HealthNoble Medical Insurance Plan
Enrollment Form

[ BB EREE | RRKRE

Z

ZURICH
B E2 i

Enquiry no. ZFAE % © +852 2903 9390 Fax fHE& : +852 2968 0639

Please tick the appropriate box and * delete whichever is inappropriate. & ¢ 3 5 1% &7 * i £ N ERE - Please complete in BLOCK LETTERS. i&A X [FHEA FIHLR -

I. Proposer’s information &R A& ¥

Mr./Mrs./Ms./Company* Full name or Company name in English:

S/ RN/ /R * Eyrgczz-wNCIEA R

HKID card no. / passport no. / business registration no.*: Occupation / industry :

BRSO BRI/ EREE/ T RERE ~ B /173

Correspondence address : | Flat/Room Floor Block Building

AL =/87 1% 23 RE
Estate name/Street no. & name/Lot no.* District HK / KLN / NT*
EseER /R RPIR /e i BRI NEIFR*

Mobile phone no.:

BN E FEIRS

E-mail address:

T4l -

Day time telephone no.:
BB R B -

Night time telephone no.:
MR AR B AE

Il. Insured person’s information =& A &%}

Insured person SR A 1 Insured person 4R A 2 Insured person 4R A 3 Insured person 1R A 4
Surname
jic3
Given name
#
Sex O Male 8 O Male B O Male B O Male B
TR O Female %z O Female % (O Female % (O Female
HKID card no./Passport no.
BAF D BRG/ERITE
Date of birth (dd/mm/yy) D M Y D M Y D M Y D M Y
HAEBRM(R/A/IF) H R F H A & H A & H A &
Relationship with proposer (O Self R A (O Spouse Fi8 (O Child* F# * (O Child* F# *
B IR NBBR O Child* F# * O Child* F# *
Occupation & position
L ESA v
*  Child(ren) must be aged 15 days to 17years (attained age) and unmarried
* FRFRNMERISBE1TR(BEFR)RKRE -

lll. Choice of cover and plan level {#FE1E B & 5 214% 31

Core Cover - Section 1 to 6. Hospital and Surgical Benefit E4R[E - F 18556 8. IR R FHRE

Insured person F{RA 1

Insured person 4R A 2

Insured person 4R A 3

Insured person IR A 4

Plan level of Core Cover

EARRIE 2 5t 84

(O Platinum = 5t &l
O Premier E#izTE
(O Essential #5i# 512

O Platinum B 5tE
O Premier E#iET2I
(O Essential #5: 5t 2|

O Platinum 2514
O Premier Bzt
O Essential #5125t 2|

(O Platinum = 5t &l
O Premier Bzt
(O Essential #5i# 512

Room type ( EHE%E5)

QO Private FLRE
(O Semi-private #FL5KE

O rrivate fLEKE
O Semi-private LK E

O Private ILKE
O Semi-private #FL.K 5

QO Private FLRE
(O Semi-private #FL5KE

Voluntary deductible & BE1% & £ %8 O Nil # O Nil O Nil O Nil £
(Please choose deductible amount (USD) O 2,500 O 2,500 O 2,500 O 2,500
FEEEAE(ET)) (O 5,000 O 5,000 O 5,000 O 5,000
() 10,000 (O 10,000 () 10,000 (O 10,000
Additional Cover” Fff in{#FE A
Section 7 % 7 & Outpatient Benefits and O O O O
Wellness Benefits
PI2 RIREIRIE
Section 8 & 8 & Dental Care ZF RMR {2 O O O O
Section 9 5§ 9 & Maternity Benefit EERHRE O O O O

A Only applicable to proposer or insured whose selected plan level of Cover Cover is Platinum or Premier. The plan level of additional cover shall be the same of selected Core Cover.

RBEARBRRARZRAFCRBOENMRE RE W5 BISBBE 8 o M INRE 25 BIRRIHS & BFmR 2 2 EARE 25 &IFBIER -
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IV. Premium payment mode RE X 5

Insured person R A 1 Insured person SR A 2 Insured person S24R A 3 Insured person 2R A 4
Total premium (HKD) {R & #2%a8 (& T ) Annual &%/ Quartely &2 Annual &%/ Quartely &2 Annual B4/ Quartely &2 Annual B4/ Quartely &2

Premium = Core Cover premium x (100% -
Deductible discount (if applicable)) or
Core Cover premium + Additional Cover
premium (if applicable)

RE = EXRERE x

(100% - BB FEFIN(ER ) ) HEAR
PFEARE + MY ANRPE(R B (a0 AR )

Less premium discount

HRRETH = -

* Insured persons can only receive either Family Enroliment Discount or the Corporate Discount #{R A 2 A] =5 KGRk EEE Hrin @R -

e Enrol with your spouse and/or children, each insured family member can receive 5% premium discount. B3B8 K /8t F 22 —[RISAR - SRR EERL E Al 2 5% R EHTH °

* Enrol with a minimum of five staff members, a corporate customer can receive 5% corporate premium discount. ##{R 8 TS5 Z3bA & - RRIFFAIE 5% EEEIRETI -
Total premium payable (HKD) Annual 4 / Quartely &z Annual 4/ Quartely &2 Annual B4/ Quartely &2 Annual 4/ Quartely &2
B RERE(ET)

(Minimum annual premium per policy is HKD4,000
BREGFRITRE34,00087C)

Effective date of insurance cover

RERAE B H

V. Health Question B&Ef%

Part A - General Medical Information B3 - —fREEEE R

M Y
H F

m o

M Y
H F

m o

M Y
H F

m o

M Y
A F

m o

1. Please provide details for your family doctor / treating physician
BRIERE/ TP BEEH

Name
#E
Address
bziche
Telephone

e
EB.h

2. Height ft in
55 R i}

cm Weight b or kg
[EX B [ NI

2% Q

3. Have you gained/lost weight of 10lb (4.5kg) or more in the last 12 months? If yes, please give reason and exact figure. O O
HTHBEREEBE T —EAREMSRED 108 @S5 AT )N E - BIR]  FHAREREEE NSRS EE -

Details 515
Reason
RHA =

Exact figure gained/lost kg/ Ib
BEEMIRSZEE: NIV %

4. Do you live and / or require to work outside Hong Kong? If yes, please state full details including country, period of stay, frequency of visits, purpose of O O
visits etc.
ETREEERIFTREBUINIIE?VER] - FRAFE  BEER  ZBRE - AERRESE -

Details
e

5. Do you participate or are you planning to participate in any hazardous sport or activity (e.g. private aviation, motor car or motor-cycle racing, diving of O O
any kinds or mountaineering, etc.) ? If yes, please state details or complete a separate supplementary questionnaire if required by the Company.
BT RS2 ENGHE2RERERES B (Fln: BRLAMZETA  BE - EERENEKSIBZILE) 2 E[R] - SRAFBIIRADRER
SERRBT IR

Details
5

6. Do you drink alcohol? If yes, please specify type of drink (e.g. beer, wine, spirit etc. ) and your weekly consumption. O O
FEETEERABEERR  E[R]  FdPRREA(FIEE - FE0  2WES ) REERAE -

Details 71
Type of drink Your weekly consumption ml
RV FERAE =




<
Ao ®

7. Do you smoke or have you ever smoked any cigarettes? If yes, please state details.
ETIEERE?ER]  FiATRAREHES -

Details 715

Consumption: pieces/day for years
s X /FR E F

If you have ceased smoking, please state when and for what reason: 21 T2 {F 1 E - SE-ERAERL -
Date ceased and reason

g1t FIEHE RER

Part B — Medical History Z & — f&E

<
fo @

8. Have you ever been or are you currently taking any medication or drugs, prescribed or others for more than 14 days (apart from usual flu and colds)?
If yes, please provide details below.

MTEE/ EERBIAEDBRS TR KRB - RERIIN?ETR] - BREATFHE -

(i) Nature of disorder/ | (ii) Name of medication | (iii) Daily dosage (iv) Duration and Date | (v) Present condition (vi) Name and address
Diagnosis or drug FHE= (From - To) WIERIER of the medical
BRI (TR AE R T LR 2 FHER A attendant(s)

B EXAEYE
HE

9. Have any of your natural parents, brothers or sisters suffered from heart disease, stroke, hypertension, diabetes, kidney disease, mental disorder, hepatitis
(or is a hepatitis carrier), cancer or any hereditary disease? If yes, please provide details below.
ETHRERB S NBEKGEE HERLOHERE - PE - S0 - &RE - BE - BRAE  FR(SFAFEE)  BESEMEER &=
BIRMATES -

(i) Relationship with the applicant| | (i) Nature of disorder/ Diagnosis (iii) Date & Age of onset (iv) Present condition, or if died,

e EPNELES TR M IR AE A TR R A H R B please state cause of death
WAERIER, DR A RETE

10. Other than medical test(s) required by an employer or insurer, have you ever undergone or been recommended any medical test, such as blood test(s), x-ray,
electrocardiogram, ultrasonogram, CT scan, biopsy or other investigations? If yes, please provide details.
BT EEIRBATEE 2 BEREIN BT EERTIHBEZSZETEMNRERES - BRI - XX - OEBE - BN - BHFEH 588
RS EMERR 7 E ] BRHFS -

(i) Nature of disorder/ | (ii) Date of test(s) (iii) Details of tested (iv) Test result (v) Present Condition | (vi) Name and address of the
Diagnosis s B ER item(s) BERER WEMIER medical attendant(s)
BRI S TRIE AT BIFIE B 55 FHEERE &MU

11. Have you suffered from any illness or effects of an accident lasting for more than 14 days in the last 5 years?
ETRBERAFERE LEARRIEBINZGBB14K7?
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Yes No
= B

12. 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?

BTEEEL W2 EHALAITRR A THEEIEERD ?

(i)  The muscular skeletal system (e.g. muscular or bone disorder, spinal problem, arthritis, gout) or other related symptoms/diseases?

BBENARG(MPARBETE - BHERE -

MR - R ) L EM AR RR SRS ?

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
CBRTZEBES - EAES BB LR BE 5 SEMERAEMERRE ?
Breast or genitor-urinary organs (e.g. any disease of the kidneys or bladder) or other related symptoms/diseases?

The heart or cardio vascular or circulatory system (e.g. chest pain, any disorder of the heart or arteries, murmur, raised blood pressure, stroke,

DME ~ ERES(ALEYE  DEREIRERE « DIRIE - SME - RE - KR - RUER) SR (2B M - Mk ) S EMb A M

(i) The respiratory system (e.g. tuberculosis, asthma, chronic bronchitis) or other related symptoms/diseases?
MR R (ANAEARR - BN - @M REA ) Sk E A BRIk SRR °
(i) The endocrine system (e.g. diabetes, thyroid disorder) or other related symptoms/diseases?
ARG (AR R ~ FARIRRRE ) S b B BA RV B SR i 2
(iv)
bladder, bowel) or other related symptoms/diseases?
% & & (IR A SR )
v)
FLE SN IR A TRERE (A B sk BB e ) sk H th A B ik s 2
(vi)
varicose veins, rheumatic fever) or blood (e.g. anaemia, haemophilla) or other related symptoms/diseases?
IO
ARSI 2
(vii)

symptoms/diseases?
ISR - 1B1RRT - BRI TIse R (e - B - R - R ) St E R EHIRSRE ?
(viii) Impairment of the eyes / ears / nose (e.g. cataracts, ear infections, tonsillitis) or other related symptoms/diseases?

R E - SOBG(NARNE  FBRR  RHEERA) REMEBOMRSER ?

(ix) Tumor, cyst, lump, growth, cancer or malignant tumor or other related symptoms/diseases?

B - TRE - ESR  H E BUERREMBREAEIRSRR ?

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

OO O 00O
OO O 00O

13. Have you ever received or do you expect to receive any medical advice, counseling, treatment or any test(s) in connection with venereal disease, AIDS,
HIV infection?
ETEERIR BARKAREENRSEMETLFEIEAMEEER

N

Zragufla ?

O] O O O
O] O O O

14. Are there any health or physical conditions in the last 5 years not mentioned above which may affect your well being?

BTRBERFGEEERA LRI RAEER S BN ?

O
O

If the answer to Questions 11 -14 is “Yes"”, please give full details below.
MEE1-142ERBIR] FRUUTER -

(i) Question No.
B4R SR

(i) Nature of disorder/Diagnosis,
please specify the location of

affected area where applicable

KRRt E R R RS

(oA

(iii) Full details of care, treatment or
surgery received (e.g. date(s),
details of medications etc.)
gz &12  ABERTFiTz 5
BB REYIES

(iv) Outcome of treatment
e.g.ongoing, complete recovery,
recurrent or likely to recur (Please
provide medical report)

SRR - MEHERE  TE2R
B BEERERESES (RN
BERE)

(v) Name and address of the medical
attendant(s)
F DB AR Kbk




15. For females only:

(i) Are you now pregnant? If yes, please state the expected delivery date. O O
HTREERER VE(R] FHEES -
Details 515
The expected delivery date
FEEMA
(i) Have you ever had any complications during pregnancy or delivery (e.g. ectopic pregnancy, gestational diabetes, hypertension, protein in urine O O

etc.?) If yes, please state details.
AT EERERSEENSE HERMEE(EINE  TRER - m0E - EAKRE )V E[R] - FREFS -

Details 5%

(i) Have you ever had any disorder of the breast or reproductive organs including abnormal smear test(s) and menstrual disorder? If yes, please state O O
details.

BTEERREAAFREERERT  ERETE2RRERFERARKE BT BRHFS -

Details 7175

Part C - Information of Personal Insurance Policy B — A AREE R

16. Are you having any personal accident insurance, individual medical insurance, hospital cash insurance or critical illness insurance with Zurich Insurance Q Q
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 (including
Zurich Insurance Company Ltd).

TR ERHAHEEREER QA RKEMRBARRRZBEAZIN - BABRE  ThRrBASKBRRE?EIR] - HFRERERH  REEAB - R
BRIRE AR EHE( BEHRRHRBRERDA])

Details 515

17. Have you ever been refused enroliment, renewal or reinstatement of life insurance, personal accident insurance, medical insurance, hospital income Q Q
insurance, or critical illness insurance, or subject to special terms and conditions or additional premium? If yes, please state details.
ETREGHRIRIR - BRIEREAAFT/MEABIN EE/EBR € SRR IR RIS AR SIEWR BIGRIEZER P B [ ] - BRHFE -

Details 515

18. Are you currently making a claim for accident, disability, or medical insurance benefit? If yes, please state details. Q Q
ETRBEGETEMEN GERABFERBIRE EIR] - FIREFS -

Details 5%

VI. Premium payment & {${R &

Cheque no. 7 =577 Bank name $R1TH& T

O By cheque A Z#{+
(Only applicable to annual payment mode
REARESFHENTH)

Cheque made payable to “Zurich Insurance Company Ltd” X ZHBEA BB HREiHRERER AT ]
If the cheque issuer is not the proposer, please fill in the following information. % 3 =2 H AW IERAR A » iEEBIATER ©

Relationship with the proposer £2#&{R A B (% :

O By credit card B A& | O Annual payment SFE1S O Quarterly payment & 2%+
(The first quarter’s premium will be debited in the first billing & /GBEBIIREE 2 RE )

Credit card type £ ~485! O VISA O @ O O @)ﬂ”éﬁ%&%
Cardholder’s name # -~ AKE - Cardholder’s HKID card no. #~R AEEF D E RS
Credit card no. = F <3R5 : Credit card expiry date EFFAMBEZE : M A Y&
O By bank account (O Annual payment S &1 O Quarterly payment SZ8+
LURITER B 84 (Please pay the first quarter’s premium by cheque & A ZENEFRE )

(Please fill in the direct debit
authorization form :BEE B 5K

EEE)

Account holder’s name $R{TERF 358 A% : Account no. $RITERF SR ¢

I hereby authorize Zurich Insurance Company Ltd to debit automatically the premium due from my credit card / bank account above on a quarterly / yearly basis, including
payment for the subsequent years / installments upon my acceptance on renewal of the insurance plan(s) applied above until further written notice from me. | accept full
responsibility for any overdraft on my credit card / bank account which may arise as a result of such transfer. For the continuation of coverage, | understand that | should arrange
sufficient credit balance or fund in my credit card / bank account by the premium due date for the automatic debit or transfer of premium.
RANLEBHRERBARARUAA L2 ERAR/ RITRFEE/ SFERERINEARESE  BRAAABERERNSHRE  BEEAAGE - TEEBMI
Ho RARBRZZFEEREMSAAGRR/ RITRPHBES  AABAREEHER - ABRAAVNEEZARE - RABHBAAZERFR/ RITEFEREDIHA NEE
B RAEMFELFAUIN EZBIRNER 2 EHRE -

If credit cardholder / bank account holder is not the proposer, please fill in the following information. # 1A REFE A/RITEFPZE AL IHRRA - FEEUATER -
Relationship with the proposer £23&{R A BE{Z& :

Signature of credit cardholder / bank account holder:

ERRHRA/BROTRPHAARE Date FH DH M A Y&
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VIl. Declaration &85

1. I/We declare that to the best of my/our knowledge and belief the information on this enrollment form is true and complete in every respect. I/We understand that this
enrollment form and declaration will form the basis of the contract between me/us and Zurich Insurance Company Ltd (the “Company”).

2. I/We authorize the Company to obtain medical information from my/our medical practitioner(s), and I/we agree to supply additional information relevant to this Plan at my/our
own expense.

3. I/We understand that I/we shall refer to the Policy for details of the insurance coverage, exclusion clauses and terms and conditions.

4. 1/We understand I/we must complete and provide all information requested in this form, failing which the Company cannot process my/our application for the Policy.

1. AN/ EEFUERAUISREROER DIRERAN/ EEMNRAERARE R T2 MiER - BEEN - AA/EFHARA/EFEHRBHRBER AR ([ERQF])ORRE
BRERUARIREZAE LB RMATAL ©

2. RA/EZHRARN/EERE ERRIBRAAN/EE2BERZNEMBEER  AA/EENRERME - THRMHBIEHEZENTENAHREERD -

3. AN/EEHAMEREHE - TEREIE - FRRABIEIAL R BIRE Q% -

4. AAN/BESHARAN/BELRETRERREREZABEER  ERARABTEXRAAN/BEFENTEZRERE -

This insurance application will not be in force until the application(s) has been accepted by the Company and the premium has been paid.
IR ERGEAES BARER  BERRRERBGCREEABEER -

BR(FLR) &P ([ RG] HE FEA

VIIl. Notice to Customers relating to the Personal Data (Privacy) Ordinance (“Ordinance”) B &

1. The personal information of customers (include policy owners, insured persons, beneficiaries, premium payors, trustees, policy assignees and claimants) collected or held
by Zurich Insurance Company Ltd (“Company”) may be used by the Company for the following obligatory purposes necessary in providing services to the customers
(otherwise the Company is unable to provide services to customers who fail to provide the required information):

1) to process, investigate (and assist others to investigate) and determine insurance applications, insurance claims and provide ongoing insurance services;

2) to process requests for payment, and for direct debit authorization;

3) to manage any claim, action and/or proceedings brought against the customers, and to exercise the Company's rights as more particularly defined in applicable policy
wording, including but not limited to the subrogation right;

4) to compile statistics or use for accounting and actuarial purposes;

5) to meet the disclosure requirements of any local or foreign law, regulations, codes or guidelines binding on the Company and/or its group (“Zurich Insurance Group”)
and conduct matching procedures where necessary;

6) to comply with the legitimate requests or orders of the courts of Hong Kong and regulators including but not limited to the Insurance Authority, Hong Kong Federation

of Insurers, auditors, governmental bodies and government-related establishments;

) to collect debts;

) to facilitate the Company’s authorized service providers to provide services to the Company and/or the customers for the above purposes; and

) to enable an actual or proposed assignee of the Company to evaluate the transaction intended to be the subject of the assignment.

2. The Company may provide any personal information of customers to the following parties, within or outside of Hong Kong, for the obligatory purposes:

) companies within the Zurich Insurance Group, or any other company carrying on insurance or reinsurance related business, or an intermediary;
) any agent, contractor or third party service provider who provides administrative, telecommunications, computer, payment or other services to the Zurich Insurance

Group in connection with the operation of its business;

3) third party service providers including legal advisors, accountants, investigators, loss adjusters, reinsurers, medical and rehabilitation consultants, surveyors, specialists,
repairers, and data processors;

4)  credit reference agencies, and, in the event of default, any debt collection agencies or companies carrying on claim or investigation services;

5) any person to whom the Zurich Insurance Group is under an obligation to make disclosure under the requirements of any law binding on the Zurich Insurance Group
or any of its associated companies and for the purposes of any regulations, codes or guidelines issued by governmental, regulatory or other authorities with which the
Zurich Insurance Group or any of its associated companies are expected to comply;

6) any person pursuant to any order of a court of competent jurisdiction;

7) any actual or proposed assignee of the Zurich Insurance Group or transferee of the Zurich Insurance Group's rights in respect of the policy owners.

3. Certain personal information of policy owners and insured persons collected or held by the Company, in particular, names, contact information, age, gender, identity
document reference, marital status, policy information, claim information, and medical history may be used by the Company for the following voluntary purposes:

1) to provide marketing materials and conduct direct marketing activities in relation to insurance and/or financial products and services of the Zurich Insurance Group and/
or other financial services providers, and/or other related services of business partners, with whom the Company maintains business referral or other arrangements;

2)  to perform customer analysis, profiling and segmentation, and

3) to conduct market research and insurance surveys for the Zurich Insurance Group’s development of services and insurance products.

The Company is not allowed to use the personal information of any customer for the above voluntary purposes without such customer’s consent. In the absence of any

“opt-out” request, the Company shall treat the insurance application and continuation of the policy(ies) held with the Company as an indication of no objection of such

policy owner and insured person to the Company’s use of their personal information for the above voluntary purposes.

4. The Company may provide certain personal information, in particular, name, contact information, age, gender and policy information of a policy owner and an insured
person, upon such policy owner’s and insured person’s written consent, to the following parties, within or outside of Hong Kong, for the voluntary purposes:

1) companies within the Zurich Insurance Group,

2) other banking/financial institutions, commercial or charitable organisations with whom the Company maintains business referral or other arrangements;

3)  third party marketing service providers and insurance intermediaries.

The Company is not allowed to provide to any third party the personal information of any customer, specifically, policy owners or insured persons, for the above voluntary

purposes without their written consent.

5. All customers have the right to access to, correct, or change any of their own personal information held by the Company, and in the case of policy owners and life insured,
opt-out of the Company’s use and transfer of their personal information for the voluntary purposes, by request in writing to the Company’s Personal Data Privacy Officer at
the address below. Requests for opt-out must state clearly the full name, identity document number, policy number, telephone number and address of the person making
such request. Policy owners and insured persons may otherwise delete both the above paragraphs 3 and 4 (in italics) to indicate their wish to opt-out altogether.

Personal Data Privacy Officer
26/F, One Island East
18 Westlands Road
Island East
Hong Kong
6. In accordance with the Ordinance, the Company has the right to charge a reasonable fee for processing any data access request.
7. In the event of any discrepancy or inconsistencies between the English and Chinese versions of this notice, the English version shall prevail.
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VIIl. Notice to Customers relating to the Personal Data (Privacy) Ordinance (“Ordinance”) HRB{E A EX ( FARE )16 ([ RS WEF B

1. #AZurich Insurance Company Ltd([ A QR DIESHENEF (REFEREFEA - ZRA - ZaA - RENRA - EiEA REZBARREA)EAER - 197 #
RAFMEREATREMEAR - ARATFPRERS(SRIAR A EEARERMMFTENNETSRHERS)

#3R - B (LB ATE ) FRERB B « (RIBRRE SRS E NIRRT

PR E R R E BRI

N —

)
3) BEEMHESHRE  FRKk/EAERR  RTEAARNER(FBEREAREEHANT) - SEETRNRAE
4) REBEGEBT  FEA RBEERE
5 MAEUHANER/SHMBEE(HRERBEME ) BLARDNERAMSEINEED) - RB  FRISKIEEI NRER T RINTEZRETZERE
6) BEEBEGEEEWRFELNAEZRIIES  BRETRNRREERRE BERRERS - ZBM - BUFASBAT AR
7) EBER,
8) EFIARRRMRARBHER - Bt BARAR K/ REPRERS &
9) EARANERLZHFEACHTIZIVE TS R BRHEENRZS
2. ARFIAGRAHMERR - AIATREBHENSIEIIOA LREEFEPEAER
1) HRUERBEEKE AR REMETREAFREABEBOEMLABTRFNA
2) ([EEAFRUREEERMTR B il OPRSRECEAETEFEERNRGHREA  RBRHRE =T R HER
3) F=RBEER - BEAEER - S #BES B BRAR  BEREREM  TEE  HX - BEBAE  REHEEE
4) EHBHAEE  MESTPRER - EAEHERRERETRELASREOAF
5 BEHHRUERRERREEFABEERELORNDOEED - RUEF BN - S8 RN B RIREE R LA RIE R ETRAE TREMR

)~ sPRISIESIT S - R RBEEE B EREFELERENEFAL

6) BREIEREEEWERNEFARTHERNAL K

) ERRRBREENEANERSGERAEASFRERREEHRE[HANENOZEA

3. BARARESSFEAREFAARZRANTLEANER - HHRYEE  BEAK  FiR L5 SHEAXMEN  EIRR - REEH - REEH - REFLCH
& GAHAREEBIEL T BERERARZ
1) RBEARURBEER /SEAR AR SIBRGR R ML Bt MR RERORRR /K2 BERRIRF - &/ LEMEES FKHEZAARRE - 126t

GtEAR A TEETISHERE

2) ETEFPHADSWESE K
3)  BEFRERU (R 5 B A AR TS R ARBREE B R A TT T 5 8 RARBRHTIE
AEEFPRE  ARFNSEMBEMNZSOEAEME LR BFRIERE - EREREIERNRE | EK - AR EAERRRESLFERR  RIEEHRERSBARR
RAZ NRE AR ENE R EEABERHE it S FRMEAE

4. BREFHEARZRAZEEER  ARFA G LREEMAERE - X TREBRAREIIA L IRHEZELEANEH - FRME  BEER - Fie - 115 - REF
BARZRANREEHE :
1) HRURREEKSAF]
2) BARREMFFERSIBAGXEMTHRRMIRTT /DB - BRAEEAR
3) E=MSHERBEEBRRRTITA
AREFPEARE  ARBTEAEMNSE =5 REEEES (HIEREFAARZRANBEABLME L 8 IR

5. MERPHAERAEEMALRARZEAEMLBEECRILINT )ERKERN  BER/IELARARMFEEHEAIOIAEALY - MREZEARZRARK
HARAERAREREEAEHE R ERIERE - THAARRREL  YRARREERFBERZTAERALZEE - FOEAXMHRS - RERT - EERBNLE
i o REFHARZRATAIREMEIA LE 3 RAR(RAF)VAREBARAABRERG 2 RE K

~

EAERALBEEST
BB RERE 185
BEEPL261E

6. BREBELEGED  ARFERKMEIRER - HURISEMEHNEHEN -
7. KB RRA MBI R R B BUARRARE -

I/'We confirm that all information provided by me/us in this application form is true, correct and accurate. I/We further confirm my/our agreement to all sections in this
application form, including without limitation, the above Declaration and the Notice to Customers relating to the Personal Data (Privacy) Ordinance (“Ordinance”).

RN/ ESHERAAA/BERRRBFRBREHZMBENIRFELRER - AA/ESEERRAELARBRBANZAEED - BREENRR L2 ZBARREHEAE
FHOALRR ) 601 ([ FLRR & D s E S @A -

Signature of proposer:
RIRAZEE : Date HEf : DH MA Y&

For internal use only 2 { A&k {E A

Authorized agent/ broker: Name of insurance consultant:
FrRTIRRR IR/ 4542 IRIBEERIE

Contact tel. no. of insurance consultant:
IR KR BB RS B 48 T AE SR A -

o

Zurich Insurance Company Ltd (a company incorporated in Switzerland) BFERHHRIGERAT (Ain Mz 22 a])
25-26/F, One Island East, 18 Westlands Road, Island East, Hong Kong

EBBERERK 18HBERF L 252612

Telephone B : +852 2903 9390 Fax fH : +852 2968 0639  Website #83iE : www.zurich.com.hk
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