /T 15 H & 65 pR/B & RITTEIENY&VAZ R < | declare that myself and/or the Insured Person(s) are
ordinarily residing and legal resident of HKSAR aged between 15 days and 65 years old when applying for this insurance.

ANGEIERY] AT R LSRR ) BUSHRE » AR RS < BRIy B - AIIE R B R MRS o AN A RISEERE AR R » AARIEHZRAZ
FRIER % 5 - | declare that | have obtained the necessary authorization from the above mentioned family member (if any), the information stated in this Proposal Form is
true and complete and will form the basis of this insurance. | also understand that if any information stated is untrue or incomplete, the cover for myself and/or for the Insured
Person(s) may be invalided.

RNGENER X REREEARINTREARTE W RGN HZ R N2 fRIEH KA B - | declare that this Proposal Form is applied and
signed at HKSAR, in case of fraud or factual misrepresentation, the cover for myself and/or for the Insured Person(s) may be invalidated.

R NAEIEAAELE TSR ~ BB ~ 2P ~ ORBR A S RHA AL - #9707 ) o $REE B CREg R (A R /3 b 2l 57 8 (A0 ) FERE I 0L RO FE S A e » AR S F AR TE
AAEEERST - | hereby authorize any doctor, hospital, clinic, insurance company or any other person to provide either myself and/or the above mentioned family members” (if
any) health condition or detail medical history to BOCG Insurance. Copy of this authorization form will have same effect as of the original copy.

ANEE PSRRI R — VA R (RS R4 B > FEF] - | agree BOCG Insurance reserves the right to accept or decline my this application.

A KBH VBB OR B B A 350 1% SRR PRI A A RS2 G- 2 PRBS BT 4ATTAERY < | 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 paid and the policy was put in-force.

AN R OR RS — St (e (R B AT - 5 AR B SRAEEI RS A RS LU M R SR AT » AN R 8 CR B LA R R - I IRE
{FEE4F E 344 - | 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.

N

9’

El

o

o

~

™
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WeEE(E A&k Personal Information Collection Statement

AN B A SR ARk B T SR E b R AR RS A e - SR BE([E AR I A EHAY ¢ | 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) BRI FCEAS A A GRS B 35 AR AR AR PR A R PRl ER E%  processing and evaluating my insurance application and any future insurance application I may make ;
Q) ITAMMEEETTECLAE AR UL B A A (R BEAHRAATARTS administering my insurance policy and providing services in relation to my insurance policy;

() MTEEEE  EE AT A REARIAVZEE analysis or investigating, processing and paying claims made under my insurance policy;

(4) BB (R R A R A AN HLER B K2 /KK invoicing and collecting premiums and outstanding amounts from me;

(5) (EATE{REA REAY E S e IR B B 0 ~ 885~ BN E4EHA any alterations, variations, cancellation or renewal of any insurance related product or service;
(6) L. R #ER4& A A contacting me for any of the above purposes;

(7) PeREEE R TE{A{ I FE exercising any right of subrogation by BOCG Insurance;

(8) HTHL il FHRAE E R {425 Fl & other ancillary purposes which are directly related to the above purposes; & and

(9) BEREAEE - (R0 R ENSFRI 5] complying with applicable laws, regulations or any industry codes or guidelines.

o SR [ (R B IR T PRI | R AR A N R /882 A N ARS8 %145 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 LAt - A REERBR IR AL TR - EER - B - R RERHEIRBE =T R RER (B - BRIRSILERS - RooRuR iR I ER -

SEIEEHRE ~ EiE R ENRIAR TSRS ~ B ENRHS IR B e pg R B B R A %5 %) 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);

i PR ZE YRR AT - BRI B R BEEREARY in the event of a claim, loss adjudicators, claims investigators and medical advisors;

SEST GRS T e 2 E ACER in the event of default, debt collectors and recovery agents;

PR RIS A T K5 & RIARFS 22 5] insurance reference bureaus or credit reference bureaus;

PR T R R 4K4T reinsurers and reinsurance brokers;

ANHRBLL (354 ) my insurance broker (if | have one);

B B B (R Y S Ry B 3 %2 F5RERY BOCG Insurance’s legal and professional advisors;

R EE FREE AR FI(BL (CAFEUERE) RYE 75 %) BOCG Insurance’s related companies (as that term is defined in the Companies Ordinance);

BUHFSCR BRI (R A S ey sl SR AR ( T gy ) )RHEE 8 > DUZEIEE RalisaR B Y > sibME T ) T H BB - s R s

(BT B & BRYHIZS T AR IR S TR IR T e AYERAE 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;

jo EE TEEE ) BT TEeE VS DUERTE kst AR H Y any member(s) of the “Federation” by the “Federation” for any of the above or related purposes;

k. AEAIARAT SR A BB R R RS A R AT - S RESES AR P AR G & s A AR R AL - DUERIE( B sARI B 6 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;

. (RSEEETE R EEAT CREE 3144 the Insurance Claims Complaints Bureau and similar industry bodies; 5 and

m. CEGIE SR EET AT EUR %R government agencies and authorities as required or permitted by law.

ARNAESE PR SRR B (RB P 1) "Iy ) (@ CRB SR USSR AT ot v 2 el R B AR N\ R B2 (R A EAmT 0 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 > (RN EE - SRR R AT RE @ DUE T 7 20 i R FE A A B /8 (8 A9 &R} Moreover, BOCG Insurance may also use and disclose my and/or the Insured
Person(s)’s personal data otherwise with my consent.

RN LR R FORE IE R SREE R R A A BAN R/ Z R AR AER - A FE » o] REER AR SRR 4 (F55E - 2867 0888 » {&E * 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).

~ST@ oo o

BB ETETR  Receive Direct Marketing Materials Instruction
ANEBR SRR E R A AN E N BRSO B (EE S HERE (GEDL v BE%2E7H) 1 do not wish BOCG Insurance to use my personal data in direct marketing via the
following channel(s) (please use “ " to select the channel(s)):

O T THEREENM: Promotion Email O EEEmER SMS O EHPHEE Direct Mailing O #EEESY Telephone Call
AR AL AR E T AL AR AL, V" SREUREATEERE » AR AN ELE SR ECRBE (T2 =AY B 44  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.

PLEREBEHAEEE SR E SR B - TRERE M pI TS5 R EORIRAVEEE « 3527 (DL LAV M A RS SR CRBR ey DR Im
PR 0 IR TS R SR o S5 R S aE s FAT R P SR (e e A L B RS R A &R - 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.

REAERHE EEAEEATFEREEHIETR hstruction to disclose personal data to the Group companies for direct marketing (FUEFIIAE ALK Applicable for Individual
Enrolment only)

O ForlE KR 2 RS TR SRR BRIV P > P SRR B (RIS FTRE SR A (E R LT T AR ) *HoAthpk B A (EHBIEMTE - (7B - A F &%
P~ 1~ SRIT AR RS FI S L R IR E IV E SRS (S5 R fRbary " ERBERAS , LA SRIEE (IR BRI 2 B R (B A\ ERHEE 52 B RHER
BEF TR A DURGZERHEE EE TR A RS i RS R /SRR e » ) 5 A A P SRR BRI L AT (8 N R T DL E AAERL BRI S RIS 8 B DL
geFoR - 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.

* UREEE ) f5 PR EEIRIG R EAERE AT ~ 31T ~ AT - ARIBERI @R E - NanEAEt - HEnk 8 a5 PR EEREIIER A ST 2 317 ~ IEAE ~ AR
YRR K@Y B RamE T ERY © 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.

ARNMEREBEAR R FEEN A - B ERER V2 B0H U E AR - | confirm my agreement to all sections in this Proposal Form, including but not
limited to the above Declaration and Personal Information Collection Statement.

REFFAA FEH  FAER AW (BRI
Signature of Policyholder Signed Place : Hong Kong and Date (DD/MM/YY)

FRUFFABERPERZERA > TREERBTAEMRE -

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

O horsRmpress &R R BHE B H)
BOC CUP Dual Currency Credit Card_(Must be issued in Hong Kong

O visa O Master

FHR A4 Cardholder’s Name TR E G EeoRE {ZH-FFE 5971 Credit Card Account No.
HKID Card No.

ERREIEIA (B/4F)
Credit Card Expiry Date
(M7Y)

Medical Comprehensive Protection Plan (Series 1)”on a monthly/yearly basis until further notice.

ANZLAZHE T P IREEORIRATRAE] ) A NREAREOERET T PR RG S IRE (R ) ) ESIRE S - EESTEA -

| hereby authorize and direct “Bank of China Group Insurance Company Limited” to debit the premium due from my credit card account for “BOC

1. BFELR N2 R A Ef{% Relationship with the Policyowner/Insured:

EEAERE AVIEHSBREANZEA » SHEBEDTIER - If Cardholder is not the Policyowner/Insured, please fill in the following information.

2. RIELENIZ R A TEREEA Reason for paying premium on Policyowner/Insured’s behalf

BNFEEFAYE TR A ZIRAZ 2HIES . " P IRERG S IREE T EI(R5]—) ) PREEEH -

I hereby confirm to pay the premium due of

(FeERRIZ ) MrIMrs/Ms)

“BOC Medical Comprehensive Protection Plan (Series 1) for the Policyowner/Insured.

F Gy EE5EHE HKID Card No.

R A%ZE Cardholder’s Signature
(HEYE -~ 2Z = EAHE] should be the

same as the specimen signature on Credit Card)

x G

k4% FEELSERE Contact Phone No.

HHH Date
(H DD/H MM/ YY)
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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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ERETEIZREE Direct Debit Authorization Form
BIRIGE B G HEPHEERME B AKERfT  Please complete and return this form to your banker

Wz —J7 (24 A) A THREE TR WA = 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 0 3 0|55 01 0 2 8 2 1 038

KNG EFNERNEE 2 TISRT » (52 N R/ AET RS T AN G ERT IR EANEEZIRFNEIRE LIRS - EXERSHEAGEEL TEE
Z [R%H - 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.
RNEEFRBANESEZ STIVES T SEEBENESERTAAN/ES - UWe 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.

A% E IR S AN /EE 2 IR HIR A S (S HIE 2 B S8 » AN /B SR [F] 5 2% AR S 2335 (F - U/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).

RNEEFEBNARNESE ZIRF IR SR N2 SRR ANESZITARS TEIR > B8R T E 2 U TR DL — 2 A S T E R HUN A -
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.

AIEEHEE AN EE S TEAIESCEZE FHIEHAH i (DIRTE 52 HHEH A 4E) - This authorization shall have effect until further notice or until the expiry date written
below (whichever shall first occur).

RNEEER  ANEFAUHSE SRS ZEFNER AR EUSE SR B D RE TER(E R ERE RN Z AR TANEEZIRT 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.

KNG L ZSRAT R ST 2 24T $RAT4RYT Bank No. TR RNEEZWRFSR
My/Our Bank Name and Branch Branch No. My/Our Account No.
KNG LSS B LTl st 2 478 R A B FIfHH (2B TFIMEE% ) Expiry Date
My/Our Name(s) as record on Statement/Passbook *Limit for Each Payment/Month (See Notes Below)

Day H Month H 4F Year
FEHAZEES CEIRFRAN) FEHASE WHEZM - FHSETYINERED
Name of Debtor (if other than Account Holder) Debtors’ Reference (Compulsory Field-See Notes Below)
RNEEEGE AT L PTec s 2 ik Iss BEEE RNEEZH
My/Our Address as record on Statement / Passbook Telephone No. My/Our Signature(s)

FHHA Date

PUTF Y TEES L ENSE
For Bank Use Only Signature(s) Verified

SEM 27 % - Please delete whichever is not appropriate.
S5 DI BESTIERSEES - Please write in block letters.

fff3E NOTES :

1.

W GV MR R AT RERHHE > QUSSR S E B R = PR4E - 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.

KREEMRIZREGN TEEIH ) b rrHER Z DR - 1 B RS ERTEIEERERIAAN (EE BEP TR AL - RIFERRZMEEZE © 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.

RS BEETIIEEN Y F 4 0 BERTTIE P TS &5¢ ©MH[E - Please ensure that you sign the form in the usual way that you would sign on your Bank Account.
FEBAZSEWMN > FHE &R B2 A—T7 2 B4 BT FlE2 A4 4R5E - RS 4995052E - 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.

& CEBWAMNRZIREE —WARAE LR - GRS RT o URE SR 5 AEEE F —(EFR4E o The debtors’  bank may set an internal limit when the “Limit for Each
Payment/Month” s not specified.

AR S AR S IR TATE R - BRIESeZ N » EHIRTEREFIA T LIER - 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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