HealthMultiple Medical Insurance Plan

Enrolment Form

[E8#AE | BEBERRRTE

BRRKE

Enquiry no. BT % © (852) 2903 9391 Fax B & : (852) 2968 0639

Please tick the appropriate box and * delete whichever is inappropriate. & ¢ #3518 & A * Sl = @R & -

Z

ZURICH'
B E2 i

Please complete in BLOCK LETTERS. i& LA ZE X IE A 1R o

Proposer’s information %1% A &}

Mr./Mrs./Ms.* English name: Chinese name:
F I RKI L™ B Rt
HKID card no.: Date of birth: D M \% Sex: O Male O Female
BE T EHRES =R: H A & MR ES z
Correspondence address: Flat/Room Floor Block
MU - =/ B g g
Building
RE
Estate name/Street no. & name/Lot no.*
EeaTE/EE R/ R
District HK / KLN / NT*
& BB/ R
Day time telephone no.: Night time telephone no.:
AR R i - KRB
Mobile phone no.: E-mail address:
TRENE AR B

Insured person’s information Z{f A &%

Insured person SR A 1

Insured person Z{R A 2

Insured person 1R A 3

Insured person IR A 4

Surname

e

Given name

#

Sex
151

O Male &
O Female %

O Male 8
O Female &

OMale 8
O Female &

O Male 8
O Female

HKID card no.
BB H MBI

Date of birth (dd/mm/yy)
HERB(R/A/IF)

D M
A A

<

D M
A A

4 <

4 <

Relationship with proposer

IR ARR

O self &RA
(O Spouse 218
O cChild* Fz*

(O Spouse F2 18
O Child* Fz *

O Child* T2 *

O Child* F# *

Height (cm)
Fm(EX)

Weight (kg)
BE(AM)

Occupation & position

i3k R BT

*  Child(ren) must be aged at or below 17 years, unemployed and unmarried.

* FRMBBABIVTRIIAT - REBRREZAL




Choice of cover and plan level {REEE B K& 5t &I5R 3!

Core Cover* EARFE *

Insured person AR A 1

Insured person 4R A 2

Insured person 4R A 3

Insured person 1R A 4

Section 1 — Room & Board

E1H-FHER

(O Section 1 & 14

(O Section 1 £ 146

(O Section 1 &£ 146

(O Section 1 # 146

Section 2 - Surgical Cover

528 - FIMBARE

(O Section 2 2 £f

(O Section 2 2 £

(O Section 2 E 246

(O Section 2 % 2 &

Section 3 — Post-surgery Cover

38 - FIMERE

(O Section 3 % 3£

(O Section 3 E 36

(O Section 3 % 3£

(O Section 3 E 3£

Enrolment of Section 1 to Section 3
RIRE1BHEEIE

() Section 1 to Section 3
ERR-GEY-El:]

(O Section 1 to Section 3
FIEEE3EH

(O Section 1 to Section 3
FIEEF A

(O Section 1 to Section 3
FIHEFIE

Plan level of Core Cover*
ERRE Z5HEIRB

O Platinum Plan &5t 2l
(O Enhanced Plan B2l
(O standard Plan 12514

O Platinum Plan &5t
(O Enhanced Plan E#i5t 2l
(O Standard Plan 12514

O Platinum Plan &5t
(O Enhanced Plan E#5t 2l
(O standard Plan 12514

O Platinum Plan A& 512
(O Enhanced Plan E#:t 2l
(O standard Plan 1251

*  The plan level selected must be the same for all sections under Core Cover.
* FAEZRIEE B TR AR BRI AEER

Additional Cover™ Ffiin{REE »

(Only applicable to enrolment of Section 1 to Section 3 RiEARIERE 1§

Section 4(a) - Supplementary Major
Medical Cover”

25 4(a) BT - B I BEARAR PR *

(O Section 4(a) & 4(a) &6

(O Section 4(a) & 4(a) &6

(O Section 4(a) & 4(a) &6

(O Section 4(a) & 4(a) &6

Section 4(b) — Voluntary deductible*
Fa)EF-EEEEEE"

Please choose the deductible amount (HK$)

mEEeaEOES /L)

(O Section 4(b) % 4(b) &

(O Section 4(b) % 4(b) &

(O Section 4(b) % 4(b) &

(O Section 4(b) % 4(b) &

O $20,000 O $20,000 O $20,000 O $20,000
O $30,000 O $30,000 O $30,000 O $30,000
O $50,000 O $50,000 O $50,000 O $50,000
Deductible amount (HK$) Discount on premium (only applicable to premium of Section 1 to Section 3)
BEE(B%/T) REFHN(REARE 1 HEFIEHRE)
Standard Plan 125t &l Enhanced Plan &2l Platinum Plan (&5t &l
20,000 25% 27.5% 30%
30,000 n/a 30% 32%
50,000 n/a n/a 35%

WABEAREHER -

Insured person can choose either Section 4(a) or Section 4(b) only. The plan level selected must be the same as Core Cover.

bORIRAR TR 4(a) Bk E 4(o) ETE IR E AR —ERIRAR - MIRERAVET BIARRIL

Section 5 — Hospital Cash
FESH-IRRE

Plan level of Section 5
E 58 5 EIR A

(O Section 5 % 5 &

O Platinum Plan 3 &5t
(O Enhanced Plan E#i5t 2l
(O standard Plan 12514

(O Section 5 % 5 &

O Platinum Plan 9 &5t 2l
(O Enhanced Plan E#i5t 2l
(O Standard Plan 12514

(O Section 5 & 5 &

O Platinum Plan 9 &5t 2l
(O Enhanced Plan E#i:t 2l
(O standard Plan 12514

(O Section 5 & 5

O Platinum Plan A& 52|
(O Enhanced Plan E#:T 2l
(O standard Plan 1251

Section 6 — Critical Iliness

%6 8- B RE

Plan level of Section 6
etz s ERR

(O Section 6 % 6 £

O Platinum Plan 945t 2l
O Enhanced Plan E#5+2)
(O Standard Plan 12514

(O Section 6 £ 6 £

O Platinum Plan 9 &5t 2l
(O Enhanced Plan &5t 2l
(O Standard Plan 12512

(O Section 6 % 6 £

O Platinum Plan A& 5t 2]
(O Enhanced Plan &5t 2|
(O Standard Plan 12512

(O Section 6 & 6 £

O Platinum Plan A& 5t 2]
(O Enhanced Plan &5t 2|
(O standard Plan 1Z#51#|

Section 7 — Special Treatment and Care
E7EH-HRARRERE

Plan level of Section 7
F 7825 ERR

(O Section 7 E 7

O Platinum Plan B &5t 2]
(O Enhanced Plan E 12
(O standard Plan 1Z%512|

(O Section 7 E 74

O Platinum Plan B & 512l
(O Enhanced Plan &1 2]
(O Standard Plan 12512

(O Section 7 £ 7

O Platinum Plan B &5t 2|
(O Enhanced Plan E 12
(O Standard Plan 12513

(O Section 7 E 74

O Platinum Plan B &5t 2|
(O Enhanced Plan &1l
(O standard Plan 1Z#512|

Out-patient Medical Plan (OMP)
PR B ERRIES S

Plan level of OMP
P8R 25 EIR5I

(O Out-patient Medical Plan
PIRp BB RRE AT 8l

O Platinum Plan B &5t 2]

O Enhanced Plan &85t &)

(O Standard Plan {25t 2|

(O Out-patient Medical Plan
P2 BERET 2

O Platinum Plan (&5t 2|

(O Enhanced Plan &85t 2|

(O Standard Plan &5t 2|

O Out-patient Medical Plan
PP BERETE

O Platinum Plan (&5t 2]

(O Enhanced Plan &85t 2|

(O Standard Plan &%t 2|

O Out patient Medical Plan
PI BB RET 2

O Platinum Plan (&5t 2]

(O Enhanced Plan &2l

(O Standard Plan &5t 2|

A The plan level selected for Additional Cover can be different from the Core Cover, except for Section 4(a) and Section 4(b).

A PR R B AR BIARSI AT EARE TR - M5 4a) B R 5 4(0) ERRS




Premium payment {R 8 X {$8##%

Insured person R A 1

Insured person SR A 2

Insured person 4R A 3

Insured person 2R A 4

Total premium (HK$) (R & & FE(BHE/T)

Annual &4/ Monthly & A

Annual &4/ Monthly & A

Annual &4/ Monthly & A

Annual B4/ Monthly & A

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

RE = EXRERE x

(100% - B BFEFIN(NER ) ) HEAR
PFEARE + MY ANRPE(R B (40 AR )

Less premium discount

FURRE ST

« Enrol in Section 1 to Section 3 at the same time, you can receive 5% premium discount. FIFHRIRE 1 EiEFE 360 - Al 95 HTIRBEE -
« Enrol the whole family, you can receive 5% premium discount. 25 [RIRFHE{R + A& 95 TR BB -

Total premium payable (HK$)
B REAE(EE/T)

(Minimum annual premium per policy is HK$800
FREGFRIRE BR800 )

Annual &4/ Monthly & A Annual 4/ Monthly & A Annual &4/ Monthly & A Annual §4/ Monthly & A

Effective date of insurance cover* D M Y D M Y D M Y D M Y
RERAER B EA* =] A & =] A & =] A & A A F

*  For Out-patient Medical Plan, coverage shall be effective on the 1st or the 15th day of the month following the date of receipt of the application by Zurich Insurance Company Limited (whichever is earlier)

* PIRBERENECRELAMANAHFRERBERARNREEERELBAZIFRRISK(ABRRERE) -

Medical questionnaire B &R %

All questions must be answered in full by all insured person(s). FT AR AYSEFEMOI % T 512 -

Yes &

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

BMTREBATBRIEERR  ABEXNEREZTFM(ARER ARG ?

2. Are you currently under or have you been advised to have medical observation, treatment or require medication or follow-ups due to any
iliness or effects of any accident?

BTREEGXETRESRIEBREE ARIEARRRBIIFEMFRIEYRELER?

3. Have you ever had any physical disability or mental condition, or suffered from any congenital abnormalities and/or disease, chronic disease or
hereditary disease or any disorder on physical conditions?
HTEEAEMFEERE - BHE B A ARERER/ SRR R RSEERS S EIEERA?

4. Have you ever suffered from or been treated for any of the following disorders or diseases? If yes, please tick the appropriate box below.
HTREL BB T A —EHBIAELASRREZBAR B[R] BEATERIBINEVE -
Tuberculosis Bronchitis Diabetes Malaria Stroke Epilepsy
B Ol wmm# Ol mrs Ol gz Ol s Ol mmz O
Chest pain Spinal problem Herina Nasal sinusitis Gout Arthritis
K O|semm Olm Ol s ms Ol s, O | pgs O
Thyroid disorder Rheumatic fever Varicose veins Alcoholism Drug addition Venereal disease
FaELE O mER O| mamenir Ol mm Olps o O
Haemorrhoids Anaemia Haemophilia Hallux valgus Anal fistulae
e Olamn Ol nxs O| mashm Ol e O
Raised blood pressure O Asthma or respiratory diseases O Stone of kidney / bladder / gall bladder O
ShilES B s ol M IR 7R BA/IBEMWA/ER O O
Cancer or tumour(s) of any kind Gynaecological conditions Duodenal or ulcer of any kind
T AT I Ol i Ol +—imasmuns O
Any form of hepatitis (or is Hepatitis B carrier) O Acquired Immune Deficiency Syndrome (AIDS) O
EfEEFA (K CRFAFRE ) R
Mental disorder or psychiatric problem / disease
TN O
Disease or disorder of the /G sk & B2 Th ALK
Eyes BR (O | Ears B (O] Kidneys & (O | Bladder Bt O ‘ Arteries BIEi% (O | Lung fif
Brain &0 (O] Pancreas el (O | Liver FFAE (O | Genitor-urinary organs MW RAEFEEE O

Muscular skeletal AL & &8

Gastro-intestinal tract B5%E & (O] Central nervous system F g #4E Xt
Heart or cardio vascular or circulatory diseases /U 8¢/0: i I & 8 18 3R R SRR

O
O

5. Are there any material health or physical conditions not mentioned above which may affect your well being?
E TR R ZERIA LW ARIRRE S EBEMRTRE ?

6. Are you having any personal accident insurance, individual medical insurance, hospital cash insurance or critical illness insurance (excluding
group medical insurance provided by the insured person’s employer) with Zurich Insurance Company Limited or any other insurer? If yes,
please state the benefits, the sum insured and the company name of the insurer (including Zurich Insurance Company Limited).

BRI EAEEHEEREER AR SEMREARRRZEAEIN - BEARER  ERrBESIEERER(TEEXRAZEIRE2ERE
BERR) AR SRMRELEE RERRBRARLE(BEHRRERRERAF) °

C




Medical questionnaire B&E %

All questions must be answered in full by all insured person(s). FTB AR AYIEFEMIEIZ 51| - Yes & No &

7. Have you ever been refused enrolment, renewal or reinstatement of life insurance, personal accident insurance, medical insurance, hospital
income insurance, or critical illness insurance, or subject to special terms and conditions or additional premium? Q Q

BTRAENER  BRAEYREMAS - EARIN  BF - AR DB RE R IRIE T M 0% B TR RIE YR B IR B 4 2

8. Are you currently making a claim for accident, disability or medical insurance benefit? O O

BTHEEEZAMEIN - BRIBERBRARRAFERRE?

9. Do you consider to taking part in any dangerous sports or races? O O
BT RELTE2REMERIEES L HRE?

The following questions are applicable to Section 6 - Critical lliness benefit application:
AT HEERRE6 - AR -

1. Have any of your natural parents, brothers or sisters died or suffered from heart disease, stroke, hypertension, diabetes, kidney disease, mental
disorder, hepatitis (or is Hepatitis B carrier), cancer or any hereditary disease before the age of 60? @) @)
BTRRERE - ABkbirt - EEEKER60RAERLHERE - TR - BB - BRE - BRF - HiekaE - L (SRS
F)  RAESEMEE RS E LR R A ?

2. Have you smoked any cigarettes in the last 12 months? O O
HTRiBEE12EARNEE GRE ?

3. Have you ever smoked cigarettes? If yes, please specify the daily consumption. If you stopped smoking, please also state when and for what

reason.
HTEAERE?E(R] #AASHRRES - METERE @ BEARRERRA -

Consumption: piece per day for years Date ceased smoking: ) O O
WESE - §H TE - REE F TERE -

Reason:

JREA -

If the answer to any of the above questions is “Yes”, please give full details below. (If the space provided is insufficient, please use a separate sheet to give details.)
WM EEAEEEIRIE  BHMKRBPOT o CEELTR - BUASEFFIMHA)

Name of insured person S2{RAZEE :

Question 1 £ 1%
Reason(s) of being subject to special terms and conditions or additional premium or being refused for enrolment or renewal of life or medical insurance

BHRRYEREIMAZTHERRREFIER TN R IBR R BRIR R NNRER

Question 2 2 &
Details of physical impairment, diagnosis & treatment received (including any kind of medication treatment)

FRPRBERE KRR ZR AR REEAERELRR)

Question 3 55378
Present health condition

FERERL

Question 4 55478
Period of medical treatment

AR

Question 5 5857
Name & address of attending doctor
FBE AR RibHE

Question 6 55 638
State the name of insurer and number of individual medical insurance the insured person currently has

FREABORRATEERZRARE ZEAABRRREE




HLA/AF/09/2010

Premium payment £ {1 /R &
O By cheque A Z#i{t

(Only applicable to annual payment mode
REARNESFHN )

Cheque no. X 55 ¢ Bank name #RT&HE :

Cheque made payable to “Zurich Insurance Company Limited” X Zi4BEAEE [ HRHRBER AT
If the cheque issuer is not the proposer, please fill in the following information. & 37 Z% tH AW FEIARA © FEBATER -

Relationship with the proposer E2#%{% A B (% :

O By credit card BME AR | O Annual payment HEE O Monthly payment & A4 f+
(The first two months’ premium will be debited in the first billing B /BERASHIM BME A 2 RE )

Credit card type f5F-4E7) O VISA og2 O = ol i
Cardholder’s name # -~ A% : Cardholder’s HKID card no. #~ AEE S D& 575
Credit card no. {5 FA-RRH - Credit card expiry date EFA RBEMBEZE : M A Y&
O By bank account (O Annual payment &4 41t (O Monthly payment & A &1t
LUSRITERF 84 (Please pay the first three months’ premium by cheque A ZHMNE=EARE )

(Please fill in the direct debit
authorization form EHE R H#Z I

EiEE)
Account holder's name $R{TERF#5E AKS ¢ Account no. SRTTERF SRS ¢

I hereby authorize Zurich Insurance Company Limited to debit automatically the premium due from my credit card / bank account above on a monthly / yearly basis, including
payment for the subsequent years / instalments 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. | agree that should there be insufficient funds in my account to
meet any transfer authorized here, the Bank has the right not to effect such transfer in which event the Bank may make the usual service charge.

RAGZREHRBRERBRERRADREA LR ERF/RITEFEA/BFERERINEHRESTE A AAASARERNSHRE  EEAABE—SE@MBLA
BUH - RARBERZEFEEMSAAGAR/IRITREPHRES - AABRRELBER  RARBORAGHR/RITRPZERATEINZFER - RITEETTHER -
BAIEEE 2 R E -

If credit cardholder / bank account holder is not the proposer, please fill in the following information. 1A RH A/BITELIEHBE AL IFERA - FEBUATER -
Relationship with the proposer B2 (R A B(Z :

Signature of credit cardholder / bank account holder:
FERRBERA/MRITRPHEASRE Date HEf : DH M A Y

Declaration EBf

1. I/We hereby apply for Zurich’s HealthMultiple Medical Insurance Plan (“this Plan”). | declare that to the best of my/our knowledge and belief the information given on this enrolment form is true and complete in every

respect and all information disclosed have been verified by me as true and correct. | declare that | have full and complete authority from the insured person to sign this application and disclose any personal information

in relation )lo me/us being requested to assess this application and | agree that this enrolment form and declaration shall form the basis of the contract between me/us and Zurich Insurance Company Limited (“the

Company”).

| auﬁ?onzye the Company to obtain medical information from my/our medical practitioner(s) and | agree to supply additional information relevant to this Plan at my own expense.

I/We understand that all the personal information collected or held by the Company, howsoever obtained, may be used by or disclosed to any individual or organization within or outside Hong Kong for the following

purposes: (1) to assess and service this application, (2) to process the direct debit authorization or credit card payment, (3) to provide marketing material of the Company or its associated companies and (4) to conduct

insurance claims or analysis.

4. |/We understand that I/we may contact the Company's Personal Data Privacy Officer at 24-27/F, One Island East, 18 Westlands Road, Island East, Hong Kong for any request to access to and/or correct my/our personal
information held by the Company.

1. AA/BSRRRFIRH [BEAE | BRBRURRETE (THLETE ) - AAZBARRREREHMIIZHERMTDRAEN/BSHARFAEARERTRMEAR - WERAXTERER - AABBRABEESZRART
2 - FREURRATE - WREAAN/BSFNEREABRHETZILRRAFZA - FARBARRREREABBRAA/ESEHFRERRARAR([ERF]) ZHOE KK

2. AABBEBERRERAFA/ESZBERRE WHE AATRBRAEME— SR A EM s ARTENAFER -

3. AA/EEHA—PABRRMEIFENEAER - TRAEE T AR - FAHERREARAETERNSRINZEAMAREBREFEAT AR : (1) FPRULESBE - Q) MEEENREREEREA AR
(3) IR E R R R BRE A O HE (4) IR RIBARERBRZ D

4. AN/BEHARAN/BSAAERRAZEAAEHLBEEEREM R/ AERHERRNFEEARA/TSNEAEAER - WUt AEEEERENK 18MESRP L2427 18

W

A

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

ULIRER R BAGEARER - BORRERBZRERT LAY -

Signature of proposer: Date:
BIRARE HE -

For internal use only R4 A #5{s A

Authorized agent/ broker: Name of insurance consultant:
FraTiRIR AR /4842 ¢ IREERRRIMEE -

Contact tel. no. of insurance consultant:

_ PRER R B AR B REIRAS -

Zurich Insurance Company Limited (a company incorporated in Switzerland) BRERHtHRBERMR AT (R tafkz 2 A7)
24-27/F, One Island East, 18 Westlands Road, Island East, Hong Kong

ERBEREMRK 18HBERDL24-2718

Customer Services Hotline 225 BRISEA4E © (852) 2968 2288  Fax f8E : (852) 2968 0639  http://www.zurich.com.hk
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HLA/AF/09/2010

ZURICH'
ErEei

Direct debit authorization EiZ{ X BES

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

BA(F)BREERA (F)OTRRT > (RBEISASEERRAITEGETAA (F)RITNET ) BFAA (FIOPORNERTHRRERBER AR (ZuA)
BRERESBETSHBANTHREE -

I/\Ne 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.

A(E)AEARA [ )ORTHAEEASERBAREERTAA(F ] o

I/We jointly and severally accept full responsibility for any overdraft (or increase in existing overdraft) on my/our account which may arise as a result of any such transfer(s).

MRZEEEMSAA (FINPARRES (HSRENEILM ) - AA (F ) BARRERFEZHAE -

I/\Ne confirm that my/our signature(s) on this application form is/are the same as that/those for the operation of my/our Savings/Current Account to be debited for the transfer.

5 HRAAN (F)ENKRE ENRBFEAA (F ) AUSKRNP ONEERER -

I/We agree to notify Zurich Insurance Company Limited (name of beneficiary) 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.

TAE ) AESBAHRBERBERAR (RaA )EARITFPFONEEXHIUEREFR - TRBHOAA (FIWFPOWERHRENZEREER - AA (5 )R
TERTTHEER - BIR{TAIWEEENKE -

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

AEEERREETREESTRARLIEE T EHAARL (AMETKENAMRE)

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

AA(FIRAE AN (F ) BUARERAREEOEBHA - ARBUE/ERERARIBETERZAZTAA (F ) ORTREEA -

Account number: Bank name:
PR EITAT

Name of account holder(s):
POREA :
(As recorded on statement/passbook — Please complete in English) (fE45 28 / 1718 L FTA 48R ATE - EIARUAS )

ID no. of account holder(s): ID type*:
FOFAEANSOEN S EMHRR
Limit for each payment/month”: - Debtor's reference:
R/ ARRBRE" HKD ¥ BEASRZE
Expiry date: M Y
ZEAA - A F
Signature of account holder(s): Date: D M Y
FOBBEABE = B A F
* D type HHFEHHAR | = HKID HEEHHE P = Passport 2 B = Business Registration 3% & 078 C = Certificate of Incorporation A FIiEMEE X = Others Hfth

*If limit for each payment/month is not specified, the debtor’s bank will set the limit as unlimited”.

MR ANFRRRE] —WARBEL - AHRTESERRBRER " TRER”

Zurich Insurance Company Limited (a company incorporated in Switzerland) BRERHtHRBERMR AT (R tafkz 2 A7)
24-27/F, One Island East, 18 Westlands Road, Island East, Hong Kong

ERBEREMRK 18HBERDL24-2718

Customer Services Hotline 225 BRISEA4E © (852) 2968 2288  Fax f8E : (852) 2968 0639  http://www.zurich.com.hk
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