BANK OF CHINA GROUP INSURANCE COMPANY LIMITED #&F A Input By

@ Pk B R A L & e

FHEPEBREEED 71 §kZEEAE 48 9/F, Wing On House, 71 Des Voeux Road Central, Hong Kong. ZE&f Tel : 31875100 {#E Fax : 3906 9906

T ERIRPR B R R T IS R R

BOC Worldwide Medical Insurance Plan Endorsement Application Form

2 To : E{#EEFR/AE] Bank of China Group Insurance Company Limited
SFHIEE {RESRIE Please provide Policy No.:
F—T5 Part 1 FHRERA N ZEAEAZE Change of policyholder’s/Insured’s personal information

PN TR ( Fed 1 NE 1R 2 AE] )R SR E R R LA BN F] 440 Name or Company Name in Chinese
Name or Company name in English (Mr. / Miss / Mrs. / Ms. / Co.)* Surname first
SRR R Please provide a copy of deed poll

Ti4& A 444 Name of contact person / H§fi7. Position (#3735 For Company Customer ) TsE / FEFSME* Occupation / Nature of business*

&k ®EE( (X5 / 342 )* Contact no. (Home / Mobile)* RS [ ER R
HKID card / Passport / Business registration*no.

FEEFHHE E-mail address HAt {8 A\ ERI L Other changes on personal particulars

J& {4 Place of Residence*

[]%# Hong Kong [ #E 9, Mainland China [ E:A Others
[ ]7%9 Macau bk 44%% Name of City %% %% Name of Country
15T #%% Name of City

* SRR S Z O AAE R RE B L F S 6 {6 H 3L > W R Or e B i H B AT A (A 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.

T H 5y Part 2 HHGEA AR Change of correspondence address EZUHH Effective Date /
N New correspondence address (575 S (EAEHE ST In block letters):
'z Room/Flat J& % Floor JFE& Block /Tower KIB/E%64F% Name of building/Estate
BSR4 F% Name/Number of street/road Hhl& District /B City/Country

FE = Part 3 BUN R E/{REE/SZ{F A Cancellation of Policy/Insured Benefits/Deletion of Insured Person(s)
UNFEHUHEESROREE - DUEFRIRE - BRIEA) —ERE o ALAHUNEE IR - AAE R R R AR 28 W B ARSURTE -

In order to cancel the entire Policy, please return the original Policy, Medical Card (if any) together with Endorsement Application Form. No premium refund shall be made for

cancellation of policy and full annual premium for the Policy Year shall be paid by the Policyholder.

HU M £+ B H H Date of Cancellation HUMER Reason(s)
ZIRAEH FRGSETE SRR ABR R 4 I-fREEHH Deletion Date B2 R
Name of Insured Person HKID Card No. Relationship with Insured (H/H/AE dd/mm/yy) Benefit to be deleted

[ Bof# Spouse  [] 7 Child
[[] %2} Father / Mother
[ Ei{®A2R}; Father/Mother-in law

[ Bcf# Spouse  [] 7 Child
[[] %2} Father / Mother
[ Bi{®A2R}; Father/Mother-in law

[ Bcf# Spouse  [] 7 Child
[ 22F} Father / Mother
[ B2 Bt Father/Mother-in law

[ Bcf# Spouse  [] 7 Child

[ 22F} Father / Mother
[ BBt Father/Mother-in law
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FEVUE 5y Part 4

W2 {# A Addition of Insured Person(s)

WMINRARNA - SFEZANT I PIRBER R B EN - T 2RARE ) - TRRERIEEE ) &k TRAEMRME R, WEFRLHSE G
ZZ[E] - If addition of Insured Person, please complete the “Details of Insured Persons”, “Stated Information for this Proposal Form” and “Illustration
of Stated Information” of our BOC Worldwide Medical Insurance Plan Proposal Form and send to us with this Endorsement Application Form.

4% HEA Effective Date* :

(H DD)/ (B MM)/

(4E YYYY)

IR R EHFER > 2 IR Z R S RN B HEIRAY T — (B R AR RO H A58 SEESIRH AT 30 RAEZL - If the application for addition of Insured

person is approved, insurance of such family members will become effective and commence on the effective date of the next policy year.. Please submit the application 30 days before the renewal

date .
FERES Part 5 FHXREEER] / 18 EE{RE Change of Insured Category / Addition of Benefit(s)
F—HER BB EL T2 (BFFEE]  Please also complete the Health Declaration under Part 7 of this form
4 HHE] Effective Date (H DD)/ (H MM)/ (FE YYYY)
TR IRbEER SERE SR ke
Name of Insured person Insured Category Annual Deductible| Optional Benefit Please indicate option

#efm A The Insured [] ZE&H:FE] 3BFK) Noble Plan (Worldwide) [JHKS$0 0%} Dental
[ eagistd] @EEk- 2E%40) Elite Plan (Worldwide Excl. USA) [JHK$25,000 [JF592 Out-patient
[ #%sest# (GH) Essential Plan(Asia ) * [1HKS$80,000
[] EEEtEIEEEK) Premier Plan (Worldwide) [JHKS$0
(] {BHGETHIEEER- EERSN)Supreme Plan (Worldwide Excl. USA) [JHK$15,000

L] Acf# Spouse (] 26E53F8] (3355 Noble Plan (Worldwide) [JHKS$0 [C]%F} Dental
[ sHilst#] ERER- B4 Elite Plan (Worldwide Excl. USA) []HK$25,000 [JF9% Out-patient
[ sEest#] (Z501) Essential Plan(Asia )? [JHK$80,000
[] EEEtEIEEEK) Premier Plan (Worldwide) [JHKS$0
(] {BHGETHIEEER- FEERSN)Supreme Plan (Worldwide Excl. USA) [JHK$15,000

L ¥ Child [] =E&H:FE] 3BFK) Noble Plan (Worldwide) [JHKS$0 5%} Dental
[ eagmstd] EEEk- 2E%4D) Elite Plan (Worldwide Excl. USA) [JHK$25,000 [JF592 Out-patient
[] H5iest# (S5H) Essential Plan(Asia )> [CJHK$80,000
[ 2EEETE(EEER) Premier Plan (Worldwide) [JHKS$0
O] (BRETEIERER- EEIFRYMNSupreme Plan (Worldwide Excl. USA) [JHK$15,000

(] 52 / Beffd Father /Fatherinlaw | [ pggtr (1] (B2E§) Noble Plan (Worldwide) [CJHK$0 4%} Dental
[ sHilst#] ERER- FEEF:4D) Elite Plan (Worldwide Excl. USA) []HK$25,000 [JF9% Out-patient
[ Eest#] (Z501) Essential Plan(Asia )? [JHK$80,000
[ 2EETE(EEER) Premier Plan (Worldwide) [JHKS$0
O] (BT #I(EEER- EEIFRYMNSupreme Plan (Worldwide Excl. USA) [JHK$15,000

[ B/ Beffit: Mother /Mother-inlaw | 7 pggt= 1 (382§) Noble Plan (Worldwide) [CJHK$0 CI%#} Dental
[ sHilst#] ERER- B4 Elite Plan (Worldwide Excl. USA) []HK$25,000 [JF9% Out-patient
[ Eest#) (Z501) Essential Plan(Asia )? [JHK$80,000
[ 2EETE(EEER) Premier Plan (Worldwide) [JHKS$0
O] (BT EIERER- EEIFRYMNSupreme Plan (Worldwide Excl. USA) [JHK$15,000

L REAESETE G -
Not Applicable to Essential Plan(Asia ).

2. IR A)

* FE(C) SREUHX) ZIRRIPRIEERIEIRE - WAL H AT 30 RIEL -

Please indicate Addition (A), Change (C) or Cancellation (X) of the insured category or benefits and submit the application 30 days before renewal date

3. SEMRIEFTET « BN ~ FI0HE - AP~ O S R B - HIE - HIE - BA WA - SRS - 28 R - BoEEE - BRIk~ 5k gl

JEIARE ~ KR ~ JbEs - AT © SEEE by - meR - WTERER - 68 - B FE - RO BEE

SEER v e R o

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.

HEM-E-2021-V03




FNE S Part 6 {REE{ERY Reinstatement
F—HER R EL T2 (BFFEE]  Please also complete the Health Declaration under Part 7 of this form

BERZAEREH
Proposed Reinstatement Effective Date* :

JHEEE  ImportantNotes:

- PREERUENMEEE IS HHIEEE 90 RPAVFEH o B8 90 K » S IEH 2 (£ E T ¥4+ Reinstatement must be submitted within 90 days from the Policy Termination Date. Please complete BOC
Worldwide Medical Insurance Plan Proposal Form for request raised beyond 90 days.

*PUATHEZ B4 Subject to Company’s approval

FLE 5 Part 7 {FFEHE HEALTH DECLARATION
{2 HEALTH DECLARATION  (FUBERT A S 71 R B /N ER A 4035 Only applicable for changes of Part 5 & Part 6)

@opy/_____ AMMW/____ (& YY)

FEEER K EIE T 3IFTAERE - Please read the following questions and answer the in full. 2 YES & NO
L FEBE S T2 R G SR el R i 21 2R/ Bl 65 75 22 m SR B AL R B s~ BEME AR s - VB BTG 2 In the past 5 years,
have you/Insured Persons been hospitalized or have consulted a specialist for medical advice, diagnostic tests, treatment or operation for a o =
serious illness or injury?
2. HITIZRANYERERNFE - B - SAESBGIRI O ER IRA T R EE - BEPRW ~ B0 - SR - BHERSE - OB E P
BT i B R A B AT B AR = SR e R B HJAE 2 Do you/lInsured Person(s) have any symptoms, illness, defects or o g
conditions such as, but not limited to 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?
3. FERE S FREIT/Z IR AR E YRR RN RS T - 2REOGREFRERT2% - JaRSAEEY) ? In the past 5 years, have
you/Insured person(s) ever been in a hospital or sanatorium for surgery, observation or treatment, or currently under observation or taking any o o
treatment or medication?
4. (FRE S FEETIZEAY ERAF AR A T ZME ? In the past 5 years, have you/Insured person(s) ever filed a claim for hospitalization
with an insurance company? o o
5. BIT/IZOR Y BAEORERE - (Ll BAM A GE IR SR  50A B Or BLATUR ~ I I PR & B PRI 2 Have you/Insured person(s)
ever had any medical, hospitalization, accident or life insurance application rejected or policy cancelled, rated or restricted? o o

WHE LR A R TR S S AREL L 2 IR NI R AR IR U R B R TR 2 s OB RE » E—ZORZ HIDUR A RIB iR - AR ZIRA
FH% o HERRE —EEIANERZYE - If any answer to the above question is “Yes”, please provide full details in separate sheet which should be duly signed describing
Insured Person’s name and health condition such as nature or symptoms of disease, diagnosis, care and treatment received, date of last consultation and related medical report
and return together with the proposal form to our Company’s attention.

)\ ER{5 Part 8 R TRE A Change of Payment Method
DMER-RARC LB FTAE AR

1. O Payment made by Credit Card ( Applicable for Individual Enrollment Only)
GHHEZE 5 B " (SH-EAIEgiES | 1305 - Please attach a completed Credit Card Authorisation Form in page 5)
2 DIBH(E R0 (BRI /A E)4%%) Payment made by Business Credit Card (Applicable for Company Enrollment Only).

Payment made by cheque (Please make a crossed cheque payable to “Bank of China Group Insurance Company Limited”)
FRAT P IR

Payment made by Bank Account

G 6 HI T EHTEZEE | A632[0] - Please attach a completed Direct Debit Authorization Form in page 6)

a
3. O DISZER (ISR B aTE R | PR R ATR A E] ) i5K[E)
O

Lo RN T SRR BRI T ) BUE - FUERRBLEESR H ATR DR 2 5% - RGNS | B SRR — A PIRHE  PRIERNALA B RS2 IR N CAERL 5 R
PSR4 A I8  SRAEE (R F5 124 - 1/ Our company acknowledge that benefits are not payable under the BOC Worldwide Medical Insurance Plan for any costs of treatment arising from any
existing illness, injuries or other conditions unless complete details are fully disclosed by me/ our company and/ or the Insured Person(s) in the Application Form and accepted by BOCG Insurance.

2. RNANEREMEIZ IR AN S E O PRI AR T 15 HZE 70 GREY AL BREsREE RIS - FECREEE N Z IR ARFEER T ESOAM 6 (8 H2kb L > MR RESRE
TH S GE A {E HAHEIEED © I/ 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.

3. BNAELTREWERN - RNARNECEFERB B TRBIHE » AR S 2 Ml B - mT(E R s AR - R NARA TR O MBS s - AN T R
Z R A ZRIER 4% 2 © I/ Our company declare that I/our company have obtained the necessary authorization from my dependent(s)/employee dependent(s), the information stated in this
Application 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.

4 RNADNEFEMAREERTEE A - B30T ~ 2207 ~ PRbR A S R EA A - 2] SREE ORI R (LA AN B R/ B L A SR B (R R SRR RS A « LA 2 P ENARELIE AR [ Z280) -
1/ Our company hereby authorize 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 authorization form will have same effect as of the original copy.

5. NN ] [E) T SR E R B G — V) R 55 2 RN EE S 2 A © 1/ Our company understand that BOCG Insurance reserves the right to accept or decline my application.

6. ANIA N E] O MBS S B R e A 250%  oP SRR GRS A AN ] R/ 22 B A 2 PR B EAATT A5 » 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.

7o RNANEIIE A RS — A - AR PR BEAERENAT - AR B SRR (R B R E U T RV AR A > AN S RSO T E PR ERAEFE RS » IR G
FEEBEELRE o I/ Our company agree that once this application 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.
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W (B A ZkI52EH  Personal Information Collection Statement
ANAAFIIH A RN SRR Ry R SR CRbe R L ORbe S AT AR » A AT RE(E AT 751 HAY : 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) GRE R FAANAN BRI ERER F S EA A/ AN S AR ERBR H S5 processing and evaluating my/our insurance application and any future insurance application I/ Our company may make ;
(2) TR N AN EIEREAVTTIE TAE Rk BA A\ /AN S ERBEAHRAYIRFS administering my/our insurance policy and providing services in relation to my/our insurance policy;

(3) HrMrEREEE ~ BB RS ANAN BB A RIRYZ M analysis or investigating, processing and paying claims made under my/our insurance policy;

(4) ST ORE A R AR NN FIWELRES B K invoicing and collecting premiums and outstanding amounts from me/ our company;

(5) (Al B AR  BHEY A S ER AR S AE () Sk ~ 855 - HHE4EHA any alterations, variations, cancellation or renewal of any insurance related product or service;

(6) FELA_EFIi#R4% A A\ /Z45/\ 5] contacting me/ our company for any of the above purposes;

(7) EREECRRETT (T {CALfE exercising any right of subrogation by BOCG Insurance;

(8) B it FiRE E RT3 F#2 other ancillary purposes which are directly related to the above purposes; 5z and

(9) EEHEAEE » (FE1 R ZENFRI RS | complying with applicable laws, regulations or any industry codes or guidelines.

=

R A (bR a R bt FE AR A A AN T R/ 82 (i A E N R8T 1 51)4 5 BOCG Insurance may disclose my/ our company and/or the Insured Person(s)’s personal data for the above
purposes to the following classes of transferees:

a. R AR o o P SRR CRIR SR LTI - AEER - B - (R SRR E IR =7 (R - R KRR (B4 BRTRES LR - REoRaR RS LRy - ERE(EERE - B R
55 ~ EERHR AR L TE RS R B R PR 7% 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);
b PREEZE(E ZEAERIEAT - FIEE A S R B BOEER in the event of a claim, loss adjudicators, claims investigators and medical advisors;
e IBEGRAE A SIS ECHE in the event of default, debt collectors and recovery agents;
d.  {REERIREA E) RS & &S 5] insurance reference bureaus or credit reference bureaus;
e.  FLRATE KR4 reinsurers and reinsurance brokers;
f.
g
h

NN G RREES4E (557 ) my/ our company’s  insurance broker (if I have one);
R [ (R B A R B L 2L TS BOCG Insurance’s legal and professional advisors;
. PEREEECRERAVRH A A F (LU (AEEG]) AAYE K F524E) BOCG Insurance’s related companies (as that term is defined in the Companies Ordinance);

i BRSO AY T fRbaR o T & s & s AR B ) REE & DUERIE AR Y - SOUE T ) ST HEERAE - s RIS SR T, & BRI
MRS BRI T Bid #YB%EE 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;

Jo A TS BT TR Vg E > DUERNTM_Ealisi AR HEY any member(s) of the “Federation” by the “Federation” for any of the above or related purposes;

k. AERAERHEY A S S A S LR s ORla SE A BRI 2 ) B ORIG SE A BRI T o/ N B M B e B A AR B R (3 > DU EIE (] L4l T30 H Y any related company or any other
company carrying on insurance or reinsurance related business or an intermediary or a claims or investigation or other service provider providing services relevant to insurance business for any of the
above or related purposes;

PRI E LTS B EEN Y fr i 34 #4#% the Insurance Claims Complaints Bureau and similar industry bodies; 5z and

m. EBIEREGEF AT AYEUF R government agencies and authorities as required or permitted by law.

RN EHEMPRE PR G mT 15 "I (ORI SE PR DI A el R/ S A R/ 82 R AE e 0k BOCG Insurance is hereby authorized to obtain access to and/or to verify any of my/
our company and/or the Insured Person(s)’s data with the information collected by the Federation from the insurance industry.

LA AR NIARNE][EE > S EREEE (ke T RE & DA U7 = A e EE AN B R/ A A BI{E N & #E 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.

NG A REA R R R ST P SRR B ORBR R A A B AN AN 5] Ry B2 ORI N - A0 R m] i P SRR B OB A REL S AR B FE (FERE 2867 0888 {# : 3906 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).

PAHERTEEFETR  Receive Direct Marketing Materials Instruction (8> # A#&f#  Applicable for Individual Enrolment only)
AANREN P SREEFECRER A A AYE AR N RS (EE S HERE (F5LA "#Ef%2E35) 1 do not wish BOCG Insurance to use my personal data in direct marketing via the following channel(s) (please

use“ ”’to select the channel(s)):
BEFHEEEE(: Promotion Email BEEErE SMS HIHE{4 Direct Mailing L HESY Telephone Call

AR A PR AL AR LY SRn Ry > BRI EAE PR R B PR (£ () sUAT ELBERT - 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.

DL EARFREIRAE R A P E S RFOR R - IR S pIC SR SR E CRIRAYEE - 55ET » UL LAVBEE A PRI PRI R IREY T RO ) BATERAVESL - RS Rk
Ty o RS ey m s AR SRS E (RRa T i B S HERE A A ERHESE - 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.

TEHIE N e TR 45 AR E N SI(E E (2 #4457 Instruction to disclose personal data to the Group companies for direct marketing (3 7> E A\f&{% Applicable for Individual Enrolment only)

ot FAR M AR T o SRR & S o P SRR BORI TTRE BB BORHR AL T T A * HM R B R A A (E RIS ~ O - (SR - 3% i - 10K - ST ROE
BHARAS AL B A (SR ELHHE R (G2 R IRReY " RORBRiES: | EAR PRSI (R B 0t 2 BB (8 A RORHER 2 2 ORBH R AL T &R A & - DUREZ Bkt S 1
HREn R B/ SRR - ) AR SRR E ORISR B EA IS AR T DL E AR R - 35 EHEIE TR BRI "9R% © To improve and provide more comprehensive services to our
customers, 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, commodities,
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 « ” this box if you
do not wish BOCG Insurance to provide your personal data to the above persons for the above purposes.

* TAGEE ) FErP SRR R R R AN ] ~ 31T - HTBAE] - REINBRERMTERR - R AT - PR R G R PSRRI RGN 2 5317 - AT - AFIER B R - Rl
HLFTAEH - 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.

RN GIER BB AR R A EN Z A > BFEEARIRT B5I 2 B K A&k - [/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.

PREEFFA AN/ A AT NS B RN HE#A (H/A/4R)
Signature of Policyholder / Responsible Person of the Insured Company Date (DD/MM/YY)

(Including Company Chop)
FRBFFEERFEERZERAT - PREERBETREMESE -

The BOCG Insurance has no liability whatsoever before the application for insurance in this Proposal Form is accepted.
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BT IZRES Credit Card Authorisation Form (HU# FHME A &% Applicable for Individual Enrollment only)

O visa O Master O pgpsrmrests =R B R EERT)
BOC CUP Dual Currency Credit Card_(Must be issued in Hong Kong)
R A#:44 Cardholder’s Name TR B EE SRS {E P 58HE Credit Card Account No. (EH-REEAE (B/4F)
HKID Card No. Credit Card Expiry Date

M/Y)

RNEERRET IR EEER R AR AT ERARER R OEESN T SRR R BRI ) JEAREE S 40 H 2 551784 - L 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..

EERAEEAEAXIEHEERA » FHEEDITER o If Cardholder is not the Proposed Insured, please fill in the following information.
1. EAF(% A {4 Relationship with the Proposed Insured:
2. AR I FRE RN Reason for paying premium on Proposed Insured’s behalf:
O AAEERAEDT AL £ HES T iRk ts, REa% -

I hereby confirm to pay the premium due of “BOC Worldwide Medical Insurance Plan” for the Proposed Insured

e/ AR+ Mi/Mirs/Ms) E #5735 554% HKID Card No.
-~ A%Z Cardholder’s Signature 44L& BEEERERE Contact Phone No. |13 Date
B FI-EF B FUBEAHIR should be the same FFFGHREIAT Conact Phone No H DIA M Y)

as the specimen signature on Credit Card)

. G

BEIE Bk #HEE Business Credit Card Authorisation Form

(HE MR A w3 Applicable for Company Enrollment Only)

O visa O Master
R A#E4 Cardholder’s Name e A Al {EF-FE95hE Credit Card Account No. (EH-EEHEIE (H/E)
HKID Card No. Credit Card Expiry Date

‘ ‘ (M/Y)

FECRNTIZEATHE T rp SRR RIS A IR AT | IR A SINREI S R B OEE AT T R SREREREE R R T 4 | ESR G S AES/TmA -
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.

T FR R AN 17 Date
Cardholder’s Signature Contact Phone No. of Cardholder |[(H D/H M/4E Y)

AR5 MR B = B should be the

same as the specimen signature on Credit Card)

« G
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HETZIZEZE Direct Debit Authorization Form
BIRTUEBEV ISP ERLS BEZAKER{T Please complete and return this form to your banker

Wz —J7 (2N HRATHREE TR WGHRAR = 50
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 0f(5 5 o1 0 2 8 2 1 038

RNEEFREANEEZ TMT » (RS2 ARSI ARG TAENEEMTZIED B ANEEZIRPNEIRE LIRS - X ERSEASBBEL THEEZ
[R%E o I/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.
RNEEFEEARNES Z SMTHRE T SEIEENE R E L TARAEZ « [/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.

MRZFEART AN GE IR WA L (ST 2 BN - AN EEFAILE & R E 43 5T - 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).

RNEEFEBNARNEE ZIRF IR SR N2 E R - ANEEZTHER TEIR - BRI UOIE R 2 e - deTREns Dl — 2 M B A O AT -
I/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.

RIES BB EE N EE S TENBIENEE T H Bk (CARTE &5 > H A B 4E) - This authorization shall have effect until further notice or until the expiry date written below
(whichever shall first occur).

RNEEFE  ANEFRONSE SRS B - BN/ AR H & VR E TIERAER IR 27 Z AT TARNEE ZSRIT © [/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.

RNEEZIRITRITZ TR #R1T4R5% Bank No. SATERR RNEE IR
My/Our Bank Name and Branch Branch No. My/Our Account No.
ANIEEACEE B AR L s 2 2 R A N IR FIHIH (2B T 7K Expiry Date
My/Our Name(s) as record on Statement/Passbook *Limit for Each Payment/Month (See Notes Below)

Day H Month H 4F Year
BEHAZES CEIRFFRAN) EHEAST WNEZM - FH2E TS E
Name of Debtor (if other than Account Holder) Debtors’ Reference (Compulsory Field-See Notes Below)
ANIEEACES B AR L Prac st 2 ik Th4& EE T RNEEZFH
My/Our Address as record on Statement / Passbook Telephone No. My/Our Signature(s)

HEH Date

DUT SR TIEEs TSNS
For Bank Use Only Signature(s) Verified

SEMZ A3 F 3 - Please delete whichever is not appropriate.

#  EEDIPLCIEREASES © Please write in block letters.

Kﬁ"% NOTES :

1. Gl (T BEEFRATRE AR AR - RIEE R S & E B SR FCZ f S R4 o If the amounts 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.

2. AEFEMNFIREFER T BIE MR PrERE 2 HEEREY - 4 5P B E R R ERRIA N EE B TR AL - AIEEREZ MR ZE - 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.

3. HAtREE BEEREENZ 4 BIRITIRFAT%E5C 2 - Please ensure that you sign the form in the usual way that you would sign on your Bank Account.

4. (EBEBAZSHEWMA - 5 BRI — Z G - BT > FlansE 4Rt - I E479%55F - 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.

5. & “BRANMNBZIE —BARAE ER > 5 IRIT TR SRR 4R T —(EPR%H - The debtors’ bank may set an internal limit when the “Limit for Each
Payment/Month” is not specified.

6. WIRERRSAE A SR TR E RS - PRTESEZEHRIN » BRI T & IR AR T DUEHR - 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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