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BANK OF CHINA GROUP INSURANCE COMPANY LIMITED 4EF A Input By

FEPREHED 71 FKZEBMAENIE 9/F., Wing On House, 71 Des Voeux Road Central, HonggKonZ F iR 75 244R Customer Service Hotline3187 5100 {#E Fax: 3906 9906

HEEZERFE E Endorsement Application Form (532123187552 Please select the existing plan)
O PREEGREEERMELTEIFTEMR BOC Standard Voluntary Health Insurance Scheme Ceified Plan
O PIREFEEEERMELT2IFRTEM BOC Flexi Voluntary Health Insurance Scheme Certifed Plan

 To: DEREEFRIEAR AT Bank of China Group Insurance Company Limited

REESRAT (LLERURMRE PR HEER) REFBALE REFBABERR (REFERRNFELR
Policy No (This information must be provided ontiomed by client) Name of Policy Holder = 3 IZ B =) Policy Holder's HKID Card No.

(Fill in the first letter & first 3 digits only)

F—H48 Part 1 FUREFEA/REABAZR Change of Policy Holder’s/Insured Person’s personahformation

( e Mr. / /N Miss/ KX Mrs./ ZE Ms.) > # & Name in Chinese

EXHE BRERSRK )
Name in English (Surname first)

<< BHEHNE Z2E) 7 Please provide a copy of deed poll >>
6 #& N2 Name of contact person &2 Occupation

W48 EERE( 5 / F4E ) Contact no. (Home / Mobile) FEGMHE / EBRB
HKID card / Passport No.

EBE I E-mail address HAh{E AZERE X Other changes on personal particulars

% _gi% Part 2 BB MU Change of correspondence address £ EYE Effective Date: / /

FBEMIE New correspondence addredB 25 X IERSIES In block letters):

18R 2K &8 Name/Number of street/road & District /B Z City/Country

=865 Part 3 BUHIRE/BIEMRME Cancellation of PolicyOptional Benefit(s)

JEE Important Notes:
(1) WEEUHESRRE - WEEEIRIRE - BEIE(IA)—HERM -
In order to cancel the entire Policy, please reheroriginal Policy, Medical Card (if any) togethéth Endorsement Application Form.
(2 REENHREREIVHRE/RIE - BUINEFRE - SRRENVERE -
Full annual premium will be collected and paid ptens shall not be refunded in the event of terrainaif Policy / Insured Benefits during Periodrurance.

BGHIRE / BEREBE Date of Cancellation of Policy / Optional Benefit(s BGHEE Reason(s)
FEERD Part 4  FXEHEI/IE N BIERFE Change of Plan / Addition Optional Benefit(s) %% B#8 Effective Date : / /

BHdd / B mm [ fFyy
—HEZIERIBERE D ZRERE  Please also complete the Health Declaration und®art5 of this form

uaEfEf?Elﬂu 30 KIEZZ - Please submit the application 30 days before rémuiztea

ERE Change To

el / BERE [] B&5t2E Flexi Plan
Plan / Optional BEARGE (8% | BoENRERSE I BHEEIMRIE)
Benefit(s) Basic plan ( Included Part | Basic benefits and Raxdditional benefits)
[] 12#5tEl Standard Plan [ PAINEREEIRIRIE [ F#RE Upgrade Benefits
Supplementary Major Medical Benefit [] &t&lPlan1
[] &t&Plan2
[] &t&Plan3
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FRERD Part5  f#EEEEAR Health Declaration

i@ ARG INIRIESIZFHRFE Only applicable for addition of benefit or enhandehefit )
EFRREIZ T5IFRARIRE - Please read the following questions and answer inlf.

{@FE R RAE Health Information and Medical History

1. Z{RAR Insured Person's 55 Height Km  #8E Weight T kg
= YES & NO
2. ZRAZEE L Has the Insured Person ever been diagnosed with
° FERE Cancer? o O
SIME - & - OFEms a0 MmE ER Hypertension, stroke, heart attack, any caatioular diseases? O a
RAWRZGER  BRIB - R ( BFEFX) SiERRB ] O
Chronic respiratory disease, kidney failure, lidesease (including hepatitis) or diabetes mellitus?
[ TSR Psychiatrtic diseases? O a
3 BETE - BRAZE Inthe past 7 years, has the Insured Person ever
° ANEERR - Bl EthEEgiE? been confined in hospital, sanatorium or othedical institution? O O
o EREMFl (SEEER - 2AEEBFPL ) ? undergone any surgical procedure, either ipit@ls clinic or day case centre? O O
4 BASE - FIRAZE Inthe past 5 years, has the Insured Person ever
o ESYREFEZTAERERD - OFERE - RO - BR - OSESMGAE (XX BBK - BREHIENRR)? (SEERERRE O O
RHEHAREERPRSN) undergone or been advised to undergo any metdistd, including medical examination,blood or uriest, ECG or imaging
test (e.g. x-ray, ultrasound, CT scan, MRI)? (Agiann routine medical checkup without abnormal firgs$)
o ME—REER  ERBBR—EAZEFEMAE  NEELERETEIMRIMU LEH? O O
(BBESR - KE - EPRERCERS MG S KSR )
for the same health condition, been treated wigsgniption drugs for more than 1 month or receinedlical care for two times or more upon the
recommendation from a doctor ?
(Apart from common flu and colds, upper respinatmact infection or acute gastroenteritis)
5. ZRARBEE EBERAEEEIRA? Is the Insured Person currently under any mettieatment and investigation? O O
6. SZRARBZEBTBEEIER - BIKR@EESKZ? (BIUN/RE RIAHAS & 56 S o R 2L pE ) O O
Is the Insured Person currently having any sigreyorptoms (e.g. unexplained weight loss or tumdang kind) but yet to consult with a doctor?.
7. SRAZEAMMFU FRARETHTHBER) £ 60 212 LU TER? Does the Insured Person have two or more faméynbers (parents o
siblings) diagnosed with the following diseasebefige of 607
° ftnd Cancer Od O
° hES O  Stroke or heart attack O O
° R - B - BHREIEMERR ] O
Diabetes mellitus, kidney diseases, psychiatrieaties or any hereditary diseases
Il. —##E® General Information
= YES & NO
8. SRASEEEHEVEBBISEAZE "2 HEPER(SNEE - B5E5E - 2U8 ) REB&HAE(Z) - Does the Insured Person drink over 750ml [ O
every week? If yes, please specify type (e.g. e, spirit.) and weekly consumption (ml).
9. RRAZESEH IS ETABRESER ( HIMBEFAMBE - BE - Pha - TEABKHEWL ) ? O O
Does the Insured Person participate or planningatticipate in any hazardous sport or activity (@rivate aviation, motor racing, parachuting, divof any
kinds or mountaineering)
QB FAEE 2 5T AL For age below 2 years old only:
2 YES & NO
10. |[RRAZERER(RERERAALE 37:8)? B2 BAHLERRBEIKREEE - Was the Insured Person’s birth premature (bornrbe§@ weeks of O O

gestation)? If yes, please state the exact wegksihtion and the weight at birth
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R RE 2-10 JERIRE - HEA—EE "2, BERTIAEEANREZIHE - WBESEFHMRA
BARRAZERR - ISRAFES 18 mMUT - MERIHRRAZEZRR - If any answer to above question 2-10 is “YES” ,aste provide full details in the

EEABAN Y DERNE—¢HES - MM ERGE S

with attachment

following table. If you need to provide details separate sheet, please tick the box at the rigid ke and attach the sheet(s). The sheet(s)dsbeutuly signed by I:l

the related Insured Person. If the Insured Pesbelow 18 years old, the sheet(s) should be dghes by the Proposer.

%8 2-6 Question 2-6(:E kMt L BRAEEE IR S (MA) PLEASE ENCLOSE RELATED MEDICAL REPORT(S), IFANY )

FERNE/ RIESHE
Nature of Disorder/ Diagnosis

S 2 EBRAE BmBEH
Care and Treatment Received Date of Onset

E—RKZBH
Last Consultation

#R Result FRBLEZE M
Name and Address of the Medica
Attendant(s)

fI®E 7 Question7

BAZRARR FRNE RESE Bm AR FE RBERN - WERFRHETRA
Relationship with the Insured Nature of Disorder/ Diagnosis Date & Age of Current Condition, or if Died, Please State Caddeeath
Person Onset
. —#% & # General Information
f&%8 8-10 Question8-10
B SRS Question No. #18 Details

/58815 Part 6 EaIRESE Change of Payment Method

EIEE Change ltems

B E Change To

#MEAHE  Payment Method

[0 $RITEOB#®EEE  Autopay by Bank Account

Form as in Page 6.

BIEXE 6 BN HENTISEE | ERFEHREZARSIZHRBER " PREBREBIRAT LXKE - Please attach a crossed cheq
for the annual premium made payable to “Bank ofn@hBroup Insurance Company Limited” with a commlefirect Debit Authorization

[0 ERAEFOB%ER Autopay by Credit Card

BIEHE S BN TEAEMNFIEESE ) - Please complete Credit Card Authorization ForrmaRége 5.
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ZBHH Declaration
1 AANGELWER - AASELARBWA)IEIEE  RAREBEBEEZRMDERSE - a{EARRREZRE - AATBEBNERERNAHE  AAR/TZRA

Application Form is true and complete and will fotine basis of this insurance. | also understandiftay information stated is untrue or incomplete cover for myself and/or
for the Insured Person may be invalided.

2. RAGEWLER  FtUPFEEREFEFNTHEANRE NERAMRIERNLE  FAR/FAZRAZRER LY ZE - | declare thathis Endorsement Application
Form is applied and signed at HKSAR jin case of fraud or factual misrepresentationctheer for myself and/or for the Insured Person imaynvalidated.

3. KA EEEMEE 2 RRABREMAL - 9@ PIREBRRIEHAAR/H LAREB)RREBERREEFAER - IWREEZFNAREER
BREFMA - | hereby authorlze any doctor, hospital, clinisurance company or any other person to providereittyself and/or the above mentioned family menil§gmsny)
health condition or detail medical history to BOG®Gurance. Copy of this authorization form will kasame effect as of the original copy.

4. RARBRTIREDRGRB BB NLPFEZHMEE 2R - | agree BOCG Insurance reserves the right to aaregiécline this endorsement application.

5. AABBNWESMNRELAENE  PREBRGHEAAR/AZRAZRBEEHBITEI - | understand that BOCG Insurance insurance’s Itglfidr myself and/or for the
Insured Person will only take effect provided thegmium has been paid and the policy was put icefor

6. RABRB ML PHEE Lz - EBEREFERRR - EARAEEPREBRBRABEVIUFERRVEREN  FARRBRXTEREFEMENRE - IHRE
EEEEBEER - | agree that once this Endorsement Application Féwminsurance is accepted, if no notice of amenuned renewal terms is sent to me from BOCG
Insurance prior to the expiration of each policgryehe policy will be automatically renewed simply my/our settling the required premium for theaming policy year.

W £E(E A ZklE#HH Personal Information Collection Statement
AANBAAARENEN AP IREBRIGIRBRGESRMTE - WalstERR T5IEH : | understand that the information provided by m8@CG Insurance is collected to enal
BOCG Insurance to carry on insurance business aydo® used for the purpose of:
(1) BERBHARAMRRBEFIARAGRIERMRMEBE processing and evaluating my insurance applicatiwhany future insurance application | may make
(2) MITANREMTHRIIERZHEEAAREABAMRIE administering my insurance policy and providingvigs in relation to my insurance policy;
(3) AWEAE - BEEEZNAAREBHNEME analysis or investigating, processing and payiagws made under my insurance policy;
(4) BHEXREBMNREAARIRRE KR invoicing and collecting premiums and outstandingants from me;
(5) R EFﬁEIJEDD AR B - BE - BUHSAE any alterations, variations, cancellation or remenf any insurance related product or service;
(6) TR EREEE4& A A contacting me for any of the above purposes;
(7) PEREERMRTTFEEAI A% exercising any right of subrogation by BOCG Inseen
(8) HTH it ARAEEERZAME B2 other ancillary purposes which are directly relatethe above purposég;and
(9) BEBAERE - 1&HIRZEANTRIKRIES] complying with applicable laws, regulations or amgustry codes or guidelines.

purposes to the following classes of transferees:
a. LR PREBRRRETE - BH - Bl IR RERECRBNE=FAE OB RER (8F  BRRBEED  ZSERBHED - 835
28/ - MBS RENRIARTEE - BRI RISHED KRB EIBIRFEE) third party agents, contractors and advisors whwige administrative, communications, computer,
payment, security or other services which assisEBQOnsurance to carry out the above purposes (@irdumedical service providers, emergency assistapevice providers,
telemarketers, mailing houses, IT service provideid data processors);
Véi@ﬂﬁf‘@?ﬂjﬁﬁﬁﬁﬂi IRRERE B K BERAR in the event of a claim, loss adjudicators, claimestigators and medical advisors;
BEIRMILEI AT RERKE in the event of default, debt collectors and recpegents;

RIGERRE A S REEZERR#EAE] insurance reference bureaus or credit referenceabay
BRATRBREL reinsurers and reinsurance brokers;
AANNRIBLA (FFB ) my insurance broker (if | have one);
hEREERBEAAR R EEZETERIR BOCG Insurance’s legal and professional advisors;
PEREBRIEHRAEATIIU (ABMEAI) AWEZEA%E) BOCG Insurance’s related companies (as that tedefised in the Companies Ordinance)
BREFIAFREUNTARBR AT HENMSNEEAEG( "HE ) REEE - DUEIET LASNAREN - SIUE "HE , ITEHEEHEE - NEMERRIRESE
A iE FENANEMARESEEK TR T B 1AL any association, federation or similar organizatibmsurance companies ("Federation") and its nemthat
exists or is formed from time to time for any oéthbove or related purposes or to enable the Reateta carry out its regulatory functions or swather functions that may be
assigned to the Federation from time to time aed@asonably required in the interest of the inseandustry or any member(s) of the Federation;
. "HtE, BETEE THE, WEE - DEIEM s AR B/ any member(s) of the “Federation” by the “Federdtior any of the above or related purposes;
k. Eﬂﬁ%ﬁﬂ’]’\j "JZEHE%’“%E—M?B FBERBEBFRNLAST - FERBEBBRN PN ANRELB BN EMBHRHE - LUEREQ LMARERN any

related company or any other company carrying sorance or reinsurance related business or anmatBary or a claims or investigation or other seevprovider providing

services relevant to insurance business for anlyeofbove or related purposes;
I RBRRERFHEREENIRIRERE the Insurance Claims Complaints Bureau and sirimiduistry bodiesk; and
m. SEBIEKFFH O MBURHES government agencies and authorities as requireeronitted by law.

RAELIREPREBRBOE "HE , RRBEARENERDPERR/EZBRAR/FEZRAEAER BOCG Insurance is hereby authorized to obtain actesnd/or to
verify any of my and/or the Insured Person’s daith the information collected by the Federatiomirthe insurance industry.

IESh - BAANBE - PIREERBOESUET A NERARBEERAR/SZHRANEAZR Moreover, BOCG Insurance may also use and discigsand/or the Insured Person
personal data otherwise with my consent.

TABRERKRERE EHPREFRBREEBRASIAR/AZHRANBEAER - MBFE - OPREBRREZZHSHBPREL (i FEPIREHED 71 SRKREE
KJE 9 1) I have the right to obtain access to and to reqagstction of any personal |nformation concerningsalf and/or the Insured Person held by BOCG InmgaRequests fo
such access can be made to BOCG Insurance’s Legal@ampliance Department (Address: 9/F., Wing Onddo 71 Des Voeux Road Central, Hong Kong).

mTe@meanoT

EWEEMEIETR  Receive Direct Marketing Materials Instruction
AARRPIREBRBEARANBAZRNEN T REFEHHEE G "v" #Ei#EE) | do not wishBOCG Insurance to use my personal data in direcketiag via the
following channel(s) (please usé€*to select the channel(s)):

[ s¥#E#HHE Promotion Email [ ==& sms [0 &4 Direct Mailing [0 EEE Telephone Call

MGER LR EMEBEU EERIAEAL “v" SREEREHEE  BIRXREUAERPIREBRBEAA AW E H#E - If you return this Proposal Form without ticking
any of the above boxes, it means that you do nsit g opt-out from any form of direct marketingB®CG Insurance.

MERRCHRTHESRWEHERERNNEE  TRAETRZASSMNPREBRENERE - FI8  CULNERBERARRBPREERRN "ERBERES.) £
FrEEm - BB R/EIEN - FRSEZBES AR IRERRRE AN EHEENEAZRIESE - The above represents your present choice whetheotdo receive direc
marketing materials and replaces any choice conrated by you to BOCG Insurance prior to this agpian. Please note that your above choice appligiset direct marketing of the

in direct marketing.

BEAZERIEEAAERATEEIZERHIETR Instruction to disclose personal data to the Grouggompanies for direct marketing

O #»USERUEZENERETIREBRBOES  PREBREIUSESHETNEASNRRT "A&H  *HitRERAMAFEEEME - Rz - R+ &% -
HmRE- ﬁEﬁ&’fﬁEﬁHEi‘“*ﬂrguu&} .:.E’JE%}EF (Br2EPREBRR E’J rﬁﬂﬂﬁ%@%ﬂ TERPREBRREHR A EHEENEAENER  ZEREHRH
BRI ER - RER/IENTER ) BEARPREBRBREFACHEAABRNFTU AT U LRR  FEREEAB LN v
SRz~ © To improve and prowde more comprehensive servicesur customers, BOCG Insurance may provide yausgnal data to other members of the Group* andcdngr

(Please refer to the Data Policy Notice of BOCQutasice on the kinds of personal data which maydresterred to in direct marketing, the classesen$@ns to which your person.
data may be provided to, and the classes of predsetvices and/or subjects in relation to whiehdhta is to be used Please tick “ " this box if you do not wish BOCG umance to
provide your personal data to the above personthéoabove purposes.

4 VSP/VFP-EDT-2019-V01

ZIREB KR ZIE - | declare that | have obtained the necessary aatttmn from the above mentioned family memberafify), the information stated in this Endorsement

PEREERIRIN O FE F it R AAN R/ ZRANBAZRBET T5E7 BOCG Insurance may disclose my and/or the Insuredsd?'s personal data for the aboye

classes of products, services and/or subjectstasisi the Data Policy Notice of BOCG Insurane&ase also refer to the said Notice on the kifigeesonal data which may be us¢d

persons for their use in direct marketing of finahdnsurance, credit card, securities, commosljtinvestment, banking and related services andupts and facilities and so forth.



*TAREE  FPREBRBEAEER AT - 217 - MEBAS - KARBBERMEBRE - FwEMEH - MEXESREPREERBRNERAT 22T - MBAS - KT
EEMMBRE - FiMEFTEM - The “Group” means BOCG Insurance and its holdinmanies, branches, subsidiaries, representativeesfaind affiliates, wherever situatef.
Affiliates include branches, subsidiaries, représgve offices and affiliates of BOCG Insuranceding’s companies, wherever situated.

ANERERARLBAFERNZFABIG  SIFERRR L5 2R RUER AZRER- | confirm my agreement to all sections in this Risgd Form, including but not limiteq
to the above Declaration and Personal Informatiote€tion Statement.

REFAA HEM . HERBH (H/B/F)
Signature of Policy Holder Signed Place Hong Kong and Date (DD/MM/YY)

AR ERFEEEREEEZRA - PIREERBAAEQEE -
The BOCG Insurance has no liability whatsoever bef@ the application for insurance in this Proposal Brm is accepted.

EREMNMIE#EE Credit Card Authorization Form
Ovisa O wMaster [ chiRsREEEs(=AR(MERE S H) BOCCUP Dual Currency Credit Card (Must be issued in Héong)

BEA#RE Ccardholder’s Name EEBBEMBEIRE | EHAFTFORES Credit Card Account No. EAFAEE (B/F)

HKID Card No. Credit Card Expiry Date
L] e

KANZLIERE rEPfE%IﬁF BREAE ., REAANEAHFRPOBEXN "hiREEBRERERETER UEm. X "TRESZEREE

RIEFTEIRTER L EBHRESRE EE 5178450 | hereby authorize and direct “Bank of China Gréngurance Company Limited” to debit th
premium due from my credit card account for “BO@r#tard Voluntary Health Insurance Scheme Certifiah” or “BOC Flexi Voluntary Health
Insurance Scheme Certified Plan” on a yearly hasits further notice.

LFEAERAALERGEA/ZRA - BEBLTER - If Cardholder is not the Policy Holder/Insured Person, please fill in the following
information.
1. BREFAA/ZFRAB% Relationship with théolicy Holder/Insured Person:

2. RREFBAN/ SRAZMRERE Reason for paying premium on Policy Holder/InsuredsBn’s behalf

0 ZARBRSEMLRESSAN/RRAZZHERZ " PRIEEEREBERREERDTEMR ) % " PREEBRERREE
PO Em . RESEEE - | hereby confirm to pay the premium due of “BOQ@r&tard Voluntary Health Insurance Scheme Certifith” or
“BOC Flexi Voluntary Health Insurece Scheme Certified PI” for thePolicy Holdel/Insurec Perso..

(F55E/KK/Z T Mr/Mrs/Ms) HEB MRS HKID Card No.

R AZEZE Cardholder’s Signature T HEH Date
(ABEFAEEE A8 should be the RHERIESEE Contact Phone Noy 8 MW vv)
same as the specimen signature on Credit Cargy
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HIEFIE#EE Direct Debit Authorization Form
ERIUERI G REERE BEF Z2FRIBIT  Please complete and return this form to your banke

WRZ—F (&) RITHRTR DITHRIR ULFRER PSR 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 63 0y5 5 010 2 8 2 1 0 8

KN/ ESREBERAN/ESZ THRT  (RBESRAR/FRETARAETAN/ESRTZERNBAAN/ESZRPRERE MRS - S RERSHEASEBUTE
E ZBREE - I/We hereby authorize my/our below named Bank feattransfers from my/our account to the aboveoantin accordance with such instructions as myRamk may
receive from the beneficiary and/or its banker endé banker’s correspondent from time to timevited always that the amount of any one such tearsfall not exceed the limit
indicated below.

AN/EBERAEAN/ESZRTBEREZSERBNEEFERFAA/ES - I/We agree that my/our Bank shall not be obligecsoertain whether or not notice of any such
transfer has been given to me/us.

MEAZSERMSAAN/EEZRPLEREX(HLRHEZEIEM) - AA/ESHEABRZREIEZEEME - /We jointly and severally accept full responsiyilifor any
overdraft (or increase in existing overdraft) onoawy account which may arise as result of any srafsfer(s).

KN/ ESEEARMAN/ESEZEPUREARENZEREER AN/ ZRTARATER  BRTOUWERER Z2WE WO BRI —2MEABRNBUEAEES -
I/We agree that should there be insufficient fuimdsny/our Bank account to meet any transfer heminorized, my/our Bank shall be entitled, in &afetion, not to effect such
transfer in which event the Bank may make the usemlice charge and that it may cancel this auwthtian at any time on one week’s written notice.
AREEBERLEYEERSTRABLEFIEETIRHERLE UMEPREZHEARE) - This authorization shall have effect until furthestice or until the expiry date
written below (whichever shall first occur).

TAN/ESER  AAN/EFEVHAENAREEE 2B - ARICH/ERERAEVMELFEREREEERN) ZARTRAN/EEZIRTT - 1/We agree that any notice
of cancellation or variation of this authorizatiaich I/we may give to my/our Bank shall be givenemst two working days (except Saturdays) priothie date on which such

cancellation/variation is to take effect.

KN/EEZRTRATZEE RITHRR DITHRIR KN/ EEZRPIRE
My/Our Bank Name and Branch Bank No. Branch No. My/Our Account No.
KN/ ESHEGBE/FRLICHZEE *BR/ANRZREE A (2R TIMESE)
My/Our Name(s) as record on Statement/Passbook *Limit for Each Payment/Month Expiry Date (See Notes Below)
Day H Month B Year &
BEHEAZEE (BIFRRPFBA) BEHEANSE (WEZE - F2B TSR
Name of Debtor (if other than Account Holder) Debtors’ Reference (Compulsory Field-See Notes\BEelo
KN/ EESHEGE/FREFRHE ML B ERE KNEEZER
My/Our Address as record on Statement / Passbook Telephone No. My/Our Signature(s)
HEA Date
PUFHRITES T EN
For Bank Use Only Signature(s) Verified
*  FEMELRERAE - Please delete whichever is not appropriate.
#  BLZAIEIES - Please write in block letters.

Mz NOTES:

1.

0N BRNRZBEESRAELER - AEEERESEERBRNAZESPREE © If the amounts of your payments are likely to vaagh time, set the Limit for Each Payment at the

maximum amount you would expect to pay at any one.t

. AEEMRREERR "EME ) —RMPmER 2 AN EEBEE - 11 SFENERNRRESRRBEN HEE SR TUBBERIL) - AIFEEZMEZE - The Direct Debit

Authorization will be cancelled automatically orethate included in the box marked “Expiry Date”f ydu wish the Direct Debit Authorization to havieet indefinitely (or until

cancelled by you) please leave box blank.

3. FBRE SPELBEERZES  BRTRFAMEETEME - Please ensure that you sign the form in the usaglthat you would sign on your Bank Account.
4. HEBAZZERA B SFPEIPA—FZH%G BFRE - FIMBLRS IEESL5R5BS - In the box marked “Debtor’s Reference” enter theniifying reference between

yourself and the party to be credited i.e. Studnt Mortgage Agreement No., Rental Agreement Ri.,

. B "BR/BANRZIRER" —HAFELR  GHRTURNERERESEER T —EREE - The debtors’ bank may set an internal limit whes ‘thimit for Each Payment/Month” is

not specified.

. MRERSEBBEERTFAEREE - BRIBILTHS - BERTZRBAATLIEIR - The debtor’'s bank reserves the right to rejectpdngment exceeding the maximum limit

specified by the debtor’s bank unless prior arramygs have been made.
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