. ]
Blue Cross B+ A A

An AlA Company XHBRBEKELT Personal Information Collection Statement Contact Us

EEEERESTEIGERE Major Medical Insurance Plan Application Form

R RRIRTEE R/ MAF R IFTR K ARH] o Please read the product brochure and terms and conditions of the product before applying. 1R Apply
BLUAERERIMGRE - WERKRER "E+F (2K) RBRBRAE. w2BXRE0 (WEA) SVERSE/\BIMNHITE

Please complete this form in BLOCK letters and if applicable, return it together with a crossed cheque payable to Blue Cross (Asia-Pacific)
Insurance Limited or complete the Payment Method in part (VIII).

Blue Cross HK App

BERRBRERON (RBAREREA/ELRENER)

Medical Insurance Needs Assessment (only applicable to customer who submits application via agent/broker)

REREFEFBEREMECE THNTRNER - BEELUTHENEEERS - ( & RAETTERRREMIANEECKRREN SRR ESKRERRH—ZREE
DIFE(S B & R FERBFHRMER - )

In order to ensure the medical insurance product can meet your needs and objectives, please answer the following question before proceeding to the application. (Note: Existing
Blue Cross’ medical insurance products do not include critical illness protection plans which meet any needs and objectives of offering lump sum payment for future healthcare
service upon claims of critical illness.)

BN ROAR AN RNERTEREERRRER?

Do you intend to purchase a medical insurance product for better planning of your future healthcare needs?
O & No
O 2 (7% —18) Yes (Please select one)

O RARESHESRUEFRBER (P11 RFEEFRAL) LISNEFER -

I am looking for an indemnity medical insurance product (e.g. reimbursement of medical expenses) which serves to settle medical expenses.

O AARESHIHESRLEFRRER (F141: ERRE) DIAHERBREBAEBE -

I am looking for a non-indemnity medical insurance product (e.g. hospital cash) which serves to compensate for the loss of income during hospital confinement.

O AABRESHAGLEFRRER (BEFERSFFERRSRE) LNEFERNBRERDBEBNEEL
I am looking for a combo medical insurance product (i.e. indemnity incorporated with non-indemnity cash benefits) which serves to settle medical expenses and
compensate for the loss of income during hospital confinement.

() FBRAER Details of the Applicant

BiRAMS (LEBSNEERAE) (/%) 04tk
Name of Applicant (as shown on HKID Card/Passport) (Surname/First Name) Mr.

) BBGUE/ERR
O/MEMiss | D Card/Passport No.
OAAR Mrs. OZE Ms.

HAERM (H/R/4F) e B FE AF] EES BABE DL
Date of Birth (dd/mm/yy) Contact Telephone No. Mobile Office Home Personal E-mail Address

ML Correspondence Address ( EREE4E SOH 5 #2243 4% P.O. Box and hotel address are not acceptable )

sflat Ll | [ 4Foor L1 | Imelock Ll | | H@putding L L1 L L 1 1 L 1L L L1 0@ 1111

[ 2 N I I e e e o Y A

msesy SteetNo. LI | | | | #sisf 08 SteetNamesiot LI | | [ L 1 1 L 1 L L 10 L@ @111

s District L [ | I L I L L L L@ PP PP PP ]| ] OFSHK OABEKN OFR,#E NT/Outlying Islands

BREREXMHLBRENIZES X (RERRERAETFRENES )

Delivery method for Policy Documents and Renewal Information (only applicable to customer who submit applications directly to the Company)
[ &% by email 2% or (1 % by post ( 204EFEHE » B|E (ANERML) MSEIEERZEIESE » If not specified, email (if provided) will be defaulted as the delivery method. )

EBIRITF O 9 RITPO/FBALS IRAT AT DT
Hong Kong Bank Account No.* Name of Bank Account Holder Bank Name Branch Name
L1 1| (N
SRITHRE TR F oSk
Bank Code Branch Code Account No.

* ERTAERRANAERBEEEEEEEAREERTEO ; RESISABFHLUTZRTTF O - Eligible medical claims payment relevant to all insured(s) will be credited to this
designated bank account; only bank account with 15 digits or below is acceptable.

Blue Cross (Asia-Pacific) Insurance Limited 51+ (Z5K) RIGBRAS MD0712/05.2023
www.bluecross.com.hk



() #EZ{RAEF Details of Proposed Insured(s)

ERRANER (BH) | BEBRNE HAEHS 55 ] ERRAM s g d 4 7 45 R S
Name of mrEE | w8 |(R/8,/5) | (B%) | (Fr)| A | | e o n
Proposed Insured(s) HKID Card/ | Sex | Date of Birth | Height | Weight Relationship pation
i . . Job Duties HK per year (month(s))
(Surname/First Name) Passport No. (dd/mm/yy) (cm) (kg)  [with the Applicant*
O 2 Yes OFBHK __ ( Hmonth(s)
1 / / - O Hfth Others
0 &No ( Bmonth(s))
OFBHK _ ( Bmonth(s)
=Y
2 /o - = “ | O £ Others
O &No ( Bmonth(s) )
O 2 Yes OFBHK — ( Amonth(s)
3 I N O Efth Others
b & No ( Bmonth(s) )
O 2 Yes OFBHK — ( Amonth(s)
4 I SN O Efth Others
b & No ( Bmonth(s) )
O 2 Yes OFBHK — ( Amonth(s)
> I =N O Efth Others
b & No ( Bmonth(s) )

* EARMEAZE Forindividual customer:
RESKRRAZEBZRERS - BEZFRERSERRAZER T~ RE -~ LBk ~ HRE - # 7 FEEEAKEBHIRE < Only Inmediate Family Member of the applicant is acceptable.

Immediate Family Member shall mean spouse, children, parents, brothers or sisters, grandparents, grandchildren, legal guardian or parents-in-law of the applicant.

FERAM/ATIEE For entity customer:
OBESRRAZEERERBEEF 4 - Only employee of the applicant and his/her spouse and child(ren) are acceptable.

*®

BHEEZRARSUERERBEEEE O RELBANERNEE T ; (DFREESURETI0RI ET(F ; (iNBZEEF ; (VB0 =X VRRA?
Does the Proposed Insured engage in high-risk occupation including (i)manual works at construction site; (ii)work at a height (exceeding 10 meters above ground or floor level); (iii)professional boxer;
(iv)jockey or (v)stuntman?

(D) {RFESTEI Plan Details

P AnfR R S PR A 22 BR B AR e B FTIREERI A 20 - Optional Benefits can be chosen only if Basic Hospital and Surgical Beneifts Plan has been applied for.
(FERTHIAEERARILE v, 9 - Please tick the appropriate items below. )

EAE R S F iR Basic Hospital and Surgical Benefits FfANfREE Optional Benefits
HEZRA
Proposed BREMHEER WEER HIRIELER —HETRE
Insured(s) Deductible Amount Per Disability Room & Board Surgeon’s Fee One Million Coverage
1 0 US$3,500 0 US$7,500 [0 US$550 [0 US$40,000 0 US$1,000,000
2 0 US$3,500 0 US$7,500 [0 US$550 [0 US$40,000 0 US$1,000,000
3 0 US$3,500 0 US$7,500 [0 US$550 [0 US$40,000 [0 US$1,000,000
4 0 US$3,500 0 US$7,500 [0 US$550 0 US$40,000 0 US$1,000,000
5 J US$3,500 J uUS$7,500 [0 US$550 [ US$40,000 J US$1,000,000
& H Payment Mode : [ 45 Annual ] B# Monthly
= mET-EL£AERERRAPRTERZR  REBUT—ELAFHHE  [EILL Note:  If your next birthday falls within the coming 6 months from the application date, the premium rate will be based on your next age attained.
BERlFE#HTE - MREAYBHEZRBEAR  LUREERBHAECEFE - Otherwise, it will be based on your current age. Policy effective date will be used to determine the age attained if it is different from the
ARATERE I B RE R E RS - application date. The total amount payable will be calculated according to the premium table of this plan.
WIERER B 50 EHSESNEARETR0.0875 If monthly payment mode is chosen, the monthly amount payable is equal to annual premium times 0.0875.

(V) (ZERHEIE#IR3% Questionnaire on Health-Related Information
BT B iE AN RS 2 R ANMALIZ T 5 - All Proposed Insured(s) included in this application must answer the following questions.

Er R
JttFﬁ%%Z%EﬂLFWB@E’\JEH@{’H%KZ@ZH ' MR EAQARDFERABAZERERRIORERFERNER - AATRAPNKREFELHATEE » WERERP
BRBEBRBER

(i) EREABA - BTHBEEEMANG » RAMESPERARQTRMTEIERNER - AATREEATRANEL  UESRHBENENEAMBERETE—SIR
HERLUFRZRZA o

(i) ERE TR KZISEF'uﬁé‘%féiﬁﬁTM@Jﬁﬁ%ﬁE’JﬁﬁFaﬂ?}LZIKFEJ%EP?E&E’JQHEEHE& AR - BTN FERFBEANARQT -

(iv) BMEE BEhIRRIEEHRE » BETARZ (i) FUABEMAMERAQDRMTELERNER - SRR (i) IS ERNEMRESERM AR BANAAT
BTHRRRRETEEZIIRE - K’AEUT\EJ llttm\ﬂ: TERESU I A RIRE - SUIB/BREE -

Statement for Collection of Information

(i) This questionnaire collects health-related information solely for the purpose of underwriting which is a process for the Company to evaluate the health risk of the applicants and
decide the application results. The underwriting process that the Company adopts should be fair and reasonable, and the Company should explain the application results if
requested by the customers.

(i) As the applicant, you are required to provide the Company with complete and accurate information requested in this questionnaire to the best of your knowledge and belief.
Based on the information provided, the Company may have follow-up questions or enquiries that require you to provide further information for underwriting purpose.

(iii) If there are any changes to or updates of the information provided in this questionnaire after the time of submission of this application and before you receive the Policy, you are
required to notify the Company in a timely manner.

(iv) Even after an insurance policy has been issued upon successful application, the insurance coverage for you may be affected or the policy may be terminated, voided or
rescinded, or claims may be repudiated by the Company, if you have not provided the Company with complete and accurate information to the best of your knowledge and
belief according to (ii), or if you have not notified the Company on any changes to or updates of the information in time according to (iii).




EBER Part A — {2ERE % Health Information
BB ERNPREEEEU T RERRSUAE

Note for applicant(s): Questions of Part A do not require the applicant(s) to disclose information regarding the medical conditions or treatments below.

BEE /[@HEEF BER/ RYTE (BEE) ~ /ﬁﬂzZE EHRBE) ~mE - ARG (ERR) - BOE - BREER/IRRR (RRBERES) - BRT
SHMARE R R *A%EE%%%IET%) CBREERE (REERER) - BRER - TRSRERLAE (EEH) - F1EARIRRERBRIERNIRE IR I2R1/
B/ AL
Cold/ flu / sore throat, gastroenteritis / food poisoning (fully recovered), indigestions (no investigations required), acne, muscle sprained (fully recovered), thrush, routine scan /
blood test for pregnancy (normal result), routine cervical smear (normal result), routine health check (normal result), preventive vaccination, Hormonal Replacement Therapy
(menopause), infertility treatment or uncomplicated pregnancy, myopia / hyperopia / astigmatism / presbyopia.

EUTEIZSREA—EMECERR "2, & AN CEEEERIRERNE

If your answer to any of the questions 1 - 8 below is “Yes”, please proceed to answer the relevant follow-up questions in Part B.

BEEAEAKEEE ", o Pleasetick "v" the appropriate boxes. =2 Yes 7 No
1. BREBRHED TIIRRERERT ?
Have you ever been diagnosed with any of the following diseases or medical conditions?
@ EAESKRAE O O
Cancer or carcinoma in situ
(b) BERIERE O O
Brain tumor
(© OHEERm O O
Heart disease
(d) e (BIEEE MR - A5 TR, ) a o
Stroke (including transient ischemic attack (TIA))
(e e | O
Hypertension
) BREIEEENERE O O
Diabetes mellitus or impaired glucose tolerance
® B® O O
Kidney disease
(h) BRI BB HER(L MRS O O
Prolapsed intervertebral disc or degenerative spine conditions
() FEEAZRSRUASIRAFRRIEENRR | |
Diseases or medical conditions requiring a medical device or prosthesis to be implanted within the body
() ABEELIRZHRS (ELRRE) Bk O o
Human immunodeficiency virus (“HIV”) infection
() FERME (FENHARKZHERENES - £EUBHENER) a a
Congenital conditions (medical, physical or mental abnormalities that existed at the time of or before birth)
() BEEHRR - TR - B &/ HEEEEEN - 187 SNSRI O O
Physical defects, impairments, deformities, and / or conditions affecting mobility, sight, speech or hearing
(m) fEERREMOR (FIAINE ~ SR -~ BN R - RRKFHNBRITMNEE ) O O
Mental health conditions (such as depression, anxiety, schizophrenia, eating disorders, or bipolar disorders)
() BEEEESLIRE a a
Hypercholesterolemia or Hyperlipidemia
(o) FriEzem (FlanZBsRENTA (BIFARERMERIE) ~ IBILITSTEL ) O a
Liver disorder (such as hepatitis B or hepatitis C (including tested positive), fatty liver or cirrhosis of liver)
(p) ZEMRECAE O o
Multiple sclerosis
2. HEAIREEE NIRRT ?
Do you currently have any of the following diseases or medical conditions?
@ usm (A TNBRL ) O O
Hernia
b) IEmE (ER/TEREREE ) O O
Breast lesion (tumour / mass / lump / cyst / nodule / growth)
© FEINEHE (BB /E,/ B BB RAE 8E) O O
Uterine or ovarian lesion (tumour / mass / lump / cyst / polyp / nodule / growth)
(d) RMERIZUERIEAR o o
Benign prostatic hypertrophy
e EREAZMRERA (BEA  BREFANBENEAR) O O
Gall bladder stone or urinary stone (renal stone, ureteric stones or urinary bladder stone)
)  BREE - SRR RERE O O
Cataract, glaucoma or retinopathy
(g FEREIASNHMBIERMA o o
Arthritis or other joint disorder
3. EBERFN  BRABENEERTHNGE (FINER - SMER - 844 - 8F) REMRRNERNAEZEXEEAS (HIA o O
ERIEA - VIERRER - BHRIEL ) MIRED A EEER 7
In the last 5 years, have you ever had or been advised to have any regular or ongoing (such as monthly, every 2 months, half-yearly, annually)
follow-up consultations or medical care with a healthcare professional (such as specialist doctor, physiotherapist, psychiatrist) for any disease
or medical condition?
4. ERERERN  CRESWSELERTEY (HINREEiEnEh /8K BEEN) RALHRE—EANRSEY ? O O
In the last 5 years, have you been advised by your doctor to take any medications (such as to be taken daily / once per week / as needed as
directed by doctor) for a continuous period of more than one (1) month?
5. ERERER - LREGAEER? o o
In the last 5 years, have you been admitted into a hospital?
6. THAERFER @ BEGBLFARBER NMEZIMIER (BREABHRREIERRS) ? O O
In the last 5 years, have you undergone a surgical procedure (including endoscopy or biopsy) without being admitted into a hospital?



ERER

Part A — {ZERE&#$| Health Information

BIEEEHAKREEE "v, o Please tick "v" the appropriate boxes.

2 Yes

7.

ERERFR » BEEGBEZHBIRFEZRE (G205 -~ B ~ OEBE ~ X0t - BRI - ShiFH - BOHHR - EEFRE - 24%

BIE ~ ZRUFFROBIR, ~ REUFTARIR) 7

In the last 5 years, have you ever had or been advised to undergo investigations (such as blood or urine test, ECG, X-ray, ultrasound, CT scan,

MRI, PET scan, HIV test, Hepatitis B test, Hepatitis C test)?

MRERE "R, BREERESTERETIIER ?

If the answer is “Yes”, do your investigation result(s) include the followings?

@ IRERERIER

Normal test result is advised

RERERER

Abnormal test result is advised

(€ BEFFEIRFSRRER

You are still awaiting test / test result

BERERABEEANNEE (FEENIE—TRER)

Test result is inconclusive or uncertain (retesting or follow up test is required)

(0 FRBERCERBFESRNTEEIAR (HIN—LRNFENRERN ERMNITEE TEERE, BRI, PRI
I h Al ST SRR IR HIRE5 (L )
Medical advice has been sought or treatment is required for the test result (such as liver cyst/ brain cyst / joint degeneration or calcification /
lung or breast or thyroid calcification discovered on imaging test, that may not require immediate treatment)

(b)

(d)

o o o o oO
o o o o o

ZER

EREEIE8REM - ERECERR TR~ &

BT EESI1Z7RAETNERENERIN - BESE TFIER?

Apart from anything you have already disclosed in Questions 1 - 7, do you have any of the following conditions?

@ MERE—FR  BESEMILEDTSAF (118) BltE

Unintentional weight loss by more than 5 kg (11 Ibs) over past 1 year

AERHM (FlanEdm ~ Eim -~ Remszm ) E40—(@ER

Abnormal bleeding (such as vaginal bleeding, rectal bleeding, nose bleeding or coughing up of blood) for at least one month

© 1EBE—FR  THEEARENISREIEREREZTAFTEEZEREEAS (FINEREL  MEDSERA - BriEd) MREDR
In the last 1 year, you had or have been required to have follow-up consultation with a healthcare professional (such as specialist doctor,
physiotherapist, psychiatrist) for any medical condition or sign and symptom

HAREBEARN SRS (FIZIIESR ~ 85 ~ HEZW - Rk LER) MEESHESRERER

Other medical conditions or sign and symptom (such as lump, headache, persistent coughing, chest pain or epigastric pain) that you are
seeking or intend to seek medical advice

(b)

Part B — 2R &7 Supplementary Health Information

BIEERNHMEREHESEY - FESRHUEDEN (FINERELEREBHNER M REEORAN ) UBERATRRRE

If the answer to any of the questions 1-8 in Part A is “Yes”, please provide additional information as applicable. Please provide information as detailed as possible (e.g. provide year and month if exact date
could not be recalled) for the sake of fair assessment in underwriting.

a5 TR/ REARR, WHBAER | EREBRAMK | &) BETIAE ME /R B | 7R (INEEER | REED
Question No. Disease / medical condition / | ZERAIEEA Treatment / investigations / tests / 2EE - BERE | AEAY
a) 5t 1-8FE | sign and symptom Date of first scans that have been performed BRAREZY), TR | Date of last
R RERE occurrence of sign ) o ELHE) ollow-up
Follow-up and symptom b) BEDAE B/ MR/ BHEAS | present condition medical
questions to Date of such treatment / (such as whether consultation /
each of Q1-8 investigation / tests /scan fully recovered, treatment
as applicable follow up action /
o medication /
b) HESHAR ARER next follow up date)
Name of
Proposed
Insured(s)

JRERBRR, NE
/R R &
AEARRO B A 2%
Name of doctor who
treated the disease /
sickness / medical
condition / sign and
symptom™

Bhram (@) X
Name of Hospital,
where applicable*

KOER : ERBRATBRAZANEER,  NEGLERHEERCHRN > FEGHSANSERS - )

(Note: written consents from applicant are needed before an insurance company may approach the applicant’s doctor and/or hospital for access to his/her medical records.)




(V) BIEE R T EEEHPEREAER Opt-out from Use of Personal Data in Direct Marketing

REMEHENES - BENEREHNENR  DIETEREIEY 15 (2K) RRARAT ( "E+F, ) AgR "WEEAERER, ( "ZBH, )M
AE R IREIE A B BEE AR RIEE FTREA SR RE TZBIEFE (IR B R S e ERAFERES - BERKMABNERT - E+FAeestit ARk R LiEH
IRIVEAE R » BARAFR LE+FEERESE T BRI RREAER  SETFIEERELE "V, e
1. EREAEHERREE

0 HARBETFREZBAFZORCAIEASHEEREE (FINEBRIEERINEE - BEREREEIMNET) ©
2. BEABEEHRHEBRERES B

O FARASETTREZEVZGOREENEAEHRHTERFSFEEHFEERRESE (MMEBRARRHERITES - BEREEESNEN) » THETTS

LESSENEMY ENER -

B ERRGERMEE HERTE+F IS S ER A EIRERNB RN ERREE - TMAGERPFEITEDATE TSRS - FES MU EASEESERRS
TERXEIANFEERIHAER - IRFS - B3/ SR - AR SREREAAIE T R EE R E A BHIEE R IR BB A SR FEIR RIS HIg R AR -

In order to provide you with the latest news, offers and promotions and to conduct direct marketing activities, Blue Cross (Asia-Pacific) Insurance Limited (Blue Cross) may use your personal
data according to Blue Cross’ Personal Information Collection Statement (the “Statement”) and provide your personal data to its alliance program partners as set out in paragraph 4(iii) of
the Statement for direct marketing but Blue Cross cannot use and provide your personal data for such purpose without your consent. Please tick "v"" in the box below if you do not wish
Blue Cross to use and provide your personal data for direct marketing.
1. Use of Personal Data in Direct Marketing
[J Ido not agree to Blue Cross’ use of my personal data for direct marketing (such as by way of providing me updates on latest news, offers and promotions) as set out in paragraph
(4) of the Statement.
2. Provision of Personal Data in Direct Marketing to Alliance Program Partners
J Ido not agree to Blue Cross’ provision of my personal data to its alliance program partners for direct marketing (such as by way of providing me updates on latest news, offers
and promotions) as set out in paragraph (4) of the Statement, whether or not for money or other property.
The above represents your present choice of whether or not to receive direct marketing contact or information from Blue Cross and its alliance program partners. This shall replace any
choice you may have given to Blue Cross prior to this application. Please note that your above choice shall apply to the direct marketing of the products, services, advice and/or subjects
as set out in the Statement. Please also refer to the Statement for the kinds of personal data which may be used for direct marketing and the classes of persons to which your personal
data may be provided for them to use in direct marketing.

(VI) E50A K#%#E Declaration and Authorisation

A/ EF - ERBRTEE :

1. PAAERMENSEZEEMEERN M RERER  ABNAFE R WARFEARA/ KAMNEMMEMESN « AA/ BRADEEEREAEEZEN KRR
IR AR E 2 R BB R IE RIR & K2 AARIRER © A/ BIELER - AREREMET JCERMRZERNTBHETT (2X) REBRERAR ( "EARA., )
FABBARRERFCEEZER  HUEEREATFAEESIEERREABHOARELY - HAA / RAEBARBFEEEZREIRER » XA/ BAVERE
NREBEBAAAN /KM (BFEEZRA) HRERRHERSE

2. RN/ BMEBEADBRERARA/ BIR-RELEBEARA/ BAOZEEIRR - —DERAARA/ B  RA/ BROBEREEAMNBISERA BMREBER

Bl ML - BRIEEE ~ Bt - DTS HMMIREFRABMEE - (REBAT) ~ A8 - BESALRERA / RMANEENEAENFEATREEEREK BRE
AT FRERZNBRRENEERBRRENER 2 RENEEARECH - IEES AR - ARESZEIREEARRRSR -

. —HRBEENBERRBEEMNE TR EXENRERRI TEAR B AIERK

4. BERABERR—IEARIRANRENZARFANER2RENEBEE > BEATETRY » MEBKRSIRIEZRABBZER - &NA /AR B
EF&%{’AE%é?f%%%ﬁA@Z%ﬁ/\ZE'%f’é%KIEH%%T?J\$E1%%%*%Bﬁﬁﬂ‘éiiﬁ ARNERZP ARNFERLUEIESIN » W2 BREATNRZLEREZ )
AARESME ©

5. AN/ BMBEEREIEATERAFAN / BMBEEMEIELTEBZWREREBERZRE  OAETHERRENEREBRIESL (U18F) INEE - AA/EHM
HEMAFREARRESEE > IEREDREA/ ZACEZEANEBZE - AA/RATHESATNENS HRMEER - 7aUEEERRGERESE -

6. A/ HKMBPBELRAZEEARRNRERZMNRE (BEIMEAEETREREAIRE) @ BEEATEGRHSBAZ TS - R - ZESERNBEARMN
1%;:1?%:@%%9@%%@2@7}3%@% S ERIERIBETHEAHE - REIHRE 0 HAZZFRRKRE - EARANFEARBEANRERERR (BESEREED
RUEMRE) ©

7. é/\/ﬁﬁﬁ’?ﬁ%ﬂ?ﬁ%&ﬁﬂ BHER/NMT - ERERRAR - RIRENLIONERKEERIATIERREH D EEREARMNWKERAERERA -

ARMEAZE

FIERARILET RS - RRAESESS o (FOAER - BkR)

BRATYIRIE (RTHER) (BEBEBIBEI2ENE622E ) BrsiaiMAVEABE, P IRIE (FEEDEA) (FBERFE310E) ZRMEAEE - AEER - BEX

BEH  HEDT o (FEMENERE)

I/WE, HEREBY DECLARE AND AGREE THAT:

1. The answers to all the above questions including all information and particulars given herein are accurate, true and complete and are given to the best of my/our knowledge and belief.
I/We have not withheld any material information and accept that this application and declaration shall form the basis of the contract between Blue Cross (Asia-Pacific) Insurance
Limited (“the Company”) and me/us. I/We hereby acknowledge that failure to supply true and accurate answers to this application or inform the Company of all material information
about my/our application may render the Company unable to accept or process this application or the insurance policy void. I/We shall disclose to the Company any change in
my/our/t%e Proposed Insured’s health after signing this application until I/we receive the policy.

2. 1/We acknowledge that the Company reserves the right to ask for submission of more details of health status of me/us at my/our own cost. I/We hereby authorise any licensed physician,
medical practitioner, hospital, clinic or other medical or medically related facility, insurance company or other organisation, institution or person, that has any records, knowledge or
health information of me/us, to give to the Company, its authorised representatives/reinsurers any such information for the purpose of assessment of this application or subsequent
assessment of any insurance claim under the insurance policy that may be issued pursuant to this application, such authorisation shall be irrevocable. A photographic copy of this
authorisation shall be as valid as the original.

. The insurance coverage applied for shall only take effect when this application has been accepted by and the first premium has been paid to the Company.

. The Applicant shall have the authority to deal with, receive or request for information from the Company concerning the insured(s) in relation to any claims or matters arising from the
policy issued pursuant to this application. I/We further agree that payment of any benefits hereunder to the policyho%der or insured(s) by the Company in relation to all medical claims

shall Z:e credited to the bank account as specified in part (1) of this application or made by cheque in the absence of such an account, which shall constitute a full discharge on the part
of the Company in relation to such claims.

5. I/We understand and acknowledge that the Company shall pay the authorised insurance broker (if any) a commission for arranging the insurance policy, as a result of purchasing
and taking up the policy issued by the Company as well as renewing the said policy thereafter. If I/we sign herein on behalf of a body corporate, I/we further confirm that I/we
am/are authorised to do so. I/We further understand that the above agreement is necessary for the Company to proceed with the application.

6. I/We understand and agree that the Company shall not be deemed to provide cover (including not to pay any claim or provide any benefit), when the provision of such cover would
expose the Company to any, or any risk of, sanction, prohibition or restriction under United Nations resolutions or the trade or economic sanctions, laws or regulations of the European
Union, United Kingdom, United States of America or any jurisdiction applicable to the Company.

7. I/We confirm having read and understood the product brochure, terms and conditions of the product, agree Statement for Collection of Information in part (IV) and the Company’s
Personal Information Collection Statement as accompanied with this form.

8. For individual customer
#The applicant is physically present in Hong Kong as at the date of this application. (*delete if not applicable)

w

W

For enti%g customer
The applicant is #a body corporate that is formed or registered under the Companies Ordinance, Cap. 32 or Cap. 622 of the Laws of Hong Kong/ #a body corporate, partnership, sole
proprietorship or club, or a branch of any of the aforesaid that is registered under the Business Registration Ordinance, Cap. 310 of the Laws of Hong Kong. (*delete as appropriate)

A8 (B/R/F) RRAEE FTEEZRAZEE
Date at Hong Kong (dd/mm/yy) Signature of Applicant Signature of all Proposed Insured(s) 4
1.
5.
2.
3.

* ABRRENTIGERRHSE R  MEFH  BURIRERE -

The Chinese copy of this application form is for reference only. In case of any discrepancy between the Chinese and the English versions, the English version shall apply and prevail.

(VID RIBA /#8425 For Agent/Broker Use Only

REA/ it # REAN /ISR REN/ICER REN/EiBR
Agent/Broker Name Agent/Broker Code Agent/Broker Tel Agent/Broker Fax




(VI {3FR753% Payment Method

AEENISEL RIEFEERNS -

Please select a payment method and complete the appropriate section accordingly.

U ZZ3% (BEXF6E "E+F (2X) ®REBERAS.) (RERRA)

By cheque (please make your crossed cheque payable to Blue Cross (Asia-Pacific) Insurance Limited) (Not applicable to monthly payment)
O EAEEMF (BEZBLIFQED ) By credit card (please complete section (a) below)
O S$ITFOHBER (FESLITb)ES ) By bank account auto-transfer (please complete section (b) below)

(@ (SHARAFIETAIE#EZ Credit Card Payment Instruction and Authorisation
(EEERBRRAZERFE - RESETEA-EP O « Payment by the Applicant’s credit card is recommended. Accept credit card in HK currency only. )
O Visa O Mastercard (SR 52

Credit Card Account No.

FRAMR (/4)

Name of Cardholder (Surname/First Name)

ERFESE (B5F)
Expiry Date (mm/yy)

BRRAZBER (WRAREBRENKS )*

Relationship with the Applicant (must be immediate family member)*

2R -
RABITREEEBEHA AL ©
()
HEARFL -

R#E -

(=) AANBEREERRRAAFMEEZERFFORNIBRREZEANRE
(BEERRE)  RERXRERYERBEZR (NER)

BABARATBREMNEARBCE ILERE > WRBZBUHRE AR 2
REZEA  ANBUB/ ERAERARD—BRAZARTERRDLRS/

MEERE  REARBHEQARDKRLUNEMERRERRREEES

(M) AAERECHBELBABAREN LEESATDNRERAERES -

Declaration:

1. | hereby authorise the Company to effect debit of any premium (including renewal premium),
levy to the Insurance Authority and claims charge back (if applicable) from the Credit Card
Account specified herewith for the insurance policy, until further written notice is given by me.

=

I understand that I have the right to cancel this authorisation at any time and agree that any notice
of cancellation or variation of this authorisation shall be given to the Company and/or Credit
Card Centre at least T month prior to the effective date of such cancellation/variation.

3. If monthly payment mode is selected, the Company will charge 2-month premium and levy to the
Insurance Authority in advance at the time of application.

4. | confirm having read and understood the Company’s Personal Information Collection Statement
as accompanied with this form.

FEAZZ
Signature of Cardholder

A% (B R/ %)
Date (dd/mm/yy)

" HBRERSERRAZERS - FZ - RF - BB - B K OREERANRBZE

Immediate Family Member shall mean spouse, children, parents, brothers or sisters, grandparents, grandchildren, legal guardian or parents-in-law of the Applicant.

(b) EIE[FUZHEE Direct Debit Authorisation
Wk A7 Name of Party to be credited SRITIRYE TR S5 NSEE
Blue C Asia-Pacific) 1 Limited Bank Code Branch Code Account No. to be credited
ue Cross (Asia-Pacific) Insurance Limite 011 (5|52 1]4]0[0|5]0[1]2]4
B0 Declaration:

(=) RAA/ BRI TART -

AR TAN/BARTZIER)
1k o

(Z) RA/EMBAERA/ BMCRTHEABEZSERBARDER 2.

FANSHM -

BAN /B2 REPERERE ZER
RE (BEERRE) MRBRXEERMETEAT (REEQT
PHEEARAASBKMASTEHEN

1. I/We hereby authorise the below named Bank to effect transfer of any premium (including
renewal premium) and levy to the Insurance Authority from my/our account to the Company (in
accordance with such instructions as my/our Bank may receive from the Company from time to
time) for the policy, until further written notice is given by me/us.

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.

=

B

(7X)

MAZEFEEMOAA FZMAPFOMBES (KL REMESE
m) - AASBARKRRERNAEREEE

AN/ BMREMAN B 2P O EEHAREL X FREE
IR AN BB ERATER  BERITUKRER 2KE -
AAN/BHEPBEARA/ BMAESBENEARDBULLEE  TEE
ZBUEERARRE B  ARBUE/ BXRAENARD7ETF
RZBRTERRR AN BN IRAT

AN/ BHERACHELFAEARBHN LEEBEEATNKRER
ANEHER -

3. I/We jointly and severally accept full responsibility for any overdraft (or increase in existing
overdraft) on my/our account which may arise as a result of any such transfer(s).

4. I/We agree that should there be insufficient funds in my/our account to meet any transfer hereby
authorised, my/our Bank shall be entitled, in its discretion, not to effect such transfer and impose
usual service charges on me/us.

5. 1/We understand that I/we have the right to cancel this authorisation at any time and agree
that any notice of cancellation or variation of this authorisation shall be given to the
Company and/or my/our Bank at least seven (7) working days prior to the effective date of
such cancellation/variation.

6. I/We confirm having read and understood the Company’s Personal Information
Collection Statement as accompanied with this form.

$R1T4 7% Bank Name

17478 Branch Name

SRITHR SR DITHRR F Ok
Bank Code Branch Code Account No.

FOFBEALA

FOFBABRERE

Name of Account Holder(s)

HKID Card No. of Account Holder(s)

1F AR AN FHRRA A AEZ R A B HPERRAZBIE ©

FOSBAZEE

Signature of Account Holder(s)

HE (B/RHF)
Date (dd/mm/yy)

Please describe the relationship to the Applicant if account holder is not the
Applicant or any of the Proposed Insured(s).

AR
(—) FrERIEHLUBITELINR - MBEBER » RIREKHRRITLER

BB AR F PR 2 SR IR %E o
IR REE N F 2 /ARE T RTP D284 T 2R -

REEBBENAHERBEETRTR  EEFH  FLEBRIESATRLER
REEZRENRBEEERHE  MEERH - FHXE2EARZR
BRREREEERBE -

Please note:

1. All debits will be made in Hong Kong dollars. If currency conversion is required, the
exchange rate will be determined by The Bank of East Asia, Limited as at the date of
processing the direct debit transaction.

2. Please ensure that your signature(s) on this form is/are the same as the specimen signature(s)
on your Bank Account.

3. To allow sufficient time for the set-up of the direct debit authorisation, if the annual
payment mode is selected, please arrange for submission of the annual premium and levy
to the Insurance Authority in advance by crossed cheque; if the monthly payment mode is
selected, please submit the first 2-month premium and levy to the Insurance Authority.



