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Insurance Plan Medical Questionnaire
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For application of policy insuring more than one insured person only.

REBFIXREN—MUIRAZRERER -

Please note that this medical questionnaire will form part of the Zurich HealthMultiple Medical Insurance Plan Enroliment Form.
It B EMERHIEY [EEAL | B EBERETERERERNH D -

Enquiry no. B 5% © +852 2903 9391 Fax {£E : +852 2968 0639

Please tick the appropriate box and * delete whichever is inappropriate. & v & /8 5 #& K i * SR = @A E -

Please complete in BLOCK LETTERS. &5 LAZESCIFHE K B4R ©

Name of Insured Person Name of Proposer
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Health question B &%

Yes No
= B

1 Please enter your height and weight measurements.
BRERTIEREBEEN -
Height &1 : m*K  Weight 8% : kg AT

2 Have you ever been admitted into hospital or sanitorium, or undergone or been recommended to undergo surgery (other
than that associated witha full term pregnancy)?

ETEEBAEBEIESN - AR SREAEZ Tl (GRER ANEZERIN) ?

3 Have you ever been or are you currently taking any medication prescribed for more than 14 days or drugs which are not
prescribed by a medical practitioner?

FMTREY /FERAMAIRE AR AR 14K 2 B sk H b7 JE R %8 4 55 77 fy 521 7
4 Have any of your natural parents, brothers or sisters suffered from heart disease, stroke, hypertension, diabetes, kidney O Q

disease, mental disorder, hepatitis (or is a hepatitis carrier), cancer or any hereditary disease?
BT HRERE S L RIEKE R G B HEMOHER - RE - S - HERE - B - BeRE - TR (SRR
&) RIERAEBEER ?
5 Other than medical test(s) required by an employer or insurer, have you ever been recommended by a medical practitioner
any medical test, in the past five years?

BT EEFIRBAFEEZ BEREN B TEEEEBREAFAREEESREITEMERRSE ?
6 Have you ever suffered from or been treated or do you foresee to consult with a medical practitioner for any of the
following disorders or diseases?
HTEAGE L WO R AITA RS A TRE SR RRD ?
(i) The muscular skeletal system (e.g. muscular or bone disorder, spinal problem, arthritis, gout) or other related
symptoms/diseases?

BEE RN ZA (AR E 85 E - AR - BEA - R SEAMA BBk R ?

(i) The respiratory system (e.g. tuberculosis, asthma, chronic bronchitis) or other related symptoms/diseases?
IR 24 (IS 20 ~ BN ~ 21T R /B &) SHth B BRI BUR spis 7

(iii) The endocrine system (e.g. diabetes, thyroid disorder) or other related symptoms/diseases?
WM R (AREARR - FRAREIRE) At B BB SRR °

(iv) The gastro-intestinal tract (e.g. any kind of hepatitis or liver disease, gastric or duodenal ulcer or ulcer of any kind,
haemorrhoids, hernia, gall bladder, bowel) or other related symptoms/diseases?

i B E B (WERIAFRSATE - B+ —#5ES - EES - FE LR - IE3E - I5) st B R EHIRSR R °
(v) Breast or genitor-urinary organs (e.g. any disease of the kidneys or bladder) or other related symptoms/diseases?

FLESOMRAETERE T (AR B S BEDRR ) B A R RS0 2
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Health question (continued) B&&ER % (&)

(vi) The heart or cardlovascular or circulatory system (e.g. chest pain, any disorder of the heart or arteries, murmur, raised
blood pressure, stroke, varicose veins, rheumatic fever) or blood (e.g. anaemia, haemophilia) or other related :
symptoms/diseases?

O ODIE -~ BERFESE (WOEE - DR EIRME - OIRE - SIME - R - BFIRER - BRR) SR (WA
m - MAs) sE b B R EGIR S %% ?

(vii) The nervous system, mental disorder or psychiatric problem or brain function disorder (e.g. dizziness, epilepsy,
paralysis, anxiety) or other related symptoms/diseases?

TBIERGT - 1BRE - IBRSET R E (S - B - 3R - R M BN SRR ?
(viii)Impairment of the eyes / ears / nose (e g. cataracts, ear infections, tonsillitis) or other related symptoms/diseases?
R B 2685 (NEANE - BFERE - RURAL) stE M E BB EUR SRS ?
(ix) Tumor, cyst, lump, growth, cancer or mallgnant tumor or other related symptoms/diseases?
fEE - BhE - ENE B B B EMEENEMR SRR ?
(x) Venereal disease, AIDS, AIDS related conditions, any blood test for HIV virus?
ME - BR - BMESRERARR - BEXELRRE R ?
If the answer is yes to any of these questions, please provide medical report.
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7 Are there any health or physical conditions in the last flve years not mentioned above vvhlch may affect your WeII belng’

%ﬁTE’&E?&ﬁiW%Tﬁﬁﬂutﬂikﬁﬁ’ﬂtﬁiiﬁf SN B T HIRERR ?

Q :
O

8 Are you having any policy of or maklng any claim for personal accident insurance, |nd|V|duaI medical insurance, hospltal
cash insurance or critical illness insurance with Zurich Insurance Company Ltd or any other insurer(s)? If yes, please state
the policy no., benefits type, the sum insured and the company name of the insurer.

l%ﬁTﬁﬁ%é%ﬁ%Lﬁ&ﬂﬁ?ﬁﬁﬁ BER DB EMRB AR ERZEARI - BAARE - ERBRSHEERER
RIEVETR ] FRARERS  REEA - RARRBAREHE o 5

Q
O

9 Have your enroliment, renewal or reinstatement of life insurance, personal accident insurance, medical insurance, hospltal Q Q
income insurance, or critical illness insurance been rejected, or subject to special terms and conditions or additional : :
premium?

BT GRER - BRIERERMASZ - BAEN + (ERRIR & SUB R (R B 8 B 5 7R M DDA R IR S B IR B

BN 7 :

If any answer(s) to Questions 2 9is “Yes”, please give fuII details below.
ERRE2-9ZEREIZ]  FRENUTEFHS -

Question No.
s A N
2-5,7-9 Details 51 :
6 Nature of Full details of care, treatment :  Outcome of treatment e. g. ongomg, Name and address
diagnosis or surgery received complete recovery, recurrent or likely to recur : - of the medical attendant(s)
RRME RS CEE CABRRT ABRR  IBEAE  =2FE BE rusasmpmy
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Health question (continued) &R % (&)

The following questions are applicable to insured person who enroll for Section 6 - Critical lliness Cover:
ATAREARNAECH = BERRIIZRA | e ;
10 Have you gained/lost weight of 10lb (4.5kg) or more in the last 12 months? If yes, please give reason and exact figure. Q Q
EMTHRERSEBE 12MEANEMNRD 1085 (45 2T) AL - HIZ] - BHBEEEMIND 2 ESERRA -
Exact weight gained/lost* BEZE & /D * 2 EE kg Af / Ib%5 *and reason & R &
11 Do you drink alcohol? If yes, please specify type of drink (e.g. beer, wine, spirit etc. ) and your weekly consumption. O O
BTEagRABEkm a8 FARmEE (Pl - S5  2UB%) RGRARASE -
Type of drink gk @iELE Weekly consumption &8k £ ml =
12 Do you smoke or have you ever smoked any cigarettes? If yes, please state details. Q Q
FTRESONERE?EIR]  FtATHREHE -
Consumption T EH £ pieces/day 37 /&K for # years
If you have ceased smoking, please state when and for what reason. 21 N E {2 1ETE » sErERAAERE]
Date ceased A& B 5 (DD/MM/YY B / B /%) and reason N &R E

I/We confirm that all the above information provided by me/us is true, correct and accurate. I/We authorize Zurich Insurance Company Ltd (the
“Company”) to obtain medical information from the insured person’s medical practitioner(s) and I/we agree to supply additional information
relevant to the policy of Zurich HealthMultiple Medical Insurance Plan at my/our own expense. I/We understand and agree that this medical
questionnaire will form part of the Zurich HealthMultiple Medical Insurance Plan Enrollment Form which constitutes the basis of the contract
between me/us and the Company.

AN/ BEERBALRBZMEEGAEELRER - AA/BEREFRUERBRARAR ((EAR])) BEAZRAZBERRE BRE
BE RN/ BEEIR BRI — 2 AR [ [ REA L | B EBRRR AR AT AR ER - AA /TSRO UBEENER
R [ BN L | BEBERBERERBOH—IS - MZREREEHERAA/BSEH ERRZHOELKE -

Signature of proposer
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