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BANK OF CHINA GROUP INSURANCE COMPANY LIMITED

BOC Family Medical Insurance Plan Proposal Form

SRR fERE T 7] Sk ZEEAE 9 f# 9/F., Wing On House, 71 Des Voeux Road Central, Hong Kong. ZEEE Tel : 3187 5100

AT FEA

ively for Company Customer

& 3B ETE Important Notes to the Customer :

1 RAFEETE NI SOEMSEE RATEE AN T 55 - (S FEOAFEL - EHZRE TS5 E - The responsible person of Proposed Insured Company has
to complete the form in English BLOCK LETTERS and please put a “v” in the box as appropriate. Any changes to be made should be signed by the Insured Employee.

2. ENERERGEFREABNENANS  HREPREERRARAT(TRE " PsREBRRE, )EER (852) 3187 5100 A3 - EIRRAT TREEN » AIRERIRATE
BB R NHIR g+ EREERAT BTN - G R OR A T R/ Z (RS A BIFTRRAERIE » &2 REIJAL - If you have any doubt on what should be disclosed in this
proposal form, please call Bank of China Group Insurance Company Limited (name below as “BOCG Insurance”) Hotline (852) 3187 5100. Making sure the insurance company
is informed will be beneficial to the Proposed Insured Company and/or Insured Person. Failure to disclose may mean that the policy will not provide the Proposed Insured
Company and/or Insured Person with the required coverage, or may invalidate the policy altogether.

3. R EHE SRR o RIRA TN REE & A E B4 0% o Once the application for this proposal form is accepted, the policy of the Proposed Insured Company will
be automatically renewed each year.

4. HIIEEEENABERERCE TR LIRS BYE o In the event that the information contained in this proposal form does not conform to the terms in any policy
issued, the policy terms shall prevail.

5. R R S RE R TASTE] ) R E AR % - BOC Family Medical Insurance Plan (“this Plan”) is underwritten by BOCG Insurance.

6. HESRIT(EER)ARAT( " PIREE ) ) RESMTARAT(EER “REHYT DI HER RN ZERERE SRR H - Ast & PR EERERAYE
i MIERFESRITHYEE L  Bank of China (Hong Kong) Limited (“BOCHK”) and Chiyu Banking Corporation Limited (each an “agent Bank™) are the appointed insurance
agents of BOCG Insurance for distribution of this Plan. This Plan is a product of BOCG Insurance but not the agent Bank.

7. EHRNAREESRITELR P 2 MRS AR SR I A T B A S B R CE R R SRS TR T B0 SR A SRR O i R ) © IR TR IR PO T SR
SRS TEIRRR © A RASTEIISEIMRI T Fik - FER TR (RERELIE = B - In respect of an eligible dispute (as defined in the Terms of Reference for the
Financial Dispute Resolution Centre in relation to the Financial Dispute Resolution Scheme) arising between the agent Bank and the customer out of the selling process or
processing of the related transaction, the agent Bank is required to enter into a Financial Dispute Resolution Scheme process with the customer; however any dispute over the
contractual terms of this Plan should be resolved between directly BOCG Insurance and the customer.

R/ EIER} Details of the Proposed Insured Company

1. #fR/\EZFE Name of Proposed Insured Company 2. BB ECEE4RTE Business Registration No.
3. %% A4 Name of Contact Person / {17 Position 4. 172 Industry / Z£#514"E Business Nature
5. Hr%%EEEE Contact No. / {5 E 5%H5 Fax No. 6. BT FH E-mail

7. #EERHHE Correspondence Address

'z Room / Flat J&%5 Floor FE$L Block / Tower

KJE4%% Name of Building

HIE 5E K 44 F% Number and Name of Street/Road

Hi11E District [ FEHK [ JUEKLN  [IHFNT
8. FFEMELUT HMEBRIEASHIAE T 2 How does the customer know about this product?
O #A785E A B/ (BROT) LI sy frakdns > 5 skl Bl 5 4354 (BRO2)
O] EBA - Pl EsHEL T - Eah=EeY (DMO1) L] {445 (MEO1) L] A & EafaEsR (S101)
O #7748 (REO]) L] £ At (OTO1)
{#B%HH Policy Period
B From(H D/ H M/4EY) Z£To (HD/AM/EY)

(HREW HAFEAE N M AR A E BRI LRI HA both dates inclusive and upon each subsequent anniversary date thereof)

FRFRE] Limitation :

1. TREE > RAENVERZRAE T ZEY - ZRE TRIREHH R 18 5E(LL L - Proposed Insured Company must be the employer of the Insured Employee,
the Insured Employee must be aged 18 or above upon application.

2. ZIRETATBIR A\ —F#R o RARIEZIRE T R/EHR - AUERE - &AL CRE ~ F2¢ - The Insured Employee can enrol this plan together with
family. “Family” refers to the Insured Employee and/or parents and/or legal spouse and/or parents-in-law and/or child(ren) of the Insured Employee.

3. FrEZERARHEEGRERSHBFERANF 15 HE 70 5R(EREBEMNILAARA ARG (WS GERE ~ 1M - aEle s EE AR
[EX) - All Insured Person(s) must hold a valid proof of identity (Hong Kong, Macau, the Taiwan region or the People’s Republic of China) aged between 15 days and
70 years old (both days inclusive) when applying for this insurance.
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‘%‘ﬁ% }\’ﬁ*—:l‘ Details of Insured Person(s) GiEELS{EA » 55 24K [ Use separate sheet if more Insured Persons to be insured)

SENH
with attachment

[

ZIRA 1
Insured Person 1
ﬂi@% Age: 70 /yrs

ZERA 2
Insured Person 2
ﬂi@% Age: 70 /yrs

2R3

Insured Person 3
AL Age: 70 /yrs

ZiRA 4
Insured Person 4
ﬂig@ Age: 70 /yrs

ZERAS
Insured Person 5
5'5@% Age: 70 /yrs

ZRA 6
Insured Person 6
ﬂi@% Age: 70 /yrs

#:[X, Surname

#5. Given Name

EEG L /BRI
freA s ]
(11 BEEAT)
HKID Card No. / Passport No. /
Birth Cert. No.
(for aged below 11)

51 Sex

HAEHE (H/ B/
Date of Birth
(DD/MM/YY)

EY%& Nationality

EAZ R T RA
Relationship with
Insured Employee

AN Self

] Fcf# Spouse

[] A¢ Father
NGE5%

Father- in- Law

[] £ Mother
[ BoEsr

Mother- in-Law

[ ¥ 'Child'

[] ¥ 'Child'

HstE Rk
Occupation and
Position

55 *Height?
(Cl/m)

5 *Weight?
(T5i/kg)

BryERER
Body Mass Index
(BMI)*

SREEEY ER
PFETEE ?
Does BMI fall within standard

level?

& Yes
[J#5 No

& Yes
[J#5 No

& Yes
[J4 No

[ Yes
[J#5 No

& Yes
[J45 No

[ Yes
[J4 No

A (ERE R Tl RIE
Hospital and Surgical Benefit

4]

PR ¢ 55 F 48 (B¢ Category of Benefits Plan* & Total Premium (HKS)
(e GE ] s s
Room Level Limit Ap5 “Ward
e ¢ Pl: [JHKS$O
Deductible Option® P2 : [ ]HKS 15,000

P3:  [JHKS 30,000

EoA{R[E Basic Benefit

E3E{FRE Optional Benefit(s)

REEREITHIESE Family Premium Discount Offer

2 %22 A 2 Insured Persons : 10%
3 2R A 3 Insured Persons : 20%

4 2R A2\ L 4 Insured Persons or above : 25%

B. 7 B ARHT INE {7 "Family Guard Supplementary Medical Benefit’ [
C. FHeffRRE [Jci ci ci ci e [Jci1
Upgrade Benefits jc2 r]jec2 ]c2 ]c2 ]jc2 ]jc2
RIFERE
Annual Premium(HKS)

LR R L 2 2L B2 R ABEES This part is applicable for 2 or more Insured Persons to complete

FrA2RAGER + BERE)

|All Insured Person(s)(Basic + Optional Benefit)

2EME(RE Total Annual Premium (HKS) :

PO%4E{RE Total Premium after discount (HKS) :
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=¥ Remarks :
. T ESZHRETNEETL  ABET X - EETL - KEEFE - Child: refers to legal child(ren) of the Insured Employee, including step child(ren), adopted child(ren),
or wards.
2. 1finch=254E} cm; 12k m=100 B cm ; 1 F57¢ kg =2.2 i Ibs
3. BEEEERHBMDEE R “Body Mass Index” (BMI) assessment method © 552575 DA N BMI B A2 =0 E (5 F 2552 o $E 42 [l (R I 48 E (http://www.bocgins.com)fy BMI 48
FEERE > DB RE N EHZ AR AN BMI 58] - Please specify Insured Person(s)’ BMI index in the proposal form by referring the below BMI formula or the online BMI

calculator in BOCG Insurance website (http://www.bocgins.com).

S5 Weight  (BEfIL : T3 kg)

BMI = . . )
&5 Height” (B : >k m)
ERE 2585 H BMI Category fZ#E standard level REFE1EHE falls outside standard level
A Adult (18 LA _F aged 18 or above) 18-26 <18 B or >26
% Child (18 3£ LA T aged below 18) 10-26 <10 B¢, or >26

{55 example : A — FEHS 257 ~ B 173 [EK RS E 68 T5¢ Adult - 25 years old, 173cm height and 68 kg weight

(68 kg) P s
BMI = (L73m)? =22.72 (HE5#8E=5%0F &% BMI falls within standard level)
.73m

{55 example : T — F#5 15% > B 75 EHKKHESE 4 5% Child - 1 year old, 75cm height and 4 kg weight
(4kg)
BMI = (0.75m)° =7.105 (HEEEEfE¥ENFE1EAEE BMI falls outside standard level)
.75m

4. ZOE NP PREEA LRI - R E BRI - The Insured Person(s) should enrol in the Basic Benefit coverage prior to the application for Option Benefit(s).

5. WZ IR NEBEREIEAEASS - SHEREETSFMERIN - HRETRE BT © AMEFRRE THE 50% IAERRE THZE 25% - WAL FEL BRG]
AR ZZ (R - If the Insured person(s) is/are not confined in ward when hospitalisation, each coverage limit in the above (except clinical surgery) will be adjusted being of higher
room level: confined in semi-private room to be reduced to 50% / confined in private room to be reduced to 25%. It is not covered if confined in higher room level than private
room.

6. [E—CRENFTEZRAZ B 4E0EMEE - All Insured Persons covered by the same policy must be the same deductible amount.
7. VRN FTE 2R A—[E#%4% - Only applicable to all Insured Person(s) enrolled together.
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RrfrEPE#LIE H Stated Information for this Proposal Form :
FERZRANBERREETIIMNE EEER "2, @ FerlR5s 5 H "HIEERH , - Please answer each of the following

questions on the health of the Insurance Person(s). For each “Yes” answer, please explain and provide details in “Illustration of Stated
Information” in page 5.

I HAERE R fRE Applicable for All Types of Protection

1 ZERARRBEIETRSUE MR AR < B2 - OmZTIE > ZTHUETIEAS © LOEME  Bh5d) i /s O] O]
HEM BEETE - B EE T2 #F o HEEI0ERA o The 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 the answer is “YES”, please give full details.

2. ZEAN " BEEEEE ) SRS TEA o The Insured Person(s)‘s “Body Mass Index” falls outside standard level.

3. IR S EZ{EANYE During the last 5 years, have the Insured Person(s) been:

i e sR B /A1 (5 7 S e R AR R B RS ~ BEME AR E DA s T - s s R X0t ~ v -
W1 RIREY - BRSPS R B 2 s, ~ B MLER/AE ? hospitalised 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, B _EPIAMEARTRIET R ~ BEROR ~ BOR - B ~ BHERSE - ORIE B - SRRE - R - PR IEEEN - SRR ] Cl

Wi~ /A S EA TR B ~ B Sk ~ A5 (R ~ BRI SR/ EA AT IS ~ BB 2 IRCE AT AERID) ~ ALk
R S T RE A T B B B L PR~ SUE AT HARSTR R R B DB NG R - FUE - 1B R %) G EARIME
TR B~ BRAEEE BRI R AT SR AR S R I Ty 2l 2 R BTVEHE 2 ever suffered from such as, but not limited to
hepatitis, diabetes, kidney disease, high blood pressure, arthritis, cardio vascular diseases, any type of cancer, tumor, 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.) or disability or any related symptoms, illness, defects or conditions as above that may require impending
operation, continuous treatment now or in the future?
4. % 5 ERir NG ERERRARR A T RESCER RSB EE R R IHER - SARIOREHIICN - 0 0RE S IR ? [l Cl
In the past 5 years, have the Insured Person(s) ever filed a claim for hospitalisation with an insurance company or had any life or medical

insurance application rejected or policy cancelled, rated or restricted?

1. BN EEREERE B. X2 A RITIBHRRE "R/ C. FHRRE)

Applicable for Optional Benefits (including B. Supplementary Family Benefit Pool ’ and/ or C. Upgrade Benefits)

5. ZIRARVESS ~ SR Eb ik E PR R 60 AR LEGER R OB ~ BER ~ B - SRR B e (ER ? Have Ol ]
the Insured Person(s) parents, brothers or sisters had or died from Stroke, Heart Disease, Diabetes, Kidney Disease, Multiple Sclerosis,
Cancer or Inherited Disease before the age of 60?

6.  ZIRNBEAW BB 2 E B A el D B I B R O 2 WA R R TR E 0 S B ] ]
& ? Have the 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 the answer is “YES”, please state amount typically consumed per week.

I11. 2 Pk38 A For Female Only:
7. 1. BUEREEE? & T2

THZE A Fy The expected delivery date
. HEREZEA S L AERGEHE (=2 - SRR - =iiEE - ZEEFRE ) ? Have you ever had any complications during ] ]

pregnancy or delivery (e.g. ectopic pregnancy, gestational diabetes, hypertension, protein in urine etc.)?

SHEEFBATEEHA » Are you now pregnant? If yes, please state the expected delivery date. ] ]
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RE#itYE H £i28H Illustration of Stated Information

gh bt T REBUAEE 55 3 2 5 HR/EEE T HEE  HER—EE T2 0 FHN NIRRT R AR R SEE
WFHF S HFEIHH > FEGEAI Y IEF I H— GRS - M ERRARZ R A B - If any answer to the above “Stated .4 o000 o
Information for this Proposal Form” of question 3-5 and/or question 7 is “YES”, please provide full details in the following table and enclose D

related medical report(s). If you need to provide details on separate sheet, please tick the box at the right hand side and attach the sheet(s). The
sheet(s) should be duly signed by the related Insured Person(s).

ZARANES | ROESR | R RIS Frigzz | #RHM =% R | BIAERRE i GRS AiR
Name of | Question F B E I R A Onset K2 HEH = AR Name and Address of the Medical
Insured No. Diagnosis/Details of Care and Date Last Result and HIE Attendant(s)
Person(s) Disorder, please specify | Treatment Consultation | Current | Any Medical
the location of affected Received Date Condition Report(s)
where are applicable Provided?
Yes/No

% {72 T B2 Declaration of Insured Employee

(1) RATEULIAEAE B4~ Bt ~ 2207~ (R AT R EAM AL - #9071 T sREERRATRA T ) $REUAR AR /30 il 5 (R B 1700 RO RS F Ao - bt
£ ZHIARBLEATR[EZ %] - 1 hereby authorize any doctor, hospital, clinic, insurance company or any other person to provide either myself and/or the above
mentioned family members’ health condition or detail medical history to “Bank of China Group Insurance Company Limited”. Copy of this authorization form will
have same effect as of the original copy.

(2) KACFFTAREEGHRME - A NGELERE DL ER Dy B - n(F A3 tnB RS - TR OB RE AR S - KA VSR G Z IrlEH R
& - I have obtained the necessary authorization from my dependent(s). I declare that the information stated in the above 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 my dependent(s) may be invalided.

(B) A NFZAEFELRN B [m) P EREE E (RIEFR A A /B2 - A A&} » 1 hereby authorize Proposed Insured Company to provide myself and/or Insured Person’s
personal information to BOCG Insurance.

(4) FEEHET A= Receive claim payment method

[ $RfTE O 5 EiEEE Bank Account Autopay

$R1T44%% Bank Name: Z{- 8 T 8817 2 15545 Insured Employee’s Bank Account No :
[] %= Cheque
[ B2 Z{£ & T Pay to Insured Employee {45457 /\ 5] Pay to Proposed Insured Company
ZIRBTHE BT (R E ) FEM R HEA
Signature of Insured Employee E-mail  (For the purpose of claim payment) Signed Place and Date

BTH7E 7774 Payment Method ‘

O] 1. DUSRfTA OB EEERE Bank Account Autopay
SHHEZE 8 HIY T HEMIERMEE o HEEERE I GEEIGR Y IS [ P IREEREAIRAE] | AZ0] o 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 8.
$R1T7447%% Bank Name: 7 EESERE Cheque No.:

2 LIRS F-£{F5 Payment made by Business Credit Card
SR T EHWN TEH-RIEZEE ) (0] - Please attach a completed Credit Card Authorization Form in page 7.
[ 3. DASZZE(IE Payment made by Cheque
SE DA BIAR 7 EIAEEE T REE R AR S Wi%[E] o Please made a crossed cheque payable to “Bank of China Group Insurance Company Limited”.

$R1744%% Bank Name: ST EEHERE Cheque No.:

AR FII B R R E — &% - S EOREAERTNAT - B A B R B ORI A B U M RV TR A - F IR AT LRSS TEREAE
FEFARIRE - IR S G E B0k - B T P SREERR AR AT ) (ERIRA T Z SR T/RE % (E AR P OERAEE " P IRR 2 (RERETE]
FES T (RE - S ER T E AT A RE DR S E R A S 4 (R fRE - The Proposed Insured Company understands that once this application is
accepted, if no notice of amendment of renewal terms is sent to the Proposed Insured Company from BOCG Insurance prior to the expiration of each policy year,
the policy will be automatically renewed simply by settling the required premium for the upcoming policy year by the Proposed Insured Company. The Proposed
Insured Company hereby authorizes “Bank of China Group Insurance Company Limited” to effect payment transfer from the Proposed Insured Company’s
bank/commercial credit card account for payment of premium under the “BOC Family Medical Insurance Plan”, including subsequent revised premium by
endorsement(s) and all renewal premiums for each new Policy Year.
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- {R/\E]EEHH Declaration of the Proposed Insured Company

L AAEEIRE TR S REFETE ) HE - EREEREATZRART BN - BGEHARENLN S (B BREE - — A TRE - BRIEZ
PR EAE T R N B 5 E4N% 1 BH I 8 o sREE B R 124 » Our company acknowledges that benefits are not payable under the “BOC Family Medical Insurance
Plan” for any costs of treatment arising from Insured Person’s existing illnesses, injuries or other conditions unless complete details are fully disclosed by the
Insured Person(s) in the Proposal Form and accepted by BOCG Insurance.

2. ANEREMEYIZ AR BEFEESDRER HERF 15 BE 70 REREEEPDILFAAERI S ISR ~ 1 - 28R P AR
EX) - Our company declares 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. AREREMLEY > ANEEEATE B LREHUSRE » AR IRE 2By EEREE - AI{E RSB IRE IS - ANEJR B Bh s =4
AONE] F /B Z RN AR <302 & » Our company declares that our company has obtained the necessary authorization from the employee dependent(s), the
information stated in this Proposal Form is true and complete and will form the basis of this insurance. Our company also understands that if any information stated
is untrue or incomplete, the cover for our company and/ or the Insured Person(s) may be invalided.

4. ANFEEIIZRE(EMEEE - B0 2T - Rl AT A AL - s e o SR prim R (I B TR /e B TR R I SO R &k - IS 2%
ENABA E AT [EZE54 )] » Our company hereby authorizes any doctor, hospital, clinic, insurance company or any other person to provide either Insured Employee and/or
the family members’ health condition of Insured Employee or detail medical history to BOCG Insurance. Copy of this authorization form will have same effect as of the
original copy.

5. FAFRENER  ARESEETERIITHREAES A EMAMERENAE  AAFRERRAZFREA LB ZE ° Our company declares
that this Proposal Form is applied and signed at HKSAR, in case of fraud or factual misrepresentation, the cover for our company and/ or the Insured
Person(s) may be invalidated.

6. ANEEETIREERERE VA B RE MBS 2 FEF] - Our company agrees that BOCG Insurance reserves the right to accept or decline our
company’s application.

7. AAFEHAMEMT2EAERAE KR > PIREEREEHANT R/EZ RN Z REEEHBITAERL o Our company understands that BOCG Insurance
insurance’s liability for our company and/ or the Insured Person(s) will only take effect provided that premium has been fully paid and the policy was put in-force.

8. ANEIHIE ARG — A AR B EHIRRT - B A I TR R B R b A B S DB RV S FR B AT - AN RSO T E PR B R
JEMIIRE: o ILIRE(F G EE ISR - Our company agrees that once this application for insurance is accepted, if no notice of amendment of renewal terms is
sent to our company from BOCG Insurance prior to the expiration of each policy year, the policy will be automatically renewed simply by settling the required

premium for the upcoming policy year by our company.

I EE (@ A &R E2H Personal Information Collection Statement

KA EHH A AN TR AR EDRE Rt SR B (R R ORI RR - W RTREfE A T %1 HHAY * Our company understands that the information provided by us 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 B HEA A FIRREE B B A N TG AR RS YRI5 processing and evaluating the insurance application and any future insurance application that our
company may make ;

Q) FITANTHEEATTE TIE R E AN SR EAAHRAYIRTS administering our company’s insurance policy and providing services in relation to our
company’s insurance policy;

B) trEiEE ~ R AN SR A RIRYZE analysis or investigating, processing and paying claims made under our company’s insurance policy;

4) A RB WA R [ AN B EL R ER K2 /KK invoicing and collecting premiums and outstanding amounts from our company;

(5) FATEERE A RAAYE e IR AR L ~ 865 ~ HUHSi4EH any alterations, variations, cancellation or renewal of any insurance related product or service;

6) #ELL_EFRER4E A\ E] contacting our company for any of the above purposes;

(7 T EREE R TEEEA{ L exercising any right of subrogation by BOCG Insurance;

®) HEH Ll A H R AAIME 5 FI %R other ancillary purposes which are directly related to the above purposes; 5z and

9) BIEBEAEE - (RERZENSFRIKFES] complying with applicable laws, regulations or any industry codes or guidelines.

wn

TR R AR E (R I IR A RRE it P R 2 (A B9 A B RS %1% 5 BOCG Insurance may disclose the Insured Person’s personal data for the above purposes to
the following classes of transferees:

a. FhLAERZR > [ SREEEICREGFE AL T ~ A ~ EHE - (K (REREERBENE =7 - R ERE B (ERE - BRI ALIER - EakdRiR it
FERS ~ BERESHRE - B0 REIRIIRTSR « BaURHS IR 75 L FE e R S e B IR 7575 )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 IR E ZE A EE AT - EER R B R B FERARY in the event of a claim, loss adjudicators, claims investigators and medical advisors;

IEET SR T80 ZZ B in the event of default, debt collectors and recovery agents;

(R E RIS A 5 R (E S ERIR /2 5] insurance reference bureaus or credit reference bureaus;

B E] B R2E40 reinsurers and reinsurance brokers;

KNEPREEEEL (57 ) our company’s insurance broker (if our company has one);

o SR AR B (R A 1 R B SR SE RS RERY BOCG Insurance’s legal and professional advisors;

R E (R BE A T (ARG NAYE R B#E) BOCG Insurance’s related companies (as that term is defined in the Companies Ordinance);

TP S B BT AT R A B R g b G B E AR T ) O RE g A > DUESIER EAECHRE Y - BDME THE , ST HEEERAE o S
EAMR ST e &R AR SHEEOR N T TIE | 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

Fwe oo o o

-

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;

i i TEre BETTEE THE ) (g8 o DUEFHEE FatsiAE Y any member(s) of the "Federation" by the "Federation" for any of the above or
related purposes;
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k. AEFIARHEIAT » SUE A E M R BRI CRbEE B A RN A &) > BB IR SE TS A RARY th o N R E S 2 s M e s PR 3 DU BT b altek,
8 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 {RERERSTE R EER (RiE £ 1% the Insurance Claims Complaints Bureau and similar industry bodies; 5z and

m. SEBIEE R B A AU TRE government agencies and authorities as required or permitted by law.

RS TR b SRR T TR | (O PO S EO A R/ A R/ A (BT 20k BOCG Insurance s hereby authorized to
obtain access to and/or to verify any of our company and/ or the Insured Person(s)’s data with the information collected by the Federation from the insurance industry.
AN > EARNEIEE - IR EE MR T AE g AH T 7 20(E R 58 2 fR A9{E A&k Moreover, BOCG Insurance may also use and disclose the Insured
Person’s personal data otherwise with our company’s consent.

AN A REER R EOKE IE R IR EEIRIR R A AR Z IR AR E AR - AR o REE R AR S BT R Y (B5E ¢ 2867 0888 - fHE : 3906
9939) Our company has the right to obtain access to and to request correction of any personal information concerning 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).

A TSR AL (BN B ) » EUE{ER IR 151 2 B0 R Ui 88 A ZRPE8H - Our Company confirms my agreement to all sections in this Proposal
Form, including but not limited to the above Declaration and Personal Information Collection Statement.

FHEHK/
RIRAFI AT AEE (EATNENE) FE MK H1] Signed Place and Date
Signature of responsible person of the Proposed Insured Company
(including Company chop)

FRAREERBERZRA > TIREBERRTSEARLE -

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

SRITAEVEIEE DU HAL (Bank staff must complete the below box)
$R7TXEEF For Bank use only |

48 amER Staff No. BT A 4R5E Agent No. i B A7 4752 Transfer Unit No.
2844 Staff Name 2K ER (17 45 5% Unit No. i/~ \ 4552 Transfer Staff No.
2L 4% EEEE Staff Contact No. CIN %4 CIN No. H 554595 TX No.

2 P R S B R R E R o IR T A SR AEE (R IR UL R 324 After client has completed and signed this application form, the Bank staff should submit the
following documents to BOCG Insurance:

Bi#{SHF Business Credit Card ¢ e gRITE O S E#EAR Bank Account Autopay P HAMAERITE Other Payment Methods
(D) (EFARERES P EM Credit Card sales (1) EHFHERERUCEEE Dedicated Premium Deposit (1) {RIEUGREE [FASE2E04S The original
slip + Form ; copy or photo copy of Premium Deposit
@ B8R This proposal form. L@ ® 8 HEFEBM EBRENE, TA Form
: The original copy of duly signed “Direct Debit (2)  H:A%{RE This proposal form.

Authorization” in page 8 ;
(3) %R ZE This proposal form.

{2k =]E H For Office use only
{REE4REE Policy No. £83 A Handled By %% A Checked By

BEEH R ZIZHEZE Business Credit Card Authorization Form

O visa O Master
H-f A4:44 Cardholder’s Name EHEG RS | {2 Ffl4 B [1%8RE Credit Card Account No. I EHERHEIE (B/E)
HKID Card No. Credit Card Expiry Date (M/Y)
/

RN T 2L T R REFRBARAE ) RIERATIWNREHEA KR OFEZN T R REREt S ) ESRE S - HES{TEA - The
Proposed Insured Company hereby authorize and direct “Bank of China Group Insurance Company Limited” to debit the premium due from the Proposed
Insured Company’s business credit card account for “BOC Family Medical Insurance Plan” on yearly basis until further notice.

P 7% (5 F R~ A% & Business Credit FFR ABREE EEE 505 Contact | HJ Date (H D/H MAEY)
Card Cardholder’s Signature Phone No. of Cardholder

AR5 % B3 URAH should be the @

same as the specimen signature on Business | X

Credit Card)
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E (TR HEE Direct Debit Authorization Form
SERITIEBE WG LI EEARLE B 2 [E3kERfT Please complete and return this form to your banker

WKz —J7 (222 N) HATERTE DITERE KR = S0
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 5 5 0 1 0 2 8 2 1 0 8

FNEEFERNEFZ VIRIRT > REZ a3 AR BT ARG TARNEERTZEN B NEEZIRFAEIRE Bk - S EIRSENGEE
TH5E ZR4E - 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.

BNEERBARNESZ SRTH/ERS EZSEIE B E RO FARN/ES - 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.

R SR S AN/ EE 2 I P IR IE S (S IRAS 2 B ST - AN /EEFEILE K& BIRIE 2 ST - /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).

RNIBERBNANGE 2RISR N 2SR - ANEEZSRTAREATEIR - BR7ATUCREE 2 U - 30T — 2 HHE HE AN A
¥%HEZ - 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.

AP E G E E S Tl B IL R E R FAIEHE B CURE PR HiEAE) © This authorization shall have effect until further notice or until the expiry
date written below (whichever shall first occur).

RNEEER - RNEFRUNBCE S E 2 Em A - ZUREUH/ S U H b i E TAER(EAR BRI ) ZAS T AN G EZ T « /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.

RNEEZIITROTZATE AT &SR | TSR KNEE LIRS
My/Our Bank Name and Branch Bank No. Branch No. My/Our Account No.
AN EEIAE AT L e st 2 20 G H R IR EHAE (2B T AN & &R
My/Our Name(s) as record on Statement/Passbook *Limit for Each Payment/Month Expiry Date (See Notes Below)
Day H  Month H 4 Year
EBAZLES EIFRFRAN) EHASE HEZH - SR TGRSR
Name of Debtor (if other than Account Holder) Debtors’ Reference (Compulsory Field-See Notes Below)
RNFEFIELS B AR B s ik Ghas EERE KNEBEZHES
My/Our Address as record on Statement / Passbook Telephone No. My/Our Signature(s)
HHH Date
PUTFHs TS I EN
For Bank Use Only Signature(s) Verified

EEM A - Please delete whichever is not appropriate.
FHLABE ST IEREHEES © Please write in block letters.

[ft5E NOTES :

1.

Y1 Bl BEEE R OTREANHEIE] o A B R E R RT3 B R4E © If the amount 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.

KREBETRIREEER TR P ATES S - 4 8P EAE N RO B IR A (REE B TR R 1l) - RIFSRZ B2 « 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.

AR %F%LEET&‘@*WZ??% HBISRITHE S AT g 55 248[F - Please ensure that you sign the form in the usual way that you would sign on your Bank Account.
EEBAZSEMA HEBZIRA— 2 itk B TERI > B4Rt « IEIFE4U9RHESR - 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.

& T AR IR — A LR (SRR T RYRE SR & 4% N —(EPRE%H - The debtors’ bank may set an internal limit when the “Limit for Each Payment/Month” is
not specified.
WREIE S A B B IR TR E (R4 - IRTEsc e - ERSRTTE PRI AR T LUEEHE - 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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ThIRR EIRERETE] ) RS E

Confirmation of insurance for BOC Family Medical Insurance Plan

B

LA ORI E CRIR Y T P ERR 2 REFETE] ) o RRIRAE B L R/SRER AR i~ (REHEE R IR
EHHVE RO -

A%
B IE USSP PR N IR _E Al PRl st S O HH 58 E GBI bR - Wl ORER 4t e Pris AR50 H T Ry
B (R ER i 55
PR H I
EERBSUFEAMAREBEIR - ARREE RS BT IREERBEUEIR R A SRR R HFE S %L 10 HANF L -

FEPRIEASEE 15 H RIREERIM > 868 5 o SR friz 48 H (http://www.bocgins. com)T%E&ZHEFEEEW%E%?X
KAZIRIAE © FEFRIAN IR T ATEER; LE A T SRR E Rba st bR R CEEUREIPREE ST - WA — B X[
FEREE R - 2R A NAEFRN R R EMREZK - ESNHIRES B2 E -

WAL AR - B E R R A TR T T8 P R B PRIRFAER (852) 3187 5100 - FiZe4r !
TEREERRARAE

Dear

b

Thank you for enrolment in the “BOC Family Medical Insurance Plan” to protect the Proposed Insured Company’s employee
and/or their family members against all-in-one medical cover at a competitive cost.

[Instant Approval

We are pleased to confirm that the Proposed Insured Company’s application for the above mentioned insurance has been
accepted. The temporary policy number and the effective date are

Temporary Policy No.

Policy Effective Date

The full set of policy include terms of the policy, schedule and assistance card etc. will be sent to the Proposed Insured
Company within approximately 10 days from the receipt of the Proposed Insured Company’s proposal form by BOCG
Insurance.

[15 Days Policy Review Period|

There is a 15 days policy review period from the policy effective date. We highly recommend the Proposed Insured Company
to download the policy wordings from BOCG Insurance’s website (http://www.bocgins.com) and read all benefits, terms and
limitations therein. During the review period, the Proposed Insured Company may terminate this policy by giving written
notice to BOCG Insurance (If the Proposed Insured Company has already received the policy, please return the full set to
BOCG Insurance). If no claim has been made by the Insured Person during the review period, all premium paid will be
refunded.

For enquiries, please contact any branches of the agent banks or BOCG Insurance Hotline (852) 3187 5100.

Yours sincerely,
Bank of China Group Insurance Company Limited
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