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

TR EEE T 71 SRk A= KB 14 9/F, Wing On House, 71 Des Voeux Road Central, Hong Kong. % iR 52445 Customer Service Hotline : 3187 5100 {&E. Fax : 3906 9906

FEREH RS B RIER BRI LR

BOC Medical Comprehensive Protection Plan (Series 1) Endorsement Application Form

% To : F$REERIEHAR/AE Bank of China Group Insurance Company Limited

{REESRME Policy No % A\ £47% Name of Insured PR A B {7E8556E Insured’s HKID Card No.
(HERLVHEZ P AEEEEY. This information must be (RRHESIOCFE R E 38 E 5 Fill in the
provided or confirmed by client) first letter & first 3 digits only)

F—Ef{5 Part 1 HIEEFE AZSENAE AZEL Change of Policyholder’s/Insured’s personal information

( St Mr/ /N Miss /| AK Mrs./ 224 Ms. ) F1 3444 Name in Chinese
T4 Name in English* (355:E 5545 (X, Surname first)
<< SFFEHI5 3G Please provide a copy of deed poll>>
s64& A\ #E: 44 Name of contact person %2 Occupation
Pi4gEEeh( £ / F42 ) Contact no. (Home / Mobile) FHe G153 | H#EIEHEAE HKID card / Passport No.
EFHH: E-mail address HAih{E N\ EHRIFE K Other changes on personal particulars
Part 2 SR Change of correspondence address £EZHEH Effective Date: / /

HriE T dE New correspondence address (55 74 SC IEFEIE ST In block letters):

HE g R 44 F% Name/Number of street/road & District Wi/ City/Country

E =g Part 3 BUS R B /RS2 R A_Cancellation of Policy/Insured Benefits/Deletion of Insured Person(s)

737 Important Notes:

() AIEHCHHESRRE - MVREFEIRIRE - SRS —F R
In order to cancel the entire Policy, please return the original Policy, Medical Card (if any) together with Endorsement Application Form.

() RS RECHREANR Z R - RIS - 8RB MERE (B TlastE] 4 BRD
Full annual premium will be collected and paid premiums shall not be refunded in the event of termination of Policy / Insured Benefits during Period of Insurance, except insured under Hospital &
Surgical Plan 4.

Q) WBHER T TE] 4 FEERI TSP RASE - ORI - R UM R SR - SRR AR DA

Please provide relevant documents in the event that Insured Person of Hospital & Surgical Plan 4 terminates the Policy / Insured Benefit during Period of Insurance under designated occasions or Insured

Person deceases.

BUHEREE HEH Date of Cancellation BUHEEA Reason(s)
O i) BUMEERRE O i) BUMSEHNSEAR/EEE Insured Persons and/or Benefits to be deleted
Cancel the entire Policy (GBEBE DI T #{4 Please complete the following part)
ZRAMSH BG5BT BERRARMR K -fRERE B2 RE
Name of Insured Person HKID Card/Passport No. Relationship with Policyholder Deletion Date Benefit to be deleted

(H/H/AE dd/mm/yy)

[ BCf# Spouse
(] 2 Child

[ BCf# Spouse
(] 2 Child

[ Bcf# Spouse
(] 2 Child

[ Bcf# Spouse
(] 2 Child
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VUG Part 4 BEINZ LR A Addition of Insured Person(s)

MEMZRA - F—IHEEREE ARG RE e (ERTEEH)
If addition of Insured Person, please complete Part 5 and Part 7 (Health Declaration)

43 AHE  Effective Date : (H DD)/ AmMmwmy/ 000 O &EYY)

FE IR EER AR o 2 PR Z R SR bR A B HEIRAY T — (8 SR ER AR RO H 2R3 SEESER H AT 30 RAEX -

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 .

SRR ARRA " , He B EE R R By & Height B4 5 Weight
Relationship with N %ﬁ%kﬁf iﬁ?}?/ RIS %BU Date of Birth Occupation O E>k cm ] T35 ke
Policyholder ame ol Insured person assport No. X | (VA ddimmyy) & Position O] " Ft O] & Ibs

[] BCfi# Spouse
[ F# Child (1)
[ F# Child 2)

FHE Part 5 R RESER] / HEI1E AR Change of Benefit Plan Category / Addition of Benefit(s)
H—OHERIE RS Ty (2B E  Please also complete the Health Declaration under Part 7 of this form

EAESHHA  Effective Date* : (H DD)/ (H MM)/ ¢ YYYY)
SEAY 1. & & f# & Basic Benefit II. H 3 {# & Optional Benefit
FRBEETEI® Insured (BZORATT 3 388 1 (EETFIH o — SRR ORIz R AR e ORI T SRS op— (E3 1 1 (B Z R N THERE T F R R A Arse O T R o — (]
Person'/ each insured person can select 1 out of 3 from any one package benefit listed below and each insured person can select any benefit listed below and to select one
Benefit Plan’ to select one insured Plan under your selected benefit) insured Plan under your selected benefit)
(A+B 2B (A+C (8D A+B+C (8D D2 E5FR} FEER G
lE =054 (B =] HERER T ~ KHIEE Out-patient Dental Maternity Critical Illness
KpnEnRErERT (RfEbsie FEBE R AR S: * Hospital &
Hospital & Surgical and [Hospital & Surgical and Surgical , Supplementary Major|
Supplementary Major Medical |Hospital Cash® Medical and Hospital Cash®
L PR A [ &H#0 Plan 1 [J &f#l Plan1 [J &f#0 Plan1 [J&t#0 Plan1 | [J5H#( Plan 1 [J&t#0 Plan 1 [J&t#0 Plan 1
|:| Insured L] 3H#( Plan2 L] 2H#0 Plan2 L] &+ Plan2 [J&+#0 Plan2 | [J5+#1 Plan2 | [J&f#] Plan2 (] 3H#0 Plan2
[] &t#0 Plan 3a [] zt#0 Plan3 [] &F#0 Plan 3a ] &+#0 Plan 3 []#f#( Plan3 []+#( Plan3
(] &t#) Plan3b [ &f#l Pland (] &t#l Plan 3b (] W% smoker
(AE#EH if yes
please v )
2. it [J &H#0 Plan 1 [J &f#l Plan1 [J &f#0 Plan1 [ &t#l Plan1 | [J &f#0 Plan1 | []&HE] Plan 1 [J&t#0 Plan 1
|:| Spouse L] #H#( Plan2 L] &H#0 Plan2 L] 2+ Plan2 [ 2H#0 Plan2 | [] &f#0 Plan2 | []&f#] Plan2 (] 3H#0 Plan2
(] &#) Plan3a [ &f#l Plan3 (] &t#l Plan 3a [ &f#l Plan3 CJ&f# Plan3 CJ&F#0 Plan3
(] &t#) Plan3b [ &f#l Pland (] &t#l Plan 3b (] W% smoker
(AE#EH if yes
please v )
3. Tt [ %% Plan1 [ &t#0 Plan1 [ &t#0 Plan 1 [ #t#0 Plan1 | [ &0 Plan1 | [] &%) Plan 1 [ &t# Plan 1
|:| Child L] #H#( Plan2 L] &H#0 Plan2 L] &H#0 Plan2 [ 2H#0 Plan2 | [] %0 Plan2 | []J&f#] Plan2 L] 3H#0 Plan2
(] &t#) Plan3a [ &f#l Plan3 (] &t#l Plan 3a [ &f#l Plan3 CJ&f# Plan3 CJ&F#0 Plan3
(] &t#) Plan3b [ &f#l Pland (] &t#l Plan 3b (] W% smoker
(AE#EH if yes
please v )
4. Tt [ %% Plan1 [ &t#0 Plan1 [ &t#0 Plan1 [ #t#0 Plan1 | [ &0 Plan1 | [] &%) Plan 1 [ &t# Plan 1
|:| Child (] #H#( Plan2 L] 2+ Plan2 L] 2H#0 Plan2 [ 2H#0 Plan2 | [] %0 Plan2 | []&f#] Plan2 [ 3H#0 Plan2
(] &#) Plan3a [] &f#l Plan3 (] &t#l Plan 3a [] &f#l Plan3 CJ&f# Plan3 CJ&F#0 Plan3
(] &t#) Plan3b [ &f#l Pland4 (] &t#l Plan 3b (] W% smoker
(AZ#EH if yes
please v )

¥ Remarks :

L ffreElR © AR AR EBE R T4l ~ ITINEERRE - FI2 A RHRRSE R R By 65 5% EFEEEAE 60 5% MR G RIREA R REN Ry 18 FiE
50 3% ° Insured age: Adult Insured Person’s maximum entry age is 65 for Hospital & Surgical, Supplementary Major Medical, Out-patient and Dental Benefit, 60 for
Hospital Cash, also, the insured age for Maternity & Critical Illness Benefits is from 18 to 50.

2. (RIEETE]  REZENAE — (R B n AR E AR (R - 5T& 5 5 5ECREIE H - Benefit Plan: Insured Person(s) under the same policy can apply for different Basic
Benefit, Plan and Optional Benefit.

3. (EPEE BRI @ SRR AR ORIR R T - 2 ORIl By 18 SR PAT » BB & Orfe CRariRiE " 510 1, 2 0% - Hospital Cash Benefit: Regardless
of any Basic Benefit and Plan selected, the sum insured of Hospital Cash Benefit will be covered under “Plan 1” only for the insured child(ren) aged 18 or below.

4. T e AR EET L B T - SHE T EEGEE 5 o Child: refer(s) to the legal child of the Proposed Insured, including step child, adopted child, or
guardian child.
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EANE Part 6 (B8 Reinstatement
B HEREFBRE S 2 B0 Please also complete the Health Declaration under Part 7 of this form

BHERZ £ HE

Proposed Reinstatement Effective Date* : - @by AMMY/___ (YY)

JHREEEE Tmportant Notes:

(B RUE T R B SR H HREET 90 RAFEH » i 90 K3 » S R = E S o Reinstatement must be submitted within 90 days from the Policy Termination Date. Please complete BOC

Medical Comprehensive Protection Plan (Series 1) Proposal form for request raised beyond 90 days.
*PUANE % Subject to the Company’s approval

FEE{n Part 7 {2 FEE2HH Health Declaration

(HBHAEIY ~ 51 KB NE DRI E IS Only applicable for changes of Part 4, Part 5 & Part 6)

R R EE THIETARRE - Please read the following questions and answer in full.

= YES

& NO

L R/ B RN R BIECEE M R R R Z B - W02 10F > ZhelfilB IR AR © iR BD558) © foi R/ B I B mI 0 A
EHEBE - WEER Z E S

at height, air or ship crews; disciplinary services; manual worker; tractor driver and/or lorry driver transporting goods to and from HKSAR and China;

1157 EH ° You and/or Insured Person(s) is employed as non clerical worker or any occupation with special risk, such as work

professional sportsman? If you have ticked “YES”, please give full details.

2. ERIBZFATEETIEN T RE - WEER T2, & FREZEALSY - sEEE NI IR (SR ST 4718 Rt KBS MEHE - You
and/or Insured Person(s) is a student studying outside HKSAR. If you have ticked “YES”, please provide the name of Insured Person, full details of the

attended Educational Institution (including name and address of the attended Educational Institution) and overseas residential address.

3. WR/EZIEAN T B EEE EEE B RAFETEAE o You and/or Insured Person(s)‘s “Body Mass Index” falls outside standard level.

4. W5 /B R NS During  the last 5 years, have you and/or Insured Person(s) been:

i) EREEAEE SR RGP R A SOR R RGER - BOEM AR DA EU T - S e e X ot O EE - O IHRERE
FEHSHRAR ~ MR BT 38 B8 2l ~ s E i LER/fe s ?  hospitalized or have consulted a specialist for medical advice, diagnostic tests, treatment
or operation for a serious illness or injury, or ever had or been advised to have any X-ray, ECG, MRI, CT Scan, or tests/counseling in connection with
sexually transmitted disease or hepatitis or HIV, or other laboratory tests/ investigations?

i) FRIEAREE - B B S BIRSTBIAER IR ST ~ B ~ B9~ SBE ~ BHERSR ~ BRI E 5w - SR SRR 2R
R AR S B M T lr s 2 R G 2 any symptoms, illness, defects or 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?

5. FEME 5 FER/SZRNGERER A R A S RESER R FERBEHRR R RS - SA R REGHCY « 8INREMTIIFRE] ? In the past 5
years, have you and/or Insured Person(s) ever filed a claim for hospitalization with an insurance company or had any life or medical insurance application

rejected or policy cancelled, rated or restricted?

FURHIREEMRRE.  Applicable for Critical Illness Benefit only

6. ML 5 WREZAANGEE PR - IETEES - SREER - A/ MU - ReRSEEE - Wi - SRR /TR - TR
BIIZIRCEGATRERID) ~ AUA BB S 24 R R0 e B ER S AR ~ SUERTEAE R R CR 5 N RN EGE - E - BB E X H)HE5% ?
During the last 5 years, have you and/or Insured Person(s) ever suffer from stroke, gall bladder disorder, debility or other disorder, anaemia/hemophilia/other
disorder of blood, loss of use limb, mental illness, jaundice/hepatitis/other liver disorder, impaired hearing/vision (except hyperopia or myopia),
musculo-skeletal problem such as backache/joint or muscle pains, or any other illness (other than minor sickness such as upper respiratory tract infection, flu,

gastroenteritis, etc.) / disability?

7. IEFSCZARNATEER - B B E TR A B 60 BT R L ESER LB BRI B ~ 23 (b JE BB 9 2 Have you and/or Insured
Person(s) parents, brothers or sisters had or died from Stroke, Heart Disease, Diabetes, Kidney Disease, Mutiple Sclerosis, Cancer or Inherited Disease before

the ages of 60?

8. ER/ERIRNEE AT EE R BT A 2 T B B A R D B LR B S /O 2 B R T R L HYIIREIE R ? Have you
and/or Insured Person(s) use tobacco products or narcotics or drink alcohol regularly or ever been advised by doctor to reduce or discontinue consumption of

tobacco or alcohol? If you have ticked “YES" , please state amount typically consumed per week.

FCM-EDT-2023-V06




WA EIRRRE 1-8 BRIV —RERIE T 2 SR TR LA RERERE - S EHEIRE - SHEARMIN'Y R E I 5 — B - SEWE
T E B A B2 - N 2 HERT - I any answer to the above question no. 1-8is  “YES” , please provide full details in the following table and enclose related medical ~ with attachment

reports. If you need to provide details on separate sheet, please tick the box at the right hand side and attached the sheet(s). The sheet(s) should be duly signed by the related O

Insured Person(s).

ZRAMS RS REHRTAERIEE ~ ER P 2 BE ROAR ExsaElc] E—xk2HE |ER

Name of Insured Person (s) Question No. Health Condition such as Nature or Care and Treatment Onset Date Last Consultation Date |Result
Symptoms of Disease, Diagnosis Received

£\ Efsr Part 8 B {RE A Change of Payment Method

EXEHE Change Items EXZE Change To
&, Payment Mode [0 44 Annual( R B FRIRE DB 80088 >~ 2 & Applicable to existing monthly payment mode clients only)
& )75 Payment Method [0 = Cheque (RFR4ELL Annual Payment Only)

[0 $Rf7PCEiE  Autopay by Bank Account

SR T HIN T BRI REHEE | EEE RS CERRERIE0 2 = (A RE (R EARE AR SERBE & ) 2 #
T EGTEET T oA E (R APRE /AT, 3Z[E] - Please attach a crossed cheque for the annual premium (applicable to annual mode)
or first three months premium (applicable to existing monthly payment mode clients only) made payable to “Bank of China Group
Insurance Company Limited” with a completed Direct Debit Authorization Form as in Page 7.

[0 fER-kPO#EE  Autopay by Credit Card
SHEZE 6 B TERARRE ) E -

Please attach a completed Credit Card Authorization Form in page 6.

FE s Part 9 HA S % Other Amendments

235 HEA Effective Date: (H DD)/ (B MM)/ _ @ YY)

EHH  Declaration
LA NSNS o SREE R AR PR IFE T E] GRY | —BUE » NIECRELEECR H TR E A 2 B ~ IR MR 5 (B BIRRR = » — (A PIHE - BRIRR A R/siz iR AT

A ORI % HA 3 o SR 52 fRFg %44 © T acknowledge that benefits are not payable under the BOC Medical Comprehensive Protection Plan (Series 1) for any costs
of treatment arising from any existing illnesses, injuries or other conditions unless complete details are fully disclosed by me and/or the Insured Person(s) in the Proposal Form
and accepted by BOCG Insurance.

AR GE IR A R/BEZ IR B SR B REE I R Rl /0T 15 H 2 65 BENEBRIAITEIERTEA/ER © I declare that myself and/or the Insured Person(s) are
ordinarily residing and legal resident of HKSAR aged between 15 days and 65 years old when applying for this insurance.

CRNGEIER - AT R BER BN U » IARIRE ZBud Ty Bt - T E RS RS - RATRH BB SR s 2 - RAR/EZIRAZ
PRI % B - T declare that T have obtained the necessary authorization from the above mentioned family member (if any), the information stated in this Proposal Form is
true and complete and will form the basis of this insurance. I also understand that if any information stated is untrue or incomplete, the cover for myself and/or for the Insured

[S]

w

Person(s) may be invalided.

FNGENEY > FERERETBITREANSE WA EFHRE IR E RN R/BZ R N Z IRIFEA KRB < 1 declare that this Proposal Form is applied and

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

R NAEILRAE(T TS ~ BBE ~ 220 ~ Orbg S B RHA AL - #5907 Jo o SRR B PR (A A R/ b i 5 B (AT RE R 15 0L B FRE s A e - A s FV AR IE

AAEEERST o 1 hereby authorize any doctor, hospital, clinic, insurance company or any other person to provide either myself and/or the above mentioned family members’ (if

any) health condition or detail medical history to BOCG Insurance. Copy of this authorization form will have same effect as of the original copy.

AN EE TR E R R e — V) A RS R E AN B 2 MEF] - 1 agree BOCG Insurance reserves the right to accept or decline my this application.

A A B VRS R B A 3% - IR SEE PRI B A A /B2 RN 2 PRESE B 4ATTAE R - T understand that BOCG Insurance insurance’s liability for myself and/or for the
Insured Person(s) will only take effect provided that premium has been paid and the policy was put in-force.

AN B I PR S — S (R R EREEREINGRT > FARH B SR E R R B EUE MR A IR - AN RASCS T EREFERTHAIRE - IRE
{HES4EE L - 1 agree that once this application for insurance is accepted, if no notice of amendment of renewal terms is sent to me from BOCG Insurance prior to the
expiration of each policy year, the policy will be automatically renewed simply by my/our settling the required premium for the upcoming policy year.

E

w

o

=

o
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WS A ZEIEEHE  Personal Information Collection Statement

AN E A AR A E R Bt SREEE (R IG PR AL ORI ISP - W e AEEF Y F5IEAY © T understand that the information provided by me to BOCG Insurance is collected to
enable BOCG Insurance to carry on insurance business and may be used for the purpose of:

(1) BRI FCEAS A A EREE ER 55 3R AR AR FE A A PRI R 2% processing and evaluating my insurance application and any future insurance application I may make ;
Q) BITA MR ITECTAE AR AL BIA (R B AHRIAIARTS administering my insurance policy and providing services in relation to my insurance policy;

B) SHTEEEE  RE AR ARG RIAVZ(E analysis or investigating, processing and paying claims made under my insurance policy;

@) SEHERS (RE A Ry A A HLER e B2 /EK invoicing and collecting premiums and outstanding amounts from me;

(5) {TAaTELERRE T B AR S AR TS AU L (] 5 ~ 85~ BUHEATHA any alterations, variations, cancellation or renewal of any insurance related product or service;
(6) FELLEF#REE4E 4 A contacting me for any of the above purposes;

(7)  PEREEE R TEE{A {7 exercising any right of subrogation by BOCG Insurance;

(8) HEHl il AR ERERIAAIMI?T FI%R other ancillary purposes which are directly related to the above purposes; 5z and

(9) EOGEAEE  REI R ENSFRIRES] complying with applicable laws, regulations or any industry codes or guidelines.

o AR ] CR g R BT IR ol FH i A A R /3 7 R A N &R %8 T %125 77 BOCG Insurance may disclose my and/or the Insured Person(s)’s personal data for the above

purposes to the following classes of transferees:

a. LR - REEERBR IR A TR - EER - A - (RO RERHERBIE =07 RER BN (B - BRI ILERS - ReoRuR iR ILER - &
SHIEEHPE ~ EE K ENRIAR TS s ~ B ENRHS H 7% ( e i K BB B B A 5% 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, BRERERMEEZEAVERRIET - BRI B R B RREERY in the event of a claim, loss adjudicators, claims investigators and medical advisors;

c. EETRGERAIULEL N R E R in the event of default, debt collectors and recovery agents;

d. (RSN A 5 Fo(s S RHIRTS 2\ 5] insurance reference bureaus or credit reference bureaus;

e.  FHRAE K FE{RL4 reinsurers and reinsurance brokers;

f. ARAAMRBEL (357 ) my insurance broker (if T have one);

g EREECREAY AR R B2 SRR BOCG Insurance’s legal and professional advisors;

h.  FEREERERABIEATICL CATURET) HHYE T F24E) BOCG Insurance’s related companies (as that term is defined in the Companies Ordinance);

i BUFECREE R AT (R A Sl e s s EIARSR e O REE & - DUZSIE( Latsl AR B Ay > sUDME TIgr ) T HE B EIEE o MR R e
" B & ERVHIZS AR I S SR NI T Bid AYIKAE 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 B TE ) BT T Vg e DUESIE Ealisl /AR H Y any member(s) of the “Federation” by the “Federation” for any of the above or related purposes;

k. (EMARIAT  SUEMHA R RS IR E B AR AT S IRIRSER A B 7 A SR B s B s A AR s F e DUEEHE ] Lt s A3 B i 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;

L (REEERESTE REER (R 1% the Insurance Claims Complaints Bureau and similar industry bodies; k& and

m.  SEFIEE R e O YU I%RR government agencies and authorities as required or permitted by law.

ANAEIEFZ R PSR R v 0 T TerRBs SR A UCERA DR o 2B R/ sk AR\ R /22 (R A ETE R BOCG Insurance is hereby authorized to obtain access to and/or to
verify any of my and/or the Insured Person(s)’s data with the information collected by the Federation from the insurance industry.

FEAN » SR N[EIRE > PSR AR E (R FTAE & DAL T 5 203 R 38 AR A B/ Bk 32 (i A HY{E A 0 Moreover, BOCG Insurance may also use and disclose my and/or the Insured
Person(s)’s personal data otherwise with my consent.

ARNEREER R EREIE R PSR R A A A A R/SZ R AREAE R - AFRE - 7 REERE AR SRR T bl TP EREaET 71 Sk 2e
[EKJE 9 14) 1 have the right to obtain access to and to request correction of any personal information concerning myself 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 (Address: 9/F., Wing On House, 71 Des Voeux Road Central, Hong Kong).

U HERE S E SR Receive Direct Marketing Materials Instruction
AT P PR ORI A AGIE R N REEE SR GELL v B8%E) 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)):
[] EFHEFEENF: Promotion Email [ EEEHER SMS (] E#HE{F Direct Mailing [] TESEESY Telephone Call
AR AR BT AL A HENLL v SRBUR AR » BRI R B T SR E M R TR AV ELS4HERE - 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.

DLEARREHRIEH S R E SR R A ERE - RS S AT E SR PSRRI R IR AV - 3L » GOl LAV RS PR E AR IRy T RS
BRI EE b RS R/ BRASE S IR SR i m s A R v SRR (R B F I ELBHHE RS A\ ERHELE - 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.

A BB A EENTEEHESHETR Instruction to disclose personal data to the Group companies for direct marketing (R A E A#%&f% Applicable for Individual
Enrolment only)

O Rl Bt L HAER TS T SR IR IGHI = » R ERIG FTRE SR (B A RHR AL T T AR | *HoAthpl B R H AN A (F L EHEETS - (RE& - (SRR~ 85
P L~ R~ SRAT RO BRI IS RO S Sh R (SR EL RS GHIGS S PR IR bR " R BES ) LAR PR E (R R 0t E PR O (8 AR » 2R
T EBEEREY At > DURRZ BRHEERE EL T A 7 i » PR B/ SAREN T BE A =) A e rp SRR B R L e B AR P DL E A E DL E AR - SE e iE ks EoL 7
532K  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.

* RS ) $5 PR RIS AR N E] ~ 31T ~ BT - RRIFEE R ABER - Fan HATEH - TRk S a5 PsREE RPN T 20T - B AT ~ Rk
=R KB B AT EHE - 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.

RAFEREE AR R E BN A0 - BFE AR B35 2 B0 R SE(8 A ZRAET » 1 confirm my agreement to all sections in this Proposal Form, including but not

limited to the above Declaration and Personal Information Collection Statement.

PREEFFA A FEM  wHER AW (H/ /A
Signature of Policyholder Signed Place : Hong Kong and Date (DD/MM/YY)

FRILFFEEREERZEA - PHREERBTAEMRE -

The BOCG Insurance has no liability whatsoever before the application for insurance in this Proposal Form is accepted.
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EHFRIREE Credit Card Authorization Form
O visa O Master O oosrsrmreensEm R BhE S
BOC CUP Dual Currency Credit Card_(Must be issued in Hong Kong)

HFFR A4 Cardholder’s Name o = A (& F 2 985 Credit Card Account No. (ERFEEIE (H/4F)
HKID Card No. Credit Card Expiry Date

ANZEFE T RERRRAIRAT ) RRAANEA-RFOFGHFEN T HRERGE SRR SR —) ) EMRE S8 » HESTEA -
I hereby authorize and direct “Bank of China Group Insurance Company Limited” to debit the premium due from my credit card account for “BOC
Medical Comprehensive Protection Plan (Series 1)”on a monthly/yearly basis until further notice.

EERREA ALIERRNZREA » SHEBLUTER - If Cardholder is not the Policyowner/Insured, please fill in the following information.
1. BEFOR AN/ fR A\ B {4 Relationship with the Policyowner/Insured:

2. RIERN/ZRAZTERE R Reason for paying premium on Policyowner/Insured’s behalf
RNFEFARSE TR A Z RN S HIES . T PR RS REST BRI —) ) (RESHE -

I hereby confirm to pay the premium due of “BOC Medical Comprehensive Protection Plan (Series 1)” for the Policyowner/Insured.

‘ (M/Y)

T B (55 ¥ 5ERE HKID Card No.

FFF A% Cardholder’s Signature
CHBHMEH-RZZ=BEAEE should be the

sk EER5RE%E Contact Phone No.

HHH Date
(Fl DD/ MM/4E YY)

same as the specimen signature on Credit Card) | X

(S /KK /25 4) Mr/Mrs/Ms)
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HETE3ZfEZE Direct Debit Authorization Form
BIRTIABE LB P ERLS BER2AKERTT 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 o 3 0f5 5 o1 0 2 8 2 1 038

RNEEFREANEEZ TMRT » MREZa ANR/ERREIT ARG TANEERT 2N B A NEEZIRPNEIRE LIRS - S XERSEAGBELTEE
Z[R%A - 1/We hereby authorize my/our below named Bank to effect transfers from my/our account to the above account in accordance with such instructions as my/our Bank may receive from
the beneficiary and/or its banker and/or its banker’ s correspondent from time to time provided always that the amount of any one such transfer shall not exceed the limit indicated below.

RN EEFEEARNESG Z SFTHAE T2 SEIE RSB E L TARNEZ © [/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.

AR E IR S AN /EE 2 IR HIE S (S B 2 B S8 » AN/ B E R F] B 2% RS 23035 (F - U/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).

RNEEFRBNARNEE ZIRF IR RO N2 E R ANEEZTARR TEIR > BSRT o WHUE S 2 U TR DL — 2 S E R HUN A -
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.

A REE BB S E B ST A B e E E FYIEHAE Bl CARE S 52 H A A ) o This authorization shall have effect until further notice or until the expiry date written
below (whichever shall first occur).

RNEEFRE  ANEFAUNSESARES ZEFNER - N RUHE SR B ORE TAERA R EREEIN) Z AT TANBEEZIRIT o [/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.

RNEEZIRATRITZ TR #R1T4R5% Bank No. SATERR KNEE IR
My/Our Bank Name and Branch Branch No. My/Our Account No.
RNIEEACEE B L st 2 2% R HA N IR FHIH (2B T7KSEE &) 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
BB CEIRFRAAN) HEHEASE WHZM - S52E TR
Name of Debtor (if other than Account Holder) Debtors’ Reference (Compulsory Field-See Notes Below)
ANIEEACES B AR L Prac st 2 ik Th4s EE T RNEEZFH
My/Our Address as record on Statement / Passbook Telephone No. My/Our Signature(s)

HEH Date

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

SHMIZ A % - Please delete whichever is not appropriate.
SEPABLSZIE RS RS - Please write in block letters.

ffif ?}_‘ NOTES :

1.

Fi}
m

Bl (T BEHE TR AHE » RIEE R & E F
maximum amount you would expect to pay at any one time.

REPM ISR TR )~ ATEE 2 BB S - 4 PRI E R RS IR A GREE B TR R k)  HIFSREZ T 2 o 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

GRS e =PREE - If the amounts of your payments are likely to vary each time, set the Limit for Each Payment at the

cancelled by you) please leave box blank.

SRR B PEIHEEN > S4 B TIE P AT %% 52 2 40[5] - Please ensure that you sign the form in the usual way that you would sign on your Bank Account.
EEBEANZSHERMN > &8 5P A—7 2% 8T FIans4 5% - #EM S 4955855 - 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.

E BT ANKZ IR —RARAE R SRR T AT ERES R 2 8H5E N —(EfREH  The debtors’ bank may set an internal limit when the “Limit for Each
Payment/Month” is not specified.

AR SEE B R IR TR E RS BRI LN - BT R FIAR T LUEHE - 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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