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WE@AE*JEHE BRI
An AIA Company XHBRBEELT Personal Information Collection Statement Contact Us
3 /85 4 77 =5 =
REE , EEEEEREREIRRE
CareForYou Super Flexi Plan for VHIS Application Form
SERIRREIRTEE R/ VT R iE50 K 408 o Please read the product brochure and terms and conditions of the product before applying. BiR Apply

FLURNEXESER MR E - WERGER "E+F (EX) REERASE ., 28HXEF0E (WER) sSitE/\EEER
R T57%  Please complete this form in Chinese or English BLOCK letters and if applicable, return it together with a crossed cheque
payable to Blue Cross (Asia-Pacific) Insurance Limited or select other payment methods in part (VIII).

Blue Cross HK App

BERRBEERSN (REAREREA ELRENER)

Medical Insurance Needs Assessment (only applicable to customer who submits application via agent/broker)

REREERBREREBEATHFTRMBR  SEEUTHELERERS - ( & RAETTEERRERILAEECKREN SIERECKRERREHR—F
IBEE DR B R RFERBFRMER - )

In order to ensure the medical insurance product can meet your needs and objectives, please answer the following question before proceeding to the application. (Note:
Existing Blue Cross” medical insurance products do not include critical illness protection plans which meet any needs and objectives of offering lump sum payment for
future healthcare service upon claims of critical illness.)

BT ROBERERNEERTERERRERRER?

Do you intend to purchase a medical insurance product for better planning of your future healthcare needs?

O & No
O 2 (32—18) Yes (Please select one)

O RABRESKESRUEFRRER (PN MFBEFANL) UEFER -

I am looking for an indemnity medical insurance product (e.g. reimbursement of medical expenses) which serves to settle medical expenses.

O RABRESHHERASERERRESR (F141: ER5EE) DIBHERSEBRAESE -

I am looking for a non-indemnity medical insurance product (e.g. hospital cash) which serves to compensate for the loss of income during hospital confinement.

O RARESHAGNEERRER (BFEEIFERESRE) LSIREERMAHERBREBAERL -
I am looking for a combo medical insurance product (i.e. indemnity incorporated with non-indemnity cash benefits) which serves to settle medical expenses and
compensate for the loss of income during hospital confinement.

() #E{REFHE AEH Details of Proposed Policy Holder

wE (LEBBNEERRE) (% 4) O %4 Mr. [0 /ME Miss | B850E, /R

Name (as shown on HKID Card/Passport) (Surname/First Name) O AK Mrs. [0 &+ Ms. HKID Card/Passport No.
(3E30) (F30)

(English) (Chinese)

HARM (BB /F) MiE B 8 A\ BERHAE

Date of Birth (dd/mm/yy) Contact Telephone No. Personal Email Address

sBaflithiE Correspondence Address ( ESES4E S B EHbHEZURER# P.O. Box and hotel address are not acceptable )
=fal L | Jiroor L1 | [mslock L L | | kgsuitding L1 L L 1 1 [ [ L 1 I ¢ L1 1 L1 1 @11 1]

B bstate || | L 1 [ L I L L Lttt b Ll [ | #rhase
}E%}E’%Streeti\lo.|_|_|_|_|_|ﬁﬁ‘ﬁ%fﬁ/i@EQStreetName/Lot||||||||||||||||||||||||||

w@oisict L | 1 [ | [ 1 [ L L1 I PP PP PP ] | | OFSHK OEEKN DR/ #E NT/Outlying Islands
BERENHRERENIFERE (RERRERRNETTRRNES )
Delivery method for Policy Documents and Renewal Information (only applicable to customer who submits applications directly to the Company)

[ E %8 by email 2% or [ E(2F by post ( 2N4EF5RE » EEL (2NGHRMEL) FHHETERZIET % < If not specified, email (if provided) will be defaulted as the delivery method. )

O 2 AU BER B8 TR R AR 2 R STARZR (ANRFE AR » B BESUEAS LIZEST AN E )« Twould like to receive the Policy Terms and Benefits in Chinese (if not specified,

the related documents will be issued in English).

BE B HE{EI%IE Claims Payment Options
BEREERENSTIPREFAA - Eligible medical claims payment will be payable to Policy Holder only.
O % Z {45k By cheque BT OBBER (51N FHIRAIEEER ) By bank account autopay (Please provide the relevant information below)

EBIRITE OSREE" RITPAFAALA RITATE PTHARE
Hong Kong Bank Account No.™ Name of Bank Account Holder Bank Name Branch Name
L1 1 | (N I
SRATHRS: PATHRIR P SRS
Bank Code Branch Code Account No.

* QRS E T L R EEE AZR/TE O o Accept proposed Policy Holder’s bank account with 15 digits or below only.
SKEEHTH] (4N3EA) Family Discount (if applicable)
BERRERE R "REL, BEREABRERAIZEZRA (RERTER ) HRLEBINRERZRA - B ATHIRETINAZR -

If the eligible family member” is the Proposed Insured Person (under a separate apphcatlon concurrently) or is an existing Insured Person of CareForYou Super Flexi Plan
for VHIS, such member will be counted towards your family discount.

BIRUETEA AR REREMRE DL HEREHA AR ARBRERREE (FAREREA)
Please provide the details of ALL policy(ies) of eligible family member Relationship with proposed Policy Holder | mwymi@ 74 - meiEREHRE, (4h)
FREESEEE Policy No. : . %HX/R%/W* o
Eligible family members refer to you as the
(ANAREEARBLURE SIS » B E LA ERFIERENU A REBEHE ERWE policyholder, your spouse/child, your or your
If policy number is not avallable please provide eligible family member s name and spouse’s parent/grandparent/brother/sister.
HKID Card/Passport No. )
Blue Cross (Asia-Pacific) Insurance Limited B8+ (ZEK) RIGHERAE MD196a/01.2024

www.bluecross.com.hk



(I FEZRAEH] Details of Proposed Insured Person

BBEBNES A B | BERE i
W (#/42) HEBIRE try | (B/B/F) HAAZBER B
Name (Surname/First Name) HKID Card/ Sex Date of Birth Relationship with the Place of Residence®
Passport No. (dd/mmyyy) proposed Policy Holder*
(F37 Chinese) O &8 HK
[0 EHft Others
/ / ( 5551RF Please specify )
(F3 English)

ABRA TR 2EH NFOREESAPIEIN S EBOEATLLL? WERR "R, & - BHEREE | O 2ves | 4w Locationts:
B S5 B » Will the Proposed Insured Person stay outside Hong Kong or Macau for 6 months or more in '
average in the next 12 months? If the answer is ‘Yes’, please specify the exact location(s) and the average stay time. O &No | H Month(s):

BREZRARENESRRBZEEE OPNZEBANE R DS E I  DPESESVEEI 0K ETF ¢ BEEETF - W5 2 v A? O RYes T &No
Does the proposed Insured Person engage in high-risk occupation including (i)manual works at construction site;
(ijwork at a height (exceeding 10 meters above ground or floor level); (iii)professional boxer; (iv)jockey or (v)stuntman?
* REFEREHAACEEA RBEAREERERAANRE - ¥ - EREFAASHRBHIRE ~ X - IMARSSSLBIBIE ©
Only dependant of the proposed Policy Holder is acceptable. Dependant shall mean proposed Policy Holder’s spouse, child, proposed Policy Holder’s or his/her spouse’s parent, grandparent,
brother or sister.

ERATEER LA R ERNTEEER - herit  RATEHZAZERERERAFE ENNRT » TOEEERE (PINSBE - TFRE) - ZREEERLATHRAZALHIEE
Means the jurisdiction(s) in which a person legally has the right of abode. For the avoidance of doubt, a jurisdiction in which a person legally has the right or permission of access only but without
the right of abode, such as for the purpose of study, work or vacation, will not be treated as a Place of Residence.

(D) {RFESTE] Plan Details

&R, BB EEFEE{RETE] CareForYou Super Flexi Plan for VHIS
0 £t&l Plan A [0 &t&l Plan B O &tEl Plan C O &t&lPlan D

Ee - : . CEBREIPERRE (HRFRE: 20%)
FASMERERIE (2&) Supplementary Medical Benefit (Optional) Included Supplementary Medical Benefit
H[ERBE Coinsurance: O 0% 0 20% (Coinsurance: 20%)

it ANPE24REE** Optional Outpatient Benefits**
a) 5FEJ4% 3] Plan Level b) #£[E 4Rk Coinsurance
OAN)  OA)  OAN aB@  cBan OB 0% 020%
o IREITRERERERABAERRI—FD
These benefits do not form part of the VHIS certified plan.
* WEERBEMRE  ERETFEER  NRRDITEREYAE -

If premium is paid annually, you are entitled to use Blue Cross Healthcare Card in any network clinic for consultations.
#EHA Payment Mode [0 4 Annual [0 3444 Semi-annual O Z44 Quarterly” O A#4 Monthly”
YERNEIE  BEBE/N\BON TERRNSIERAREE , o T ERIREES, -

Please complete “Credit Card Payment Instruction and Authorisation” or “Direct Debit Authorisation” in part (VIII) for payment method.
i AREAR AR AARNR  BIREAMBARECEFR - AATHIRRILG B2 RELTEEHSE -

Note: Policy Effective Date will be used to determine the age attained if it is different from the application date. The total amount payable will be calculated according to the
premium table of this plan.

(V) ZERMHEERIRI%E Questionnaire on Health-Related Information
ESZ IR ANZE B N FIRRELUERZAR Z A : Proposed Insured Person is required to answer the following questions for underwriting purpose:
ERIREER

(i) FEREREFRABNEMEFERZR AR  MRRRAQARTEABAZRERRIORNEDRFERNEST - AATDRANZREFERATRE » TER
[EEFERBBEABER o

(i) ERHABA  BTHEREMAME  ZABSTERAAQATRHUTEIEENEL - AATREE NMEHNER TS RHRENENTAMEER TE
—SRBERLUFRRZE -

(i) ER T EREXARBREEZF TRERERNBERA RS PRENENEEMAIENESN B THRELFEHAAT -

(iv) BME BRI R RIE SR TR E - BETORZ (i) FIREMAMERAARTRMTERERNER - SRz (i) FrtstE B R B s 8 m A R |
AT BTFHRBRENREERIFE - AARFARRRAELAL - (FRESREE A RE - SKIERBRE -

Statement for Collection of Information

(i) This questionnaire collects health-related information solely for the purpose of underwriting which is a process for 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.

(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.

(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.

(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).

ERER Part A — EZxE % General Information

1. 57 Height JEK centimetres (cm) ZOR R/ feet/inches

2. §85 Weight AFT kilogrammes (kg) z{OR 55 pounds (Ibs)




O ZF Part B — 2R E ¥ Health Information
HEABA  ERNBEREELTRER RSV

Note for applicant(s): Questions of Part B do not require the applicant(s) to disclose information regarding the medical conditions or treatments below.

BE,/RE /GERE - BEA/RYDE (ERR) ~BAAR (EFRE) &E  NRERE (ERR) - BOE - SRERRE IR (REERES) -
ERTEEMARZRRE (RRERLER) - BRARERE (REERER) - BRE - ABRRHAAR (BEFH) - THARIBRERBIERVIERS
AR EAR B/ ETE

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.

EUTHEIESREAEMECERR "2, & ANAIEEEERERE

If your answer to any of the questions 1 - 8 below is “Yes”, please proceed to answer the relevant follow-up questions in Part C.

BEBEAKIEELE "v, o Pleasetick "v" the appropriate boxes. 2 Yes 7 No

1. BREGHEIED TR ?

Have you ever been diagnosed with any of the following diseases or medical conditions?

(@) FBAESK/RAE O O
Cancer or carcinoma in situ
(b) REEER | O

Brain tumor

© OREER

Heart disease
(d) I (EEEE AR - A T hRE, )

Stroke (including transient ischemic attack (TIA))
(e) mIMmE

Hypertension
) RERHEIEEDEMERS

Diabetes mellitus or impaired glucose tolerance
® B

Kidney disease
(h) HEFEAS 2= SR E R MR

Prolapsed intervertebral disc or degenerative spine conditions
() FEEABREFRAEMRAIEHIREERR

Diseases or medical conditions requiring a medical device or prosthesis to be implanted within the body
() ABRENIRZHRS (BLmRS) B

Human immunodeficiency virus (“HIV”) infection
(0 SERMRR (BRBERSCRIEFENES - ABgEH ENEE)

Congenital conditions (medical, physical or mental abnormalities that existed at the time of or before birth)
() BESEE - TE2D - B2 &/ SYEESED - 18 - HEEHIENMRR

Physical defects, impairments, deformities, and / or conditions affecting mobility, sight, speech or hearing
(m) KB (FI2IE ~ BB IBHO R - RRAANBITINERE )

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

Hypercholesterolemia or Hyperlipidemia

(o) FrhEsm (Pl BSRAEFTA (BEARZGERE) ~ BEIFsUTE®L)

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

() ZBMEE

Multiple sclerosis

o o o oo o o o o o o o o o
o o o oo o o o o o o o o o

2. EENESRE TIIRBSEEIR ?
Do you currently have any of the following diseases or medical conditions?

@ s (AR TNERL )

Hernia

b AEwE (ER/ BB BE )

Breast lesion (tumour / mass / lump / cyst / nodule / growth)

© FERNERS (BRELER S RERA S 8E)

Uterine or ovarian lesion (tumour / mass / lump / cyst / polyp / nodule / growth)
(d) RYERIFIERIEAR
Benign prostatic hypertrophy
(@) MEAAZMRERSA (BEL - BREEATEMER)
Gall bladder stone or urinary stone (renal stone, ureteric stones or urinary bladder stone)
)  BANE - BRENRBERE
Cataract, glaucoma or retinopathy
(g EIENASNEMBIHER

Arthritis or other joint disorder

o o o o o o o
o o o o o o o

3. EBERFR - LREBRNGGEZEHNE (FINEA - SMER - 8445 - 85 ) REMRANEFERIEZEXEEAS (HI20 g o
HREL - WEAERA  EEREL ) NIREDASERER ?
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?

4. EAEERFR  LREGREEEZES (PIIREEERTER/SE—R/AFEN) RALPEE—EAMNESEY ? o o
In the last 5 years, have you been advised by your doctor to take any medications (such as to be taken daily / once per week / as needed as
directed by doctor) for a continuous period of more than one (1) month?

5. EBERFR  BREBNEER | |

In the last 5 years, have you been admitted into a hospital?

6. MEBERFR  BREGEFERBER FEZIIFES (BEAREREIVEARER) 7 a o

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




ZEB

Part B — (£ & $! Health Information

BEEEAKREEE v, o Pleasetick "v" the appropriate boxes. = Yes 4 No
7. IEBERFR SRAEGEINERESEZRE (FIZIRM - BIR - OBE -~ X6 - BRK - BIEH - HORER - EEFRE - B4R
B~ ZRUFTROBIR, ~ AT ARIR) 7 O O
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)?
MRERSB "2, CHRSERESRETIIER?
If the answer is “Yes”, do your investigation result(s) include the followings?
@ RERAERIER o a
Normal test result is advised
b) RBHERREE O |
Abnormal test result is advised
(© BEFFERERSRERE O g
You are still awaiting test / test result
(d) BRRERDETRAIET (FRENIE—TIRE) o a
Test result is inconclusive or uncertain (retesting or follow up test is required)
(@ HBRHERCSRERBRABTEETAR (HIN—LARVFEAESAENERNTER /TR BRSNS, F BRI+ O g
I hal P AR IR HIRE5 (L )
Medical advice has been sought or treatment is required for the test result (such as liver cyst / brain cyst / joint degeneration or calcification /
lung or breast or thyroid calcification discovered on imaging test, that may not require immediate treatment)
8. RYBEHEI1Z7EREREKENELN  AREETIBER?
Apart from anything you have already disclosed in Questions 1 - 7, do you have any of the following conditions?
@ 1ERE—FR  BESEMEDTSAF (118) LE O O
Unintentional weight loss by more than 5 kg (11 Ibs) over past 1 year
(b) AREEHM (FlARERM - i REemskzm) 22—(ER o o
Abnormal bleeding (such as vaginal bleeding, rectal bleeding, nose bleeding or coughing up of blood) for at least one month
€ TEBE—FR  CHEEARFRASREE RS CEIAFTEETEEEEAS (FIIEREL - VIDARA - IBSaRELE) MNIREDA O o
In the last 1 year, you had or have been required to have follow-up consultation with a healthcare professional (such as specialist doctor,
physiotherapist, psychiatrist) for any medical condition or sign and symptom
(d) HAsfEARRSOREAER (FIAIENRE - 5875 - HERR - WHELER) MEESIESRERER O a
Other medical conditions or sign and symptom (such as lump, headache, persistent coughing, chest pain or epigastric pain) that you are
seeking or intend to seek medical advice

AR

BB R8REM BB ERR TR, &

Part C - {2FRE###7T Supplementary Health Information

AEERNRERMESEY - FRERMUE2EN (FINERRLEEREBMNER N RAEFHRAN ) UBFLATRRRE -

If the answer to any of the questions 1-8 in Part B is “Yes”, please provide additional information as applicable. Please provide information as detailed as possible (e.g. provide year and month if exact
date could not be recalled) for the sake of fair assessment in underwriting.

=k Bem BB MR | BERHBRRELE |2 BETWARRE AR BH | TR (ANREET | 8EE)
Question No. | pyicease / medical condition /| FEAREIEH Treatment / investigations / tests / BERIE - ﬁ?ﬁﬂ}&é AR HE
sEgp1-84g2a | sign and symptom Date of first scans that have been performed R IRHEZEY) TR | Date of last
A iRERSsE occurrence of sign R o E2HE) ollow-up
Follow-u and symptom b) BEDAR KB,/ AH /B AS | present condition medical
questionspto Date of such treatment / (fSL[JICh as WhEtgﬂ tcrzgtslegttlon /
each of Q1-8 investigation / tests /scan ully recovered,

as applicable

follow up action /
medication /
next follow up date)

REBBRRNE
/BRI
FEARAOES A 1 2
Name of doctor who
treated the disease /
sickness / medical
condition / sign and
symptom*

et (@) X
Name of Hospital,
where applicable*

X CER
(Note:

| TERIRA T AR FREE ARVER A Ko /SN B B LUR BUELBEBRD 85 - RESHRFANTHRE - )

: written consents from applicant are needed before an insurance company may approach the applicant’s doctor and/or hospital for access to his/her medical records.)



(V) BIEERTEZEREDPFEREANEF Opt-out from Use of Personal Data in Direct Marketing

RATEREATHE - BEREREESNEN - DETEREINGS - B+ (X)) RBRERAR ( "B+F. ) SR "WREAENEN, ( "ZER, )
Pt IRV B AN ERHEE RS M BB TREA SRR TR BAE@INRIE B B A ERAHFEREN - EEARRMERENBERT » B+ st BaE
RERERNEAER - BIRAHEE T FHEEREHEPERREMRNEAZRY - FETIIZRAEE "V, 5%
1. EREAENERER
0 BARBETFREZBASGRERBMEAEMFERES (FIBARTRERINES - BEREEETBNEM) -
2. EEABEHRHBREABASERE
O FARBE+FREZBAEGOREBENEAEEHTHETHGFRHFERRY (PBBRBRHENES - BRRERTBNER)  TH
B+ aE SRR AN D -
DUERERARERE S 7 B e M BIS R B e Ee AR » MENARTEASERART I AEE4e PR FRYTEE « SR - R EAuSISSERIRSI
TEXEIRANEEIRRHIER - IR - R/ SR - AR SRS E T RE R FE R E A BB R R eI A BRAE A B EE R RS AN ER -
In order to provide you with the latest news, offers and promotions and to conduct direct marketing activities, Blue Cross (Asia-Pacific) Insurance Limited (Blue Cross) may use your
personal data according to Blue Cross’ Personal Information Collection Statement (the “Statement”) and provide your Eersonal data to its alliance program partners as set out in
aragraph 4(iii) of the Statement for direct marketing but Blue Cross cannot use and provide your personal data for such purpose without your consent. Please tick "v"" in the box
Be]ow if you do not wish Blue Cross to use and provide your personal data for direct marketing.
1. Use of Personal Data in Direct Marketing
O 1do not agree to Blue Cross’ use of my personal data for direct marketing (such as by way of providing me updates on latest news, offers and promotions) as set out in
paragraph (4) of the Statement.
2. Provision of Personal Data in Direct Marketing to Alliance Program Partners
O Ido not agree to Blue Cross’ provision of my personal data to its alliance program partners for direct marketing (such as by way of providing me updates on latest news,
offers and promotions) as set out in paragraph (4) of the Statement, whether or not for money or other property.
The above represents your present choice of whether or not to receive direct marketing contact or information from Blue Cross and its alliance program partners. This shall
replace any choice you may have given to Blue Cross prior to this application. Please note that your above choice shall apply to the direct marketing of the products, services,

advice and/or subjects as set out in the Statement. Please also refer to the Statement for the kinds of personal data which may be used for direct marketing and the classes of
persons to which your personal data may be provided for them to use in direct marketing.

(V1) EH0H A 3%# Declaration and Authorisation

AN/ ERBRELERE

1. LAFEHENSREEMEEN AN RERER  AELREE 28 WHREARAA /KMAHRAEMEEH - AA/ BMIRERMEAEZEL
FABHEREZABRLBZPGUAIERBR A ZARIRE « AA/ RFFELER - MARERHAEERER BN SGBHE+T (2X) RBRBRAT

( "EQTE, ) FAARIRREFCEREN USRS AR T EEZNEBILRBAFNSAMRERE - TAAN BMAREFEBFEREZWEIRER
AN/ BARARNBADREGREAA /LM (BEEZRA) WEFBATHEMSRE -

2. AN/ BAERS QR BEZRAN  KFREEZ AN/ B RZEIRL - —BERAARAN KN » AN/ KFABRREEMHESNFTERA /B
BEBERERCEMEELE - BENES - Bk - DATNEMEERERIIEE - RIBAT - A8 - MBS ATRMHAA  BANERESEASH FEATREERE
KR/ BRBAR  FAERZERASXEBREMRRAESAZR CRENABRE A - HERE AR - ARESCEIAREARREZNS

3. AN/ BRBBBARARFEPTE LRI - WARE RN ZHERT R SRIARBE - AREBEFNRZE—MREBALFHBERERTTLEN - —HIREREEE
WIRTEARBRFEENRI EH ERENREFXTEARDRIAEN

4. REFEAMGEA T EARIRANRENZABFAR R CRENEEEE  BEQATETRY  THEBBARMEZRABBEIER - KA/

@E?QEE;FEHﬂ%ﬁ@ﬁ#ﬁ{%ﬁﬁ%ﬁ)\ﬁ%ﬁ)\iﬁ% BREREEARNRRES MBI EZLF ARNNZF ARFERUL TN - W2 BBREAT
LR E YR REE -

- BAEAN/RABERASN - Ty BRER BIHBILN R - WHENAA  BAEEADERNRAEERR S (0F) REBHK -

- BRENRERFE R (WER) - WHNEK T AR EREAAEAREE N EEE BB RE NI EEE A <EEEZR> o

- AN/ EHMBEAEBRELBREMAAN / HMBELZZEASRINRELERERZRE - AAERHEHRRENERBRIGEL (WH) RS - XA/

HAEELERATREABREE > REFEDSAN  HACEZEAEREE - A/ RATHEASASNWENS LENES 7o EEERRREHESE -

8. AN/ BMERCHBEMPAERNMIT - EREFLMAE - RSN EEZIAMBEATEN LA EARNKERAEHEZN -

9. MERRILFBIN  EREFBEAESRES - CONER  FMR)

I/WE, HEREBY DECLARE AND AGREE THAT:

1. The answers to all the above questions including all information and particulars given herein are accurate, true and complete and are given to the best of my/our
knowledge and belief. I/We have not withheld any material information and accept that this application and declaration shall form the basis of the contract between Blue
Cross (Asia-Pacific) Insurance Limited (“the Company”) and me/us. I/We hereby acknowledge that failure to supply true and accurate answers to this application or inform
the Com?any of all material information about my/our application may render the Company unable to accept or process this application or the insurance policy void.
I/We shall disclose to the Company any change in my/our/the proposed Insured Person’s health after signing this application until I/we receive the policy.

2. 1/We acknowledge that the Company reserves the right to ask for submission of more details of health status of me/us at my/our own cost. I/We hereby authorise any
licensed physician, medical practitioner, hospital, clinic or other medical or medically related facility, insurance company or other organisation, institution or person, that
has any records, knowledge or health information of me/us, to give to the Company, its authorised representatives/reinsurers any such information for the purpose of
assessment of this application or subsequent assessment of any insurance claim under the insurance policy that may be issued pursuant to this application, such
authorisation shall be irrevocable. A photographic copy of this authorisation shall be as valid as the original.

3. I/We understand that anK pa%/ment made in connection with this application does not guarantee immecﬁate approval of the coverage applied for. The insurance coverage
applied for shall only take effect when the relevant policy is issued and the first premium is paid in full. The insurance coverage applied for shall only take effect when

this aPpplication has been accepted by and the first premium has been paid to the Company.

4. The Policy Holder shall have the authority to deal with, receive or request for information from the Company concerning the Insured Person in relation to any claims or
matters arising from the policy issued ‘oursuant to this application. I/We further agree that payment of any benefits hereunder to the Policy Holder or Insured Person b
the Company in relation to all medical claims shall be credited to the bank account as speci%ed in part () of this application or made by cheque in the absence of suc
an account, which shall constitute a full discharge on the part of the Company in relation to such claims.

5. Unless otherwise specified by me/us, this is an independent new application on VHIS plan which is not migrated from my/our existing medical insurance plan (if any)
issued under the Company.

6. To accept the terms and conditions for the usage of the medical card (if applicable) and reimburse the Company for non-eligible medical expenses or expenses exceeding
the benefit limit (claim charge back) immediately upon demand.

7. 1/We understand and acknowledge that the Company shall pay the authorised insurance broker (if any) a commission for arranging the insurance policy, as a result of
purchasing and taking up the Eolicy issued by the Company as well as renewing the said policy thereafter. If I/we sign herein on behalf of a body corporate, I/we further
confirm that I/we am/are authorised to do so. I/We further understand that the above agreement is necessary for the Company to proceed with the appfication.

8. 1/We confirm having read and understood the product brochure, terms and conditions of the product, agree Statement for Collection of Information in part (IV) and the

ompany’s Personal Information Collection Statement as accompanied with this form.

9. #The proposed Policy Holder is physically present in Hong Kong as at the date of this application. (*delete if not applicable)

NOoO »

BRI EE R IR RIRIERE

AANBEAABEUEMBANZRETF (X)) RERAERAAIERENEREMACHRENFRER-E - AAWB/ITEERERN - ZH
HRENBAVWREBAAZENHETT (K) REERARDEEBEFEERERI83REMPOSUBBREENSHFANERKE - K
ARBABRRERFEILFRBNERN TAAIRNANEERR HEAFR2IRNPRE (LREERE) - KAARALBHBNERSA
E1+F (2X) RBRBRADERINREFUTAAISAMEERRN MBS  DELAFH—FEHAA -

Cancellation Rights and Refund of Premium(s) within Cooling-off Period

I 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 Blue Cross
(Asia-Pacific) Insurance Limited. | understand that to exercise this right, the notice of cancellation must be signed by me and received directly by Blue
Cross (Asia-Pacific) Insurance Limited at 54/F Hopewell Centre, 183 Queen’s Road East, Wanchai, Hong Kong within the cooling-off period. | understand
that the cooling-off period is the period of 21 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 Blue Cross (Asia-Pacific) Insurance Limited to notify me of the cooling-off period around the time the policy is delivered.

B8 (B/R/F) EREFAANEE ERRANEE
Date at Hong Kong (dd/mm/yy) Signature of Proposed Policy Holder Signature of Proposed Insured Person

(Vi) KB A #2425 R For Agent/Broker Use Only

REA /RIS REA AT REARICEF REARICBEE
Agent/Broker Name Agent/Broker Code Agent/Broker Tel Agent/Broker Fax




(VIN) {45/ 755% Payment Method

SHIRERE R BIESEEES o Please select a payment method and complete the appropriate section accordingly.

a

SEAR (BFRIRE "E+F (EX) REBAERAE.) (TERRFERERR)

By cheque (please make your crossed cheque payable to Blue Cross (Asia-Pacific) Insurance Limited) (Not applicable to quarterly and monthly payment)

d
O

ERAENAR (FHEBLIT(@E5 ) By credit card (please complete section (a) below)
RITPOBFER (FESLITbES ) By bank account autopay (please complete section (b) below)

(@) SAROFIETAIZ#ES Credit Card Payment Instruction and Authorisation
( R REHE A ZBITEHE » Accept proposed Policy Holder's credit card in HK currency only. )

[0 Visa

O Mastercard

ER-RPOKE
Credit Card Account No.

FRAMR (8/4)

Name of Cardholder (Surname/First Name)

=RFREISE (B%)
Expiry Date (mm/yy)

2h

Declaration:
(=) ZK/\EE}E‘%%%?J%@$AFE}‘§§Z%E£F H W?E ﬂ%{%iﬁz& 1. I hereby authorise the Company to effect debit of any premium (including renewal premium),
FH%E (@%lﬁ‘ﬁﬁ{%}gﬁ )~ ﬁﬁ»‘“ﬁ\%% BERBEREEER (1 levy to the Insurance Authority and claims charge back (if applicable) from the Credit Card
#BA) - EERASTREFEBARLL - Account specified herewith for the insurance policy, until further written notice is given by me.
(Z) AABBERAAFERBASARBUEIERE  WRZEZIUEZE 2. Iunderstand that | have the right to cancel this authorisation at any time and agree that any notice
8 8
BRARESEN > BRBCHE/ EREMARL—ER ZAIR of cancellation or variation of this authorisation shall be given to the Company and/or Credit
FEARN/SHEEEPD - Card Centre at least 1 month prior to the effective date of such cancellation/variation.
(=) MBEALE  REEEBSATETELKNETED RS REE 3 [fmonthly payment mode is selected, the Company will charge 2-month premium and levy to the
D xmEEME . B Insurance Authority in advance at the time of application.
27 = ! N ~= 4. | confirm having read and understood the Company’s Personal Information Collection Statement
(m) g%gﬁ%e&ﬁ@&% AREAREEN LABEATNKEEAE as accompanied with this form.
FRAZE A% (B R/ %)

Signature of Cardholder

(b) HIE(TFUIZHEE Direct Debit Authorisation
( A5 BT T ERERB A EBRITS O o Accept proposed Policy Holder's Hong Kong bank account with 15 digits or below only. )

Date (dd/mm/yy)

Wk A& Name of Party to be credited

Blue Cross (Asia-Pacific) Insurance Limited

SRATHR R DITHRIR B FO%H
Bank Code Branch Code Account No. to be credited
0|1 [5|5|2|1|4a]0]0o|[5]0][1]2]4

AN/ BMFRETAIRT - AN B RPERREE

ARE (BEERRE) MREXRERMETEAR (REE

NERER TN/ BAIEIT2IER)

CEERANSBMBITR

HABAIRLE

BN/ BARBEAN BB THAREZSEREARED

ERTAN/BA

MAZEHERMOAA/ B2 FORBES (HSREHER

) o AN BRI RER A ERBEE

AN/ BARBARN /B2 P OB RATIRIAT 2S5

ﬁg AN/ B BTHEEATER - BRITARRIER

BN/ BFBARA P AIBEREA S AR BUSI R - AF

BERBUESE A RAES 2B A - ARBUE BRERBRD

7
RN/ BRI E L BEAREN AR EATMRER

>k

BEILERZARTERRRHAN BAFIZERT

AR -

Declaration:

1. I/We hereby authorise the below named Bank to effect transfer of any premium (including
renewal premium) and levy to the Insurance Authority from my/our account to the Company
(in accordance with such instructions as my/our Bank may receive from the Company from
time to time) for the policy, until further written notice is given by me/us.

. I/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.

. I/We 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).

. I/We agree that should there be insufficient funds in my/our account to meet any transfer hereby
authorised, my/our Bank shall be entitled, in its discretion, not to effect such transfer and impose
usual service charges on me/us.

. I/We understand that I/we have the right to cancel this authorisation at any time and agree
that any notice of cancellation or variation of this authorisation shall be given to the
Company and/or my/our Bank at least seven (7) working days prior to the effective date of
such cancellation/variation.

$R4T74 78 Bank Name

217458 Branch Name

6. I/We confirm having read and understood the Company’s Personal Information Collection
Statement as accompanied with this form.
RITHR DATHR P HISREHS
Bank Code Branch Code Account No.

FRFBEAMA

Name of Account Holder(s)

P OB ABHERE
HKID Card No. of Account Holder(s)

FOBBAZE

Signature of Account Holder(s)

A8 (/R %F)
Date (dd/mm/yy)

FrASRIRE LUBTTIE i 0RR » RS HEEIR » RIS R
DIRITLI BB AR B PR RT 2 SRR IR %E o
RN 4V RER T RTP Az sa k2R -
REEERNFRERERER  MREBFER - FERNTH
FLUEIBZRARNBARREF - FEXN—F2RELRR
XEERYE - MEEAR > FHKE2ERCRERRREZ
BERME -

Please note:

1.

All debits will be made in Hong Kong dollars. If currency conversion is required, the

exchange rate will be determined by The Bank of East Asia, Limited as at the date of

processing the direct debit transaction.

. Please ensure that your signature(s) on this authorisation is/are the same as the specimen
signature(s) on your Bank Account.

. To allow sufficient time for the set-ui) of the direct debit authorisation, if annual, semi-annual
or quarterly payment mode is selected, please arrange for submission of the annual,

semi-annual or quarterly premium and levy to the Insurance Authority in advance by crossed

cheque. If monthly payment mode is selected, please submit the first 2-month premium and

levy to the Insurance Authority.



