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HealthCare Individual Insurance Scheme Proposal Form

B EE AR ERRE

Please complete this form in ENGLISH AND BLOCK LETTERS. 51 TERSH 5 L{n i s -

(1) Particulars of Proposer £:fg AE#} (Proposer must be aged 18 or above $3{R AAE185FIELLE)

Name of Proposerfi{i: A\ k% OMr4e4  OMiss/ME OMs#  OMrs. A&k HK Identity Card/Passport No.

TS RE ISR

English (Surname)337 (%)

Chinese (Surname) {137 (%)

English (Given Name) Z£37 (%)

Chinese (Given Name)r137(%4)

Date of Birth (dd/mm/yy)

HiZE BT (H/H/) 4 B

Contact Telephone No.

Mobile
FHREE

Office
L

Home

=

Correspondence Address:@zfrl

Estate Z5ii |

Fatzz || | | Foori 1| Imiockre | | | guidingzer L1 L L [ L [ [ L [ [ [ [ 1 [ [ ][]

N I A N WS Street No. {3

Street/Lot i ey |1 1 | | |

o e I N I N Y Y N I

OHKE# OKLNJUgE ONTHR
Place of Residence of the Insured Person | Average stay of the Insured Person Personal E-mail Address
BEREE T ER in HK per year months (L EE R4k
O Hong Kong & AN YN S S eS| A
O OthersHAt
Medical Claim Autopay Bank A/C No.* Name of Bank Account Holder** | Bank Name Branch Name
SHHURESRTT B SR = RS SRITHR =g e VAR

Bank Code Branch Code Account No.
HRITER PAKRE L IR o

* 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.
** Please provide a copy of front page of Bank Passbook/Statement showing the Bank Account Holder's Name, A/C No and Bank Name/Bank Code. Bank Account Holder must be Proposer.

* AR AU — BRSO E RRHE S H - DB AT s R Z P O - ARAERR ML BRI LIRS o HHE KR & DA A -
RS TIR SR A A IR TR ART AR HIIR TR A S AA « SRTTIRS R A A STRILERA -

(1) Particulars of Insured Person {7z A Ek

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 WhEREE AL (/42) Passport No. PRI (dd/mmlyy) (cm) e (F75¢) | with Proposer Job Duties per year (months)
HebrbE A EEETE A & iGN BB HETAEE
FEHEGRS (H/RIEF) (FK) Febr A Z Bt iR ()
Same as above Self A& A Same as above
1. Proposer #:{# A AL FlLE
2.
3.
4.
5.
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(Il) Plan Details fRE:T#8] (3528581 Please refer to the leaflet)

Plan Levels &t #1453 OPlan 1 &t OPlan2 3= O Plan 3 5H#=
(Choose one {f##H—)

Premium’ (HK$) (2" (i)

Insured Person gospifttal & Surgical '?Au%plerln;ntarfy'/tMajor Outpatient Benefits? Pleﬁsepsele_ct the payment mode applicable to all Insured Persons and fill
BRI el | e BRSNS P B D O e 1 oot s 1
(BT B T B R e EEpnn 1) - S P TR B RBR AR 4 o I AR R

O Monthly H%& O Annual 4%

M O O
M O O
M O O
M O O

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

iR 1. ET (84 R AR R H R A E A Z P CRENRFLUT — (84 RERiea S - TRILUE RIFEHeETE - Q0 0REEARSS H IER I PR H IR TE - BILAPRELAE H DA B4 -
2. AR N LUTHOT G TR e W R IR A B F G RRAs DL S B -

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) FTAERE RS LR EIRGEE - AUHERER - M R R B & IR BT R R (B B IR A ST T -

i) AR A\ SR T SRS - RN DA T AT AN ]

A B IR

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

FrAESRE A REE T3

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? Yes /& No /@
If“Yes” , please tick the appropriate items below. {F3& 2 FLAEA » 8 NEUFEAIHEARIG A S & 8 B YRR R iaR 2% T2, rE

S TEEZEAANE R T B D D
Please attach complete details for any other disorders / diseases not listed here.{f-{a] DL A K > HAtzEms » 550 Fapaor! -
O Stone or Kidney Diseases & sl R O Hemorrhoids Ffig O Spinal or Muscular Skeletal For Female Only R4
Conditions /Diseases ) o
O Ulcer of any kind & &R 5T O Varicose Veins ##ikihioE AL A LB RE O Gynecological Conditions
O Cancer or Tumor of any kind O Hernia & O Rheumatic Fever [EjE# HRH B
B IARL R SR O Deviated Nasal Septum (or Turbinates) O Epil S O Diseases/Complications or
eviated Nasal Septum (or Turbinates pilepsy i ; ;
O Asthma or Respiratory Diseases L rifgel S R ] & Cr?emilgszs associated with
ST B I R O Infection by Human preg 4
O Hallux Valgus #}EESNE] Immunodeficiency Virus (HIV) B B R s e
O Mental Disorder or Psychiatric B R BREJERZ R R ) )
Problems / Diseases ## {5 O Diabetes #EFRH
O Gout i JE,
O Venereal Diseases 445 O Hypertension = [fiEx
O Anal Fistulae L5
O Arthritis &GS O Cardio Vascular or Circulatory Diseases
LBt 1A BT 2SR O Alcoholism or Drug Addiction
O Malaris JE%: JUpEE A

O Thyroid Diseases FIRHRIK
O Hepatitis B ZEIHF 3%

O Others EAth

Yes /'Z | No /&

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?

TEBLTAEN - BT A R A AR B e B e B2 F1l7 ~ 225206 2 D |:|
3. Are you or any Insured Person(s) currently under observation or taking any treatment or medication? Yes /IEl‘l: No /§
B N e T RbE R SRR SRR 2R - JaRaiRAEEY ? D D

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). =
A0 I A A 75 AR ~ (052 EAhSl A IR M+ SRR e W - iR s 2 sz Tz, | Yes & | No /&
F o SHHRAER - D |:|

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.)

TS S o e A2 8 57 AR 7 (VST T % - eI A I - AR R R R - ) Yes /i& | No/#&

P.2/5



[PEIAZR

CHINA TAIPING

PR R (FE)BRAE
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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 provided is insufficient, please use a separate
sheet and signed by proposer and/or respective Insured Person.)

P —ZE ZIEREAE R T o SR TAIZER N o CEZELAR © SEUS EEIERIA R R AR AR R A ) -

Question [ Name of Insured Medical History / Date of Occurrence | Diagnosis Care & Treatment Received Present Conditions | Date of Last
R Person B fRERI B HE e P 2 T KA BAERIEIL Consultation
PN BT —JCRZ HE

Remarks: Please enclose related medical reports. i1 @ ki EARH 2 BER s -

(V) Payment Method fSgkJ57%

Please select a payment method and complete the appropriate section accordingly. =5E =R G7AN HIE R BT
Crossed cheque should be made payable to China Taiping Insurance (HK) Company Limited. S45  EiE0E5E R ¢ KRk (B VERAH -

Payment Mode#§Z#HH : | Payment Method{sf3k 7574 ¢ Note:1:fi# :
O Cashifi &

Bank Name$i{7447& :
==53
O AnnualfE44 O Chequex 2 Cheque No. & S35 -
O Credit Card{Z & Please complete the section (a) below F5EES LT (a)2h 7>
O Credit Card{Z & APlease complete the section (a) below. A5IE S DL T (@)E 5y ©

APlease complete the section (b) - Direct Debit Authorization

NHER (b)Y - ERERIRIEE

O Bank Account Auto-transferti {7 = [ 5 BEEiNE When using Bank Account Auto-transfer, the handling fee will be
charged by the Bank. For details, please contact the Bank.{# iR
O Monthly 177 L1 E BRI » S04 T A T % - TR AR T
APlease arrange for submission of two (2) months' premiums by cash or crossed cheque "5 LIFR 4 sl fi|45 37 22 77 U TH AU Wi (iE B 22 frEs -
O Cashifi 4> HKS ki
O Cheque¥y = Bank Name $R{7%4f% :
Cheque No 7 ZEHERE :
HK$ s

I/We understand that once this proposal is accepted, the policy will be automatically renewed each year. |/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. l/we understand that once |/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.

RNEEH O MR E U - REE G H DA - ST BICFARR(E S AR A TR MR T/EH-FATRA N BE ZIRITHE M 7P LSRG B [l A frbast SIS R e - alE
HRAGRE CERMPASD ~ R&E S PTE SRS DR EH R AL AR E - FRIEA N/ GEAME P HEEA T PR RR(E B AIRAE - AN BEHSER NSRRI @R L)
AP FURRE  2ESURMRE LT CREETH H30RFISCE » B/ REREFA & 3 8HFR -

(a) Credit Card Payment Instruction and Authorization {EFR{I&fen LTS
(Payment by the Proposer's Credit Card is recommended. Z:#(E PR A S/ F © Accept credit card in HK currency only. H sz B8 EH-KEL - )

OVisa VISA O MasterCard @“— Credit Card No.
| s | et L= LA
0O BOC CUP Dual Currency Credit Card F1$R Rl e (= H -
Name of Cardholder (Surname / Given Name) | Expiry Date (mm/yy) Relationship with the Proposer (must be immediate family member)
FR A (M) EA-REIEIH (/5 BHERARR R (WHEREREE)

Declaration E#HH :

1. | 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. lunderstand that | 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.
| 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 .
) AN WAEIREARAIHEE ZEHRP LR R LR (R - @8 RO A F(EH]) - 2R ASTHLE B Rl -
) ANBH A AR BER R EATRUH L - MR B AU TR R & A N EUMESAE H A ZAIEC T BATREM R -
) ANBHE BATWERSE AT E R By al it BT R BRI L E R SRS 2 A ]\ SR R G P (R T B 5 RO B (R M L B 5 R (K - A0 A E M AR REDR T IR By
HARCHE N A SR HAE R B ST S8R AT R 19574 -

[

noT

iy

SIRFAABRA ARIEAZR - FELLE A 5 FHY

Signature of Cardholder % A %% Date (dd/mm/yy)H#i ( H/B/4F)

Signature should correspond to the specimen signature of your credit card #%Z = EABEH K F 2 HFE2HE
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(V1) Declaration EEH

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) All information and documents provided by me/us (as defined under “(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 benefits hereunder to the
Policyholder or Insured Person(s) by the Company in relation to all medical claims shall be credited to the bank account as specified in part (I) of
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
or expenses exceeding the benefit limit (claim charge back) immediately upon demand.

(7) 1/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.

BN > FERIRER AR A - SRR FIE

(1) FRUEFP AR MBS R (F8) AIRATE (DUTRE TEAE ) ) SRR - SR HM A LArsRai@imy kst - JAEME
AE -

(2) RANIERAFTT AL R 555 T B R ST AR NI PI%E BA TSR MG SO PRI g AR NI S AR
HRIEZ - Tye e NEE - ANKFYRHE A ED LS BidE - TR RHRETE - ANBMIH SR NIRRT MBS
ZER R A RHEMARALL IR S L R - KRR A R E AR SR E I R HH SR B AR A

(3) RNIEFHRBAILM BRI (A1 725 FRFUER) RARMZIRE - Kl AR AERFIE BEAFZHRHE G2 -

(4) AT AR STE AR - WA PRaG UL A ST AT IR AR AT S Z PRIERG G E B A S URE AL B R AR 5 B AR S TE S HIRE T
FAFERIG AR T— U Z PR IRRUI Y I PR EL N » RIS FEARS SRAFFRERZIRAT - HAFAREMTHE -

(5) ANSBAIEA FERL— VIR RHIN e Orbs AR R B B A R e 3% Z PREEAVAERASE & - B SN RIEFTAC - A o SR U e PR A A RE
&t RNEMREFEEFAE BAFS TIRERA AR N Z BHER RS G E AR RE S ATEE 2 5 LA B = LR FAER B
WEIAT  WE bR RAFIMZ L RE L —URREE -

(6) RNIEAHEZ FAFBFRZIGR > WHEORT R BT R (RERE AT BB A OB RIS M BB A (R -

(7) ENBEMR IR AR G2 R R ML R BAFRIUSEEMER - S HRASERFER AL -

(8) A NI FAPTAN S e (7 SRS - R RIREDASE AR 5] -

(9) B IR E A EMZER » HICHARRIFTA IS IR 5T B S 50 PR 2 B R R R 4T -

W& B AR K% 5] PERSONAL INFORMATION COLLECTION STATEMENT

FEICPARBE (FHE) AR AR (R “ARAF” ) B EHA (EANER (AR 51 FHMAERIEE. F . BISUEAEAMET. BT

PEARREERERNMBEANER, &5 T RAFRORIEESIT, 44 WA 68 TR EA & RME LT -

(1) ATArr BELOREEAT B S BOIR S (L BR PR SR P T RO el ME . CREMRBIITIE. W% TAE . REFHESSIT I EHBRARRE) , 86%
S BRI T B e SRR L HUH BRAE I

(11) AR EATHEATAARALRE;

(iii) Sl EA&sS ET

(vi) HeBd IR SAT HERARIM A g &

(v)  IEO5IE A, %00 g sFRI e El .

A BIRAT A E b e B BE R T 8104507 :

(a)  FIAAFRMATE WAl . A3 R B RBIE =77 R, ARG KRR, SRR TR AR ES AN AR, RET
BRER AN CEAT) - RREHE B/ AR, SRR SETS A7 B B RS S s

(b)  AauERREAE (B (ARG NRERSE)

(¢) BN L iRl IR BB © CREQR BRI RIS . BRI (RS R A FBiED RAEE;

(d) SR G AT (A BURTHE B LA i 2

R T EIEN BRI GER IR g R (b An LA LAR IS (AN aisish) , Tt s, HWTHEER HTRERBEERTEL.

EAREIHIEA: & FT & AATFRMEMN L/ Sid2tEl TREANERAARFREIREAR LERU (AR NRERLAE) | FEAFZ
ARk R JSR =y RS, A AR K/ BOBHCH RIEOBH A R AT LCE (G . EE. ERREUEEI BT, SRR &/ o O A Y
EEESHEA. & BT ASRERCH B SEN SRR AT T EANERR AU EAR], LRI MEE [V .

FE) T T RERE R A 0 K / B IR B AR A R REAH B P T ISR K/ Bl a8 T AR ARG B BT AR S it 7 58 = 5 (E B3 8
BIIERE. AT T, FEUE TN A A R ARSI A S HE Mol 2 A HE SR S5 V8 57 5 1l 8 5 Hh B K 1 K B 194 8 78 B info@hk.cntaiping.com.
TR B R BRBOR R 430 2 L#Awww.hk.cntaiping.com, #BEEE .
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AEE ) AP I SCRRAS A AR T A sl — 20, LA SRR Y

China Taiping Insurance (HK) Company Limited (the “Company”) understands 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;

(i) 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) the Company’s related companies (as that term is defined 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 the Company’s related
companies (as that term is defined in the Companies Ordinance), partners of the Company’s 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.

PN )& 3 p= VARG LB L L Z YN PN R (s b P I N p-<E L e R Lk A S Aa ke b il
O | /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) #
EEESAN (A/AIE) " BRAFE FrawRE \HE ™
7 The Proposal Form must be signed at Hong Kong. i e

Signature of Parent if Insured Person(s) aged under 18. # 185F LU T EYRE PRk AE I R B %S -

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.
ARPLLREAT PSRRI M SE T - WA ik S DS OR B -

For Bank Use Only BRI THE

Staff No:. Agent Code: Transfer Unit No.:

Staff Name: Unit Code: Transfer Staff No.:

Staff Contact No.: BMS Tx No.: Remark:

For Office Use Only FHAS/\E[HEE

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:

“HealthCare” Medical Insurance Hotline " 8242785 | B2 (Rl Z045
(852) 3716 1616
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