KA AR BE) A TR T
ﬂ ! “ ! L Regional Insurance Management (International) Limited

Unit 2604 26/F 9 Chong Yip Street Kwun Tong Kowloon
Tel: 2861 3122 Fax: 3016 9813 E-mail: info@regional.com.hk

Zurich HealthMultiple Medical ZURICH
Insurance Plan Enrollment Form R

MERt T HEANE  BEBERRIEETEIRARE

Please note that the “Zurich HealthMultiple Medical Insurance Plan medical questionnaire” will form part of the “Zurich HealthMultiple Medical
Insurance Plan enrolliment form” (“Enroliment Form”).

TBRIE T R2AL , BEBRRIETIBEDS . & "HRY TE2AL, BEBRERBEERERE, ( "TRIREFE, ) 9 -
Enquiry no. BFEERE | +852 2903 9391 Fax EE : +852 2968 0639

Please tick the appropriate box and * delete where inappropriate. v BRASERR*SEMETBERE -

Please use blue or black ink and write clearly in CAPITAL letters. Please complete the form in English.
EEFRRRETE  ARXKBEWESER -

All fields are mandatory. FRTEIEE WEEHR -

1. Proposer’s information 1Z{R AZE R}
[[Imres [ Ms &R [ IMs&z+

Last name First name Chinese name

e k= h R

Date of birth DayH MonthA Years®

HKID card no./Passport no.
e B W A R ses s W

Correspondence address  Flat/Room* Floor Block Building

b bl = / B g K& RE
Estate name/No. & name of street/Lot no.* District HK/KLN/NT*
B33 / HR R / i & aE /B R

Email address Mobile phone number

EEpih MEEFR IR

Marital status Occupation and position

SEIRAR T HZE R

2. Insured person’s information R{RAER

Insured person Insured person Insured person Insured person
ZHRA1 ZRA2 ZRA3 Z2RAL

Last name %
First name %
Sex Al [ | Male 2 [ | Male 2 [ | Male 8 [ ] Male 2

[ ] Female & [ ] Female & [ ] Female & [ ] Female &
HKID card no./Passport no./
Birth certificate no.*
EEBMEIRN / ERIRE /
AR SRS
Date of birth (dd/mm/yy) D M Y D M Y D M Y D M Y
LEBHBH(B/B/F) H B F H B F H B F H B F
Relationship with ! i ! .
KRR P Qs Ogaseas™ Dowars |Dowrs

[ cnild 72 [ child #%
Usual country of residence
B E T
Occupation and position
eSS

' Insured person(s) must be the proposer or his/her family member(s). Family members include the proposer’s spouse, domestic partner,
dependent and unmarried child(ren) below 18 years old. RIRAMDBRIEAFTERERE - KEXEEEFERFEANLS - BE#ER185L
TARMERKRENFL -



3. Choice of cover and plan level {REIE B K&t ZI4R 5l

Core benefits EA{R[E

Insured person

FZRA

Insured person

FiRA2

Insured person
ZRA3

Insured person

ZfRA4

Plan level of core benefits —
Sections 1-3

HAREWET BRI — 55180
ERk]

[ ] Deluxe 5
[ ] Advanced ##k
[ ] Essential #5%

[ ] Deluxe B&
[ ] Advanced ##4%
[ ] Essential #5%%

[ ] Deluxe B8
[ ] Advanced ##
[ ] Essential #5%2

[ ] Deluxe B8
[ ] Advanced ##
[ ] Essential #51

Optional benefits B {R[E

Section 4a — Supplementary

(45% discount #7#0 )

(45% discount #7300 )

( 45% discount #7300 )

: Sical X D Section 4a Section 4a Section 4a Section 4a

major medical cover FAaff F4ath F4ath FB4ath

4ath — M INE&E R =2

Section 4b — Voluntary [ ] 30,000 [ ] 30,000 [ ] 30,000 [ ] 30,000

deductible? (HKD) (25% discount #7301 ) ( 25% discount #7301 ) ( 25% discount #7# ) (25% discount #7401 )

Babeh — BN EAER [ ] 50,000° [ ] 50,000° [ ] 50,000° [ ] 50,000°

(B7) (35% discount #7#0 ) ( 35% discount #7300 ) ( 35% discount #7#0 ) (35% discount #7130 )
80,000* 80,000* D 80,000* D 80,000*

(45% discount #730 )

2 The plan level selected must be the same as the one in respect of the core benefits. 1% 2 5t 214 BI M B BRAE A RIEHET ZIRFIMER -
It is only applicable to Advanced Plan or Deluxe Plan. RERERISRET I E ST -
4 Itis only applicable to Deluxe Plan. RIEANRBEETE -

Plan level of Section 5 —
Hospital cash®

581 — FhIRE 25 8l
&nl

[ ] Deluxe B8
[ ] Advanced 454
[ ] Essential #5328

[ ] Deluxe B85
[ ] Advanced ##
[ ] Essential #5%8

[ ] Deluxe B8
[ ] Advanced ##&
[ ] Essential #53%

[ ] Deluxe B8
[ ] Advanced #% 4%
[ ] Essential #53

Plan level of Section 6 —
Critical lliness cover®
E68 — BEMRE ZEHE
Fll

[ ] Deluxe B8
[ ] Advanced #5 4%
[ ] Essential &3

[ ] Deluxe B8
|| Advanced #48
| ] Essential &3

[ ] Deluxe 28
[ ] Advanced 5 #
[ ] Essential #&32

[ ] Deluxe B8
|| Advanced #% 4%
[ ] Essential %53

Plan level of HealthMultiple
Outpatient Medical Plan®
TRZAL | PIRBERE
ZETEIAR R

[ ] Platinum &4
[ ] Enhanced &4
[ ] Standard 12

[ ] Platinum &
[ ] Enhanced B3
[ ] Standard 12

[ ] Platinum &
[ ] Enhanced &
[ ] standard 2%

[ ] Platinum &
[ ] Enhanced &t
[ ] Standard 1%

5 The plan level selected can be different from the one in respect of the core benefits. P 1E 7 51 84 B ] B E R RIEFT IR B ARG -

4. Premium payment{R& {1

Insured person
ZRA

Insured person
2IRA2

Insured person
2IRA3

Insured person
ZRA4

Annual B2 / Monthly &H

Annual 85 / Monthly 88

Annual B2 / Monthly &5

Annual B4 / Monthly &5

Core benefits premium (HKD)
HEARERE (B7T)

Optional benefits premium
(HKD) (if applicable)
FENERIERE (BT )
(43R )

Deductible discount (if applicable)

BRI (WER )

Family discount® (if applicable)
KEMREITIC (B )

Total premium payable (HKD)
FER RERBER (BT )

Total premium payable = [Core benefits premium x (100% - Deductible discount (if applicable)) + Optional benefits premium (if applicable)] x
(100% - Family discount (if applicable))

BNREBARE = [EXRERE x (100% - BEETN (WER) ) +MNERERE (WEA) Ix (1 - KEASHIN (WER) )

6

EEZR—RREARRFRIEE - SRRRATZS%RRERER -

Family discount of 5% will be applicable to each insured person if more than one insured person enroll in the plan.




5. Health questions /&R %

This section should be completed by insured person 1 only. If more than one insured person apply for this plan, please complete the "Zurich
HealthMultiple Medical Insurance Plan medical questionnaire" for each of the additional insured person.

PR RESEANES - MZR—AIRRABBLIFER - SEIZBMNZRAR T&#Ri T82AL, BEBERRSIABERS, £
EIZAERFEBE -

Yes No
=

1 Please enter your height and weight measurements.
BEieft BTEsSEBEERN -
Height B85 : m  Weight 385 : kg AT

2 Have you ever been admitted into hospital or sanitorium, or undergone or been recommended to undergo surgery (other than D D
that associated with a full term pregnancy)?
BTEEEAFBRyESER  USEIHWERESFMN (HEZREZERNRN ) ?

3 Have you ever been or are you currently taking any medication prescribed for more than 14 days or drugs which are not D D
prescribed by a medical practitioner?
BTEES / EERATUHRBEERBB14R ZEY S EHMTIEEEERTNEY ?

4 Have any of your natural parents, brothers or sisters suffered from heart disease, stroke, hypertension, diabetes, kidney disease, D D
mental disorder, hepatitis (or is a hepatitis carrier), cancer or any hereditary disease? (If yes, please state the details including the
onset date and treatment details.)
BTHRERXSSHNFEAREG B LEMLRER - P&E - SME - #BR% - B - BHRE X (IFXFEE) B
EHEHEER? ("2,  BARUFFOEEREBERLEEFS <)

5 Other than medical test(s) required by an employer or insurer, have you ever been recommended by a medical practitioner any D D
medical test, in the past five years?

BRTYEREHRRATREEZERMESN . BITEELEREZLFANBEERETEUERRE?

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?

ETEEERL WREH AN URRMMU T BB ERKZ ?

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

BERRIAZS (MNIANBEEAE - BHEEE - R BE ) AEthAENERSER ?

[]

(i) The respiratory system (e.g. tuberculosis, asthma, chronic bronchitis) or other related symptoms/diseases?

IR 2/ ( NAERs - B -~ BUSTRER ) NEMARNERSER ?
(iii

=

The endocrine system (e.g. diabetes, thyroid disorder) or other related symptoms/diseases?

ADWEL (FERRE - PARIREE ) ARt ARENERIER ?

(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?

e e B (MEAA KSR - BE+_1EBES - TE% - FE - Uk - IEE - 15 ) NEMBENEISER ?

(v) Breast or genitor-urinary organs (e.g. any disease of the kidneys or bladder) or other related symptoms/diseases?
EFWRETERE (ME OB ER ) SNEMARNEIR S ER ?

(vi) The heart, cardiovascular 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?
OB DT -~ BRAZS (MO - OHESEBIKERE - ORE - S - fE - Ak - BER ) SR (N8
M~ M&% ) SKEt BRI ESS ?

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

SR - BERE BRSNS (NS - B - B  £8 ) IEMBENEREER ?

(viii)Impairment of the eyes/ears/nose (e.g. cataracts, ear infections, tonsillitis) or other related symptoms/diseases?

iR E - BWIEEG (NBAE - BERD - BHIRE ) IR ABNERSER ?

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

fEE - BIE B BB BRUBRESEtAENEMREER ?

(x) Venereal disease, AIDS, AIDS related conditions, any blood test for HIV virus?
s - B - BMERRARNER - IBERELRRS MR ?

0 T T N e N R O
N T N O A

O o 0O
O o o

If the answer is yes to any of these questions, please provide medical report.
BT AEEZERER "R, - ARHEERS -



5. Health questions (continued) BER%E (&)

7

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

EIRBEAFAREEEEMUMUERRERNEEASERIEE BTIREE?

5
wv

(] ®&

8

Are you having any policy of or making any claim for personal accident insurance, individual medical insurance, hospital cash
insurance or critical illness insurance with Zurich Insurance Company Ltd or any other insurer(s)? If yes, please state the policy
number, benefits type, the sum insured and the company name of the insurer.
BTREEERAIETHUHRERBRARATINEMRBATEHRZEAARI - BABRE - FRIBESHGEEREIR
B?% "2,  BRHRERE  REEE - RERRRASEE -

L1 L] o

Have your enrollment, renewal or reinstatement of life insurance, personal accident insurance, medical insurance, hospital
income insurance, or critical illness insurance been rejected, or subject to special terms and conditions or additional premium?
BTEEERKR  BRAUEVNEMUAS - AR - BE - FHIRE B ERRSHIESAM NSRRI IS R E 1A
EAN ?

If any answer(s) to Questions 2-9 is “Yes", please give full details below.

ERB2-9ZERER 2. - FRHLTFHE -

[]

Question No.
3 8 4 5%

2-5,7-9 Details 715 :

6 Nature of Full details of care, treatment |Outcome of treatment e.g. ongoing, Name and address
diagnosis or surgery received complete recovery, recurrent or likely to recur |of the medical attendant(s)
ERtE i 7#&E  AESFN AREAR  WRELRE  TERRE BE | TRBLEIEAMIL
Z#H B BHAKEER

The following questions are applicable to insured person who enroll in Section 6 - Critical illness cover:
UITRIBEAR AL — BEREZSEA

10 Have you gained/lost weight of 10Ib (4.5kg) or more in the last 12 months? If yes, please give reason and exact figure.

11

12

BTHWREREEAE12EAREMICH 108 (4547 ) S E-F "2, - BEmiAEEENsEH ) 2EERRE -
Exact weight gained/lost* FEE &N / B *ZES - kg AF /b BE*
and reason K/EH

Do you drink alcohol? If yes, please specify type of drink (e.g. beer, wine, spirit, etc. ) and your weekly consumption.
BTEEESRAERENG - & "2, - AR mEE (fINEE - 8588 - Z2U8% ) REFRAE -

Type of drink BX fATELR Weekly consumption BE&8E= ml 27

Do you smoke or have you ever smoked any cigarettes? If yes, please state details.

BTREZEHERE - & "2,  HriABHREHS -

Consumption IRE# = pieces/day X2 / B X for & years £

If you have ceased smoking, please state when and for what reason. #l BT~ EFIEIRE - FHFAARERE -

DayH MonthA YearfF

Date ceased A XEHEHA DD DD DDDD and reason K&JREH

)
wv

[ ro




6. Payment method I# 7534

D By check Mz = Check number Bank name
(Only applicable to annual payment mode X ERERES RITEH

REBAREFEHNAN)

o

Check made payable to “Zurich Insurance Company Ltd” ST ZRIRBEAE R # R RIRBRAS .
If the check issuer is not the proposer, please explain the relationship between the check issuer and the proposer

EXFEBRHALIFRRA - FIAZRRHARRRANE G

[ ] By credit card USRF#fT [ ] Annual payment SE#1T [ ] Monthly payment & B#1fF
(The first three months’ premium will be debited upon
the first payment BZUGRRBIIRE=EE ZRE )

Credit card type 5B F#E5 [] V’SA [ ] @mu‘ [] % L] glﬁ%?é%

Cardholder’s name

BRAfZ

Credit card number Credit card expiry date  MonthB YeartE

e S O [ A A A

The cardholder hereby authorizes Zurich Insurance Company Ltd to charge automatically the premium due from his/her credit card stated above
including subsequent premium payment for renewal of this policy and accepts full responsibility for any overdraft on his/her credit card which
arises as a result of such transfer. For the continuation of coverage, the cardholder understands that he/she should arrange sufficient credit balance
in his/her credit card by the premium due date for the automatic debit of premium.

The insured person(s) will become the policyholder for his/her insurance plan automatically at policy anniversary should the insured person(s) reach
the age of 18 and will be charged with the corresponding renewal premium in accordance with the premium table. Zurich Insurance Company Ltd
will collect the renewal premium from the same payment account as stated above on due dates, unless informed otherwise.

BRAZEEHRURRARADUM / t i 2 ERFUERERA SN EHRESREEERERNSHRERDERZSERM <Mt /
WERRLHIRES  FRABRKEZEER - BYHFENRE - SRABAMt / W ERREINHANZHEHANEEEREN M / HAEHF LF
REEBERZA -

MBRARREFFABCSER185 - FEEIURERENREFEA - LERBREXRWEBABNERER - HRRUERBRABRATGES
REFARBEN LN FIRPUIERRE - BESTHEA -

If credit cardholder is not the proposer, please explain the relationship between the credit cardholder and the proposer:

EERFHBALFRRA - BIRERFHFEARRRANREG

DayH MonthB YearfE

Signature of credit cardholder Date
e e L]

[ ] By bank account transfer LUSR1TERS 1 [ ] Annual payment S8 [ ] Monthly payment & B &1
( Please complete the direct debit authorization form (The first three months' premium will
EEREENREES) be debited upon the first payment &

RBRBHNFE=ERZRE )

Direct debit authorization EIE{T R ISHEE

I/We hereby authorize my/our below-named bank to effect transfer from my/our account to that of Zurich Insurance Company Ltd in accordance with
such instructions as my/our bank may receive from Zurich Insurance Company Ltd from time to time provided always that the amount of any one
such transfer should not exceed the limit indicated below.

AN/ BEREEAA / BN THRT - REHFRUERBERATARETAA / BARTHETR - BAA / BEWEOANERFHRHERR
BRAT - EBRERESEANSEBBLUTRIMRE -

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.

AN/ EABBREA / RENRTEAEEZSERBNEE SR TAAN / HM -

I/We authorize Zurich Insurance Company Ltd to charge automatically the premium due from my/our account including subsequent premium
payment for renewal of this policy and accepts full responsibility for any overdraft on my/our account which arises as a result of such transfer. For the
continuation of coverage, l/we understand that I/we should arrange sufficient fund in my/our account by the premium due date for the automatic
debit of premium.

AN/ BEZERGRERBRARATEARAN / BAZPFONEEERAH XM EARESHEORTRERNBZPRERAEAZSERMS A
AN/ BAZPORRES - AA (5) BEREZHER - BTHENRE - KA/ RABBARA / RFERGRESHHRLHEEHONRIERA
A/ BENFOLEREESBEEZA -

The insured person(s) will become the policyholder for his/her insurance plan automatically at policy anniversary should the insured person(s) reached
the age of 18 and will be charged with the corresponding renewal premium in accordance with the premium table. Zurich Insurance Company Ltd
will collect the renewal premium from the same payment account as stated below on due dates, unless informed otherwise.
MBRARREFFEARBCERI8H - FEEBRAERENREFAA TERBRERIWEVERNERER - HRRERBRBERATREBR
IMARE M2 FERPINEERRE - EESTEH -



Direct debit authorization (continued) EE{IFIZHEE (&)

I/We confirm that my/our signature(s) on this Enrollment Form is/are the same as that/those for the operation of my/our savings/current account to be
debited for the transfer.
AN/ BEERAEAN / BOELIREER ENESERA / RPAMEBENREE / EREFONEZEHEE -

I/We agree to notify Zurich Insurance Company Ltd of any change of bank account or cancellation of payment method and further agree that should
there be insufficient funds in my/our bank account to meet any transfer hereby authorized, the bank shall be entitled, at its discretion, not to effect
such transfer in which event the bank may make the usual service charge to be paid by me/us.

KA/ RADEEEANSHRERBRARATETRTFONEENIEREA - MEENAA / RAEWFOLEREH IR (TZSEEER -
KA/ REWRTEEATER - BRITOUWHEENRE -

This authorization shall have effect until further notice or until the expiry date written below (whichever is the earlier).

AEEEREEENEESTENBLEIEZ NIEBEASLE (UMEPRENRBEE) -

I/We agree that any notice of cancellation or variation of this authorization which I/we may give to my/our bank and Zurich Insurance Company Ltd
shall be given at least two working days prior to the date on which such cancellation/variation is to take effect.

KA/ HMER - AA / HOBCHS B ARESHEIEA - ARECE / BEEMARPMELERZARFTARA / HMOAWRTREFRERER
BRAT -

Account number Bank name
Bk HRITBHE

Name of account holder(s) (As recorded on statement/passbook — Please complete in English)

BPOFEA (E#£E / FRLIMGCHENSE - BUECER )

ID no. of account holder(s) ID type’
FOFBANBSMHEMRE BB HER7

Limit for each payment/month® HKD
BR / BAFAREE® BT

DayH MonthB Year&E
oy gee [0 0 ] ] )]
-G]S

Signature of account holder(s):
POKBAZEE

DayH MonthA Year&
e D]
HER

7 ID type BB HEER ¢ | = HKID BES & P = Passport &8

& If limit for each payment/month is not specified, my/our bank will set the limit as “unlimited”.

M TBR/BNRREE L —BARBEL - AA / HANRTEHERRERES " ARLER, -
7. Declaration EHA

1. 1/We hereby apply for Zurich HealthMultiple Medical Insurance Plan (“Plan”). 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 and all information disclosed have been verified by me/us as true and
correct. Where applicable, I/we declare that I/we have full and complete authority from the insured person(s) to sign this application and disclose
any personal information being requested to assess this application. I/We understand and agree that this Enrollment Form and declaration will
form the basis of the contract between me/us and Zurich Insurance Company Ltd (the “Company”).
A/ RORRRPHEHRY T8EALE ) BEERRREE ( "5EL ) - AA/ RASIEBRILRERFBHERTIRBARA / HFPTEIR
FRERRERTEMAR - BERM - IECKRENEECSKEHEAAN / RPZEERERSR - TERANERT - BA/ RMEBXA / HASE
ZHRABTEREZHR/ERBUIRBAERNEARAER - DUEFEBFEZA - KA / BRAEBEARA / RARSRERIBRERAS ( "8
RE ) NRRENERBILIRRERE RERMET 1L -

2. |/We authorize the Company to obtain medical information from the insured person’s medical practitioner(s) and l/we agree to supply additional
information relevant to the policy of this Plan at my/our own expense.

KA/ HAERE SERFNEEARFAZEBEZRNAERREEN XA/ HATEERETIE -SRI BRZERNLBNIRER -

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

KA/ RMPEFRMERESRE - AEREIE - ERRARBLULE SIGRER % -

4. I/We understand that I/we must complete and provide all information requested in this Enrollment Form, failing which the Company cannot
process my/our application for this Plan.

KA/ HMBPEERA / RPLATHERRBIRFEREERZAEER - G0 SQATARAEREARA / RMERAZZRESE -

5. Subject to the Company's consent, I/we agree that this policy will be automatically renewed if the premium is paid by credit card or by direct
debit from a bank account. I/we acknowledge and agree that the Company reserves the right to refuse to renew this policy and it will not be
obligated to reveal the reasons for such refusal.

AN/ BAEEE  MRELEARURTEOEEMRAAXN  AMREKEEHER  HEE SBQTIEE - AA/HABRIKEE B2
SIREBIEBEBRAREZEN  WEHEABERERBERZRR -

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

IRIBERFAT BRARER  EMRRERVGZREETEEN




8. Notice to customers relating to the Personal Data (Privacy) Ordinance (“Ordinance”)

ARRRBAER (AR ) R ( "FARIRG . ) WERBEA

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 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).

EElix%%ﬂiﬁFxxﬁBE"j ( "RAT, ) BESHFENEF (BERESBA - 2RA - ﬁ/\)\ 1?%47‘ AN~ EFEA  REZBARREAN) @
B AR SERFREERR  LMEAEFPREHRE (BRAXRAIREERARERHUMEERNEFRHERE ) -

Please read carefully the details of the Company’s privacy policy which is made available on our website at
www.zurich.com.hk/pics or by scanning the QR code. You may also contact our Customer Care Center at 2968 2288 or

insurance intermediaries for enquires. E 5 E
AR ZFhBREERFE B I www.zurich.com.hk/picsT Ol 3E BiF QRIS MR - MINTI 2 E2968 2288E2F MRV E F ARTS .0\ B .
BXHEFREBPTAES -

Consent for Direct Marketing - Voluntary: E

MmBEEZEE - BEEY :
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, only upon having such policy owners’ or insured persons’ consent or indication of no objection, for the following
purposes relating to direct marketing:
(1) to provide marketing materials and conduct direct marketing activities in relation to insurance and/or financial products and services
of 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 Zurich Insurance Group’s development of services and insurance products.

EEI$’ATHﬂl%‘JZT—;EE’Jﬁ%hﬁ/\&xﬁ)\m%ﬁb@A A RRIRAE - BHERR - Sl - 1R - SOBIAHER - BRAMRR - REX
- REEFR - RERCERS  REZ HHERE - 9 HARSEREMTHBEREZARAR :
(1) RERERRERL / Téﬁm’\ji&?—rﬁi‘“ﬁ|EEE%‘EEMKHFZEM%@HE?“ {EBNRERE / NEHERKRE - &/ HEMD
A ZERRYE - REHSHEEENETEETSHRETE ;
Q) ETERMREINKRIE ; &
Q) MEBERERBREENRBERFRRERZRETHHERERRBME -

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, only upon having such policy owner’s and insured person’s written consent, to the following parties, within
or outside of Hong Kong, for the above purposes relating to direct marketing:
(1) companies within Zurich Insurance Group;
(2) other banking/financial institutions, commercial or charitable organizations with whom the Company maintains business referral or other
arrangements;
( ) third party marketing service providers and insurance intermediaries.

HERE  ARTHun biihSitREZBAAR AU TREBBREANRIMALERHEFELBAAER - 555
EQ&*% Héﬁéﬁéﬂ FE 1R RERAARSRANREEHE
(1) BRURBREBKENT ;
(2) BIAASM LN BRGNE MBI EMIRT / SR - BENEE0S
() F=ATHEHERBEBRAREREFTA -

I/We understand that I/we can withdraw any consent provided for direct marketing purposes anytime by notice to the Company.

AN/ HMPATREREN SQTMUHEEEURTSEEREMETZERE -

D I/We wish to opt out of the above direct marketmg purposes.
A/ BFEAGEERLY BA S EERR




HLA/EF/DNA/02/2017

DayH MonthA Yearf:

Policy inception date®  Date DD DD DDDD
REFREWNBE® HHA

The policy inception date is subject to the final approval by Zurich Insurance Company Ltd.

FREEREMNAHRELHAHFRERRBERASIRE -

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

KA/ HMEREARA / HARUERRRER M Zﬁﬁﬁ Jrh’]#j%;IEEEfﬁ%n? KA/ BMERIEDEARFEREAZABED - BB ER
RN LI ZEFREREBEAER (AE) KANERE

Signature of proposer

RIRAZE

DayH MonthA Yearf

B Bl M

The effective date of the HealthMultiple Outpatient Medical Plan must be either 1st or 15th day of the month following the date of receipt of the application by
Zurich Insurance Company Ltd (whichever is the earlier).

TESZANE ) FIBEREIZRETNABRHRERBABRATNIPEREZERAZE—HAE15A (UREERE) -

For internal use only REAEMES

Agent Name
REBARS :

Agent No
IBAGRR

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

®
HRUERRARAT (R LEMRIIZAT) Z U RI C H

§%§%$$%Eﬂ185)‘%%%%43&,\25-26@ .
Telephone &5 : +852 2903 9390 Fax fEE :+852 2968 0639  Website #J1lk : www.zurich.com.hk .-iig* ?J'g 'Iﬁ-





