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BANK OF CHINA GROUP INSURANCE COMPANY LIMITED

BOC Medical Comprehensive Protection Plan (Series 1) Proposal Form

EEDIREEHBED 71 KL EBKE 9 4 9/F., Wing On House, 71 Des Voeux Road Central, Hong Kong. EE5E Tel : 3187 5100

A FEH

Exclusively for Company Customer

EEFESEE Important Notes to the Customer :

1. BRRATEEABUEANERESREBESEAM TV, 5 - TUBRNEEN - WEZREILEZEZE © 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. EAFCERUREREFTEZENERASR  FREPREBRRABRAS ( THE "PIREBERRE" ) 247 (852) 31875100 B - FRRAS 7 HE)
BPRERFRASR/AZRANNEG  EREANEZERE  BEERFAIR/AZRABARIAFNRE - EEEREKRY ° If you have any
doubt on what should be disclosed in this proposal form, please call Bank of China Group Insurance Company Limited (named 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. IR REBRF KW EME  RELTINREFZSEFBEHEIR - Once the application for this proposal form is accepted, the policy of the Proposed Insured
Company will be automatically renewed each year.

4. HIRREFENARBRREBERBEMIRE - MILURESRXE - 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. FHIRBEASREETEl (Z5—) o (T8 "K&tE)" )HPIREBRBAEIR - BOC Medical Comprehensive Protection Plan ( Series 1) (named below as
“this Plan”) is underwritten by BOCG Insurance.

6. PEIRTT (&2 ) ARAE  mFARRITARAE - ERIRTARASIREMAERT (SHEE "RERT/CE" ) UPRERRBRNZETRER
RIEBEMDHEAGE - At EIBPREBRRIVER - MIFRIBIRIT/AIBHIER © Bank of China (Hong Kong) Limited, Nanyang Commercial Bank, Limited,
Chiyu Banking Corporation Limited and other agent banks (each an “ agent Bank/agent”) 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/agent.

7. HRMUERT/AEREFVENHERENEEARXZMELNSERFE(TER SR AR IS MAUMRE D L EEEE) - CEIRTT/
REAEEERETSMAUMNBRERER ; MARASENSNERNEUFE  BEHPIREBRIBEEZ S EEMR © 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/agent
and the customer out of the selling process or processing of the related transaction, the agent Bank/agent 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.

RIFABIEMR Details of the Proposed Insured Company ‘

1. IR/ S)A 7 Name of Proposed Insured Company 2. EEEFCFEMRIR Business Registration No.
3. B48 A% +2 Name of contact person / 8l Position 4. 7% Industry / 257514 & Business Nature
5. Bt45E85E Contact No. / fEE SEHS Fax No. 6. EFEFE E-mail

7. BEAMIHE Correspondence Address

Z Room / Flat % Floor BEZ] Block / Tower

KIE % Name of Building

A& R UK B T8 Number and Name of Street/Road

#11& District [] &% HK ] NLEEKLN CI#FAENT
8. ZEFMLIT HEREFHAEmM ? How does the customer know about this product?
O ®THEAB#EN (BROD) O #EM o TeAL 2 EEmE P B S E:E T (BRO2)
O B#HEE . GINEHEG - EFEZH (DMO1) [ &% (MEO01) [J B45E4E5R (SI01)
O ¥E&N4 (REOI) HAth (0T01)
{RPEEHA Policy Period
HFrom(HD/BAM/FY) Z2To (HD/AM/EFY)

(M HE3EAE N R AR BG4 E B (A (R B - M BESERFTAERZIRER - AR T4 - Both dates inclusive and upon each subsequent anniversary

date thereof. The insurance is effective which is subject to all underwriting procedure are completed.)

R RBRE Limitation :

. BERE BRRASMNERRFREIZELT  SRETIRERBHRMARERES 18 5L - Proposed Insured Company must be the employer of the
Insured Employee, the Insured Employee and the spouse must be aged 18 or above upon application.

) FARRARBBENRRBASEREANT 15 HE 65 mEREERBITHENSIARER - All Insured Person(s) must be ordinarily residing and legal
resident of the Hong Kong Special Administrative Region of the People’s Republic of China (“HKSAR”) aged between 15 days and 65 years old when applying for
this insurance.
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RIEHERRERE lnsured Category & Total Premium (HKS)

ZEAY . EX{RFE Basic Benefit II. B ¥ {R & Optional Benefit
fREEETEl’ (BZRRAD 3 % | FERIEP—BRAMREREMERET | (BR2RATEETINREREMERE N EEEP—(ETE
Insured BIEH P —(E5T2E] Each Insured Person can select 1 out of 3 from | Each Insured Person can select any benefit listed below and to select
Person'/ any one package benefit listed below and to select one insured Plan | one insured Plan under your selected benefit) BEERE
Benefit Plan’ under your selected benefit) Total
(A + B 1RE) (A +C 1REB) (A +B+C fREE) D. P92 EFH® F.ER G. B Annual
ERRF iR ER R F il ERRFM - MINEE Out- Dental Maternity |  Critical Illness Premium
it IS FE £ B RixkrEE ERREREE’ patient (HKS)
Hospital & Surgical | Hospital & Surgical Hospital & Surgical,
and Supplementary | and Hospital Cash® Supplementary Major
Major Medical Medical and Hospital
Cash®
1.0 EI [] &f&lPlan1 [] &t&lPlan1 [] &t&lPlan1 [] Et#Planl | [J E&Planl | [] 5t2IPlan1 | [] 52 Plan1
Employee [] &t&lPlan2 [] &t#lPlan2 [] &t# Plan2 [] &#&Plan2 | [] & & Plan2 | [J & Plan2| [] &2l Plan2
FH#R Age: [J &2l Plan3a ] &f&lPlan3 [J &l Plan3a [J &t&lPlan3 [] &t#Plan3 | [] &f&/Plan3
65 /" | ttapanss | O 8 Pns [] £HE) Plan 3b O] BRI smoker (112
ZF ifyesplease V)
2.0 BIfRE [] &t#ElPlan1 [ &f#lPlan1 [ &t#lPlan1 [ &t&lPlan1 | [J &f&IPlan1 | [] &t&IPlan1 | [J 5t&Plan1
Spouse of [] &t#lPlan2 [ &f#lPlan2 [] &t#lPlan2 [ &t&lPlan2 | [J &f&IPlan2 | [] &t&IPlan2 | [J &t Plan2
employee [ &t#l Plan 3a [ &f#lPlan3 [] &t&l Plan 3a [ &ft#lPlan3 [ &t&lPlan3 | [J &t&lPlan3
S Age: [ &ftZl Plan 3b [ &f#lPlan4 [] &t&l Plan 3b [0 WIEE smoker (12
65 /yr 7 if yes please VT
3.0 BIFX* | [0 &Pt O && Plan1 O &% Plan1 O #&Plan1 | 0 & Plan1 | O & Plan1 | [ & Plan1
Child* of [ &t#lPlan2 [0 &f#lPlan2 [] &t#lPlan2 [ &t&lPlan2 | [ &f&IPlan2 | [] &t&IPlan2 | [J &t Plan2
employee [0 &t#lPlan 3a ] &f#lPlan3 [] &t#l Plan 3a [ &ft#lPlan3 [ &t&lPlan3 | [J &t&Plan3
F# Age: [] &%l Plan3b [] &8l Pland [J &% Plan3b O UBfE2E smoker (112
65 /yl’ 7 if yes please
“wr
4.1 BIF%! [] &tZlPlan1 [] &f&lPlan1 [] &t&lPlan1 [] &t&lPlan1 | [J &t&IPlan1 | [] &t&IPlan1 | [] &t&Plan1
Child* of [ &t#lPlan2 [ &f&lPlan2 (] &f&lPlan2 [0 &&lPlan2 | [J F#IPlan2 | [J 5t&IPlan2 | [J 5t&lPlan2
employee [] &ft&lPlan3a [] &f&lPlan3 [ &t&l Plan 3a [] &t&lPlan3 [ &t&lPlan3 | [] &t&Plan3
FH# Age: [ &t#l Plan 3b [] &t#lPlan4 [] &%l Plan3b [0 "RAEZE smoker (12
65 /yr =35 if yes please
“w
50 BIFL! [] &t/ Plan1 [] £t2Plan1 [ &#lPlan1 [ &#IPlan1 | [] 52/ Plan1 | [ & %IPlan1 | (] 52Plan1
Child* of [ &t#lPlan2 [ &f&lPlan2 (] &f&lPlan2 [0 &&lPlan2 | [J Ft#IPlan2 | [J 5t&Plan2 | [J 5t&lPlan2
employee [] &tZlPlan3a [] &f&lPlan3 [ &t&l Plan 3a [] &t&lPlan3 [ &t&lPlan3 | [] &t&Plan3
FH#R Age: [ &t#l Plan 3b [] &t#lPlan4 [] &%l Plan 3b [0 "RYEZE smoker (12
65 /yl" =35 if yes please
“w
6.1 BIF¥w* [] &E&IPlant [] &t&lPlant [] &f&IPlan1 [] E&IPlan1 | [] E&IPlan1 | [J & Plan1 | [] 5% Plan1
Child* of [ &t2lPlan2 [] &t3lPlan2 [] &3l Plan2 [] &3 Plan2 | [] &&Plan2 | [] &t&E Plan2 | [] 513 Plan2
employee [ &t#lPlan 3a [] &t3lPlan3 [] &3l Plan3a [] &t3lPlan3 [] &t3Plan3 | [] &t&IPlan3
FHL Age: [] &l Plan3b [] Et&lPlan4 [] &t Plan3b O RIEZ smoker (N2
65 /yl" 75 if yes please
“w
IR 2 Bz EZ{RAEE  This part is applicable for 2 or more Insured Persons to complete
FBERRA EF + BERRE) & & Total Premium :
All Insured Person(s) (Basic + Optional Benefit) 9 1 % # {® & Total Premium less 10% discount :

=F RemarKks :

1. BRFHR  BERARGEREFN - WINEEER - FZRTRREESRRFERS 65 5 ERRETE 60 5% - MENRBERENRRERS 18 BE 50 5 -
Insured age: 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 Illness Benefits is from 18 to 50.

2. RIEETE . FEIRRARB—REJEZELDERRE - 5tEIRBEREIER - Benefit Plan: Insured Person(s) under the same policy can apply for different Basic Benefit,

Plan and Optional Benefit.
3. ERIRERE  BMABEEEOU—FEXRERE  BERRFLES 18 BT - ERIBEREREEEZ "53] 1, 4R - 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. Fu EBRFREINEEFY  OFETY - FEFUEEERE - Child: refers to the legal child of Insured Employee, including step child, adopted child, or guardian child.
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1 Person(s) to be insured

SRAES (BX) (FRERER) B0/ MRl HERE | BEFEREA BRE"’ BRESRYC

Name of Insured Person(s) (English) EIBIRAS / HAEFBHSE | Sex  |Date of Birth | Occupation and | Height® | Weight® Body Mass Index (BMI)®
(Surname first) %5 (11 mULF) (B/ B/ % Position Ck/m) | (Frike) | 158 | EEFEETHE?
(NBEEZRRA - BRAEL HKID Card No. / Passport D/M/Y) Index | Does it fall within
Use separate sheet if more person to be insured) No. / Birth Cert. No. (for standard level?
aged below 11) (FBEEHE please
indicate Yes or No)
1. BT Employee F
2. BT Ecf8 Spouse of employee F
3. BT F% Child of employee E
4, BT FX Child of employee E
5. BT F% Child of employee F
6. BT F3 Child of employee F

&f Remarks :

5. 1 inch=2.54 E>K cm 5 1 K m =100 E>K cm ; 1 F5 kg=2.2 &5 Ibs
6. FREBESHEHBMNDETE ST “Body Mass Index” (BMI) assessment method : 352 E LT BMI 5T B2 05 FIE 5 of R £2 B {R IR 48 & (http://www.bocgins.com)HJ BMI 44
LFEEH  UERKRRENBHZRAR BMIFEE - 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).

BEE Weight (B8fiI: TR kg)

BMI = - - Y
55 Height” (A : >k m)
Si2E 215849 8 BMI Category 1Z¥# standard level REFE1ZE falls outside standard level
A Adult (18 5%5% Lk aged 18 or above) 18-26 <18 & or >26
F2 Child (18 LT aged below 18) 10-26 <10 & or >26

BIF example : BAA — FE 2558 - B8 173 EKKREEE 68 F58 Adult - 25 years old, 173cm height and 68 kg weight

(68 kg)
BMI = (1.73m)? =22.72 (HBREESEYSE% BMI falls within standard level)

BIF example : FX - F#e 15 - 55 75 ERKKREEE 4 5 Child - 1 year old, 75cm height and 4 kg weight

(4 kg)
BMI = (©75m)? =7.105 (HBREESEYARTSEXE BMI falls outside standard level)
L/om

xﬁAﬁ #JEE Stated information for Insured Person : (RZEEZFFEZERFNIER only complete the item(s)

u have selected to insure) :

RITHIEER : NREE "I8E 1, MAAAZEERBIES "&, - LAIKERRE - ILRABFIESEZ - **ﬁfé]&ﬂEﬂlttEEEéglzé
TRIRPBEERES ) HRERATRE - WEKEE "IRE 1 - BEFRE,  HETNIERER "2, F  WRESBULRERPREE R
BB RA SR E R R E /T oI W -

Important note for bank staff: If only “item I” is chosen and all answer is “NO" and premium is paid immediately, instant approval of this

application can be granted. Please complete and print the “Confirmation of Insurance” sheet on the last page of this proposal form for the client’s

retention. If “Item II - Critical Illness Benefit” is also selected, or any answer below is “YES”, approval has to be obtained from Bank of China Group

Insurance Company Limited Medical Insurance Dept. prior to the acceptance of this application.

I. BRARRFREMRE Applicable for all types of Protection

= YES & NO
1. REAZHBIFHFIEOUWHHHEARZEE  UesZIF  ZDEMEIFAS ; CEBE; 58, HER/APER ] ]
BHEH ; BEESHE - MBEER "2, T - FFNERAB - 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.

2. RRAZBBRIIVBNEREL - MBER "2, & FRHUSIFALSE B2 ONFAS(EORENERNZE M) RE ] ]
SMELE  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.
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=YES &NO

3. RREAN "BREEEE ., S FFSRE - Insured Person‘s “Body Mass Index” falls outside standard level. ] ]
4. TBESFZRAESE During the last 5 years, have Insured Person(s) been:
i) ﬁffn_jz.ln_?(irr/ﬁ IEBENERNBESKREEAN - BNEHZRE - AESMFN - UESHREEES XX - L8E - ] ]

WARIREES - BB - MRS R 28 - :EHﬂﬂﬂ:%ix/ﬁﬁ ? 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?
iy BEEAmEE - ER - REISERARAMNERRRITREEE - BR% - BF - SME - @k - OVRNEER - JRIE
fESK BB B BURTE SRS R MM ET RIAEE ? any symptoms, illness, defects or conditions such as, but not limited to O O

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?

5. EBE 5 FRRABERERODREATREVERFRERNERRBIGRER - NABRERIVYE - BIMNRERMINRE ? O O

In the past 5 years, have 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?

RERARGERME  Applicable for Critical Illness Benefit only

(LERFE RSB /EIZ PP /5 O] 238 R Approval process is required for this benefit before acceptance of this apphcatlon)

ZYES &NO

. BESF ZRAGERLPE - BEER SRER  BI/MAR/EMDRER - KRIEBRG - B10% - S5/ 3/ EH AT R ] ]

EE - BE/RAZBER/ARRN) - WAKRSBRAABBENSR/AENARLE - SETEMERNER(SE/NERN

BE « B8 - BB 3%X%)3 {55 ? During the last 5 years, have 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?
2. RRANER RRABKEFEEZLR 60 mAIE LSIERPE - OFE - 1BRFE - B% - Z2RUE( - BRSGESRK ? Have ] ]

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?

3. ERAZAERRERSEMANEZBEARBEZBRVAFLREERER/NE?WERS T2, & BIHEBEZH L] L]

= ? 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.

{5 Notes :

MEMEBRGIRE I 4 ESBE)VR/HIEREL 1 Z2B)ET—FE "2, @ FHARUTEBARM EABRBEREES - MRS RFIR B2EME
EEABAMN v IERNE —HER - ﬁ'ﬁlﬁté%ﬂaﬁ@ﬁ;ﬁ)\ S Z MR © If any answer to the above stated information of section I with attachment

(question 4-5) and/or section II (question 1-2) is “YES”, please provide full details in the following table and enclose related medical reports. If D

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).

RRALRE Bt |RERROERYTE - ER PrEs 7 KA BmEH | L—TOok2HE |ER
Name of Insured Person (s) [Question No. |Health Condition such as Nature or |Care and Treatment Onset Date |Last Consultation |Result
Symptoms of Disease, Diagnosis |Received Date

Z{R 5 T EHRA Declaration of Insured Employee

(1) RAELEEETEE - C 2P REBEASREMAL - 590 E " PIREBRBABRAS  BEAAR/S i RBREEREEFAER - 1%
HEZF EU$§3E$EH = Qj] ° I hereby authorize any doctor, hospital, clinic, insurance company or any other person to provide either myself and/or the above
mentioned family members’ health condition or detail medical history to “Bank of China Group Insurance Company Limited”. Copy of this authorization form will
have same effect as of the original copy.

(2) RACHMBERBIEEE - AAZILBRLNU ERBTEREN - JFSRBREZRE  THANERERNAFHE  FAR/IARBZREARNZ
[E - T 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.

3) RABRERRATOPIREEBRBIRERAR/HZRARNBAZER © I hereby authorize Proposed Insured Company to provide myself and/or Insured Person’s
personal information to BOCG Insurance.

(4) BEFUTERFT 30 Receive claim payment method

[ :RITE OB #N#ERR Bank Account Autopay

#R17 %78 Bank Name: ZIRBE TRTTFE OSRHS Insured Employee’s Bank Account No :
[0 2% Cheque
[1 8 F=2{RE T Pay to Insured Employee 8T F1%4R/A T Pay to Proposed Insured Company
REREIRE BFHE (BEBEZA) R=EM . EBKXHE(H/B/F)
Signature of Insured Employee E-mail  (For the purpose of claim payment) Signed Place: Hong Kong and Date(DD/MM/YY)
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BHRE 5% Payment Method
O 1. Llﬁfx' TEOB# AR Bank Account Autopay*

BIEEE 7 BN TEENREES )  BREEREZRSNIRZZREE 'PREBRMRABMRAS . —H(E ¢« 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 7.

#R174 7 Bank Name: 7 ZESRAS Cheque No.:
EERERRT ISR EPWERR Y BB EIR 2 RIEE A ¢ Please note that some banks may charge their customers service fees for setting up the autopay
facility.

12 l«)(iﬁii‘“ff F3-E{¥#X Payment made by Business Credit Card
BIEEE BN TERFRNFMISH#E L R(O - Please attach a completed Credit Card Authorization Form in page 6.

[1 3. MUSZE{IF Payment made by cheque

FLEIRZFIRES T PIREBERRARZAS L WR[E - Please attach a crossed cheque payable to “Bank of China Group Insurance Company Limited”.

#R17% 78 Bank Name: SZZRIRAS Cheque No.:
RFEASABIRARE—&EHEZ  E8RAREFEHRR - ERAAEEPREERBRAREETERNEREN - REATDRABEHR MAREEERENRF
B WREFESEFEHER - BER T PREBRRBRARAT ) #REQATZRVRT/BABERFFOERAR " PREEGRSRESEI(RI) ) ) BEMHNER
E  ORFHESEMFUNREMUERSEHREFEEEMRIRE © 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 Medical Comprehensive
Protection Plan (Series 1)”, including subsequent revised premium by endorsement(s) and all renewal premiums for each new Policy Year.

$2 R /A SIEZ A Declaration of the Proposed Insured Company

L. ZK"TT%ME}FEME SRAROIRIERTE(RIRE - NMERBEERANZRARCERZER - BENEMEIMS IR 2 BERE - — A TRE  BRFE
SEACERGFEACHMASIBILE " PIREBRBBRAST L B - Our company acknowledges that benefits are not payable under the BOC Medical

Comprehensive Protection Plan (Series 1) 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 “Bank of China Group Insurance Company Limited”.

AN BBARRARPZENRBRAFENTT 15 BE 65 mEREEBRAIITHENSIAER ° Our company declares that 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.

3. ARTELEBR . XATICOMBERBE/EIXRBNEEE  RARREZEADEEEN - JFEARBREZRE - KAATNPANERERN AF

B ARIAR/FRREAZFREBRMZIE © Our company declares that our company has obtained the necessary authorisation from my dependent(s)/ 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 me and/or for the Insured Person(s) may be invalided.

ANSELER  ARFESEEFEFITHEAEE  NATOUMEIERNKE  SRAZREBERYZE - Our company declares that this Proposal

Form is applied and signed at HKSAR, in case of fraud or factual misrepresentation, the cover for the Insured Person(s) may be invalidated.

5. APTIER "THREBRBARAS . REB—VEBERREHFMEAS 2T - Our company agrees “Bank of China Group Insurance Company Limited”

reserves the right to accept or decline our company’s application.

N

ES

6. AATPANEHANREERENE  "PREERRARAT . BRRAZFRRETHRITER - Our company understands that “Bank of China Group
Insurance Company Limited” insurance liability for the Insured Person(s) will only take effect provided that premium has been paid and the policy was put in-force.
7. AATYRALREFERFE LY EBEREFEEHW - AREREPREBRRERENTUERNVEREHN - ARIRBEHRX MEAREEEA

HRE  WREFEEESFEBEEER - Our company agrees that once this application for insurance is accepted, if no notice of amendment of renewal terms is sent to
us 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.

uﬂl%ﬂﬁlAﬁﬂﬂﬁéﬂﬂ Personal Information Collection Statement
AATIPARATREMNERN B PREBRREEFRIRELAE - LIEEARTIER : 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) BERBHANSINRBEBBHIANTFRIZRAIREIEFE processing and evaluating the insurance application and any future insurance application that our
company may make ;

Q) ATERABRENITHRLIERRHERASREAREMWARF administering our company’s insurance policy and providing services in relation to our company’s
insurance policy;

Q) PMERE - BERZMNEAQTREBBAIZRE analysis or investigating, processing and paying claims made under our company’s insurance policy;

4) BUEARRERANAEAQSUWERE KR invoicing and collecting premiums and outstanding amounts from our company;

(5 FHEERRE Eﬁ HIEMIRIFMEAE R - T - BUHSLAEH any alterations, variations, cancellation or renewal of any insurance related product or service;

6) BRI LB A /A T] contacting our company for any of the above purposes;

(7) PREBRRITEFELCAIRE exercising any right of subrogation by BOCG Insurance;

®) EﬁﬁiiLﬁﬁ EE& BAAAYMIH A% other ancillary purposes which are directly related to the above purposes; 57 and

) BEBAEERE &6 RZENFRIKIES| complying with applicable laws, regulations or any industry codes or guidelines.

hiREERIRT I EE LM AEREZHRANEAZRNBET 3L 7 BOCG Insurance may disclose the Insured Person’s personal data for the above purposes to

the following classes of transferees:

a. LA - @PREEMRBE®RTE - B B - 5 RERECRBNE=ARE - AEBKER(EE | BERBEHER - ESRUERBHE
B BREHE -  BFRORIEKRES - ER B’Z HE HHEE R BB E IR RS ™ )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);

b. BEREEZAIERL - BREAEE KEERR in the event of a claim, loss adjudicators, claims investigators and medical advisors;

c. BRRMMUEATHEERE in the event of default, debt collectors and recovery agents;

d. REBERREASREEERRFE AT insurance reference bureaus or credit reference bureaus;

e. BRASKBIRAL reinsurers and reinsurance brokers;

f. ANATINRREAL (A ) Our company’s insurance broker (if our company have one);

g PIREBERBIIAERBHEEFEFRZ BOCG Insurance’s legal and professional advisors;

h

i

FIREBRIGHBEEATU (AEMERI) NMEZS%E) BOCG Insurance’s related companies (as that term is defined in the Companies Ordinance);

1%?‘12*51‘}/&}1%1{171?!3@ ARHBENMEBHBEEAS "HE L )REEE  DIEIEULASAREN - SILUE "THE ) RTEESHEE - SiHEHME
RIRBESED "HE, SENMNEMARESEEZR T T "HE ) AWIEBE 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
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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;

. B8 THE, BETEE THE, NEE  DUERIEE LS BRI B AY any member(s) of the "Federation" by the "Federation" for any of the above or related
purposes;

k. EABEENAT  FEAEHMHSERBRHBERBREFBBENAS  SHERBREFFANIN ANRENRENEMRBF RIS - UEIEQLASNE
%8 B A9 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;

1. REBRERRES RERNIRMRZEEE the Insurance Claims Complaints Bureau and similar industry bodies; &z and

m. SEBIZEKIEF IMIBUSHR government agencies and authorities as required or permitted by law.

ApEEIREPREERRO @ "HE ) “REEAVNENERPERR/NZEZEREAERIER BOCG Insurance is hereby authorized to obtain access to

and/or to verify any of the Insured Person’s data with the information collected by the Federation from the insurance industry.

LS - BARREER - PIREERBOUEELUEEHNFEARIEESRARNEAEZER Moreover, BOCG Insurance may also use and disclose the Insured Person’s
personal data otherwise with our company’s consent.
AACERERREREIHPREBRBHEEAIRANEBAELEN - IEARE - OQPREERREFESRIRL (B : 2867 0888 - {EH : 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).

ANTERDBEABERIZFERNZABES - EIFERRR L3 2R RUWEEAZRER - 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.

BRRATIEEARE (BELTWHE) #®EM  HEKBH (B/AR/EFE)
Signature of responsible person of the Proposed Insured Company Signed Place : Hong Kong and Date (DD/MM/YY)
(including Company chop) g : g g

FiRFEEEAKEARZFRE - "HREEREBARAS . FEEQUEE -

The “Bank of China Group Insurance Company Limited” has no liability whatsoever before the application for insurance in this Proposal Form is accepted.

RITIELEEBRUTIEAI (Bank staff must complete the below box)
#R17CIEE A For Bank use only ‘

AU AR TR Staff No. IR 7T A#RSR Agent No. 7Y B AIARIR Transfer Unit No.
AR Staff Name AR EE I 4RSI Unit No. @ A4RSR Transfer Staff No.
#SURE 45 BBRE Staff Contact No. CIN 5£45 CIN No. EREEARSE TX No.

EPEZEFZEMREEE  FRONEQTREBRMRIER DTS After client has completed and signed this application form, the Bank staff should submit the following
documents to BOCG Insurance:

%15 B Business Credit Card '§E TE O E &R Bank Account Autopay E {555 2 Other Payment Methods

() MFE 6 BECREN "BHEAFAIREES, EX (1) EHRBEWNE Dedicated Premium Deposit (1) RIGEUWFREIEAZLEENZA The original copy
The original copy of the duly signed “Business Credit : Form ; : or photo copy of Premium Deposit Form ;
Card Authorization Form™ in page 6 ; Q) KB HECESN TEBECRERE, EA The () IREE Th 1 form.

() ERFREIREE ZHPFR Credit Card sales slip ; 5( ) Sl lainty : 5( ) ~ 1 proposatiom

original  co; of duly signed “Direct Debit
(3) LE3% =3 This proposal form. & Py y S8

: Authorization” in page 7 ;
{(3) LL#IRE This proposal form.

{REE/AEZF For Office use only
{REEARIR Policy No. #3% A Handled By ZMZ A Checked By

B 1E B 7UZ#EZ Business Credit Card Authorization Form

O visa O Master
HE AR Cardholder’s Name EEBMOBTE | EE B OSRAS Credit Card Account No. EBREIEE (B/F)
HKID Card No. Credit Card Expiry Date (M/Y)
7

RARNDLZFE "PREBRBRARAT . #RFRATNBBERFPOBELN " PREFRFSRESE(ZI—), BERESH BEE51TE
H1 = 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 Medical Comprehensive Protection Plan (Series 1)”on yearly basis until further notice.

B EFARIF R AZEE Business Credit Card #= £ \ B4R B ESEIE Contact | BEA Date (B D/A MAE Y)
Cardholder’s Signature

(BREHEMAEESBEMEE should be the Phone No. of Cardholder

same as the specimen signature on Business | X @
Credit Card)
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B IE{T SIS # ZE Direct Debit Authorization Form

RIRTUER IS IS ERLS HEF 2 RER1T Please complete and return this form to your banker

WRZ—7 (R=A) RITHRSR DITHRIE WRBR P SR ES
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 0o 2 8 2 1 0 8

KN/ ESEEERAN/BSEZTHRT  REZRAR/FARABTARETEN/EERITZETBAN/EEZRPANERE LIRF - HBRERESBAGER
PUF4EE ZBRER - /'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.

AN/ EERABARN/BEZRTHBEREZSERBNEE SR TAA/EE - YWe 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.

MAZSERMEAN/EEZRFHREZ(F LR/ ZEILM) - AAN/BERIEBREZFIFEESEEFTE - I/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).

KN/ ESRABNAN/EEZRFPUREANBZNZSEEER  AN/EEZRTHAEATER  ARTIWNEEZWE - W IBRU—EREEBMEVH
KIZHESE - 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.
AEEEBEBLEVEESTENALIEZ FEBARLE UIMEDPRE ZHEIRA) - This authorization shall have effect until further notice or until the expiry
date written below (whichever shall first occur).

KAN/BERE  AAN/EEIHAENARES ZEQURA - ARIUE/EXENARPMELER(EAEEER ) ZARTRA/EEZIRTT © I/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.

KN/ ESZRTRATZEE R T & | DITHRSE KN/ EBEZRPRNE

My/Our Bank Name and Branch Bank No. Branch No. My/Our Account No.

KN/ ESERE/FRLMTCHZEE *BR/BNRZIRE A (2B TIMESE)
My/Our Name(s) as record on Statement/Passbook *Limit for Each Payment/Month Expiry Date (See Notes Below)

Day H  Month 4F Year

BEAZER EFRFEFAAN) BBEASE (WEZHE - B T INEERE)

Name of Debtor (if other than Account Holder) Debtors’ Reference (Compulsory Field-See Notes Below)

KN/ ESERE/FRB LRCHZ ML B4R R KAN/EEZR

My/Our Address as record on Statement / Passbook Telephone No. My/Our Signature(s)
H#A Date

DUFEBRIRTTIAR 2 ENsE

For Bank Use Only Signature(s) Verified

kS

#

FAMIEAERZE - Please delete whichever is not appropriate.
BRI EHIES - Please write in block letters.

Fff5E NOTES :

1.

M SRR ZEEEROAEAEE - ABERRESEERBRNRZESPREE © 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.

AEEMNRERSR/N "2HE, —HPMERZEHEEEE - 0 SFENEENRERSERBEN (FHEE SR FUBBEALL) - AIFEBZIEEZE « 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.

ARG BEPENBEERZESR - BIRITIREFIZEETEMEME - Please ensure that you sign the form in the usual way that you would sign on your Bank Account.
EEBAZLERA - BFF BEPUEIRA—FAZEHG - BTHRA - AIMBLERES - HIPSH5TH S - 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.

g "BR/ANRZRE" —RARBELE  GBRITUNENEREIER T —(ERER - The debtors’ bank may set an internal limit when the “Limit for Each Payment/Month” is
not specified.

MRERSEEDBERIRITFAIEIREE - BRIBALHIN - EHRITZRBEFLTLIEIR - The debtor’s bank reserves the right to reject the payment exceeding the maximum limit

spe