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BOC Worldwide Medical Insurance Plan Proposal Form

BANK OF CHINA GROUP INSURANCE COMPANY LIMITED

ERFIREHBPTITORLEEKENE 9/F, Wing On House, 71 Des Voeux Road Central, Hong Kong. B Tel :3187 5100

£ /¥ &% E Important Notes to the Customer :

1

N

w

o

RRABUNEXERESREEEFRAM [v] 5% o (EAISRNBELR - BEEESEZE © The Proposed Insured 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 Proposed Insured.

B ET#E A E o *Please delete whichever is inappropriate or non-applicable. “EAZF3# ° *Applicable for Individual. #*/A & F# A ° #Applicable for
Company.

CAENBRLRREZRRZEENENAT  FHETREBREERAT (TH "hREBRE" ) 24R(852) 3187 51005 < FRIE AR THENR -
BRERRARIZRANFE  BEREXDEBRER - BEERRAR/IZRABTEMERARE - EEFERERI © 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.
It is advantageous to the Proposed Insured and/or Insured Person(s) to fully disclose all material facts to the insurance company. Failure to disclose may mean that the
policy will not provide the Proposed Insured and/or Insured Person(s) with the coverage required, or may invalidate the policy.

AR ERBE - EWEMER - CHREFTEFEEEIR © Once the application for this proposal form is accepted, your policy will be automatically renewable

each year.

EFHEREMENABTLREBGERE T AEE - AR EAZE © 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.

JHRRIRIREERERT ] (T A8 B IREBREFIR - BOC Worldwide Medical Insurance Plan (named below as “this Plan”) is underwritten by BOCG
Insurance.

CFERT (B8) ARAFRREMRIBERT (FEA "RIBRIT/AIE" ) UPREERENOZTRBRIESHDERE - N2 AP REBRROE
m - mIERIRRIT/RIEAES © Bank of China (Hong Kong) 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.

HRREBRITRIBEEP MEHEESAEIEEEERSMEENAERFRE (TERRUYARTENRAUD AR OBESRE ) - RERT/R
REMRPHITS AN FARTERY  MABRIENANERNTRNSES  FAPREBRKRERSEREFR © 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.

& AFH Details of the Proposed Insured

1. 0 584 mr [ /]MA Miss L1 A% Company 2 BEBFME | ERRE / #REE LB R
# # ## H H i
O 4+ Ms (] A Mrs HKID Card No./ *Passport No. / #Business Registration No.
3. WX HH kA E] T8 Name or Company Name in English 4. IR A B 458 Name or Company Name in Chinese
(FBRE B S Surname first)
5. “tH4 BE “Date of Birth (AD / AM / £FY) 6. *E A bR *Place of Birth
7. B1%& Nationality 8. BF EFH Email
9. 173 / #/HE Industry / Business Nature 10. B3I Position

1. A RE A A "Name of Company Contact Person

12. @ENHbHE Correspondence Address
%= Room / Flat [ Floor FEER Block / Tower

KNIE/R 5548 Name of Building / Estate

HERH AT Number and Name of Street/Road

& District

85 Region [ &FiHong Kong [ EAth Others
% [% 4755 Postal Code (RUBLARESMIEFor Overseas Address Only )

BISR5EAS (5140 &78852, PEIAHE86) Country Code (e.g.: Hong Kong 852, Mainland China 86)

13. 8645 F 55 ((£=) Contact No.(Home) 14, Bt48E:E (F12) Contact No.(Mobile)
- - -
B R % 6 BB (M A ERESET
Country Code Area Code (if any) Country Code
15. *BE{& ABRF O #Bank Account for Claim Reimbursement?
KA ZRITR D174 TE My Bank Name and Branch B B85 8R P D555 Autopay A/C No.

\ |
TETBRARAMNBAR —RITEIRF OERRERE A - ANREREIRITA,O - BESUZEZ TR A For the purpose of claim payment. The Autopay

A/C No. for claim payment shall apply to all Insured Person(s). If no bank account is provided, the claim payment will be settled to the Proposed Insured by cheque.

R Limitation :

1
2
3
4

5

AARAFTER A —FHRAR © RARERRAR/SKEHLE - &EE - &/ARMBXE - F2 ° The Proposed Insured can enroll the plan together with family.
“Family” refers to the Proposed Insured and/or parents and/or legal spouse and/or parents-in-law and/or child(ren) of the Proposed Insured.

R DBEMEBZIRB I ZEE ° Proposed Insured Company must be the employer of the Insured Employee.

IR AR ARES G HR A 7B B8R 8A | © The Proposed Insured must be aged 18 years or above at the time of application.

FBZRRARBEBENRBEEAFRNT 15 RE 70 5% c TRFRNT 15 BE 5 BmMAERKA—RIER © Upon application, all Insured Person(s) must
be aged between 15 days and 70 years. Child(ren) aged from 15 days to 5 years old must enroll together with adult.

CBREFREBRERIVES  TREFEAZRANBREREBHRM 6 18 A3 L o Except the approval of BOCG Insurance, the Place of Residence of the

Insured Person(s) must be in Hong Kong or Macau whereby the Insured Person(s) will live for 6 months or above within the policy year.
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RE 4 BH Effective Date of Insurance Cover

HD/ AM/ FY

subject to all underwriting procedures are completed.)

(WBTERRFTEIZIRIER - MR A4 » The insurance is effective which is

SAEME

with attachment

ZARA1

Insured Person 1

FhAge:

HRA2

Insured Person 2

FRAge

ZIRA3

Insured Person 3

FikAge___

ZIRA4

Insured Person 4

FikAge

Z{® A E# Details of Insured Person(s) (MIEEZ %R A ' iR M L Use separate sheet if more Insured Persons to be insured)

ZARAS

Insured Person 5

FHtAge:__

ZARAG

Insured Person 6

FhAge:

1. #£EC Surname

. 4% Given Name

. BB NBRTE/
FERRSRAR /
S B SRS (MBRIAT)
HKID Card No. / Passport No. /
Birth Cert. No. (for aged
below 11)

. MR Sex

. WAEHE (B/A4F)
Date of Birth (DD/MM/YY)

. BiENationality

(RIR-ZEBIBRIN
Elite Plan
(Worldwide Excl. USA)

(RIR-EBIBRIN
Elite Plan
(Worldwide Excl. USA)

CRIE-EBIRRSN
Elite Plan
(Worldwide Excl. USA)

GRIL-EBIRRIN
Elite Plan
(Worldwide Excl. USA)

7. B L] &% Hongkong |1 &% HongKong |1 &% Hongkong |1 &% Hongkong | &% Hongkong |1 &% HongKong
Place of Residence' (] 38F9 Macau L] 38F9 Macau L] 38F9 Macau [ S8F9 Macau [ 38F9 Macau [ 38F9 Macau
U ERi U ERi U sEAi U PEA Ll RER L hERH
Mainland China Mainland China Mainland China Mainland China Mainland China Mainland China
ST CRELE SIS ST ST ST
Name of City : Name of City : Name of City : Name of City Name of City : Name of City :
L] EAbOthers L1 EAbOthers L] EfbOthers L] Hitbothers L] HfbOthers L] EfbOthers
ISR ISR BlEE R BB - BlEEAEE BEEAEE
Name of Country : Name of Country : Name of Country : Name of Country : Name of Country : Name of Country :
VANEZ YRTRATE YRTRATE ADEZEE Y TATE VANE
Name of City : Name of City : Name of City : Name of City Name of City : Name of City :
8. HRRA/ZREIRER | AA Self L] 248 Spouse L] A Father U & Mother L1 F#2 Child? L] F#2 Child?
Relationship with Proposed L] fEs [ wREs
Insured/Insured Employee Father- in- Law Mother- in-Law
9. B
Occupation and Position
10. H5° Height® CGK/m)
11. BBE* Weight® (F52/kg)
12. FRES R
Body Mass Index (BMI)*
13. %%E%Tﬁg“%?ﬁﬁé\ LIZ Yes L2 Yes L2 Yes L& Yes L& Yes L2 Yes
1Z4E? Does BMI* fall within | [JZ No & No & No % No % No & No
standard level?
fREEEEIS3ERI R #{RE Category of Benefits Plan® & Total Premium (HK$)
E X {RMF Basic Benefits
14, FHEIR B RARE b= U m&stal Ll m&stal L] m&stal U &&sta3l U &&stal U &&stal
Plan Level and Coverage Area (BEY) (€350 (€350 (RN (€350 (€359
Noble Plan Noble Plan Noble Plan Noble Plan Noble Plan Noble Plan
(Worldwide) (Worldwide) (Worldwide) (Worldwide) (Worldwide) (Worldwide)
U siat ) L] =iatel L] =iat2l U st U sigst &) U st

ORIL-EBIRRIN
Elite Plan
(Worldwide Excl. USA)

(RIR-ZEBIBRIN
Elite Plan
(Worldwide Excl. USA)

BE{RF& Optional Benefit(s) (REANEETEI= =512l Applicable to Noble Plan or Elite

Plan only )

L] s&Estal L #z:t2l L #estal L #gigata L #gigatE) L] sEssta)
(ZZM) EEME) (EEMe) (EEMe) (EZMe) (2
Essential Plan(Asia®) Essential Plan(Asia®) Essential Plan(Asia®) Essential Plan(Asia®) Essential Plan(Asia®) Essential Plan(Asia®)
15, a%@%@%%ﬁ , [ Hkso ] Hk$o ] Hk$o [ Hks$o [ Hkso [ Hkso
Annual Deductible Option |77 45 5 O HK$25,000 O HK$25,000 [ HK$25,000 [ HK$25,000 [ HK$25,000
] HK$80,000 1 HK$80,000 1 HK$80,000 ] HK$80,000 ] HK$80,000 (] HK$80,000

16. 77} Dental O ] ] ] L] 0
17. P93 Out-patient ] ] ] ] (] [

2FERE

Annual Premium (HK$)

FBERA (B + BRRR)

All Insured Person(s) (Basic + Optional Benefits)

2F#{EE Total Annual Premium (HK$):

IR gt2{E8 LL_E 4% MBS This partis applicable for 2 or more Insured Persons to complete

2
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& Remarks :

1.

B2 ieZRALREFENEFTNE—HE6E Aok A L - AR E Sk B F SUB XA B A © Place of Residence means the place whereby

the Insured Person(s) will live for 6 months or above in the same place within the policy year and as declared in the proposal form or written notice of change.

FRIEFRANEE T BIRE T BE TR KEETE o Child(ren) mean(s) the legal child(ren) of the Proposed Insured, including step child(ren),
adopted child(ren), or guardian child(ren).

Tinch I = 2.54F XKcm * 1 2Km = 100/E Kem : 1F52kg = 2,288 Ibs
BREEEHEEBMNETE S X “Body Mass Index” (BMI) assessment method: B2 EZUTBMIGHER AN FEARRNFPREBRRBE

(http://www.bocgins.com)BIBMIAE L ETE # - LAERMIZIR R RE K&/ Z IR ARIBMIFEEL - Please specify you and/or 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).

BEEWeight  (BfiZ : F5ekg)

BMI= ———— N
HEHeight? (8L : Km)
H 88 £ 585 48 BMI Category XA standard level A TZEZE falls outside standard level
A AAdult (185%8% LA Laged 18 or above) 18-26 <18 3 or >26
F2ZChild (185734 T aged below 18) 10-26 <103k or >26

7+ example © XA — F#R255% © & 173EKKEBEE8T 7 Adult - 25 years old, 173cm height and 68 kg weight
(68 kg)

BMI = REE =2272 (AHEEEEREFSIZLE BMIfalls within standard level)
73m

B+ example : F2 — FhR15% - BE75EKKEEEATT Child- 1 year old, 75cm height and 4 kg weight
(4kg)

BMI = o7 =7.105 (EHEEEERETREIZLE BMI falls outside standard level)
75m

ZRABRRERNRIE - 77 RFM I B ERE R H B BRENEREERRZARFIER - TRZRARR—RETHBTRERRE R BE
IREE -+ M EEAMRRE B 5 B RIE AT EIA B4 ZEH8MR © The Insured Person(s) should enroll in the Basic Benefits coverage prior to the application for Optional
Benefit(s) and such Optional Benefit(s) should be same as the level of the Basic Benefits. The Insured Person(s) under the same policy can apply for different Basic
Benefits and Optional Benefit(s). The plan level of Basic Benefits and Optional Benefit(s) must be the same.

TMRIERET BN - JmnR - A SO RpE - PRE-BECDECDE - BEA - BER - SRS - B ORM - SRAD - FER
X 5H-fEE - feal - me - JtE - BEHDE - JERE N MR MERR /A2 BER  FE - BEN - TEE2 - BEAIREE
g ° Asia means Afghanistan, Australia, Bangladesh, Bhutan, Brunei, Cambodia, China, Hong Kong, India, Indonesia, Japan, Kazakhstan, Kyrgyzstan, Laos, Macau,
Malaysia, Maldives, Mongolia, Myanmar, Nepal, New Zealand, North Korea, Pakistan, the Philippines, Singapore, South Korea, Sri Lanka, Taiwan, Tajikistan, Thailand,
Timor-Leste, Turkmenistan, Uzbekistan, and Vietnam.
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IR EMEIEE Stated Information for this Proposal Form
EHZEFRANRFERACE FTIIRE EE5RE ] FFHRHNECE [BEAENY | - Please answer each of the following questions

onthe health of the Insured Person(s). For each “Yes” answer, please explain and provide details in “Illustration of Stated Information”
in page 6.

I. — i ##l General Information

=YES &NO

1. BRERERBRE? 5 [R] FEHEREE () MREFH - FREFEERE BHARAKIRE - O U
Do you smoke or have you ever smoked? If yes, please specify daily consumption (piece) and year of smoking. If you have ceased
smoking, please state the date and reason.

2. REBBHRENEE? B[R]  FPARmER PInh &8 2UBS) RFBERAE (2H) - L] U
Do you drink alcohol regularly? If yes, please specify type of drink (e.g. beer, wine, spirit etc.) and weekly consumption (ml).

3. fERE1MEAAREEGTIEINGIRI 108 (4.50T) SSAL? B[R] - EAmEIENgR Iz E8 KRE - L] U
Have you gained/lost weight of 10Ib (4.5kg) or more in the last 12 months? If yes, please give exact figure and reason.

4. ERZEGHBSETMABREDIED (Pl BELAMELA FE EERNEKKELE) 2E [B]  FHHA [ U
FHfEe
Do you participate or are you planning to participate in any hazardous sport or activity (e.g. private aviation, motor car or motor-cycle
racing, diving of any kinds or mountaineering, etc.)? If yes, please state details.

5. RAIMKEBIRFIPSIMEEFBESKTIE S [B] - FEBPRTREREE  FEEBHREEIXE - Do you ordoyouintend to O O

live or work outside Hong Kong or Macau? If yes, please specify name of country and city, purpose of stay and duration of stay.

Il. $#2{R&C$% Insurance History
=YES 7&NO

6. i. BAIESEBENEERFEMEARN BARR ERBESIEERR2E [B]  FRERBRAREE HEI2HE KRR Cl ]
T REEMAHE-
Have you purchased/been applying other personal accident insurance, individual medical insurance, hospital cash insurance or
critical illness insurances? If yes, please state the name of insurer, name of plan, amount of coverage, and effective date of policy.

i. EEEHERBAFBUERESFFEAZIN EARE ERRS  BHRKASRRMALIER - T8 5 M IR B Stfg 14 O U
RrE =] BRHEBARE RS-
Have your personal accident insurance, individual medical insurance, hospital cash insurance, critical iliness insurance or life insurance
policies ever been cancelled or applications ever been declined, postponed, accepted with extra premium or modified term by the
insurer? If yes, please provide reason and details.

iii. BEAE MR BIARBARTRBERE 75 (2] FREFE- U ]

Have you submitted claims applications of the above mentioned insurance plan to the insurers? If yes, please provide details.

l1l. #5EE Medical History
RYES 7NO

7. BE/ FERAEMEDBBI4R (—RIER- KERIN ? L] U
Have you ever been or are you currently taking/prescribed any medication or drugs for more than 14 days (apart from common flu and
colds)?

8. MAERXHFSLBEKREEE LEFRORER TR SME- FERE BR BeRE T (GFAREE)  REREMES O U
57

Have any of your natural parents, brothers or sisters suffered from heart disease, stroke, hypertension, diabetes, kidney disease, mental
disorder, hepatitis (or is a hepatitis carrier), cancer or any hereditary disease?
9. BRTEXIRBATHETE 2BEREIN ToEITIHEEZZETTMNEERS  8FMRAR XX - LEE - BB B U Ll
g R AR BRS L thRE?
Other than medical test(s) required by an employer or insurer, have you ever undergone or been recommended any medical/diagnostic
test, such as blood test(s), x-ray, electrocardiogram, ultrasonogram, CT scan, biopsy or other investigations?

10. BESFERE LERKRK (—REBRE - BRERIN) HEBINZEHEIBE14K? L] U]
Have you suffered from any illness (apart from common flu or colds) or effects of any accident which lasted for more than 14 days in the
last 5 years?
1. BERMRE BRRIARLENRZENERLIBEIEMEZRE R 70 27a50H0 [ U
Have you ever received or do you expect to receive any medical advice, counseling, treatment or any test(s) in connection with venereal
disease, AIDS, HIV infection?
12. BEB L TNIIRRSBRARBRZIAE?
Have you ever suffered from or been treated for any of the following disorders/disease?
i, WRAKEFDIEEN XREX SRR WRE SRR/ S0 S HASE TR RGTRR? L] U
The Respiratory Diseases including asthma, bronchitis, tuberculosis, emphysema, deviated nasal septum/turbinate or others
respiratory diseases?
i. DEMERERAFRMBRBEIENR/ OH  OF SME  BRR - OHME  OHR B SRR EMER 2 O U
IR ?
The Cardiovascular or Circulatory Diseases or Blood Disorders including chest pain/angina pectoris, palpitation, hypertension,
rheumatic fever, heart murmur, heart attack, anaemia, varicose veins or other related diseases/disorders?
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ZYES &NO
iii. EHERFRBEIESERANA PR SEARESE SE IR LB HMRE/ BERERKR? ] ]

The Digestive Diseases including hepatitis of any kind, liver disease, ulcer of any kind, haemorrhoid, hernia, anal fistula or other
diseases/disorders of esophagus/gastrointestinal and gallbladder?

iv. %g%ﬁ&ﬁﬁ@%%*H%Hﬁ‘é*RZE&ﬁﬁ%ﬁEiiE%Eﬁﬁ@?ﬁ%Eﬁﬁﬁéi%‘ﬂ,@%iﬁﬁﬁﬁ”ﬂ%ﬁﬁ"\‘i‘faﬁﬁiﬁi@ﬁ O O
WA

Genitor Urinary Diseases including kidney, bladder, urinary disorders and stones or any Disorder of Reproductive Organs
including abnormal smear test(s), menstrual disorder, prostate disorder, venereal disease or other related diseases/disorders?

v. ADBESRFEIERERRE - FRBRREaE A Be KR ? ] ]
Endocrine Diseases including diabetes, thyroid disorder or other related diseases/disorders?
vi. BBRGRR BHAE BURREBREEMEE BR 8 PE AE £R ST AEREEE R LR L] ]

HENBEBIELR B/ B/ HE B AR KRR ?

The Nervous Diseases, Mental Disorders or Psychiatric Problem/Diseases and Brain Diseases/Disorders including epilepsy,
paralysis, dizziness, stroke, headache, anxiety, depression or any other neurological disorders and impairment of the eyes or ears
including blindness, conditions affecting sight/hearing/speech or other related diseases/disorders?

BRI AREREF2ITARZHEL  FEA BE - LEBERE SRR EMER KR U U

Spinal or Musculoskeletal Conditions/Diseases including rheumatoid arthritis, arthritis, gout, sciatica, hallux valgus or other
related diseases/disorders?

viil. ABEFRFEEIEILIRK  ILERE - ZUEMER  BRE - BAREME LR IRE R R AN AR ILEER? ] ]
Breast Disorder including mastitis, breast pain, breast lump or mass, adenoma, fibrocystic, fibroadenoma, abscess and other related
breast disorders?

vii

ix. RIEEBESIEERE BZ KEX BP RESL FRE KT meHMARZKEER? O O
Skin Problem including acne, eczema, dermatitis, urticaria, keratosis, psoriasis, onychomycosis, wart or other related skin conditions?
x. FEEEMEVE - WE - BT AEREREE? O 0
Cancer, Tumour, Cyst, Polyp or Abnormal growth of any kind?
13. BESFYUEBE I ERIERMZEIMNE RS F ISR ? O O

Are there any health or physical conditions in the last 5 years not mentioned above which may affect your well being?

IV. %8 FFor Female Only:

ZYES &NO
4.0 RERBEREE[R]  FaARESR- O U

Are you now pregnant? If yes, please state the expected delivery date.

TEEEHA A The expected delivery date
i. BERRERZSEEMS DERGEE (=2 ERER  &ME - ZAKRSE) ? O O

Have you ever had any complications during pregnancy or delivery (e.g. ectopic pregnancy, gestational diabetes, hypertension,
protein in urine etc.)?
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PR IE B 3R BA Illustration of Stated Information

bt MRREBRIAR | 1-1418HE HEA—EE (] - BRTIERARHEAFE - UFSEFMHAA SELARAM /7 SEHE
WERME—HHER  MITEFHAEBIIRAZEZER o If any answer to above “Stated information for this Proposal Form” question 1-14 is

“YES", please provide full details in the following table. If you need to provide details on separate sheet, please tick the box at theright hand side and
attach the sheet(s). The sheet(s) should be duly signed by the related Insured Person(s).

with
attachment

I. —## ¥l General Information / II. 3% {RiC8% Insurance History

1% Questions1-6

ELIN SRS S
Name of Question Details
Insured Person(s) No.

I11. % B Medical History
%8 Question 7

ZIRALH BRI E/ RIERTE 2B SHEE BEAH WIENER BB Rtk
Name of Nature of Name of Daily Duration and Date Current Condition Name and Address of
Insured Person(s) | Disorder/Diagnosis | Medication or Drug Dosage (From -To) the Medical Attendant(s)
%8 Question 8
RRAGE EZRABR RIS/ RIEATE TR AR RFE WEMIBER - B IRBRHEIEA
Name of Relationship with the Nature of Disorder/ Diagnosis Date & Age of Onset Current Condition, or if Died,
Insured Person(s) Insured Person(s) Please State Cause of Death

PR Question 9 (35 ki L BREE & 385 PLEASE ENCLOSE RELATED MEDICAL REPORT(S))

EL YN RIS/ R AR A B ER BIETEB 15 BBER WRIERIENR FDBEERE KM
Name of Nature of Date of Test(s) Details of Test Result Current Condition Name and Address of
Insured Person(s) Disorder/Diagnosis Tested Item(s) the Medical Attendant(s)

RR8 Questions 10-14 (3&} L B RAEE #4855 PLEASE ENCLOSE RELATED MEDICAL REPORT(S))

SRALR RS A TRAE R MR RIS FiE= 2z i B /N BRR BRAEBRER TRBERE I
Name of Question TEME IR A | Onset Date ko HEA R ER HRM? B/ Name and Address of
Insured Person(s) No. Diagnosis /Details of Care and Last Result and Any Medical | the Medical Attendant(s)
Disorder, please specify Treatment Consultation Current Report(s)
the location of affected Received Date Condition Provided?
where are applicable Yes/ No
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ZFE I B (RiEARAFIRE) Declaration of Insured Employee (Applicable for Company Enroliment only)

1. RAEWEEEAEE Bk 26 RRAGNEMAL - HAE [PREEBRRARAR ] BERA N/ DERBREIESBEFAER -
IR EE 2 S/ ENARBRIEARERZEA ° | hereby authorise 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 authorisation form
will have same effect as of the original copy.

2. KRAEHMARBEGERE  AAZULERNL SR EREN - AERAREREZRE - THHWERERITFR  FANSKBZRER RN
Z & ° | have obtained the necessary authorisation from my dependent(s). | declare that the information stated in the above is true and complete and will form the
basis of this insurance. | also understand that if any information stated is untrue or incomplete, the cover for me and my dependent(s) may be invalidated.

3. AABREFRRAFMPREBRBIBEAAR/ZZRANEAEE o | hereby authorise Proposed Insured Company to provide myself and/or Insured
Person(s)” personal information to BOCG Insurance.

4. BERUKENT R Receive claim payment method
[] $8fTEOEE#EIR Bank Account Autopay

#4748 Bank Name: ZARB TER1TF O5RES Insured Employee’s Bank Account No:
[] X% Cheque

] B FSIRET Paytolnsured Employee [ BEH FIR4RAF] Pay to Proposed Insured Company

RREIEE BFEME (REHEZR) BE (B/R/HF)
Signature of Insured Employee E-mail (For the purpose of claim payment) Date (DD/MM/YY)

#fHRE % Payment Method
[ 1. LISRfTEARENEIR Bank Account Autopay*

BEZFNERN [ERNREEE]  ERETREZASIEIGIZRES [FIREERRAR AR —ffX[El e Please pay cash or attach a crossed
cheque for the 15t year premium made payable to “Bank of China Group Insurance Company Limited” with a completed Direct Debit Authorisation Form in page 11.

#7478 Bank Name: T ZERAE Cheque No.:

“HEEMEBIRITAIRE 2 MR UER R B BN AR 7 RS E F  Please note that some banks may charge their customers service fees for setting up the auto-
pay facility.

(R AR E AR Applicable for Individual Enrollment Only)

HMETREZ2018F 12 A3 EAfE( [H#EEHA ] ) AR A PO HE R BRI LAFR SR (5 RN T B 2 B N OB AR IS DA AN [HRER
SRR SEP Rt ol sk RS HEREFE RERRE EINESZ—RB5000THRIEARIEETES  From now to 31 December
&4 5,000 BOC Credit 2018 (“Promotion Period"), Proposed Insured may enjoy a one-off extra 5,000 BOC Credit Card Reward Gift Points upon successful
Card Reward Gift Points registration for BOC Credit Card Direct Debit Authorization Service for premium payment of first policy year and renewal of “BOC
Worldwide Medical Insurance Plan”.

R B EEE 2 BB RIS & ! Reminder: To borrow or not to borrow? Borrow only if you can repay!

[0 2. BMEA-E{I® Payment Made by Credit Card (RiBARR B AR Applicable for Individual Enroliment Only)

i LR EZE10EM [ERRMAFEHEE | 2@ - Please attach a completed Credit Card Authorisation Form in page 10.

ii. & TPRERAEREAREN A INRE  BAEZEERN [RENH B EENFIZHEE] o If payment is made by using “BOC Credit Card
12-Month Interest-free Monthly Installment”, please attach with a completed Interest-free Installment Direct Debit Authorisation Form in page 12.

[ 3. LIE#{ERAF {15 Payment Made by Business Credit Card (RiBA R 273 & Applicable for Company Enroliment Only)
BEZE10EM [{EARMFUREE ] [ - Please attach a completed Credit Card Authorisation Form in page 10.

[1 4. KZFEFRPayment Made by Cheque
BN ERERS [RIREERREMRAE ] WA ° Please make a crossed cheque payable to “Bank of China Group Insurance Company Limited”.
$R1T74 8 Bank Name: S Z RS Cheque No:

AANEZHAURERRE SR EBEREFEHRA  BEAEZETREBRBEBERNEAGERNERBN AN/ EERRFR MEREFEMAR
RE WREESTFEDHER -BREPREBRBUEAN/ESZRITERARPAERMAZ [TRBRERREE] BENNRE EEEREEMEN
RIR B A N B AR EE FZERIRE - 1/We understand that once this application is accepted, if no notice of amendment of renewal terms is sent to me/us from
BOCG Insurance prior to the expiration of each policy year, the policy will be automatically renewed simply by my/our settling of the required premium for the upcoming
policy year. |/We hereby authorise BOCG Insurance to effect payment transfer from my/our bank/credit card account for payment of premium under the “BOC Worldwide
Medical Insurance Plan”, including subsequent revised premium by endorsement(s) and all renewal premiums for each new policy year.
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BEf Declaration

1.

RNIDB AR [FIRIRIRERREE] B NERBERANERBZAR BEXEMBEAMSIBCBETE  —2TFREE BRIEFA/ER
A R/ ZRABERRERND SRR E IR E@RBREEA < I/ Our company acknowledge that benefits are not payable under the "BOC Worldwide Medical
Insurance Plan” for any costs of treatment arising from any existing illnesses, injuries or other conditions unless complete details are fully disclosed by me/ our company
and/or the Insured Person(s) in the Proposal Form and accepted by BOCG Insurance.
RARRREGERZRARBFENRBEAFENTI5ART0RMNA L RERREERBIEIN EREFEAZRALREEREEIRPI6(E
A b W IRRE SR EE F SR AMAELEBERR © 1/ Our company declare that upon application, the Insured Person(s) is/are aged between 15 days and 70
years old and except the approval of BOCG Insurance, the Place of Residence of the Insured Person must be in Hong Kong or Macau whereby the Insured Person(s) will
live for 6 months or above within the policy year and as declared in the proposal form or written notice of change.

RANIRRRZUER RA/ARRARCMAAREB/E IRBIIGRE WARRKRE 2R DEREN  AEREBREZRE - AAN/ARRFAOWER
SRR AA/EARAB R/ ZRAZREERBZE I/ Our company declare that I/our company have 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. I/ Our company also
understand that if any information stated is untrue or incomplete, the cover for me and/or for the Insured Person(s) may be invalided.

RNARTZLER FREEREBRBRBITHEANEE NATMAMNGHIERRE RAA/RRFR/EARRAZREGERBZE 1/ Our company declare
that this Proposal Form is applied and signed at the HKSAR, in case of fraud or factual misrepresentation, the cover for me/ our company and/or for the Insured
Person(s) may be invalidated.

AR RHE SRR R 4 BBt - 2FT - R AT REM AL 1597 M REERBRIBHAN/ARE R/ EARBREERRIREFAER  pL 7
£ 7 FENARBEIEARBRIFMA 1/ Our company hereby authorise any doctor, hospital, clinic, insurance company or any other person to provide either myself / our
company and/or the above mentioned family members’ health condition or detail medical history to BOCG Insurance. Copy of this authorisation form will have same
effect as of the original copy.

ANIARARRIZFREERBIRE — B BIREEMET ZHEF - I/ Our company agree BOCG Insurance reserves the right to accept or decline this application.
ANARRPE M EMNEEREBREERE  PREBRBREAAN/ARRR/ZRAZRBEEIATTE I/ Our company understand that BOCG Insurance’s
insurance liability for myself / our company and/or for the Insured Person(s) will only take effect provided that premium has been fully paid and the policy was put in-force.
ANARFBRAMRREF—E I AR EAREFEHNA - EREEETREBRBRABESTMGEROERBAN AA/ARTREHR MEARESF
EFTBRRE  WIREFEHFAEER -1/ Our company agree that once this application for insurance is accepted, if no notice of amendment of renewal terms is
sent to me/ our company from BOCG Insurance prior to the expiration of each policy year, the policy will be automatically renewable by my/our settling of the required
premium for the upcoming policy year.

I £ Bl A\ 3 £1528A Personal Information Collection Statement
RANARRABRA/ AR AR EER PR EE R EIRIR EBATE - WAIREE AR THIE R : 1/ Our company understand that the information provided by

me/ our company to BOCG Insurance is collected to enable BOCG Insurance to carry on insurance business and may be used for the purpose of:

1.

© ©®NO oMW

BRI KRB AN/ARFHRBR BB AN/ AARERIERZARIRAE processing and evaluating my/our insurance application and any future insurance
application I/ Our company may make;

BITARN/ AR MR EMI T TIER R EAAN /A A CHREFBMARTS administering my/our insurance policy and providing services in relation to my/our
insurance policy;

DITHAE IR A ARAAREREABHZEE analysis or investigating, processing and paying claims made under my/our insurance policy;

B R E R MR AAAN /AR RWEURE I R invoicing and collecting premiums and outstanding amounts from me/ our company;
R RRE RS RIS AI MR 5 - BUBSEEER any alterations, variations, cancellation or renewal of any insurance related product or service;
BLLA_E PB4 2N A /ZAVAT] contacting me/ our company for any of the above purposes;

IR E BRI T T AR AIHE exercising any right of subrogation by BOCG Insurance;

He i il BigE BEEERMERR other ancillary purposes which are directly related to the above purposes; &and

BIEE AR 160 & 2R ST K #55|complying with applicable laws, regulations or any industry codes or guidelines.

PR EE R I AT E FE Ll A AR A /AR T R/ ZARABEA B RIZ 8 T T 51 77BOCG Insurance may disclose my/ our company and/or the Insured Person(s)
personal data for the above purposes to the following classes of transferees:

a.

Te e 20O

B AR mAPREERRRMAITE @ B IR RERETRBNE=ZARIE ABDHKER (2%  BERBHER BSRUERGHER S
TR 578 - B2 R ENVRI AR TS 78 « B RV BRAS AL e 7 % BB BR 32 AR A5 78) 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);

BRIERFERMIEEEA 2R AL 8 REFERM in the event of a claim, loss adjudicators, claims investigators and medical advisors;

BEIR KA B AT HEERIE in the event of default, debt collectors and recovery agents;

. REBERIRIE AR REEBRIRTE AR insurance reference bureaus or credit reference bureaus;

BRARIRBREELE reinsurers and reinsurance brokers;
RN/ARRRIRER A4S (BE) my/ our company's insurance broker (if | have one);

. PIREERBAAR R B ZE ZMEER BOCG Insurance’s legal and professional advisors;

IR E BRI ARIE QR A CARHESI) RETE F B 2%E) BOCG Insurance’s related companies (as that term is defined in the Companies Ordinance);
BERNRR A EARRARHE M ESIRRAS( (M ) MEES UERIEM D sGRIB M - SiAR e | SITEEER M ER R
S (e @ BMFIEMARESEER T T [He ] ABLEE any association, federation or similar organization of insurance companies (“Federation”) and
its members that exists or is formed from time to time for any of the above or related purposes or to enable the Federation to carry out its regulatory functions or such
other functions that may be assigned to the Federation from time to time and are reasonably required in the interest of the insurance industry or any member(s) of the
Federation;

i (e BETEMA (e g8 DUEREM Ltz BRBIE /) any member(s) of the “Federation” by the “Federation” for any of the above or related purposes;

ERIABERF A EAM I R RSB R ZB AN AR RERREBEENTNARRESAESIEMRB RS UEREA Ll BRIR
#J 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;

RBRERFH R ELEMRERERE the Insurance Claims Complaints Bureau and similar industry bodies; &and

EBIESK S EFATRIBUT# B government agencies and authorities as required or permitted by law.
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RN/ARAREIERERREBRE A (B (REEANBENERPERR/SHZERAR/EIZRAEMER BOCG Insurance is hereby authorised to
obtain access to and/or to verify any of my/ our company and/or the Insured Person(s)’ data with the information collected by the Federation from the insurance industry.
PESN  EARNARRIRE - PIREERBAIEEEUEEH EARBBERAA/AAT R/IZRANBEAEZR Moreover, BOCG Insurance may also use and
disclose my/ our company and/or the Insured Person(s)'s personal data otherwise with my/ our consent.

RN/ARREREEHNRERE FRFREBRRIFEEAAN/ARRR/AZRRANBEAEL - NEFE  AlAPREERBOEZERSRIRDE (B
& 12867 0888+ {HH 13906 9939) I/ Our company have/has the right to obtain access to and to request correction of any personal information concerning myself
/ our company and/or the Insured Person(s) held by BOCG Insurance. Requests for such access can be made to BOCG Insurance’s Legal and Compliance Department
(Tel: 2867 0888 / Fax: 3906 9939).

EULERMEIET Receive Direct Marketing Materials Instruction
EARKRFIREEBRREARANEAERCUATREEEHERE (B v #ERE) | do not wish BOCG Insurance to use my personal data in direct

marketing via the following channel(s) (please use “v"” to select the channel(s)):

BT HEE B4 Promotion Email B SMS e s8¢ Direct Mailing BEREE$H Telephone Call
INEER AR E MR B EERFEAN v SFEREARE R RN BB IR EE R A E $EHE © If you return this Proposal Form

without ticking any of the above boxes, it means that you do not wish to opt-out from any form of direct marketing of BOCG Insurance.

A FREREREHESEWEHEREENNER  TRREMRZAIES AT REBRRAEE - FIE QU FHEBERANRETREERRE
[ERECRRE] EMENER REBR/SEN - FE2EZRE LERTREBRREANEHEHERENEAELESE - The above represents your present
choice whether or not to receive direct marketing materials and replaces any choice communicated by you to BOCG Insurance prior to this application. Please note that
your above choice applies to the direct marketing of the classes of products, services and/or subjects as set out in the Data Policy Notice of BOCG Insurance. Please also
refer to the said Notice on the kinds of personal data which may be used in direct marketing.

®E FEEAFEEER 7R Instruction to disclose personal data to the Group companies for direct marketing

RIERIRHEE 2 HARE THRERRBEOZS  PiREBRBATE S HROEANERIRMT AL |~k 8 M EM AEEBFEN - /iR EH
ARG E2EPREERRN [ERBFRS | FARTREBRRFZMHN 2 BiHERNEAE

B B 1RE  RITRABBERGE R
FUE - ZER B E T RER RN AL - ARZE R E EHRINE @ - IRES R /SROME R o) B EFRT IRE BRI HENEABERTALEALE
LA EA%  SBEEE AL v $7R 3R 2 To improve and provide more comprehensive services to customers of BOCG Insurance, BOCG Insurance may provide your
personal data to other members of the Group* and any other persons for their use in direct marketing of financial, insurance, credit card, securities, commaodities, investment,
banking and related services and products and facilities and so forth. (Please refer to the Data Policy Notice of BOCG Insurance on the kinds of personal data which may be
transferred to in direct marketing, the classes of persons to which your personal data may be provided to, and the classes of products, services and/or subjects in relation to
which the data is to be used.) Please tick v this box if you do not wish BOCG Insurance to provide your personal data to the above persons for the above purposes.
*ARSE | FEPREBRRREERAR 51T MELRE - RERMERE LB E - TNmE AN - BN B BEFREEBRBOITFRARIZ AT HEA
AR ER LB E - TamEATE ° The “Group” means BOCG Insurance and its holding companies, branches, subsidiaries, representative offices and
affiliates, wherever situated. Affiliates include branches, subsidiaries, representative offices and affiliates of BOCG Insurance holding’s companies, wherever situated.

RANARBERRAERNRRENZ B S - BIFENRR 52 B RKEEAERER o 1/Our Company confirm my agreement to all sections in this

Proposal Form, including but not limited to the above Declaration and Personal Information Collection Statement.

BRAMRATEEARZ(ERAINEE) ZE1 BELBH(R/REF)
Signature of Proposed Insured /Responsible Person of the Proposed Insured Company Signed Place: Hong Kong and Date (DD/MM/YY)

(Including Company Chop)
FTRRFEERBATZRN > PREERBRTAEARE -

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

SRITR By AETLTHA (Bank must complete the below box)

$R 1T B A For Bank use only

KEHRAR SR Staff No. RN ALSE Agent No. B BEARIRSE Transfer Unit No.
PR, Staff Name KBS AR SR Unit No. 1) AR5 Transfer Staff No.
S 4% B RE Staff Contact No. CINSR#5 CIN No. B HRIE TX No.

EEEZREBURRER - BRITRIEA T REERBRIER LA S The Bank staff should submit the following documents to BOCG Insurance:
{8 A+ 1% Payment Made by | i{EF 1218 %8I A WBOCCreditCard | $81TF A BB ¥ Bank Account | B ft f# ® % K Other

Credit Card i 12-Month Interest-free Monthly Installment : Autopay i Payment Methods

1. RENVEERFBEAR [EARA | (RERARBARR Applicable for Individual | | EERBBUWHBIEALFENA | 1. EHRBERRBERLY
FEEE] (REBREAIRIR) | Enroliment only) The original copy or photo copy of i EIZN The original copy or
XA EARNREREEZIIILREFI2ECEFEN [RESHEENK Dedicated Premium Deposit Form photocopy of Premium

(RIBEARARNEIR) o The original | #4EE | 1EZX The original copy of the duly i2 M E11ECDE 2R [HENMZ ! DepositForm;
copy of the duly signed “Credit Card signed ‘Interest-Free Installment Direct Debit FHEEZ ] IEAR The original copy i 2. LI FRZE This proposal

Authorisation  Form” (Applicable Authorisation Form”in page 12 + of the duly signed “Direct Debit form.
for Individual Enrollment only) or | 2. §R17/p P 1F4R [E AN 8) &2 EN 7 The original copy or §  Authorisation Form”in page 11
Business Credit Card Authorisation photo copy of the Bank/Merchant Copy 3. HIZARE This proposal form.

Form  (Application for Company | 3 i #8422 This proposal form.
Enrollment only) in page 10 :

2. 8T/ P FEREARSKE A
The original copy or photo copy
of the Bank/Merchant Copy *

3. IR E This proposal form.

O mEF ARSI -RHER -
BRAEAM “v7 e If the
customer has not completed the
credit card payment confirmation
at the branch, please add a “v"in
the left hand side box.

RIZAFHE A For Office use only
FREHRSR Policy No. #L3E A Handled By BEHZ A Checked By
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ERFRIBIEE Credit Card Authorisation Form (FERRE AR Applicable for Individual Enroliment Only)

[ visa L] Master L] iR SRR EE M= AR (B A B3 ) BOC CUP Dual Currency Credit Card (Must be issued in Hong Kong)
R~ A Cardholder’s Name ERBEMHBERE | EHRFE A% Credit Card Account No. ERRIIEA (A/F)
HKID Card No. Credit Card Expiry Date (M/Y)
L 1-L - gl | /

NAZRE [HREBIRBERAF] #RAANERREOSFI [PHRRHEERENE] EHRELHE B2 R778A | hereby authorise and
direct “Bank of China Group Insurance Company Limited”to debit the premium due from my credit card account for “BOC Worldwide Medical Insurance Plan”on a yearly
basis until further notice.

BRA(REARERA B XK Z L RE R REEN ISR A IR T 812 ) Declaration (only applicable to the Proposed Insured who have

successfully registered for BOC Credit Card Direct Debit Authorization Service to settle premium payment for this insurance plan for the first time)

1. AABB/RAEBEPREBRRERA R RFRERRER)GRAHEERERAMERMBBEAEBAESRIEIN 0000 RERREEED 2
F + | understand/agree that Bank of China Group Insurance Company Limited will transfer my submitted relevant personal information to BOC Credit Card
(International) Ltd. for crediting the extra 5,000 BOC Credit Card Reward Gift Points;

2. AABBH/REEE [EIN000FIRERREEESER] ( [NMEE] MK RAER © | understand/ agree with the terms and conditions of “Extra 5,000
BOC Credit Card Reward Gift Points Promotion (“Promotion Offer”).

3. AARA/AZHRREBRRERLFRFRERRBEBR)ERAFTREBERENR - iR BUBEEHEREFT LG EMAR M IEEmEASEE
A o A ERFEE - PIREERBRAR A A RFIRERRER)ERATRBHLIARER | understand/agree that Bank of China Group Insurance
Company Limited and BOC Credit Card (International) Ltd. reserve the rights to change, suspend or terminate the Promotion and to amend the relevant terms and
conditions at any time at its sole discretion without prior notice. In case of any dispute(s), the decision of Bank of China Group Insurance Company Limited and
BOC Credit Card (International) Ltd. shall be final.

EERFRHRBALIERRFEA  HEREBLITEHE o If Cardholder is not the Proposed Insured, please fill in the following information.

1. BAR{R AR Relationship with the Proposed Insured:

2. RIBBFEAZHRERE Reason for paying premium on Proposed Insured's behalf:

L AARERAEATATZZEREE Y [FRIRKEERETE] RESE | hereby confirm to pay the premium due of “BOC Worldwide Medical
Insurance Plan”for the Proposed Insured.

(FEEIRKRIZE Mi/Mrs/Ms) B 515 FSRABHKID Card No.
F5-R A ZE Cardholder's Signature B 45 T 5575 Contact Phone No. | A HiDate (HD/AM/AEY)

(FEERREZEALER
should be the same as the specimen @
signature on Credit Card) X

A ER AR BEE Business Credit Card Authorisation Form (R#E AR A F#R % Applicable for Company Enrollment Only)
[ visa L] Master
R A2 Cardholder’s Name EBEMHBERE | EHRP A% Credit Card Account No. EAREHA (A4
HKID Card No. Credit Card Expiry Date (M/Y)
I N =l I= | /

BRAFLEE [FREBRRER AR ] MRARQAFDNNEEEARFOTFIN [FRIRRBEREE ] BHRESE  HES1TBEH © The
Proposed Insured Company hereby authorise 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 Worldwide Medical Insurance Plan "on yearly basis until further notice.

A ERARIERARE FER AR B RESRS H HiDate (HD/ AM/EEY)
Business Credit Card Cardholder’s Contact Phone No. of

Signature Cardholder

(REBEBERREZFAEER

should be the same as the specimen @

signature on Business Credit Card) | X

#515,000PRIEAFREBIEE( [FEE ] )HERRMEA (RBAREARR)
Terms and Conditions of “Extra 5,000 BOC Credit Card Reward Gift Points Promotion (“Promotion Offer”) (Applicable for Individual Enroliment Only)

1. HEHHRRIBERZE2018F12H31H ° The Promotion Period starts from now to 31 December 2018.

2. HEHAN  BRRAZERNEFZPREAREENTEERGASZN [FRIRKEBERETS] SEREFERERRE - REAREZERBHNA
AEREHA - FAIEZ XA, 00040 IRIEAREEED( [AEHEF] ) The Proposed Insured may enjoy a one-off Extra 5,000 BOC Credit Card
Reward Gift Points upon successful registration for the BOC Credit Card Direct Debit Authorisation Service for premium payment of first policy year and renewal of
“BOC Worldwide Medical Insurance Plan” during the Promotion Period. Also, the effective date of the Proposed Insured’s policy must be within the Promotion Period
(“Eligible Customers”).

3. ABREREANINE@EHEEETERTONTRER T  ETEARTEENEEF X2 - PEEEF - PEAMNE - RARPE -« Intown#B £
£ iR [HEE] URD2EBEOEEIHFES o The Promotion Offer is only applicable to BOC Credit Cards bearing @) logo issued in Hong Kong,
while Great Wall International Credit Card, USD Card, BOC Purchasing Card, BOC Prepaid Card, Private Label Card, Intown Card, BOC Express Cash Card are excluded.
Cardholders who have participated in the cash rebate plan will not be entitled to the Promotion Offer.

4. BB EEBEMNFURERSE - 88IN5000F R EHAREEES BRI0EALBANFZARERTFPHEAFRERF  Upon successful registration for the Direct
Debit Authorisation Service, the extra 5,000 BOC Credit Card Reward Gift Points will be credited to the Eligible Customers' credit card accounts within 10 weeks.

5. AERBEPNERREFPHUALE BRREAMART - MEEREFEEREEEARES ERFRAGHKR BRFEBARELETRL
8 AR ZEIN0000 RIEAREERED « AP RERFFKS - EBVEERRNRSFIBHTERRIEBERR S - TNEE EREZEIN5,000
RS REEETES  The status of the Eligible Customers' credit card accounts should be normal, valid and in good standing. Should the Eligible Customers have
cancelled their credit card accounts, breached the Card User Agreement or have overdue/bad records in their credit card accounts, the extra 5,000 BOC Credit Card
Reward Gift Points will not be awarded. Any fraudulent, unauthorised, cancelled, or unposted transactions will not be considered as valid transactions and will not be
eligible for the extra 5,000 BOC Credit Card Reward Gift Points.

6. MRPEEAELLHEFTR  PREBRER)VERAG( [RRE] )SASEHEAS2EAEENERTIUEEER R - RRGIEEEHASE
FBAMNER THRZERREPEZENRASREFARERSNSER / IREUEEITE)  Acts of fraud and deception will result in the forfeiture of
Cardholders' eligibility to enjoy the Promotion Offer as well as the cancellation of BOC Credit Cards. BOC Credit Card (International) Limited (the “Company”) reserves
the right to debit directly from the credit card accounts an amount equivalent to the value of credited Reward Gift Points without prior notice and / or take legal actions.

7. RRARRBEERSN - HEREUERESR RS EGEEMARIMBEREMEBASELMA o The Company reserves the right to change, suspend or terminate
the Promotion Offer and to amend the relevant terms and conditions at any time at its sole discretion without prior notice.

8. MEMEMFH @ RAFURBEASRTERE o Incase of any dispute(s), the decision of the Company shall be final.

9. UERRARIMF - EIURAEEMEE - —BIARIIRAAZE o In case of any discrepancy(ies) between the Chinese and English versions of these terms
and conditions, the English version shall prevail.
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HIEFT# %48 E Direct Debit Authorisation Form

RERONEB W B ILIREER S B 2 KIETT Please complete and return this form to your banker

Wiskz —77 (ZzA) RITHRSR DITHRSR Wk iR P 55
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 O0/5 5 0/1 0 2 8 2 1 0 8

s ANBSHRBERANES 2 MRIT REZBAR/BREBIT G FANBFRITZETEANBSZRPAEKRE FRP - E8REBRESBRD
1SHBIBLATHEE 2 BREE < I/We hereby authorise 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.

e RANIBEERBANEEZ RITHEITELSTERBAREERTARA/ESE o 1/We agree that my/our Bank shall not be obliged to ascertain whether or not
notice of any such transfer has been given to me/us.

s MEAZFHEEMSAN/EEZRPLRBE L (LS BBZEIEM) AN/ EEFEHR RFRFEIERFET o 1/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).

s RA/BZRBMAN/EZZRFPIERHTIAXNZEREER AA/BSZROTBENTHEE BRTAINIESZIRE YA BERIA—2 BEE®BA
BUB AR © I/We agree that should there be insufficient funds in my/our Bank account to meet any transfer hereby authorised, my/our Bank shall be entitled, in its
discretion, not to affect such transfer in which event the Bank may make the usual service charge and that it may cancel this authorisation at any time on one week’s
written notice.

s AEREREBEVNEZRTBMAILNEZ THEEARLE CAMEPREZBERME) - This authorisation shall have effect until further notice or until the
expiry date written below (whichever shall first occur).

s ANBERE RAAIESRUHSE AR REE 2ERERM - ARBUH/E S ERAZRLWETIER (BETREEMR) ZRIRTAA/EEFZIRITI/We agree
that any notice of cancellation or variation of this authorisation 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.

RNEZEZRITRDTTZ B RITAR DITHRIE RANEBEEZRPRE
My/Our Bank Name and Branch Bank No. Branch No. My/Our Account No.
RNEEEREE/FRE RS 28 BRI AR R FEE (2B TS 2
My/Our Name(s) as record on Statement/Passbook *Limit for Each Payment/Month Expiry Date (See Notes Below)
Day H Month A FYear
\
BEAZER (BEHRERFHEA) BIEARE (BEZE — FB2E IS8
Name of Debtor (if other than Account Holder) Debtors’Reference (Compulsory Field-See Notes Below)
N S (S (S U A S N O A
RANESEGBEMTE LAz it B4R B 5 RANEEZES
My/Our Address as record on Statement / Passbook Telephone No. My/Our Signature(s)
HHi Date
AT RIRITER T4 ENgE
For Bank Use Only Signature(s) Verified

*

sA M2 N3 A2 © Please delete whichever is not appropriate.
# FELAB ISR S o Please write in block letters.

Pi¥EE NOTES

1.0 BRI BESRAETERE AIEEReEE AR Z &EMREE  If the amount of your payments is likely to vary each time, set the Limit for Each
Payment at the maximum amount you would expect to pay at any one time.

2.AEBRMNREESHEN TFHA ] —HhMES AHEIRE -1 EFENERNAREEERBER(HEE EFPTURMERIL)  AIESZRE
ZE o The Direct Debit Authorisation will be cancelled automatically on the date included in the box marked “Expiry Date”. If you wish the Direct Debit Authorisation to
have effect indefinitely (or until cancelled by you) please leave box blank.

3. BIRE BEPEWIREERNZ 54 WRIRITIR A% A5 2 8E ° Please ensure that you sign the form in the usual way that you would sign on your Bank Account.

4. EEBAZZ2ERA Fif EFEXRA—TZBE BTHA - (IR RS  EMAXRIES © In the box marked “Debtor's Reference” enters the identifying
reference between you and the party to be credited i.e. Student No., Mortgage Agreement No., Rental Agreement No., etc.

5 & "BIR/ANKZERE —RAEE LK EBRITAINEREBRES TR T —EREE - The debtors’ bank may set an internal limit when the “Limit for Each
Payment/Month” is not specified.

6. (N REIR ST BBEBRITATERTE - RIBLELHEIN EHBRITEIRBRER T T AR - 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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PEEEFBRARATENBERF(HR)FRAF — LSUDHEEMREES

(RERAREARRE Applicable for Individual Enrollment only)

BIRER GRBEZUTKREZFENEBTPREARARIRE RAUZNEARESHEREOKEEERIFIN Baj=
HK$1=19RIB D8 E - T 55 N EhiRERF24/ ) BFHEREEER: 2108 3288 -

B R+ (HM) ARAE

1 AABU THHENERRHRA B BARRSENE 8 A B PREBRBRARAT( [FREBRE | U THEZ RR
ER(RE) ) 2FRENLESWNE ([HHHE]) -AHERES FRESH  BRBBLSRERSBOERHHL
ik

2 ANBIEE BRAANREBRBASR ERRRETEMAARD B S EEEHTUREOEH -

3 ANEBBIRIEIA T B BRI ATES MDA 3 AEMTA R R AR

HIATATHRLFE EBeloBErERE O Bugld
RipEm @ PRERERFRD
FIRE : (B%) 12 8 SRERES R (B%)

B
FRARE  (AEBPREMARLEREZ ) SPU
RER{E A RSRAS - BREH
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