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HealthCare Individual Insurance Scheme Proposal Form 

Please complete this form in ENGLISH AND BLOCK LETTERS. 

(I) Particulars of Proposer (Proposer must be aged 18 or above 18

Name of Proposer  Mr.    Miss   Ms    Mrs.

English (Surname)  ( ) ______________ English (Given Name) ( ) ______________________ 

Chinese (Surname)  ( ) _____________ Chinese (Given Name) ( ) ______________________ 

HK Identity Card/Passport No. 

/

Date of Birth (dd/mm/yy) 
 ( / / ) 

Contact Telephone No. Mobile Office Home 

Correspondence Address

Flat  Floor  Block  Building

Estate  Phase  Street No.

Street/Lot  /

District  HK  KLN  NT

Place of Residence of the Insured Person 

 Hong Kong 
 Others  ______________________ 

Average stay of the Insured Person 
in HK per year __________ months 

 ____________ 

Personal E-mail Address 

Medical Claim Autopay Bank A/C No.* 
 * 

Bank Code  Branch Code Account No. 

Name of Bank Account Holder** 
 ** 

Bank Name Branch Name 

* The autopay A/C No. shall apply to all Insured Person(s).  Only bank account with 15 digits or below is acceptable. Claims payment shall be reimbursed by cheque, if no autopay A/C No. is provided. 
** ank Code. Bank Account Holder must be Proposer. 
* 
**  /

(II) Particulars of Insured Person 
Insured Name of Insured Person (Surname / Given Name) HK Identity Card / Sex Date of Birth Height Weight (kg) Relationship Occupation / Average stay in HK 
Person  ( / ) Passport No. (dd/mm/yy) (cm)  ( ) with Proposer Job Duties per year (months) 

 / /

( / / ) ( ) 

1. Proposer
Same as above Self Same as above 

2. 

3. 

4. 

5.

東茂保險代理(國際)有限公司
Regional Insurance Management (International) Limited     
Unit 2603, 26/F., 9 Chong Yip Street, Kwun Tong, Kln
Tel: 3678 2300      Fax: 3020 6856     E-mail: info@riahk.com.hk
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(III) Plan Details  (  Please refer to the lea et)  

Plan Levels   Plan 1    Plan 2    Plan 3   
(Choose one  

Insured Person 
  

Hospital & Surgical 
 

  

Supplementary Major 
 

  

2 
2  

Premium1 (HK$) 1 ( )  
Please select the payment mode applicable to all Insured Pe
in the Premium 

  
 Monthly   Annual   

1.      

2.      

3.      

4.      

5.      

Note: 1. If your next birthday falls within the coming six (6) months from the application date, the premium rate will be based on your next age attained. Otherwise, it will be based on your current 
age. Policy effective date will be used to determine the age attained if it is different from the application date.  

 2. If the Insured Person selects to pay premium annually, he/she can apply for the Medical Card by submitting Application Form for Medical Card 
: 1.  

 2.   
Important Note: i) All premium and claim payments will be made in Hong Kong dollars. If currency conversion is required, any foreign currency will be converted to Hong Kong Dollars at 

applicable rate as determined by China Taiping Insurance (HK) Company Limited.  
 ii) The Insured Person must give immediate written notice to the Company of any change of place of residence or occupation. 

 i) ( )   
 ii)   

 

(IV) All Insured Persons included in this proposal must answer the following questions : 
  

1. During the last five years, have you or any Insured Person(s) suffered from or been treated for any of the following disorders/ diseases? 
, please tick the appropriate items below.

 
Please attach complete details for any other disorders / diseases not listed here.   

Yes /  

 

No /  

 

 Stone or Kidney Diseases   Hemorrhoids   Spinal or Muscular Skeletal  
    Conditions /Diseases 

 Ulcer of any kind   Varicose Veins    

 Cancer or Tumor of any kind  Hernia   Rheumatic Fever  
    

  Deviated Nasal Septum (or Turbinates)  Epilepsy  
 Asthma or Respiratory Diseases    

    Infection by Human 
  Hallux Valgus   Immunodeficiency Virus (HIV) 

 Mental Disorder or Psychiatric     
Problems / Diseases   Diabetes   
    Gout  

 Venereal Diseases   Hypertension   
    Anal Fistulae  

 Arthritis   Cardio Vascular or Circulatory Diseases 
    Alcoholism or Drug Addiction 

 Malaris      
  Thyroid Diseases     
    Hepatitis B   
    
    Others    

For Female Only   

 Gynecological Conditions 

   

 Diseases/Complications or 
Conditions associated with 
pregnancy 

   

2. Have you or any Insured Person(s) ever been in a hospital or sanitorium for surgery, observation or treatment within the last five years? 
  

Yes /  

 

No /  

 

3. Are you or any Insured Person(s) currently under observation or taking any treatment or medication? 
  

Yes /  

 

No /  

 
4. Have you or any Insured Person(s) ever had any medical, hospitalization, accident or life insurance application rejected or policy 

cancelled, rated or restricted? If "Yes" , please provide the reason(s). 

 

__________________________________________________________________________________________________________ 

Yes /  

 

No /  

 

5. Have you or any Insured Person(s) ever been covered by individual / group medical insurance plan? (If "Yes", please state the name of 
insurance company, type of Insurance Scheme, policy no. and the policy expiry date.) 

/  

__________________________________________________________________________________________________________ 

Yes /  

 

No /  
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If the answer to any of the above questions 1 to 3 is Yes , please provide full details in the following table. (If the space pr
sheet and signed by proposer and/or respective Insured Person.) 

/   

Question 
  

Name of Insured 
Person 

  

Medical History / Date of Occurrence 
 /   

Diagnosis 
  

Care & Treatment Received 
  

Present Conditions 
  

Date of Last 
Consultation 

  

      

Remarks: Please enclose related medical reports.   

 

(V) Payment Method   
Please select a payment method and complete the appropriate section accordingly.   
Crossed cheque should be made payable to China Taiping Insurance (HK) Company Limited.  (  )   

Payment Mode  Payment Method   Note   

 Annual   

 Cash    
 Cheque   

Bank Name  : ______________________________ 
Cheque No.  : ______________________________ 

 Credit Card   Please complete the section (a) below (a)   

 Monthly   

 Credit Card   ^Please complete the section (a) below. ^ (a)   

 Bank Account Auto-transfer   

^Please complete the section (b) - Direct Debit Authorization  
^ (b)  -   
When using Bank Account Auto-transfer, the handling fee will be 
charged by the Bank. For details, please contact the Bank.

  

^Please arrange for submission of two (2) months' premiums by cash or crossed cheque ^   

 Cash   HK$  __________________________________________________________________ 
 Cheque   Bank Name  : ________________________________________________________ 

 Cheque No  : ________________________________________________________ 
 HK$  ___________________________________________________________________ 

 

I/We understand that once this proposal is accepted, the policy will be automatically renewed each year. I/We hereby authorize China Taiping Insurance (HK) Company Limited using my/our above 
Bank/Credit Card Company to effect payment transfer from my/our bank/credit account card for payment of premium under the HealthCare Individual Insurance Scheme, including monthly premium 
(applicable only to monthly payment); subsequent revised premium by endorsement(s) and all renewal premiums for each new policy year unless further written notice from me/us to China Taiping 
Insurance (HK) Company Limited. I/we understand that once I/we choose to pay the renewal premium by cash or crossed cheque, annual renewal premium must be made 30 days before the policy 
expiry date, otherwise this policy will not be automatically renewed. 

/ ( ) / / /

/ ( ) / /

30   

(a) Credit Card Payment Instruction and Authorization   
 (Payment by the Proposer's Credit Card is recommended.  Accept credit card in HK currency only.  )  

 Visa    MasterCard 
 Credit Card No. 

  
  BOC CUP Dual Currency Credit Card  

Name of Cardholder (Surname / Given Name)
/   

Expiry Date (mm / yy) 
/   

Relationship with the Proposer (must be immediate family member) 
  

Declaration  
1. I hereby authorize the Company to debit the required premium, subsequent renewal premiums and charge back ineligible claim amounts (if applicable) from my credit card account specified 

herewith for the insurance policy, until further written notice is given.  
2. I understand that I have the right to cancel this authorization at any time and agree that any notice of cancellation or variation of this authorization shall be given to the Company and Credit 

Card Centre at least 1 month prior to the effective date of such cancellation/variation.  
3. I understand that all the personal information collected or held by the Company may be used by or disclosed to any individual or organization within or outside Hong Kong for the purposes of 

assessing and servicing this proposal and authorizing direct debit payment or credit card payment. Any request(s) for access to and correction of my personal information held by the Company 
can be made in writing to our Manager of the Office of the General Manager at 19/F., China Taiping Tower, 8 Sunning Road, Causeway Bay, Hong Kong .  

( )  ( )   
( )  /    
( )    

8 19  

Signature of Cardholder  Date (dd/mm/yy) / /   

Signature should correspond to the specimen signature of your credit card  
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(VI) Declaration   

I/WE, THE PROPOSER/INSURED PERSON(S), HEREBY DECLARE AND AGREE THAT :  
(1) No information or representation made or given by or to any person shall be binding on China Taiping Insurance (HK) Company Limited 

(hereafter called the Company ) unless it is in writing and is presented to and approved by the Company.  
(2) All written information provided by me/us in this proposal form and the issued questionnaires or other documents signed by me/us in connection 

with this proposal and statements and answers made to the Company are full, complete and true and I/we understand that the Company, 
believing them to be such, will rely and act on them. I/we understand that failure to supply true and accurate answers to this proposal or inform 
the Company of all material information about my/our proposal may render the Company unable to accept or process this proposal or the 
insurance policy void.  

(3) (2) ) together with the relevant policy issued shall constitute the entire 
contract between myself/ ourselves and the Company.  

(4) Any payment made in connection to this proposal does not guarantee immediate approval of the coverage applied. This insurance coverage 
applied for shall only take effect when the proposal is received and accepted by the Company and the required premium has been paid to the 
Company and subject to the terms and conditions stipulated in this Policy. The Company has no liability whatsoever before the proposal for 
insurance in this Proposal Form is accepted by the Company. 

(5) I/We shall have the authority to deal with, receive or request for information from the Company concerning the Insured Person(s) in relation to 
any claims or matters arising from the policy issued pursuant to this proposal. I/We further agree that payment of any b
Policyholder or Insured Person(s) by the Company in relation to all medical claims shall be credited to the bank account as s
this proposal or made by cheque in the absence of such an account, which shall constitute a full discharge on the part of the Company in 
relation to such claims.  

(6) I/We agree to accept the terms and conditions for the usage of the medical card and reimburse the Company for non-eligible medical expenses 
limit (claim charge back) immediately upon demand.  

(7) I/We hereby authorize any doctor who has attended to me/us to release any information that may be required by the Company. A photocopy of 
the authorization shall be as effective and valid as the original.  

(8) If I/we change my/our place of residence or occupation, I/we must notify the Company in writing immediately.  
(9) In the event of difference arising in respect of this proposal form, the English version which is the basis of all policies issued pursuant to this 

proposal form is considered absolute and binding. 

/ /   
(1)  

  
(2) / /  /  

/  / /
    

(3) / 2 /    
(4)   

    
(5) /  

/  
   

(6) /    
(7) / /    
(8) /    
(9)   

 PERSONAL INFORMATION COLLECTION STATEMENT 
( )  ( ( )

 

(i) ( )

 

(ii)  

(iii)   

(vi)  

(v)  

   

(a)

( ) /  

(b) ( )  

(c)  

(d)  

 ( )     

:  ( ) 

 

   

 

  

8 19 info@hk.cntaiping.com
www.hk.cntaiping.com  
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China Taiping Insurance (HK ands its responsibilities in relation to the collection, retention, processing 
or use of personal data under the Personal Data (Privacy) Ordinance.  

You are under an obligation to provide all of the personal data requested in this form, which is collected to enable us to carry on insurance 
business. The Company may also use your personal data for the following purposes: 
(i)  any insurance related product or service  (include  processing and evaluating your insurance application, any claim, providing  

administration, financing, claim investigation or analysis work and other services in relation to your insurance policy),  or any alterations, 
variations, cancellation or renewal of such product or service;  

(ii)  exercising any right of subrogation 
(iii)  contacting you for any of the above purposes; 
(iv)  other ancillary purposes which are directly related to the above purposes; and 
(v)  complying with applicable laws, regulations or any industry codes or guidelines. 

The Company may disclose your personal data for the above purposes to the following classes of transferees: 
(a)  third party agents, contractors and advisors who provide administrative, communications, computer, payment, security or other services, or 

 any company carrying on insurance or reinsurance related business or your insurance intermediary (if you have one) or claim or investigation  
adjustors/companies, or other service provider providing services relevant to insurance business; 

(b)   in the Companies Ordinance); 
(c)  Government and industry recognized insurance regulatory bodies: the Insurance Claims Complaints Bureau and similar insurance industry 

 bodies, the Hong Kong Federation of Insurers (or any similar association of insurance companies) and its members ; and 
(d)  government agencies and authorities as required or permitted by law including the Transport Department. 

Your personal data may be provided to any of the above organizations, located in Hong Kong or outside of Hong Kong, for the above purposes, and 
in this regard you consent to the transfer of your data outside of Hong Kong. 

Direct Marketing Communications : With your consent, the Company may also use and/or provide your personal data to 
companies (as that term is defined in the Companies Ordinance), partners of  related companies and third party financial institutions. 
The Company and/or the companies who obtained related personal data can contact and/or send you with direct marketing communications 
regarding financial and insurance products or services by mail, email, telephone or SMS. Tick the box below if you do not wish to receive such 
direct marketing communications and do not consent to the Company providing your personal data to the above companies. 

You have the right to access and/or request correction of any personal information concerning yourself held by the Company and/or withdraw your 
consent to the use and provision to a third party of your personal data for direct marketing purposes at any time. Requests for such access can be 
made in writing to Office of the General Manager at 19/F., China Taiping Tower, 8 Sunning Road, Causeway Bay, Hong Kong or email to 
info@hk.cntaiping.com. Moreover, the full version of the Company s Data Privacy Policy can be found at www.hk.cntaiping.com. 

In the event of any discrepancy or inconsistency between the English and Chinese versions of this statement, the English version shall prevail. 

 
/  

I /We object to the use and provision of my personal data for direct marketing purposes, and do not wish to receive any 
promotional and direct marketing materials. 

Date of Signature at Hong Kong (dd/mm/yy)#
 

/ / #
  

Signature of Proposer 
  

Signature of Insured Person(s) ##
 

 ##  

#
 The Proposal Form must be signed at Hong Kong.  

#   
##

 Signature of Parent if Insured Person(s) aged under 18. 
##

 18   
 

The Chinese version of this proposal form is for reference only. In case of any discrepancy between the Chinese and English versions, the English version shall prevail. 
 

For Bank Use Only   
Staff No:.  Agent Code:  Transfer Unit No.:  
Staff Name:  Unit Code:  Transfer Staff No.:  
Staff Contact No.:  BMS Tx No.:  Remark:  

       
PC:    IT    
CC:       
AT:   AC   SC:   
DI:  M 201:  202:  203:  204:  213:  

S 201:  202:  203:  204:  213:  
O 201:  202:  203:  204:  213:  

Reason of Submission  New Business  Replacement  Others    
Remarks:       

  
(852) 3716 1616 




