Cigna Medical Plan

Application Form (Individual / Family) e 16/F, 348 Kwun Tong Road,
[ERBHETEIREE (BA RE) (6) I e T s 8

FREK www.cigna.com.hk

PRIVATE & CONFIDENTIAL FAA K28

Part | %—Eﬂﬁ} — To be completed in English (Block Letter). Any changes should be signed by the relevant party. ;2 HZ 7 FigiEsS - 2R REFAER  BEMNEESSS -

In case the space provided is insufficient, please indicate the section and question number, and provide the details in a separate Additional Declaration.

Ui 2 ZNIABER > BRI R LB RIS -
A - Particulars of Applicant EBZ[} - EB:E A &8

Title 7558 Family Name (Same as Identity Document) Given Name (Same as Identity Document) Sex | HKID / Passport No. (Please submit copy)
(SR REBASUFAERE]) B (REHEPXHER) MRl BREREME / BRRE FEEF)
M
[ Mr 554 o [ ] HK Permanent Identity Card No. KA ME RS EMRE
[] Mrs k% ;}9{'3 (] L] HK Non-Pemmanent dentiy Card No. & X A HERSHESAE
= M E [ ] Passport No. s#R8HS
[IMs %t
[ miss 28 o [1 | Date of Birth 4 A28 (DDA - MM - YYYYZ)
inese F%
230"

Residential it / Room % Floor /& Correspondence izt / Room 2 Floor /&
Address Address
EEMIE  Buiding / Block peEbiubils Building / Block

KE /B KE/E

(if different from
Street / Estate Residential Street / Estate
e / Bt Address e /B
NEAEEHE

District [JHK &8 [ JKINAE  [INT 3R &) District [IHK &S KN ABE  [INT#R

HE [ ] Others Eftt HE [ ] Others Hftt

Country Country

ExR [EiES

. q R s (Pl bmit nationali f if not holding HK P Identity Card

Place of Birth Hi4i Nationality E£& Eﬁf&?%g%ﬂ%gg ﬁ%%o, l%%’%@?g‘%%m CTERET STy R
Contact Number Bf4&E5E (At least provide 1 contact no. f/Met— (BRI E3E)
Residential & Office HHAR Mobile FRENEFE

Email Address SEpiik
Please provide a valid and regularly used email address. This email address will be utilized for activating our online customer service portal MyCigna and receiving electronic communications.

FRIARREROEMILL - LEMIEBIERBEMNE LEPRET A MyCigna REREFEA -

Electronic Policy and Electronic Correspondence & F{R8 & EF@:3X4

The policy and correspondence are sent electronically by default. Upon policy issuance, we will send you a welcome email. Please follow the instructions provided in the email to download and activate our online customer
service portal MyCigna to view your policy and all correspondence that we send to you.

RERBEAXHERNTFHAHE - EREEWE  BASEEHLONEFHN - FREEFBHNETR THRBBEMNELEFRBTA MyCigna » MERIGHRERBEMEER ENREBAX o
If you would like to additionally receive hard copy of policy and correspondence, please tick the box below. ¥ 5% ZABSMUEVARA ARIRE RIBAXM: » BEUTHRITH

[ ] Request for additional hard copy of policy and correspondence EsREB/MIARAMR S KB X1

B - Particulars of Proposed Insured Person ZZf - ¥R A &8l

Code of Proposed Insured .~ Appplication Number Please tick the below box if the Applicant is equal to the Proposed Insured Person 1 | Family Name Given Name Sex
Person ERBAEY | IR{PLRIE EREASESEA 1 BENTHEITH (Same as Identity Document) | (Same as Identity Document) MR

# (REHEPXHER) B (EHHEAEXHER)
T LI ]] [] e

Details as above Z#I[F E
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PRIVATE & CONFIDENTIAL $AA K28

Code of Proposed nsured - Application Number Family Name (Same as Identity Document)

Pesn EXRABE | IRIRMRER % (5 {REBAX{HER) B (HEBHERFHER)
English
X I O O
230"

HKID / Passport / Birth Cert. No. (Please submit copy) EEERS17E / #R / KRS (FEREF)

[ ] HK Permanent Identity Card No. &Kk MR RSHEEIE [ ] Passport No. 383358
[ HK Non-Permanent Identity Card No. E#IEKA EEREMESELE [ ] Birth Cert. No. i itHESEES

Date of Birth {4 HHA (DDH - MMA - YYYY4)

(Please submit nationality proof if not holding HK Permanent Identity Card

Place of Birth {41 Nationality BI%E sipamssatiznsne  maxmmsn)

[ ] Spouse E2{&
[ ] child F% (unmarried and below age 18 FiER+/\BEIUT)
[ ] Sibling 52284 (unmarried and below age 18 &IER+/\BIAT)

Relationship with
the Applicant

ELERGEABRE(R [] Other Efth*

Code of Proposed nsured - Application Number Family Name (Same as Identity Document)

Pesn EXRABE | IRIRMRER % (5 {REBAX{HER) B (HE5HERFHERE)
English
T O I
230"

HKID / Passport / Birth Cert. No. (Please submit copy) EEERS177E / #R / KRS (FEREF)

[ ] HK Permanent Identity Card No. &K MR RSHEEIE [ ] Passport No. 83358
[ JHK Non-Permanent Identity Card No. &F#IEKA EEREMESELE [ ] Birth Cert. No. i itESEES

Date of Birth {4 HHA (DDA - MMA - YYYY4)

(Please submit nationality proof if not holding HK Permanent Identity Card

Place of Birth {41 Nationality BI%8 sipamssatiznsne  maxmEsn)

[ ] Spouse E2{&
[ ] child F% (unmarried and below age 18 FiER+/\BEIUT)
[ ] Sibling 52284 (unmarried and below age 18 Fi&R+/\BIAT)

Relationship with
the Applicant

ELERGEABRE(R [] Other Efth*

Code of Proposed nsured - Application Number Family Name (Same as Identity Document)

Pesn EXRABE | IRIRMRER P (5 AEBAX{HER) B (BESHERHER)
English
7 S I O D O
20"

HKID / Passport / Birth Cert. No. (Please submit copy) BB R S177E / &R / LIRS (FEXEF)

[ ] HK Permanent Identity Card No. &#&:X A R RS EIIE [ ] Passport No. 383358
[ ] HK Non-Permanent Identity Card No. Z8IEK X B REM:ESEE [ | Birth Cert. No. Hiit4T3EHS

Date of Birth 4 HHA (DDH - MMA - YYYY4)

(Please submit nationality proof if not holding HK Permanent Identity Card

Place of Birth {41 Nationality BI%E sipamssatiznsne  maxmmsg)

[ ] Spouse E2{&
[ ] child F% (unmarried and below age 18 FiER+/\BEIUT)
[ ] Sibling 52284 (unmarried and below age 18 FIER+/\BIAT)

Relationship with
the Applicant

ELFRGE ABRE(R [] Other Efth*

# This includes B1#&:

(i) Child or sibling who is unmarried and aged 18 or more but under the age of 25 and receiving full time education at a university, college, school or other similar educational establishment.

FRESBIPRRIE R FiM185% » (BRM255% > WEARDS ~ B - SRUEMBECNBBEHIBEEZZANHLE -
(i) Child or sibling who is unmarried and aged 18 or more but incapacitated for work by reason of physical or mental disability.
FUE RSB IPIRARIE R FEW185% - (BESES LSt L BITRAEN T ARRELIE -
(i) Parent or grandparent under the age of 55 but eligible to claim an allowance under the Government’s Disability Allowance Scheme.
REBHAARESHIMER BAREFMEEHE ¢ B8 ERIRBBUGEE R8I R RIE0 -
Parent / grandparent / sibling shall include the parent / grandparent / sibling of the Applicant or the Applicant’s spouse.
RBFARGHIMER B TR IR BIE B REARBNRBHARFHIMER B TR Ik
Child shall include the child of the Applicant or the Applicant’s spouse or the Applicant’s former spouse.

FREFERFANRBALBIRFARRBEIFL -

Given Name (Same as Identity Document)

[] Parent &% (aged 55 or more H+A#IU L)
[ Grandparent 8 885MER® (aged 55 or more A+ AN )

Given Name (Same as Identity Document)

[] Parent % (aged 55 or more H+AAIU )
[ Grandparent 8 885MERE (aged 55 or more A+ AN 1)

Given Name (Same as Identity Document)

[] Parent % (aged 55 or more H+HAIU L)
[ Grandparent 82 885MERE (aged 55 or more A+ AN 1)

Sex

(£

IRYES
LIF%

Live with the Applicant E2ER3E ABE
(If the answer is “NO”, please also provide

the residential address of Proposed Insured
Person in an Additional Declaration)
(BERR AL > FRHNERRE L
RUCEZRAZEE L)

[JYes 2 [INo &

Sex

(£

IRYES
LIF%

Live with the Applicant E2ER3E ABE
(If the answer is “NO”, please also provide

the residential address of Proposed Insured
Person in an Additional Declaration)
(BERR B FRHINERRE L
RUCEZRAZEE L)

[JYes 2 [INo &

Sex

(£

IRYES
LIF%

Live with the Applicant E2ER3E ARE
(If the answer is “NO”, please also provide

the residential address of Proposed Insured
Person in an Additional Declaration)
(BERR AL > FRHNERRE L
RUCEZRAZEE L)

[JYes 2 [INo &
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PRIVATE & CONFIDENTIAL FiA 2%

C - Beneficiary HZf - &5 A Beneficiary(ies) to whom proceeds payable on the Insured Person’s death. SR A S EMRES 2 ZHA -

Code of Proposed Insured - Name of Beneficiary in English Name of Beneficiary in Chinese
Poson EXBARE | AR SHmAPXEZ
a
b
1 (o
d
Relationship with the Proposed Insured Person ID / Passport / Birth Cert. No.* Percentage Share DEcE L
BIER ARVRD(Z Bin:E [ #R / HitAKsEeS (whole number and add up to 100% ZH R MERAEEA100%)
a %
b %
c %
d %
Code of Proposed Insured - Name of Beneficiary in English Name of Beneficiary in Chinese
Poson EXEAEE | FEEAEHER SRAFXEE
a
2 b
C
d
Relationship with the Proposed Insured Person ID / Passport / Birth Cert. No.* Percentage Share ECE 2L
HESRANRG BR:E / R / BHESRES (whole number and add up to 100% E&R MEREHA100%)
a %
b %
c %
d %
Code of Proposed Insured - Name of Beneficiary in English Name of Beneficiary in Chinese
Poson ERENEE | AR R SRARXHER
a
b
3 Cc
d
Relationship with the Proposed Insured Person ID / Passport / Birth Cert. No.* Percentage Share HECEDLE
BIER ARURD(R Bip:E / #8R / HitAgsEeS * (whole number and add up to 100% Z& R R4 A100%)
a %
b %
c %
d %
Code of Proposed Insured - Name of Beneficiary in English Name of Beneficiary in Chinese
Poson EXBARE | SHMAENHEE SZHAPXEZ
a
4 b
C
d
Relationship with the Proposed Insured Person ID / Passport / Birth Cert. No.* Percentage Share ZEcE % tE
BIERR ARIRR(R Bip:E / R/ BHAESRES (whole number and add up to 100% BB R MAERAEHA100%)
a %
b %
c %
d %

Note 5%: 1. For the basic plan with accidental death benefit, please designate Beneficiary(ies) and complete the above Section C.
EEAHEARINGHRE - BIREZHARERZ A ERE
2. If more than one Beneficiary is designated, please give details of apportionment. Otherwise, Beneficiaries are to be paid in equal shares.
B ABB—UMRRELIFFEIDEE - FIILSEZHE - TR REEFFTEIE -
3. If there is no designation of Beneficiary, the accidental death benefit would be paid according to the policy provision.
BRBRENZEA - BINGHIREG SRIBREMGRMAT
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PRIVATE & CONFIDENTIAL FhA Kt

Part Il : Plan Details £ — &[5 : 3121:% 18

1. Plan 52l : (if the Proposed Insured Person selects more than 1 plan, please submit separate application form. Z#Z{R A EIBBB— @S] BIEXSE—HHEE <)

Cigna VHIS Series {55 HFRBR AT

Plan Level Accommodation Room Deductible (HKD)  Proposed Insured Person 1 Proposed Insured Person 2 = Proposed Insured Person 3 Proposed Insured Person 4
T EI4R A Type fREER! B{1& (HKD) EZRAM BEZRA 2 HEZRA 3 HEZRA 4
Cigna VHIS Series
— Standard Plan 5 N
SO FEER AT NA FiEF NA & u O ] ]
- 2Rt
Cigna VHIS Series
— Flexi Plan (SMM) s R
EEgel o L] NA T NA &R O O u 0
- EERTE (BEANfREE)
0 L] L] L] L]
15,000 ] H [] ]
Semi-Private Room
Cigna VHIS Series FIRME 25,000 [ O [ O
— Flexi Plan (Superior) 50,000 ] H [] (]
S EEERRT 75,000
- BEiE (B [ u O 0
0 L] L] L] L]
Standard Ward
25,000 ] | n ]

Cigna HealthFirst Elite 360 Medical Plan {55 & =360 &E{R

Accommodation Room = Area of Cover Deductible (HKD) Proposed Insured Person 1 | Proposed Insured Person 2 | Proposed Insured Person 3 Proposed Insured Person 4
Type f&&E £85 ZRIE #KEE (HKD) EZRAN EZRA 2 EZRA 3 EZRA 4
15,000 ] L] L] L]
Worldwide 25,000 U U O O
= 50,000 O O 0 O
75,000 O [] [ [
15,000 ] O O []
Standard Private Room Worldvyide 25,000 [ [ [ N
T excluding the US
8 BRI EEEE 50,000 ] ] ] L]
75,000 O ] [] []
15,000 O ] [] []
Asia 25,000 ] ] ] L]
CEDL 50,000 ] ] | ]
75,000 O ] [] []
15,000 O ] [] []
Semi-Private Room Asia 25,000 O L] L] L]
¥FRE EEDI 50.000 D D D D
75,000 O [] [ [
Optional Insurance Benefits Proposed Insured Person 1 = Proposed Insured Person 2 Proposed Insured Person 3 = Proposed Insured Person 4
BERE EZRA EZRA 2 EZRA3 EZRA 4
Outpatient Benefits PI:21RfE L] ] L] L]
Dental Benefits ZFRHRRE L] ] L] L]
Pharmacy Benefits ZE4)){RpE U] [] U [
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PRIVATE & CONFIDENTIAL FAA K25

Cigna HealthFirst Choice Medical Plan {55% BB &R

Plan Level Proposed Insured Person 1 = Proposed Insured Person 2 Proposed Insured Person 3 = Proposed Insured Person 4
&R EZRAA EZRA 2 EZHRA 3 EZRA 4

Private Room FAZRE O [] L] []
Semi-Private Room ¥FAZ = L] L] L] []

Ward &&= L] ] L] L]

Optional Insurance Benefits Proposed Insured Person 1 = Proposed Insured Person 2 Proposed Insured Person 3 = Proposed Insured Person 4
BERE EZRAM HEZRA 2 HEZRA 3 HEZRA 4

Supplementary Major Medical Benefit B B2 & {RFE ] ] L] []
Outpatient Benefits PIs21RFE [] [] U] L]

Dental Benefits FRHRE L] ] L] L]

Cigna Plus Medical Plan S FHREEEIR

Plan Level Deductible (HKD)  Proposed Insured Person 1 = Proposed Insured Person 2 Proposed Insured Person 3 = Proposed Insured Person 4
FHEI4RRY #EH (HKD) EZRAM HEZRA 2 HEZHRA 3 EZRA 4
30,000 O O [ ]
40,000 O O [ ]
50,000 O ] [] L
Plan 1 58— : 60,000 O O O O
Private Room FAZX = 80,000 [ [ [ [
100,000 O [ [ U
150,000 O ] [] L
200,000 ] ] ] ]
30,000 O ] [] L
40,000 O [ [ U
Plan 2 5181 : 50,000 = = = =
Semi-Private Room 60,000 L] L] L] L]
FIRE 80,000 0 O O 0
100,000 ] ] ] ]
150,000 O ] [] L
30,000 O ] [] L
40,000 [ [ ] L
Plan 3 5t&1=: 50,000 U U U U
Ward ZiEHE 60,000 ] n n ]
80,000 O O [ ]
100,000 O ] [] L

Cigna HealthFirst Elite-GEH Medical Plan {55 mBE (R (BiEEEERTE)

(Plan details referred to the Policy Conversion Request Form st&l:¥I5A2 2R EHIRHESE)
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PRIVATE & CONFIDENTIAL FhA Kt

Employee Health Value+ Portable Plan {& 5 2B IZ{E{RIE51E]

Plan Level Accommodation Room  Deductible (HKD) = Reimbursement % | Proposed Insured Person 1 ' Proposed Insured Person 2 - Proposed Insured Person 3 Proposed Insured Person 4
FHEI4R R Type =25 BEE (HKD) EHEEZSL EZHRAM EZRA 2 EZIRA 3 ETZRA 4
80%
Plan 1 5t8l—  Ward ZBRE 5,000 ° D D D U
100% (] ] L] []
i—Pri 80%
Plan 2 $81= ?i;‘z\ir}fe Floom 15,000 ° U U U L
x5 100% 0 0 0 J
i 80%
Plan 3 BBI= s TR 25,000 ° U U U U
RN 100% ] ] ] [l
80%
Plan 4 #1810 Ward &i&R%/E 200,000 ° U U U L
100% ] ] ] [l
i—Pri 80%
Plan 5 817 jf;“ ﬂr}'ﬁte Foom 300,000 ° U U U U
LRE 100% d ] 0] ]
i 80%
Plan 6 17 S;i’;’;gfgate Room ' 500,000 ° U U U U
TEIR 100% ] (] ] O
80%
Plan 7 st&l+ Ward E@f%E 0 ° U U U U
100% ] O O []
i Dri 800/
Plan 8 SHBI Eﬁ;ﬂz\ Er;:nte Room 0 o L] L] L] L]
xIB 100% ] ] ] [l
. i 80% [] [] [] [
Plan 9 17, ?g}r;j;raf}nﬁvate Room 0
THIR /R 100% O O [ U
Optional Insurance Benefits  Plan Level Reimbursement Percentage = Proposed Insured Person 1 | Proposed Insured Person 2 | Proposed Insured Person 3 | Proposed Insured Person 4
BERIE srEIARA! IEEBE DL EZRAM EZRA 2 EZRA 3 EZRA 4
80%
Plan 1 &tH&|— ° = = = =
100% ] ] ] ]
Outpatient Benefits — 80% L] L] L] L]
PIsSIRME Plan 2 5t81— 100% O O O [
80% ] ] ] [l
Plan 3 51&1=
100% ] ] ] ]
Dental Benefits Plan 1 &t&— NA iR U U U U
FRRE Plan 2 58— NA i O O O O
Wellness Benefits N s
ey Plan 1 &+#| NA R [] [] [] []
Other Medical Plan E{thE&& s+
(Please fill in the details FEB:¥IFEH!)
Basic Plan Proposed Insured Person 1 = Proposed Insured Person 2 = Proposed Insured Person 3 = Proposed Insured Person 4
B3 HEZRA M HEZRA 2 HEZMRA 3 EZIRA 4
Name of Medical Plan
BRI
Policy Currency HKD USD HKD USD HKD usb HKD usb
fREB L Hexr Hzzx  Hex Uz Hexr Uz Hex Hzz
[1Plan Level s+&I4R53 /
[ ] Sum Insured {RFEZE
Overall Annual Limit
BERSEEER (if applicable 2NEMA)
Accommodation Room Type
fEEERI (if applicable tNiEMA)
Annual Deductible Amount
BERREESE (if applicable 2N#EMA)
Area of Cover
SZ{RHE (if applicable #N3EF)
(Please fill in the details FEIEE FIEE R
Optional Insurance Benefits Proposed Insured Person 1 = Proposed Insured Person 2  Proposed Insured Person 3 = Proposed Insured Person 4
BERE EZRA ESZRA 2 HEZRA3 EZRA 4

Benefit 1 and plan level
1RFE—REtEI4RB (if applicable 41&F)
Benefit 2 and plan level
1RBE— Rt EI4RABI (if applicable 203&MA)
Benefit 3 and plan level
1RFE= Rt BI4RA (if applicable 4NiEA)
Benefit 4 and plan level
RIS Rt 8I4RA (if applicable #13EFA)
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PRIVATE & CONFIDENTIAL FAA K25

2. Conversion i (Please submit the Policy Conversion Request Form i5iEAMREBIHIRREE)
[IYes@ [INo&

Code of Proposed Insured Person #£Z{R A4RSE * 1* 2 * 3 * 4 (Please ticki55li%) 11 L2 13 14
[ ] Employee Health Value+ Portable Plan {E& f#E1L{E{RERTE]

[] Cigna HealthFirst Elite~GEH Plan (S5 8 4 B2 iR (EIBL e paidifiz 1 2)

[J Others Eftf!

3. Payment Frequency iEifizst

Code of Proposed Payment Frequency BFIZZ (Please choose either one #iiEE iz —)

Insured Person [] Monthly B L] Annual 8
EZRARR . .
Monthly Premium S B{R& Annual Premium SFFE

A WN =

* Please complete the Direct Debit Authorization Form in page 18 of this application form. EIEZANEEE S 18E MBI EUSHEE -

4. Medical Protection Needs Assessment BE{REEETH :

(Please note: The following questions are to evaluate the suitability of the insurance product(s) under this application based on your needs
and circumstances. Application can be suspended or rejected in case of suitability mismatch. #&7 : IATRIRESIEAFEILLIRIREE THIRMR
EmIGESY » URERE FTHRERIER - MEIRREE R TRIERE RIS - IRPET IR ESIEE - )

Question What is/are your objective(s) for purchasing the medical insurance policy? (tick one or more)
5] AR EERENBRE? (FE—IRZIR)

Answer Options [] Option 1: For the expenses of hospitalization

ZEimE . EBiE . AEMERAX

Option 2: For the financial need when suffer from Critical lliness

BiE2: AENELREEENERRE

[l
[] Option 3: For the long term care and financial needs in case of permanent total disability
L]

BiE3: AKAREGERNRBBEGEREERE

Option 4: For the expenses of outpatient visits and other medical needs (such as Dental, Vision benefit, etc)

BiE4: AEMPISHEMBERATEINTE  BRE)

Question Which type(s) of medical insurance you are looking for? (tick one or more)
5] EREEE BRI —RE BRI ? (R —IES 2 1H)

Answer Options [] Option 1: Indemnity (cover the eligible expenses by the policy)
R g HEXEE MRAEREZEERAZIRHEREHIEE)

[] Option 2: Non-indemnity (a payment based on a sum insured amount by the policy)

BE2:  EREXEE ENHNRRETBREFHEE)

Part Ill : Underwriting Questions 5 =215 : F({RIRIERIRE

A - Statement of Collection of Information EBZ[ - & 4§l EEEEBH

(i) This questionnaire collects health—related information solely for the purpose of underwriting which is a process for Cigna Worldwide General Insurance Company
Limited (the "Company") to evaluate the health risk of the applicants and decide the application results. The underwriting process that the Company adopts should
be fair and reasonable, and the Company should explain the application results if requested by the customers.

RSN EZRIERIA B RHEE AR 2 iR - TIZRREHRIKAIBARAS) ( (AAT)) ) HMERBAZRERBRATREERIVER - AASHRANZRERE
AATERE > TEREEPERBEERFER

(i) As the applicant, you are required to provide the Company with complete and accurate information requested in this questionnaire to the best of your knowledge
and belief. Based on the information provided, the Company may have follow-up questions or enquiries that require you to provide further information for
underwriting purpose.
ﬁﬁ%ﬁéﬁ%?%%ﬁﬁﬁﬁﬂﬁﬁﬁ » BARSRER A A SHRHTTE RAEENER - AASIREE TRHIER PRt S R IRER B S Mme e ME—PRHE
HATEAZIR °

(iii) If there are any changes to or updates of the information provided in this questionnaire after the time of submission of this application and before you receive the
Policy, you are required to notify the Company in a timely manner.

BE TMHRRARFREEE TREIRERNNERMA RS MR RSN A IS EN » B THERFBAAAE -

(iv) Even after an insurance policy has been issued upon successful application, the insurance coverage for you may be affected or the policy may be terminated,
voided or rescinded, or claims may be repudiated by the Company, if you have not provided the Company with complete and accurate information to the best of
your knowledge and belief according to (ii), or if you have not notified the Company on any changes to or updates of the information in time according to (iii).
EMEEMINIRRIERBZRE - BRETAR (i) FHRSEAIFTEEAASRMTEREENER > SRR (i) MHENNEEUERERmREENAAE] BT
RIBIRIERIAEE ZRIRE - AQS) TR ARG - (ERFUEEHA RAMRE  SUBABEE(E -
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PRIVATE & CONFIDENTIAL FAA R i2%

B - Health Questions Z,&f - {ZFERIRE

Note for applicant(s): Questions of Part B do not require the applicant(s) to disclose information regarding the medical conditions or treatments below —
BIEEARA » BENCHRMBEREU TRERRSAE -

Cold / flu / sore throat, gastroenteritis / food poisoning (fully recovered), indigestions (no investigations required), acne, muscle sprained (fully recovered), thrush,
routine scan / blood test for pregnancy (normal result), routine cervical smear (normal result), routine health check (normal result), preventive vaccination, Hormonal
Replacement Therapy (menopause), infertility treatment or uncomplicated pregnancy, myopia / hyperopia / astigmatism / presbyopia.

SR/ RE / EBhRE - BEX / BYHhS (B8R HEAR (BERE) - 2E - LRRE (B8R B0E  2REARHE / IRER (BREREE)  BRF=EY
MREZEAER (BEBEREER) - BREFEDE (BREERER) - HHRE  TREGERAE (EFH) FERRIRRERBERERNES TR /B8R / B0t / £ -

g:sgﬂsed hswed | Height 5 (cm B3k / ft IR): Ereorggied hswed  Height &7 (cm B / ft IR):
#eeA 1 Weight S (kg 52/ b B): #seA 2 Weight 88 (kg T3/ Ib ).
ﬁ;orgoonsed hswed | Height 55 (cm Bk / ft IR): Ereorggsed el Height 53 (cm Bk / ft IR):
#5@A 3 | Weight 88S(kg T3/ Ib B): zzeA 4 Weight BE(kg T3/ Ib B):

Proposed nsured | Proposed Insured | Proposed nsured | Proposed Insured
Person Person Person Person

el w02 =203 =m04
Yes No Yes No Yes No Yes No
T &2 & & B &

1. Have you ever been diagnosed with any of the following diseases or medical conditions?
RRE QWIED TIIRIEEANR ?
a/ Cancer or carcinoma in situ BAES /RN
b/ Brain tumor SERFETE
c/ Heart disease (L\EER
d/ Stroke (including transient ischemic attack (TIA)) FfE (EEELERGELN > 478 T\hREL )
e/ Hypertension 5 Im/E&
f/ Diabetes mellitus or impaired glucose tolerance {ERFHEH RN ER T
g/ Kidney disease B
h/ Prolapsed intervertebral disc or degenerative spine conditions #8258 HE & HIR1L IR

i/ Diseases or medical conditions requiring a medical device or prosthesis to be implanted within the body

REEABRESISRNERIEERR
j/ Human immunodeficiency virus (“HIV”) infection ABERENIAZ RS (BUFHRE) K%

k/ Congenital conditions (medical, physical or mental abnormalities that existed at the time of or before birth)

FRMEHER (EREERNZAEHFENES  £EiEH EHNRE)

I/ Physical defects, impairments, deformities, and / or conditions affecting mobility, sight, speech or hearing

SEEEE - NMER B2 &/ SREEERES RN REEHSE NIRRT

Mental health conditions (such as depression, anxiety, schizophrenia, eating disorders, or bipolar disorders)

TEHEEIR (BIANINE - 8 - 1FH o R - RBRAFIRITINEE)
n/ Hypercholesterolemia or Hyperlipidemia = iEE R AES = M ASE

m

~

o/ Liver disorder (such as hepatitis B or hepatitis C (including tested positive), fatty liver or cirrhosis of liver)

FiEER (Bl ZRERERT S (BFERE 2B RIE) ~ BERBATSIRTRE(L)
p/ Multiple sclerosis Z 34 IE(LIE

O 0Ood o o oo oogogoogdgn
O 0Ood o o oo oogogoogdgn
O 0Ood o o oo oogogoogdgn
O 0Ood o o oo oogodoogdgn
O 0O 0o o oo oggodoodgn
O 0Ood o o oo oogodoogdgn
O 0Ood o o oo oogogoogdgn
O 0Ood o o oo oogogoogdgn

2. Do you currently have any of the following diseases or medical conditions?
RERIRERA TIRRIEREARR 2
a/ Hernia Jim (8% T\iaRl )
b/ Breast lesion (tumour/ mass/ lump/ cyst/ nodule/ growth) JLERE: (RS / FEIR / PEIR / hE / &80 / 184)

¢/ Uterine or ovarian lesion (tumour/ mass/ lump/ cyst/ polyp/ nodule/ growth)

FEoSREmE (REE / TR / BB / BEE /B / &8 / 184)

d/ Benign prostatic hypertrophy E1{4A15IRRAEA

e/ Gall bladder stone or urinary stone (renal stone, ureteric stones or urinary bladder stone)
EERIMRESR (BEA  BRESAIERESR)

f/ Cataract, glaucoma or retinopathy HX[& - B tERSRAARERE

g/ Arthritis or other joint disorder BA& L E i BAERIE R

3. In the last 5 years, have you ever had or been advised to have any regular or ongoing (such as monthly, every 2 months,
half-yearly, annually) follow-up consultations or medical care with a healthcare professional (such as specialist doctor,
physiotherapist, psychiatrist) for any disease or medical condition?

ERERFR  GESLENRERERNTE FIUEH  SmER - 845 8F) AEORRARFMIEZIEREEAR
(BIANERIEAE ~ MIDARET « FHRIEE) NIRED B REE ?

O OO oo gogo
O OO oo gogo
O OO oo gogo
O OO0 oo gogo
O O oo g
O OO0 oo gogo
O OO oo gogo
O OO oo gogo

Cigna Medical Plan (Gl - Ind/Family)(E-form version 6 -202405)(B)

4. In the last 5 years, have you been advised by your doctor to take any medications (such as to be taken daily / once perweek / [ ] [ ] [] [ 1 [ ] [1 [ [J
as needed as directed by doctor) for a continuous period of more than one (1) month?

EBERER > GRECRELEEEY BINRELETSH /88X / ARER) REAPHEE—ERNEREY ?
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Proposed Insured | Proposed Insured | Proposed nsured | Proposed nsured
Person Person Person Person
Bl 2502 253 =4
Yes No Yes No Yes No Yes No
T A =% @R B R B
5. In the last 5 years, have you been admitted into a hospital? OO 00000 o
EBELEN > BREGAFER ?

6. In the last 5 years, have you undergone a surgical procedure (including endoscopy or biopsy) without being admitted into a OO nDd
hospital?

EBERER > GRESSEFIRER TEZIMNER (BEARRREIUEEMER) 2

7. In the last 5 years, have you ever had or been advised to undergo investigations (such as blood or urine test, ECG, X-ray,
ultrasound, CT scan, MRI, PET scan, HIV test, Hepatitis B test, Hepatitis C test)?

EBELER > GRELESHEREREZHE (MR - BRK - OBE - X6 BERK - BERHE - BHHE  EEFHEHE-
EmAE - CEUFTERIE - METAE) 2

If the answer is “Yes”, do your investigation result(s) include the followings? HIREXRE T2 » BHNBEERESTEETIIER 2

a/ Abnormal test result is advised Oo0odoQodod
MERERRR

b/ You are still awaiting test / test result O O O Oy Oy oy o g
RESFEERIIERER

¢/ Test result is inconclusive or uncertain (retesting or follow up test is required) HREREREEER e
BRERABERATEE (FEEMIE—SBER)

d/ Medical advice has been sought or treatment is required for the test result (such as liver cyst / brain cyst / O O O Oy Oy oy o g

joint degeneration or calcification / lung or breast or thyroid calcification discovered on imaging test, that may not
require immediate treatment)

ERERESKBEEERATEEZ AR (HIN—LROFZEFEENIETNATEE / MERE / BER(CsE5(E /
MR EARRI R B IR AR S B o R ARBR L ERES(E)

8. Apart from anything you have already disclosed in Questions 1 - 7, do you have any of the following conditions?
BRTISEE £7 REERERENERS - BMEEF TIER?

a/ Unintentional weight loss by more than 5 kg (11 Ibs) over past 1 year OO0 00000
EBE—FRN  BERSUHDO TS AF (1ME) ME
b/ Abnormal bleeding (such as vaginal bleeding, rectal bleeding, nose bleeding or coughing up of blood) for at least one month

AEBHM (Fa0RELD £l REMmsZm =0—EA

¢/ Inthe last 1 year, you had or have been required to have follow-up consultation with a healthcare professional O O O O O O o
(such as specialist doctor, physiotherapist, psychiatrist) for any medical condition or sign and symptom
ERE—ER  TATARRERNASRBRERSCESAREEZTRREAS (FINFERELE  1IBAEM - BHREE)
HiRERS A

d/ Other medical conditions or sign and symptom (such as lump, headache, persistent coughing, chest pain or epigastric HREREREEER e
pain) that you are seeking or intend to seek medical advice

HettfENRsmE R ER (FIA0RELR B8 » FrAEXW - [RSl LIER) MIEASHTESKERER

9. At your best knowledge, have any of your parents or siblings by blood been diagnosed with any of the following diseases or
medical conditions at or before age 60:

FIGARAD > (ERORRAE R BB IR B B 7N HRBARTHEERS TR AR |

a/ Cancer & O0O04gyggg
b/ Coronary heart disease TB/I\F O] o) oy ol o oo
c/ Diabetes mellitus HEFRfE O0O04gyggg
d/ Motor neuron disease BENMHLETTIER O0O04gyggg
e/ Multiple sclerosis % Z4FE(LIE OO0 onon
f/ Stroke H& O0O04gyggg
g/ Parkinson’s disease HHEIEE OO0
h/ Hereditary diseases - including cystic fibrosis, familial adenomatous polyposis, Alzheimer’s disease, familial cardiomyopathy, [ ] [ ] [ [ ] [] [ [] []

inherited blood disorders (hemophilia, thalassemia, sickle cell disease), muscular dystrophy, polycystic kidney disease or

Huntington’s disease.

EER -SEENEHE  REEABREAR « RABHEE  REREOS  BEMNRE (AR - 88 - HJE

Bi) -~ NAERE  ZEREBRNT TESEE -

10. Do you smoke or have you smoked in the last 12 months? OO0 dddod

TRRARENEBET _ERREERE ?

For the purpose of this question, the meaning of “smoking” includes but is not limited to cigarettes, cigars, tobacco pipes,
chewing tobacco and the use of nicotine replacement products (such as e- cigarettes) .

MRE) EEMENEREEEREREE S B BEREAETTHANER BINEFE) -
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If the answer to the question 10 in Part lll is 'Yes', please provide additional information as applicable -

EHEC-HAHI0ERERS "B, & FEERANEERKESEN -

Code of Proposed Insured Person #5{R A4&8% (1/2/3/4) (Please tick :55/i) [J1 [J2 [J3 []4 QuestionNo. 53 10
If you no longer smoke now,
Smoking Period TR{ZEHA : years & AITHEBERBRE
On average 13, Date of ceased smoking: DDE/MMB/YYYYE

(a) when did you quit smoking?

Duration of smoking habit, and frequency f ;
and quantity of consumption O g%%it‘fﬁﬁ%%ﬁ%es of cigarreftes per day AR EIRAEN ?
3 B AL 1L ERERR | 4ETR N S =
RERIRAOERR  SRERRREHE 30 to 40 pieces of cigarrettes per day
L]
BRIEILEE (b) are you advised by doctor to quit [ yeg s [ No&

more than 40 pieces of cigarrettes per day =~ smoking and for what reason?

BRAOZEEME REBEREMERFRRE ? Reason B :
Code of Proposed Insured Person 22{F A4&5% (1/2/3/4) (Please tick :E5iE) [J1 [J2 [J3 [J4 QuestionNo. s 10
If you no longer smoke now,
Smoking Period TR {EFH] : years & HBITHEBERBERE
On average 15, ing:
Duration of smoking habit, and frequency Iessqthan 30 pieces of i (a) when did you quit smoking? Date of ceased smoking: DDE/MMA/YYYY%
L : garrettes per day | 1S mpm e e
and quantity of consumption U SRORI0LEE AR EEAER ?
\E 3N 4 S AE R Y | SEER ne
IRERIRRT AR SRR RREHE [] 30 t0 40 pieces of cigarrettes per day
BRIEIZEE (b) are you advised by doctor to quit [ yeg s [ No&

more than 40 pieces of cigarrettes per day =~ smoking and for what reason?

SRI0FEE - ERREEEMERRE R ? Reason R :

If the answer to the question 9 in Part lll is 'Yes', please provide additional information as applicable -
FESBAFEIEERS "2, & FEEANEEREESZEN -

Code of Proposed Insured Person 2524RA49E (1/2/3/4) (Please tick 5#53%) [J1 2 [J3 [ 4 QuestionNo. 5% 9

Which family member? [ ] Father R28 [ ] Brother B2 [ ] Father X8 [ ] Brother R [ ] Father R28 [ ] Brother 22
MBS 2 [ ] Mother B3 [ ] Sister 8k [ ] Mother 32 [ Sister [ ] Mother B3 [ ] Sister 4%
Which disease?

TRFER 2

Onset age of disease L] age at or below 40 (405U F) L] age at or below 40 (408585 F) L] age at or below 40 (408F5LF)

REFR L] age 41-50 (41-503%) L] age 41-50 (41-503%) (] age 41-50 (41-50%)
L] age 51-60 (51-60%%) L] age 51-60 (51-60%%) [ age 51-60 (51-60%%)
Code of Proposed Insured Person 2£3{R A4R5% (1/2/3/4) (Please tick A5iE) [J1 [J2 [J3 [ 4 QuestionNo. 5% 9
Which family member? [ ] Father X2 L] Brother 7 L] Father X8 [ ] Brother R [ ] Father R28 [ ] Brother B2
MBS 2 [ ] Mother B3 [ ] sister ik [ ] Mother B2 [ Sister ik [ ] Mother B3 [ ] sister ik
Which disease?
IfER T 2
Onset age of disease L] age at or below 40 (4085 F) L] age at or below 40 (40855L ) [ age at or below 40 (4085314 F)

pEEEE

L] age 41-50 (41-50%%)
[ ] age 51-60 (51-603%)

L] age 41-50 (41-50%%)
[ ] age 51-60 (51-605%)

L] age 41-50 (41-50%%)
[ ] age 51-60 (51-607%)

If the answer to any of the questions 1-8 in Part lll is 'Yes', please provide additional information as applicable -

EHESHAFIZEEN-ERECERS "B, & FEERANEERKESEN -

Code of Proposed Insured Person (1/2/ 3/ 4) (Please tick)

EZRNGR (1/2/3/4) FHlE)

(1) Disease / medical condition / sign and symptom

B [ BN / HERAER

(2) Date of first occurrence of sign and symptom

BRI RBRER B

(3)

(a) Treatment / investigations / tests / scans that
have been performed )
EETHAE / 18T / A / FH

(b) Date of such treatment / investigation / tests / scan

BEaE / 0E /A / REEH

(4) Present condition (such as whether fully recovered,
follow up action / medication / next follow up date)
B (BINZEERZEE « BEIRE/ RARE
Y/ TREZBH)

(5) Date of last follow-up medical consultation /
treatment

BRED [ amBH

(6) Name of doctor who treated the disease / sickness /
medical condition / sign and symptom

BRARRR / AE / RERR / BERERN
BAME

(7) Name of Hospital, where applicable
BRa® (WER)

B

DDH/MMA/YYYYE

DDE/MMB/YYYYE

DDH/MMA/YYYYE

[Ja GuestionNo- [ar (a2 [Jas [Jas [Jas [Jas [Ja7 [Jas

Confidential, unpublished property of Cigna Healthcare. Do not duplicate or distribute. Use and distribution limited solely to authorized personnel.© Copyright 2024 Cigna Healthcare
(ERRIBIRZ MR  IFAREN - RrERFHHE - APEREALERRDE - © 2024FRIERSHRIKFTE

Cigna Medical Plan (Gl - Ind/Family)(E-form version 6 -202405)(B)



PRIVATE & CONFIDENTIAL FAA K52

If the answer to any of the questions 1-8 in Part Il is 'Yes', please provide additional information as applicable -

BRESHAF1ZIREA-ERECERS "B, B FHEERNBERHAE

Code of Proposed Insured Person (1/2/3/4) (Please tick)

RERARE (1/2/3/4) (A58 D1 D2 Us [a

(1) Disease / medical condition / sign and symptom
T [ BB / RERAER

(2) Date of first occurrence of sign and symptom
BRERFHRERK HE

)

(a) Treatment / investigations / tests / scans that
have been performed
EETIEE / BT / iE / FH

(b) Date of such treatment / investigation / tests / scan
BRAE / BE /A / HHES

(4) Present condition (such as whether fully recovered,
follow up action / medication / next follow up date)
b (1§U§DE§EE2E(§ BERE/ RFARE
&Y/ TREZEH)

(5) Date of last follow-up medical consultation /
treatment
R&ED [ AEEH

(6) Name of doctor who treated the disease / sickness /
medical condition / sign and symptom
ARARER / A8/ BERR / mERERD
BamE

(7) Name of Hospital, where applicable
Birafd (WEm)

Code of Proposed Insured Person (1/2 /3 /4 ) (Please tick) (11 2 13 [a

BEHEANGRTR (1/2/3/4) (BE)

(1) Disease / medical condition / sign and symptom

TR [ AR / WEBRIER

(2) Date of first occurrence of sign and symptom

BREBRBRAEMREI B
(3)

(a) Treatment / investigations / tests / scans that
have been performed
BETHRE /88 / UE / R

(b) Date of such treatment / investigation / tests / scan

BENGE /BB / RE / FHAS

(4) Present condition (such as whether fully recovered,
follow up action / medication / next follow up date)
B/ (1§UQDEEE7\:2)§(§ BERE/ RARE
Y | TREZAB)

(5) Date of last follow-up medical consultation /
treatment

R#%&E2 / aBEAH

(6) Name of doctor who treated the disease / sickness /
medlcal condition / sign and symptom
gf%rF/K%/ﬁﬁﬂk/ﬁ/rﬁ&F#Bﬁ
E

(7) Name of Hospital, where applicable

BlREE (ER)

ZEH -

geotonNo Mar ez [as [as Clas [as (a7 [Jas
DDH/MMB/YYYYE
DDH/MMB/YYYYHE
DDH/MMB/YYYYE

uestionNo- g1 [z [as [Jas [as [Jas (a7 [Jas
DDH/MMB/YYYYHE
DDH/MMB/YYYYE
DDH/MMB/YYYYE

In case the space provided is insufficient, please indicate the section and question number, and provide the details in a separate Additional Declaration.

AR =R AEFER - FERMIANEARE LIRS RS o
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Part IV S5 {5

A -

Personal Information Collection Statement of Cigna Hong Kong EBZf - (S5 E B EA SR EZH

» o« » o« » o«

Cigna Worldwide General Insurance Company Limited (“Cigna Hong Kong”, “our”, “we”, “us”)

e

a

AIRRRRARAST ( MEHEER 3 T8 )

The protection of privacy in relation to personal information is the concern of Cigna Hong Kong. We respect personal information and are committed to fully
implementing and complying with the Data Protection Principles and the Personal Data (Privacy) Ordinance (“the Ordinance”).

ErEERIRBEAENLE - HASEREAEN  TEAEHPTRETREEMERR > UK (EABHGRNEED  (FARMGRE") -

1)

12

Personal Information We Collect and/or Hold F{FINER/FiFEHEA B RIS E

We collect your personal information from you for the purposes as set out in this Personal Information Collection Statement. We may collect personal
information directly or indirectly from you in a range of ways, including but not limited to when you complete or submit an application, or claim, or request
services or products, contact us in person, phone, mail, email or online, when you participate in our programs, when you access our website and services.
The personal information that we collect and/or hold includes your personal identification information, contact information, policy details, transaction
records, financial background, claims history, biometric data including but not limited to your voice pattern and facial images, location information based
on your device and medical and health records.

BMHRAEABRIRERRTIBz BB TIREBAER - HMTESUSEANEEFFEDE TRERAER  SFERRNEE MES SRR HAHET
RME > BERRERFNER  EE - EBETE B - SEHEEMBRMT - SR T2RAMVGERN - SR TERRMNAEMARIEE - HAIRER/FFE
HEAER > BERATZEAHER - BEER - REFF R58H  UHBESR - REEL - £HIEE (BREFARRETHESEARETESR) -
RIBEE TRENUEESMNEBERERECH -

We may also collect personal information of the insureds, your beneficiaries (or any other personnel designated or entitled to receive benefits under the
corresponding policies), assignees, authorized representatives, dependents, company employees, and other individuals to which you have provided
personal information of. Where you provide personal information of others to us, you confirm that you have authority to do so as their parent or guardian
or have obtained that person’s consent to provide such personal information to us for Cigna Hong Kong’s use and transfer in accordance with this
Personal Information Collection Statement.

BARATRERETIALTHEAZR  SRA - BTHZEA (SHRETHEEESHERETAENTOEMAL) ~ ZBA - BRERR - Z8BA - R8E
SERETERMHAGAERNEMEA - EETORMARAMABAZNE  BTHRIETEREXSSNEZEAFEODBRMREEBAEN  IHEDEFZA
BE@EMRMEEAEN - HMEEEBRBAEAERKESRERANER -

We may also collect personal information about you from third parties in certain circumstances, such as from other insurance companies, agents, brokers
and other intermediaries, credit reference/reporting agencies, employers, vendors, financial institutions, fraud prevention agencies or databases,
government agencies, medical personnel, courts or public record.

ERERERT > KPR IERAE=EREFEAETHEASRN - EHMRBAS « A8 « LLEREMANTA - ERED/HREWE - BE - HES - SRS -

FHERFEMBEN SR « BURSHENS « BISA R © iBBRasl A Stacs -

Importance of Information Collection WWEBAZRIEE S

From time to time, it is mandatory and necessary for you to supply Cigna Hong Kong with personal information. Where you are unable or fail to supply
the mandatory information requested by Cigna Hong Kong, Cigna Hong Kong may not be able to issue policies, process claims, applications or your
requests, or provide products or services to you.

BTARAEBEAVEDEHEERMAMNEAER - HEB TELRIREDEAT BREBTIEERNER  EHBEBUARLSRRGRE  RERE &
BHETEKR > StaE T RMHERSRT -

Purposes of Information Collection and Usage IWEEA B} BRI Bk

Your personal information held by Cigna Hong Kong may be used for the following purposes:—

BB AR THENTRESHAN TIIMRE -

i) processing and evaluating any applications or requests made by you for products or services;
BRIERMEE THMERIRSR AT RFNEK ;

i) administration of insurance or financial or investment related products or services, including but not limited to alterations, variations, assignments,
cancellation or renewal of such products or services;
RIBIRBEEN B P e IR EERA A Mk RS < A B - BFEEARMRNEREN « €8 - 838 - BUHSER ;

ii) processing, investigation or analysis of any claim applications made by, against or otherwise involving you in respect of any products or services;
BRI  AES S HE @SR T R E T e ER TR AVEE Bt RE TR ERE R

iv) conducting research, satisfaction surveys, data analytics and statistics, to further understand your needs and to improve and test our facilities and
services and/or products for any other purposes in connection with our business and the business of any member of the Cigna group companies;
HEBRMNEBREAEEASTMMENEBERNEMEMBR > ETMR  WEERZE « 8BS HNRT > ME—SRERTHEX » I BCENR
AR R RS R/

v)  carrying out matching procedures;
ETRERR

vi)  (with your consent — see section 7 below) direct marketing including but not limited to promoting, marketing or selling of Cigna Hong Kong or
co-branded or other third party insurance or financial or investment related products or services by electronic or other means;

(FRETHERET — FEUTEMR) BERREH  SEEFRREBEFHEMENFRE  SENHEEHEENEETANSNHEEASSHME

=EIRME - MBI SRR 2 EmERTS ;

vii) making disclosure under and/or complying with any law, rules, regulations, codes of practice or guidelines binding on or applicable to Cigna Hong
Kong or any of its group companies and respond to requests from public, governmental authorities, regulatory bodies and litigation;
BYBERANEASBIEHEBATNER  RA - RE - BERTFRIES] ) RMEERELKE » TMAH - BUSHE - EEHENRR L ENEREL

%=
=1=

viii) evaluating the policy or related risk intended to be the subject of reinsurance by an actual or proposed re-insurer of Cigna Hong Kong;

EEETENREIEZZEBRA  SIREEBRRZNERRENBRRELR ;
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ix)
X)

Xi)

xii)

conducting medical or health reference checks;

BERBENRREZE LA

conducting surveys, research and compiling statistics for insurance, financial or investment related purposes;

YRR  BIFsIREERRE « MARRETZA

investigation and settlement of claims, disputes and detection and prevention of fraud (whether or not relating to the policy issued in respect of an
application); and

AEREBERE - FiF > @ARGLSE (BRESHBERFERZREEN) R

other purposes directly relating to any of the above.

8 Pt EENEERARNEMERN -

Transfer of Personal Information A& #8957
Your personal information held by Cigna Hong Kong will be kept confidential, but may be shared with the following individuals and/or entities, whether
within or outside Hong Kong, for any of the purposes set out above'—

EHREBMFARE THENSREBHREER  BEEEEIASN LMEUENEARENEFTIALR /SEE (BRESEENEZRN

i)

iii)

vi)

vii)
viii)
ix)

X)

xi)

xii)

any agent, contractor or third party service provider who provides administrative, accounting, data hosting, analytics and processing, customer

service, call center, financial, legal, telecommunications, technology, fund management, debt collection, payment, anti-money laundering and other

regulatory screenings, marketing, research, mailing, printing, loss adjustment or other services to Cigna Hong Kong;

REREEEBRMTE - 85t - EREFE - PNREE - BRRH - S0 0755 55 - Sl - EiR - E2EE - IE - BE - REBERE

fERAIEE ~ (28 ~ A - BF - ENR) - 3BEE - SUEAMARTSRIAIE AR S =B RS ALER

any insurance intermediary acting on your behalf (in placing an insurance policy with Cigna Hong Kong, in handling insurance claims with Cigna Hong

Kong or as notified by you to Cigna Hong Kong) (an “Insurance Intermediary”) and (with your consent — see section 7 below) for its own direct

marketing and business purposes, and such provision of your personal information may be for gain;

HARKE T LB EEHEDBRMEORE  FARETREYNEEDENRRRE > SHE TBNEETBEARKE THREFNA (“REHNA”)
(ERIETHREET — FEUTER) EAEHEEEREHSERHRENRE > WrIRERmEE ;

any agent, contractor or third party service provider engaged by an Insurance Intermediary (as notified by such Insurance Intermediary to Cigna Hong

Kong from time to time) to provide any services to the Insurance Intermediary in relation to the purposes set out under sections 3(i) and 3(ii) above;

IR ABRRNAIE > FAREE = RFMHES (BREPNTAREENGEEDS) MREEEEREI0) K ()RFTE R 2 R,

any insurance adjusters, agents, brokers or other intermediaries; employers; medical service providers; health care professionals; hospitals;

organizations that consolidate claims and underwriting information for the insurance industry; fraud prevention organizations; other insurance

companies (whether directly or through fraud prevention organization or other persons named in this paragraph), the police and databases or

registers (and their operators) used by the insurance industry to analyse and check information provided against existing information;

EEREIEEE S « I « B EMPNA ; BE ; BERBRMHE  EXEBRAS ; Bt ; BRREXEBASREREARERNES  BHERFEES  EitRiz

AT (BREEEVEBPHIGHESSRRPRRNEMA)  ELRFERERFINNENREERZERUENNEBENETLE (REEEA)

any branch, subsidiary, holding company, associated company or affiliates of Cigna Hong Kong;

EHBEBHNDTT  MEAS ~ QS - BBASISMEBAS ;

Chubb Life Insurance Hong Kong Limited, or any branch, subsidiary, holding company, associated company or affiliates of Chubb Life Insurance

Hong Kong Limited, and their respective successors and assignees;

TEASRBEARIRAGT > FEHDIT - WEBAS - EEAT - AHASISMEBAS  MRESHEERARZEA ;

any financial institution or credit / charge card issuer related to your premium payment account;

BRI T REMRRE R OARNERIESERIE / RRIEEEA

any actual or proposed re—insurer of Cigna Hong Kong;

EHREBNEENEZRBRA

any person or authority to whom Cigna Hong Kong is under an obligation to make disclosure under the requirement of any law, regulations, rules,

codes of practice or guidelines binding on or applicable to Cigna Hong Kong or any of its group companies;
BRARKREEHEEESNEMEEEASEEE A R - BEHFUSIESIARANRE TMEHADBE SEHEEH KB EEAS IS ;

any other person under a duty of confidentiality to Cigna Hong Kong which has undertaken to keep such information confidential;

Hit (S B BN A REETLFAHEREZEENNAL

any debt collection agencies; and

REURERAE ; &

any organization or person who provides survey, research and statistics services.

AARE  MERFREHEE/AE -

Transfer of Information Outside Hong Kong B &Rl & EMIMEE

Cigna Hong Kong may from time to time transfer your personal information outside Hong Kong for different purposes set out above including but not
limited to processing or storage.

EABEBUAEARM LERENEN (EEERRREENHET) SR THERNEBREEEMIME -

Data Access B &R

Under and in accordance with the terms of the Ordinance, you have the right to:—

HRIBFARRIZGIRAIIERR > BT AR

i) check whether Cigna Hong Kong holds data about you and seek access to such data; and
EHEAEERERAR THERNRERARNER ; R

ii) require Cigna Hong Kong to correct any data relating to you which is inaccurate.
EREABEBNEA R T A ERNER -

Cigna Hong Kong may charge a reasonable fee for the processing of any data access request.

SHa B A ENRETUERENNERRNSEER -

Requests under section 6(1) should be addressed to the following: Cigna Hong Kong’s Data Protection Officer

16/F, 348 Kwun Tong Road, Kwun Tong, Hong Kong

AR EAFRE(NEK - BAATIALRY © FEHRBEBENMEEE (FEBIERIEEI485R1618) -
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7)

Direct Marketing EL12{g84
In accordance with the requirements of the Ordinance, Cigna Hong Kong intends to use and transfer your personal information for the purposes of
conducting direct marketing and may not do so unless we have received your consent or written consent (in the case of transfer).
RIBTAREGINESR - (FHEARERAREBE THEAEMEFERREH AR - ERFRMNFIETHNEENEEARE (EEBNERT) » BRRSERR
BRETAEABRELRRE
With your consent or written consent (in the case of transfer) (which includes an indication of no objection), Cigna Hong Kong may:
ERIETHEEHEERRE (EEBNERT) T (BERTARY) - GHEET:
. use personal information, including your name, contact details, products and other services portfolio information, financial background and
demographic data it holds about you for direct marketing purposes;
ERETREFEHETENEAER  SEETANS  BRER  ERRBHESER - WBEERADREMEEREH AR
IIl.  conduct direct marketing in relating to the following classes of products and services that Cigna Hong Kong, our affiliates, our co-branding partners
and our business partners may offer:
MERBBREHETBNHEAT « WEREBHRERSFEBHIEREZ TIERNER KRR ETERERH ;
i) insurance, financial or investment related products and services;
REZ ~ BAF5 IR BRI E R BRTS
ii) reward, loyalty, co-branding or privileges programs and related services and products on health, wellness and medical, sporting activities and
membership, entertainment, travel and transportation, concierge, home care (including pet care), household, food and beverages, apparel,
jewelry, telecommunication, education, social networking and media; and
BE FE- Hﬁé%ﬂ%&@u#gu&mﬁFﬁéuu&HE?;J 2R~ REREE - BEERREERT  BY  TRERE 188 - KEERE (81EEY
EE) KB BR O RE - KRE - Bl BF > HR@ERER S R
ii) donations and contributlons for charitable or non-profit making purposes;
EREGIEEFIBROIER ;
lll.  provide the personal information described in section 7(I) to any agent or contractor for the purpose of carrying out direct marketing of the above
products and/or services on behalf of Cigna Hong Kong; and
1B 7(IMEFTRAIEA BRI F AN BASEREURRGEEE S ETEREE L RERR/FRBZBRE s R
IV. in addition to marketing the above products and services, share the personal information described in section 7(l), for gain, with any or all of the
following persons for use in direct marketing, and Cigna Hong Kong requires your written consent (which includes an indication of no objection) for
the purposes and will not do so without your written consent:
FRIZEH L RRARTEIN > B 7(MEFTRAE AN ERHR M ERISAA TOIATEEREHEZ A » BikthEaE  RIEESEHLARVESIETHER
ERERRTARY) > TEREE THNERERE TASMIAREBE THEAER
i) any Insurance Intermediary acting on your behalf for its own direct marketing purposes in relation to insurance, financial or investment related
products or services, and business purposes; and
FERRETORERNAFRERRHERRE - BFNRERHRERIRB AR - REBREZRR R
ii) any third party provider of any of the classes of products and/or services as described in section 7(ll) for direct marketing purposes in relation
to such classes of products and/or services.

HIRRMEE7(NRATRE @ R/ SRR 2 B = E R ER P E R R S BN ER K /ARE 2 BE

If you do not consent to Cigna Hong Kong using and/or sharing your personal information for any of those purposes, you may exercise your opt-out right
by notifying Cigna Hong Kong’s Data Protection Officer at the above address, and we will not do so. You may also subsequently withdraw your consent
by writing to Cigna Hong Kong’s Data Protection Officer at the above address. If you exercise your right to opt out of the use/sharing of your personal
information for any of the above purposes, it will mean that Cigna Hong Kong, your Insurance Intermediary and/or third party service providers will not
be able to send you any direct marketing, targeted or special offers in the future.

MR TAEREAEBMEME DtERR/NESE THEAAERN 2B - BTRE Lt BANEEEBERNAE T A TERIVENEEEEE R > &
PEFEERR/HEBETEASREN L Z AR - BTN BERFRE Dt i R AR M ERESBENLETTHEE THEEER - A TTERNE
FREEEE THEAESRRARSEREN LEARRE - BRRERETAREREEDE > BTHREPNAR / HE=ERBHEDKEE T EET
BIMBRERYE RS -

Cigna Hong Kong will not use any personal data of minors for its own direct marketing purposes and/or share the personal data of minors with any third
party for its direct marketing/business purposes.

EHREENSERTURNEANBEASMEERRH AR/ ABRETAE=_EFEREH / EBEENER -

Retention of personal information {8 AZRIAIRTF

We retain your personal information for as long as necessary for the purposes set out in this Personal Information Collection Statement, or otherwise
agreed between you and us, unless otherwise required or permitted under applicable law. Where we no longer require your personal information for the
purposes under this Personal Information Collection Statement, or otherwise required under law, we will take appropriate steps to securely delete or
destroy your personal information.

MIBERERESAERIRG » TR BMRAMEAAERREZRPRE BHNAMREREE TREMSTOENERATEE THOEAER - HERMRREA
BERNBEERIBZBENABEREE THEAER > FEEREEER  BMBRIVEERE - KEHRIRHRE THEAZR -

This Personal Information Collection Statement shall from the date hereinafter appearing be deemed an integral part of all contracts, agreements and other
binding arrangements which you have entered into or intend to enter into with Cigna Hong Kong. For any enquiries regarding this Personal Information
Collection Statement, please contact our Customer Services Hotline at 2560 1990.

FEIEABRTEBRRELNASE  ERAAB TREHREEBNERHEGHBEIEZMERHN - thif - REMtARMERZHEZ 57 - MIBEaARIEAER
WEBIRRE - FERE2560 1990 HFINIZE B IRTSEPEIA o

Release Date: November 2022

BPAE: T "_F+—AH

In case of discrepancies between the English and Chinese version, the English version shall apply and prevail.
ICEBRREAPREXAES > MINBER » MEAXRESE -

Confidential, unpublished property of Cigna Healthcare. Do not duplicate or distribute. Use and distribution limited solely to authorized personnel.© Copyright 2024 Cigna Healthcare
(ERRIBIRZ MR  IFARER - RrERFHHE - APEEALEARDE - © 2024FRIERSHRIKFTE

Cigna Medical Plan (Gl - Ind/Family)(E-form version 6 -202405)(B)



PRIVATE & CONFIDENTIAL FiA R i2%

a

Declaration and Authorization Z [ - E00 iS4

It is declared and agreed that the answers in this application are complete and true to the best of my (our) knowledge and belief.

EWBARREMEERRR  BAA (BF) A x2BEEL -

| (We) agree that except as otherwise provided in the Conditional Receipt, insurance under any policy issued on this application will become effective
only when the policy is delivered and the first premium is paid, such delivery and payment being made while there has, since date of this application,
been no deterioration in the Insured Person's insurability under the Company's rules.

FA (BF) BERIE THEHERFRERIE NZRXEERTE » BE > RAREN S HEAREFRRENRE  AREBREMBRGEXERERF
ABZTRIRER s MEARBRLZE  ERNRERFERE 2R - REQTRAGTE - SRANZRERAETE -

| (We) agree that acceptance of any policy issued on this application will constitute an agreement to its terms and conditions and notification of any
changes specified by the Company in this policy.
A (B%) BEEZAREMELNEERENSREMREANZR - BRFEREASERE LATEEDER -

I (We) understand that the information requested in this application is required in order for the Company to process this application for insurance,
and failure to disclose any material facts or information which may influence or which the Company would regard as likely to influence the
assessment and acceptance of this application, may render voidable by the Company the insurance coverage that may be issued pursuant to this
application. In the event of doubt as to whether a fact or information is material, it should be disclosed in this application.

AA (BE) BEEXA (BE) WERARBZNERNERRAFEATFEEARRRE LA NAERBACEEZESEN  MZEEESEY
EREMNFEE A IMERES ARG BRI AREMERNRESTEN - RUAERETSERENEEY  WARKTRAREZESEREY -

| declare that | am responsible for the medical expenses incurred as a result of any sickness / disease / injury suffered by the Proposed
Insured Person(s).

AANBRAANFEERERRARZAAANE/ FR/REMEENERRX -

| (We) agree that during the Insured Person's life-time and subject to the policy's Beneficiary provision, the Policy Holder can change the
Beneficiary designation without the consent of any Beneficiary.

AN (BS) BEEREAMRRTZAZERART » ERRABEZE  REFEAEAZEAMBAAARZARE -

| (We) declare that the above questions have been explained to me (us) and that they are fully understood and truthfully answered.

AN (BF) BR > MLEHBECEAA (BF) BREBE > £A (BF) HEROZSHE  LHEFE -

| (We) understand and agree that additional information / document in relation to the identification and verification of identity of the
Applicant and the Insured Person may be requested by the Company, as deemed necessary.

AA (BF) BERER  ERIAENELERR THANNBERBARZRAZESD  AFA (BF) REEEINEN/ XM -

| (We) hereby authorize, and (in case the Applicant is not the Proposed Insured Person(s)) confirm that the Proposed Insured Person(s) has
authorized, any licensed physician, medical practitioner, hospital, clinic or other medical or medically related facility, insurance company or
other organization, institution or person, that has any records or knowledge of my (our) or the Proposed Insured Person(s)’s health to give
to the Company and its reinsurers any such information for the purpose of assessment of this insurance proposal or subsequent assessment
of any insurance claim under the policy that may be issued pursuant to this application. A photographic copy of this authorization shall be
as valid as the original.

AA (BE) B> ME (MBEBALFEZRA) BREZJRAERE  NEEHERAA (B%) FEZSRARRRNTEMCHASTLHTEERN
EIFFhEERET « B4 - Blx » S2oPTSl Bt By BB B ARRARERIE © (R RS E AR  HESEA > TaERASAREFREASRHEEREEN - M
HEARIR A B R TEREARAEHERNARETREEANMRBERE - BRESNENABEERRIRER -

(10)1 (We) agree that the Company may use and / or disclose my (our) personal information in accordance with the Company’s Personal

Information Collection Statement (“Statement”) and acknowledge that | (we) have read and understood the Statement. | (We) understand

that | (we) have the right to opt out of the use of my (our) personal information in accordance with the options set out below. | (We)

understand that opting out will mean that the Company or insurance intermediary or third party provider of the specified classes of products

and services will not be able to send me (us) any direct marketing, targeted or special offers in the future.

A (B%) AEERGARBEEAGNRERR ( I8H) ) > FBAR / SIREFA (BF) 2BAEN - FA (B%) HICHERPHIER -

AA (BE) HEAXA (BF) BEREBEUTEZERAA (%) AABNBBRTIIRE - 2 AA(ES) hEREREREA (B%) BAAE

REARTIRREEMRERAA () THEREAIDFREBPNASIEEERRRFER 2 8 =M EEE R T S ERNEERH -

Applicant BFEA :

L] 1do not want the Company to use my personal data for the Company’s direct marketing purposes. ZAREEEATHERARAMAASEHEEIZEH 2 -

[] 1 do not want the Company to share my personal data with insurance intermediaries for their marketing purposes and / or business purposes.
FATFEEASIRARANEAAERE FIRIEPNAEERRHR / SRBHREZA -

L] 1do not want the Company to share my personal data with third party product/ service providers for direct marketing purposes.

EATEEATBAANBABNEFE=EER / REMEDEEHZA -

Parent / guardian of the Proposed Insured Person (if the Proposed Insured Person is under 18) £Z{EANKE / EEA (NEZEAZT/\HEUT) :
| declare that | am the parent/guardian of the Proposed Insured Person and | reasonably believe that the Company’s use and disclosure of the
Proposed Insured Person’s personal data for the purposes stated in the Statement are in the best interests of the minor.

ANELBAFAZREFEZRANRR / EEARFAGEMBEEASEAR / UNBERNEEZRANEBABNEURNEEZEANRENBHIKE -
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(11) The Applicant understands, acknowledges and agrees that, as a result of the Applicant purchasing and taking up the policy to be issued by
the Company, the Company will pay the relevant insurance intermediary commission during the continuance of the policy including renewals,
for arranging the said policy. Where the Applicant is a body corporate, the authorised person who signs on behalf of the Applicant further
confirms to the Company that he or she is authorised to do so. The Applicant further understands that the above agreement is necessary
for the Company to proceed with the applicant.

RAARD - BAKEE > EADEMRAAABEREZREAIRZNGRE  RREERHA (BHEERFRSE) > O8ETHERRENRERNAX
g - RUBRBABEAER  ARPEAEZBSNEERABEQE AWM/ D EENERERES - BBEATHASASVNENSRBEAMNL
MEE > 7P RERMEE -

(12) "Cancellation Rights and Refund of Premium(s) within Cooling-off Period": | understand that | have the right to cancel the policy and

obtain a refund of any premium(s) and levy paid by giving a written notice to Cigna Worldwide General Insurance Company Limited. |
understand that to exercise this right, the notice of cancellation must be signed by me and received directly by Cigna Worldwide General
Insurance Company Limited at 16/F, 348 Kwun Tong Road, Kwun Tong, Kowloon, Hong Kong within the Cooling-off Period. | understand
that the Cooling-off Period is the period of thirty (30) calendar days immediately following either the day of delivery of the policy or the
Cooling-off Notice to me or my nominated representative (whichever is the earlier). | understand that the Cooling-off Notice is a notice
that will be sent to me or my nominated representative by Cigna Worldwide General Insurance Company Limited to notify me of the
Cooling-off Period around the time the policy is delivered.
REBPRIHRENENRBERE : SAPRTARENEEENERGEHERERARATINARELRBREMAEHRERRERE - FAHR
RTEEIEERN > ZNERENBALVARFARSTREERRARARASDETENERRERIEE348RI16IZNSHIENERTE - FABHRE
HAZRRENLIBRBENERNFAAGTTANBEER X Z BEHNZ1(30) EEANEE (UBREESE) - FABRLHHBEMNEZAGEEER
FRAEBATERMVREFRFEARTANBERRN—HBENE » MHSBH—SBAEXA -

Signedin ~ Hong Kong &#&

s

HER Place 75 DayH  Month B Year Signature of Applicant B35 A2 E

Signedin  Hong Kong &#&

=

R Place 375 DayR  Month B Year & Signature of Proposed Insured Person 2 (if Age 18 or above)
EIHRA2 EE (F18mIUL)

Signedin ~ Hong Kong &#&

2N

R Place 373 DayB ~ Month B Year Signature of Proposed Insured Person 3 (if Age 18 or above)
EZRAIEE (F 18 BHML)

Signedin  Hong Kong &#&

=

HER Place #:73 DayR  Month B Year & Signature of Proposed Insured Person 4 (if Age 18 or above)
EIHRA4EE (B 18EIUL)

Name of Insurance Intermediary #FhEMREP N AR Code of Insurance Intermediary RN ALRSE

Registration no. ;X fEEES Insurance Intermediary’s contact no. SRR PN ABI4RE:E

Signed in Hong Kong &3

A
Gl Place 873 Day B  Month B Year & Signature of Insurance Intermediary ~ Company Name and Company Chop

BRERRPNARS AE)RBRATEE

PLEASE DO NOT SIGN ON BLANK FORM BN EZHARR LES
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Special Request 4FRliET :

[] Request for hard copy of medical card BEsRERLEEF
[] Date Back 12RI4EXH
(DDA/MMB/YYYYE)
Date Back Reason 12AIARE:
[] Discount #7140

Proposed Insured Person 1 ' Proposed Insured Person 2  Proposed Insured Person 3 ' Proposed Insured Person 4

EZRAN HEZRA 2 EZRA 3 EZRA 4
Child Discount F#Hil ] [ L] U
Spouse Discount B2{&#i] ] ] L] L]
Promotional Discount R0 L] L] ] L]

Other Discount Eftf70

Application No. for Reference (if applicable)

TR Z IR PR AmEIR (A R)

(if you cannot provide the application no., please provide the full name of participants.

MARBERMBIRRES  FRESMEOES - )

[] Others Efth:

Application Checklist ERz5ZE;5EE (applicable to Insurance Intermediary FRFMREEAHMNA)

[] 1. Initial Premium EHARE Payment method BErfZ=t [] Credit card {5+ [l Cheque XZ ; or g}
(Pay by the Applicant FIEIEE A X 1Y) L] Other Eift

[] 2. If the initial premium is paid by cheque, please make it payable to “Cigna Worldwide General Insurance Company Limited”.
BEUXERNEIRE - AR EHREA EHERRKMARBIRAS

[ 3. True copies* of identification document of the Applicant and the Proposed Insured Person B A\ R #ESH1R AR SR sBRA a0 8R4~
*Certified by suitable certifiers (e.g. authorized insurance brokers, appointed insurance agents or other professional third parties)

AHBESAREIAA (GINERAERBERL - BREERBAEAGHMERE=F) 255

[] 4. Nationality proof for not holding HK Permanent Identity Card ZIESA BB KA M ERESMHE » HEXEESR

[] 5. Medical record of Proposed Insured Person past medical history (if any) =R ABERRE 2 BECHE (A08)

] 6. Policy Conversion Request Form (if applicable) {RES#EifamEE (WEMA)

Company Endorsement Aa]5 = (Office use only AZREF)

Appendix [f{{4 - Application Form Terminology Mapping Table ER;EEH:EEER

Please refer to the table below for the summary of terminology in the application form, the terms in the same row are interchangeable.

FZRTRARRFEMAENORE > A—TTNREET MR -

Insured Person Z{®A Person Insured Z{®&A Registered Medical Practitioner 2& Physician B84
Policy Holder fREEFFA A Policyholder fREIFEA Deductible B{+& Deductible K&
Riders i hn3249 Optional Insurance Benefits B i#{R[E Endorsement & Endorsement #b3F
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Please fill in the appropriate boxes and print in block letters. sAEBEE A& K AERESR
Direct Debit via Savings / Current Account (%2 | R1FRBEEIE(TER (Applicable to subsequent premium payment only RERREHHEE% 2 SHIRE)

Name to be credited (The Beneficiary) iz — A HNBTE(ZEA)
Cigna Worldwide General Insurance Company Limited (S35 REMRIG B R

1/We hereby authorize my/our below named Bank to effect transfers from my/our account to the account of the above named beneficiary (hereinafter referred to as the “Beneficiary”)

in accordance with such instructions as my/our Bank may receive from the Beneficiary from time to time, including the settlement of policy premium, levy, or other relevant charges under

the relevant policy(ies). This authorization shall remain valid until further notice. ZA/BERRERA/BE 2 Tilsk(T  RELAREA MUTEESEN") FELEFERN/BERTZER

BRAN/EEZRFABRTIEAZER  UBARE  #ESEMERREER - MEEREBLIVEERTEA -

I/We further agree and confirm KA/ BERERHER :

1. my/our Bank shall not be obliged to ascertain whether or not notice of any such transfer has been given to me/us. KA/BEZRTBREELEBRENREERTAN/BE -

2. my/our signature(s) on this authorization form is/are the same as that/those for the operation of my/our Savings/Current Account to be debited for the transfer. XA /EZERAAN/
EERUREE v B REAN BE 2 HE/RERFE A -

3. to notify the Beneficiary of any change of bank account or cancellation of payment method. IIEXIRATEESIVEILIA RIS » ISBMZTHA -

4. 1o jointly and severally accept full responsibility for any overdraft (or increase in existing overdraft) on my/our account which may arise as a result of any such transfer(s). |/We agree
that should there be insufficient funds in my/our Bank account to meet any transfer hereby authorized, the Bank shall be entitled, at its discretion, not to effect such transfer in which
event the Bank may make the usual service charge to be paid by me/us. MIRZEEEM AN/ BEZEPLREX FLBH 2EIEM) - AN/ BERRRRMERNFEZDER - KA/
ESTRENAN/BEZRFIRENNEXZSERE  FA/BEZRTEEATER  BRTITNNER ZRBER -

5. that any notice of cancellation or variation of this authorization which I/we may give to my/our Bank shall be given at least fifteen (15) working days prior to the date on which such

cancellation/variation is to take effect. ZA/BSIHFBAARIES 2 B » BRI/ ERERARITABLERZAR AN/ BEZBIT

BANK NAME $R{T2% : BRANCH NAME 247878 :

BANK ACCOUNT $R{THRF : - -
Bank No. $R4T4RSR% Branch No. 21745 Account No. BRFE#RSE
Please note 1% :
- It takes 6-8 weeks to process this authorization, as such two (2) months' and all outstanding premium, levy, and other relevant charges under the relevant policy(ies) are
requested to be sent along with this Authorization Form. FIRIRITRIBIIZEERIFAOESMELN » BUtFERRMERRERMAMR ZRE  B&EREMBRREER—HRE -
- At least fifteen (15) working days' written notice in advance is required for termination of this payment instruction. 1EEVHISEIET » BREMSEATERAINBEHES -
- This facility is applicable to the Policyholder or Insured Person/Proposed Insured Person only. 518 E RERRNRERFEATZRA/LEZREA ©

Direct Debit via Credit Card E{SFHEEEMI

(] INITIAL PREMIUM PAYMENT  [[] SUBSEQUENT PREMIUM PAYMENT  [] INITIAL PREMIUM PAYMENT & SUBSEQUENT PREMIUM PAYMENT
EHIRESR RIBREHR EHREMAREEREHR

NAME OF CARD ISSUING BANK 2%+ 377478 :
COUNTRY OF CARD ISSUING BANK Z£4R1TEI% :

VISA / MASTERCARD CREDIT CARD ACCOUNT VISA /B EEERFIRPSHS : - - -

CARD EXPIRY DATE (MONTH - YEAR) <A B (B - &) : -

Please note X :

— The Issuer of the credit card identified above is authorized to pay the amount as requested by the Beneficiary upon proper presentation. The Cardholder promises to pay such
total (including policy premium and levy under the relevant policy(ies), together with any other charges due thereon) subject to and in accordance with the agreement governing
the use of such credit card. N AR H FMEAFZHEE » EREIBREIETRE - IXNZRAMBRZEE - FAFKEREMFEARZEOBMRHTIE (BEEMERNGRE 85
REMERRERMRER) -

— All outstanding premium, levy, and other relevant charges under the relevant policy(ies) are requested to be sent along with this Authorization Form. ;5§ ILIREEERT R 2R -
BEREMBRREER—HRME -

— This facility is applicable to the Policyholder or Insured Person/Proposed Insured Person only. tEE:E R BRMNMREIFE AT ZEA/EZRA °

— This payment method is for regular premium and selected products only. IJ3 /A% RERREBEN 2 RERIEE 2 RBETE -

— Non-monthly premium will be debited on the same month of the premium due date. In case of unsuccessful transaction, premium will be debited again (if applicable). 3E8 B
ZREBNREZREZE—AHBY - MARERINEH - REZSHENR (WER) -

— At least fifteen (15) working days’ written notice in advance is required for termination of this payment instruction. #1EEUHIETHIET » BREMSETERBIMZERES -

— Prior approval is required for non-Hong Kong issued credit card. f1{EAFIEMEBIRITEIT - W ATRLEAATE -

General Information —f§& %

1.D NUMBER OF ACCOUNT HOLDER(S) I.D TYPE B350 4+48R : [ HKID B EERE#E [ PASSPORT #H8
= (I\27% -] .
IR A A RRIAXIHRES - [] BUSINESS REGISTRATION FZ &R (] CERTIFICATE OF INCORPORATION ‘AZ) iR E

[ ] Others Hfth :

NAME OF ACCOUNT HOLDER(S) IN ENGLISH = SIGNATURE OF ACCOUNT HOLDER(S) EREHA A% : DATE HE -
BRPRAARIES

(AS RECORDED IN STATEMENT / PASSBOOK / CREDIT CARD)
(ERGE / B8 / ERFMIHZEH)

SIGNATURE MUST BE CONSISTENT WITH YOUR BANK’S RECORD # &tk ABIRITIZSRIERE (DDA/MMB/YYYYZE)

Payment submitted: HKD B{TER$RAE : EIT (By Cash/Cheque* IIRE/Z Z{F37*)
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