TheChoice Medical Insurance Application Form

EXRBEMESEIBRS
For Company Use only: ‘A%

= One application form for one person to be insured only E1A FRFER RIRFR—BZHRA Effective Date: (DD/MM/YYYY)
= Person to be insured must be applicant himself or his spouse or child 2R ALEEZFEAEASHHRBRF L | £ HH8(B/5/4)
= Please tick as appropriated 5 2H 00 V1 5%

/ /

Personal Details of Applicant (Applicant must be a HKID cardholder and age 18 or above)

HEAEATH(RFEAFERBAR1SEULRFAEEESE)

Name in English (same as HKID Card) Family Name 2 Given Name %4 Name in Chinese 1324444
B (RE B BH HER)

HKID Card No. Sex [ Male ] Female
HEGMHFERE () Ll Es %
Date of Birth (DD/MM/YYYY) Occupation (Applicable to Applicant who is also the person to be insured) Nationality (Optional)
HEHBRB/A/F) BE(ERRERAZRANBREAN) BEFECGENEER)

/ /

Contact Details of Applicant EB35 A B4R Tkl
Address #i3it* (Please complete in ENGLISH BT SUER)

Flat 811 Room ZE Floor /8 #4 Block [E&

Building / Mansion / House / Estate

PNEVES =

Street / Road

#H/iE

District

b:ulEy O HK Island &8& [ Kowloon J1.88 ONT 3R

Contact No. Mobile No. Email Address*
B4 EE TRENEREIRHS Ekabubilg

Details of Person to be insured Z{RAZE

Please tick one only [ Myself (Details as above) [J Spouse [JChild
BREE—IE A (BRI 1EE) [ Fr

Please provide average stay of the person(s) to be insured in Hong Kong per year 1R A\ G £ 19/E HBRE: months &

If the average stay is less than nine months, please provide the place of residence outside Hong Kong:

WMRRAZBEFIEBREDINER FiRiEINEE2E:

Name in English (same as HKID Card) Family Name & Given Name %4 Name in Chinese F1324444
R (BB 55 HER)

HKID Card No. Sex [JMale [J Female
BEZD IR () L3l B Z
Date of Birth (DD/MM/YYYY) Occupation Nationality (Optional)
HAERBA(B/B/F) S BEFECGENEER)
/ /
Choice of Cover IZ{RIEE
Core Benefits Optional Outpatient Benefit oPﬁ;’;?lltglu;Z?‘z:i't‘; and
Plan level Annual Deductible option Note: Must be the same as the level of the Hospitalization Benefit
sTEIARA FFEENE MiEE 1 SHEIAR B A BB B RIEAE R
[J  Standard (Ward) [ HKSO
1REKE)
[J Advance (Semi-Private Room) L HK$25000 0 O
1%%(.:.:%A%‘(.%) [0 HKS$50,000
[J  Prestige (Private Room)
BHERE) 0 HK$80,000
Grand Total Annual Premium (excluding Insurance levy) HKS
SELRETEERERS) B

* PO0. Box, hotel address and overseas address are not acceptable. &= EIE LA SN
# Please provide email address to enjoy bolttech Insurance eServices app and receive medical claim statement by email.

SR E MU U= AR R eServicesfE B2 U BB BF B U B R R HIZEG R

TheChoice Medical Insurance £33k B 5t |

Health Declaration (To be completed by the person to be insured, if the person to be insured is under the age of 18, it can be completed by the applicant)

REBRARZERARR  EZRAR185EUT AR HEFAEE)

1. ENSEKEE Height: m: cm: ft: in: Weight: Kg: Ib:
Your Height and Weight 55 K EXK: R: < fgsE: NI B
2. Have you ever had or been told to have any of the following: Yes No
BETLS B ENERSE F TR -] =
i.  Diseases of the Heart 0
DB
i. ~ Cancer or tumor
BESEE - -
iii. ~Diabetes or high blood sugar 0O O
AR
iv. HepatitisBorC 0 0
ZBURF R R BIFK
v.  Kidney Failure
BIsERIB O O
vi.  Stroke
thE O O
3. Inthe last 5 years have you received medical advice or been treated for any of the following: Yes No
EIAERSFE BATEM FISFERAREERIAR: -] a
i.  Carcinoma insitu, abnormal growth or polyps 0O 0
Rl REERIERN
i. ~ Asthma, tuberculosis, pneumonia or chronic obstructive lung disease 0O O
M0 fiAE A% F sk SIS PR
iii. Stomach ulcer or pancreatitis or gastritis 0O 0O
BRBSRRKEE K
iv. High blood pressure or high cholesterol 0 0O
& IR =EERE
V. Abnormal liver function
FrhAER - -
vi. Nephritis or abnormal kidney function, prostate enlargement or elevated PSA levels, polycystic ovarian syndrome or
endometriosis O O

BRABIERE FIFIBRIERHPSAES I EH KT ZRINBGRSENF=ERNEEN

vii. Any injury or disorder of the eyes (excluding vision corrected by prescription lens), ears, bones, joints or spine or physical

disability O O
HARBENZEFEBIEEBRARRBERD) BN 555 MBS RS 8RR

viii. HIV infection or positive HIV test result 0 0
LR AR S B R RIS A4S

ix. Depression, mental disorder or intellectual disability 0 0O
HNEE - IR U RS

4. For any conditions other than the above: In the last 3 years, have you: Yes No

TEIBE3ER R EEIRSN BH LA 5 &

i.  had ongoing follow-up with a doctor or specialist doctor for a period of 6 months or more? 0
T NENBEREETOEANERFEEMNRE?

ii. received medication or treatment, any of which was for a continuous period of 2 weeks or more? 0O 0O

IR EEZ AR B PEA— R EMERERRERE?

ii. had a surgical procedure, or been hospitalized for a continuous period of 6 days or more? (If yes, please provide relevant
report(s)) O O
ETFITSF AR RBIBoX ? (N5 FIR A ERITRS)

iv. had an abnormal result or results outside the normal range in a blood test, biopsy, ECG, imaging scan, pap smear,
colonoscopy or other investigation? (If yes, please provide relevant report(s)) 0 0O
FIRAE VEESRE  OEBE A2 RE - FEEKR BT EhHRET R EMERRAEPHIRE BB R EREER
ER?(WMA AHRIERRS)
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Health Declaration (To be completed by the person to be insured, if the person to be insured is under the age of 18, it can be completed by the applicant)

REREABZARANRR B2 RAB18EUT AR HEFAER)

5. Family Health History Yes No
HBEEAR -l B’E

Amongst your biological parents, brothers or sisters:

TRRER D RS ARA

i.  Two or whom have been diagnosed with breast or ovary cancer (for female person to be insured only), colon cancer or
rectal cancer, heart disease or stroke before age 50 O |
I 3 T SORR A AT 22 BT B B ARl SN B (A MR R A B A) R B s R DR R

ii.  One of whom has been diagnosed with Alzheimer's disease, Polycystic Kidney Disease, Motor Neurone Disease,

Parkinson” Disease or Muscular Dystrophy before age 60 O O
TEO0RE U RIHR 2 T B AR PO BIEGRAIERIE) L BB R ESMEui MERELNREETRIE
6. (Applicable to female person to be insured only) Yes No
RBARLMEZRA b &
i.  Areyou pregnant now? 0 0O
CRERSEEER?

ii. If Yes: do you have any complications such as high blood pressure, eclampsia or pre-eclampsia, gestational diabetes or
risk of premature delivery (excluding reduced iron levels for which you are taking vitamin supplements)?

R B A EA EEFEE IS B FRATE (TR IE) SRR A e 2 R (S E KT N MR ZERA - -
HEERFBTRAIRRIN?

If you answer Yes to any of the above questions, please provide relevant report(s) and details below:

W LR EAIRTRARIE & % TR - SRR A AERR R R s A RN T

Bank Name and Account No. for claim reimbursement (Account-Holder must be the Applicant)

BRERFRA 2 TR IBRIRF S ( FORE ABRZHRHEAN)

Personal Bank account (Hong Kong Dollar only)

BARTAO (REREET)
Bank Name $R17# 78 Branch Code H1T1\ES Bank account no. $R470RSE
Premium Payment Method {3 {R& 5%
Payment Mode [ Yearly [J Monthly
IR HASR [SEed 5A
Note: If payment mode is monthly, the monthly premium is equal to annual premium times 0.09.
5 EESANN  AESNFEET 0.09.
Pa;/hmept Method [J Cheque [J Credit Card (Please complete the below “Credit Card Payment Authorization” section)
IR 7% H2 ERE GERERMNT ERA-RARER 59)

If the Cardholder is not the applicant, please fill in the following information. RSB AL IEEFEA - tHEBUTER o

Relationship with the applicant Reason for paying premium and insurance levy on behalf of the applicant
EET I % REABAZTRERREHENRE

] spouse Fcf&

[ parents X &

[ children ¥%&

[J I hereby confirm to pay the premium and insurance levy in respect of this Application.
RABBRABEILRFENEHERRERREHRE ST o

Credit Card Payment Authorisation {5 F-E{37rigHE

(] visa & [ Master Card BEiEFE

Cardholder's Name

FRALSE

Credit Card Account No. Credit Card Expiry Date (MM/YY)
ERRAONES ERREEAR (B /&)

[J I'hereby authorise Bolttech Insurance (Hong Kong) Company Limited to charge my above credit card account for the premium and insurance levy (including
renewal premium) until further notice.

FANGLERFEERRE (58 ) BRABDRAAN LR EARRABULREFIESZ RERREZRE (BERRER ) EESTEA

X
Cardholder's Signature 3£ AZE Date HER (DD/MM/YYYY)

Name of condition | Date diagnosed What treatment did you have? | Are you Fully Recovered | Date of full recovery | If not fully covered, please advise
JRIER B 2B Please include treatment with no ongoing (if applicable) stage of recovery, ongoing
(DD/MM/YYYY) period, type of treatment treatment? SEREEEH treatment, etc.
and the details (e.g. name BEEETERERLE | (WEA) MARFTE R AR HREIEE
of medication, procedure or | IETEEEITAE? (DD/MM/YYYY) EETHRRS
surgery)
RBEZ IR HL AR
RRENE R ARERE R E
sHIE (MEY BB BRIZFS
Firz = #8)
Yes No
= =
O O
Yes No
= =
O O
Yes No
= B
O O
MEARAERRERBREERE FHEILRERFH L WFER ZEEIN V57 0 SEME
If you have any medical reports or reports of medical investigations, please enclose them and put a tick in the box. With Attachment

TheChoice Medical Insurance £33k B 5t |
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Declaration and Authorisation ZEA R 181

1. I hereby declare that, to the best of my knowledge and belief, all particulars and statements given in this Application are true and complete. | agree that this
Application shall be the basis of the contract between me and Bolttech Insurance (Hong Kong) Company Limited (“bolttech Insurance”). | further authorise
any physician, hospital, insurance company or organization to furnish part of or all medical history (including but not limited to information in respect
of consultations, diagnostic test results, prescriptions or treatment) with respect to any illness or injury of me to bolttech Insurance or its authorised
representative. A photocopy of this authorisation shall be considered as effective and valid as the original.

RNGEMBREARPFRRNRRZ —Y) RARAZPRAIFA S 2 BABE A ARZILRFRAS RN AL R RE(E8)BERAB(MRERER) 2B LS
NI NE— SRR B A B RER A B S AR BI LIRS D SN2 B A A NE R 2 RE(BEE R RN S U e R A SUAKRER)
BT RERBSHEEREZ REBAILRE L BIREERRRE /-

2. lundertake that | will inform/have informed my spouse or child to be Insured (if applicable) about this Policy and the Personal Information Collection
Statement (BPICS") of bolttech Insurance (whether contained herein or otherwise obtained) before transferring his/her personal data to bolttech Insurance.
bolttech Insurance shall not accept any liability for the person to be insured not having been so informed. | further undertake that I will comply with the
Personal Data (Privacy) Ordinance and confirm | have obtained the consent from the person to be insured for the transfer of his/her personal data to
bolttech Insurance for the purpose of enrolling him/ her in the TheChoice Medical Insurance plan.

INEGERIER PR ZEABER T RIS RERA] B/ BB AN ZREBHF L (WER) A BARERR SRR WEB AT E R mED S RS

RIHEMBREEE) REBRER T ERZRARRENNBEREEEOSE-FAFEGETEABRRR)RE) LEIEEFZRANRR REBA
BERB R R ERRE R Bt BIZ Be

3. I haveread, understand and accept the PICS of bolttech Insurance.

B PFARER RS REZ WEBA S ZR

bolttech Insurance intends to send you marketing communications or materials and use Your Personal Data in accordance with paragraphs 8 & 9 of PICS. If you
do not agree to receive such marketing communications or bolttech Insurance's intended use of Your Personal Data, please tick below to exercise your right to
opt-out

REHRIRA R mE T X ER S E R AR R EE N BRI B RS K B AE THEAE R -IIE T AR RN A FNEER SRR R REM Z
BENERETEAERD BT AERAEANMN L) #EUATER T AR LB HRER]

[J  Opt-out marketing communications or materials and bolttech Insurance's intend use of my personal data.

ERERIEEA SN EN AR REMZ BN ERARANEAER-

Applicable to Insurance Broker only:

The applicant understands, acknowledges and agrees that, as a result of the applicant purchasing and taking up the policy to be issued by bolttech Insurance,
bolttech Insurance will pay the authorised insurance broker commission during the continuance of the policy including renewals, for arranging the said policy.
Where the applicant is a body corporate, the authorised person who signs on behalf of the applicant further confirms to bolttech Insurance that he or she is
authorised to do so. The applicant further understands that the above agreement is necessary for bolttech Insurance to proceed with the application.

RERARRREZLR:

RE AR EANRER REHREEMEEABE ST HSHNRE PMREAMHIN(EEERE) B a S HA R ENERERBCL T (A MHE
{n\éi/\%%’E!Uﬁ%%EE%ﬁ)\%‘1‘%E@ﬁ%ﬁ%AéE&tﬁ1%’%1%ﬁﬁﬁ&%@fm/ﬁmeﬁaiil\@%ﬁ@EE%%MTEH BRI RN BREREANRE A LUREER
ESEAzE.

X / /
Applicant’s Signature FRzE A& Signed in Hong Kong on (DD/MM/YYYY) IRE&BZEEZ HEE(H/B/5)
Advisor/Broker’s Information V2 A /48405
Advisor / Broker/Technical Representative’s Name Email Address
RN/ EHARETE EEaSubil
Account Code Contact No.
R FSERS B8 B
TheChoice Medical Insurance %5 3K &y st &1 HMID.B.2024.03

Personal Information Collection Statement (“PICS")
UWeEE A E ¥ =0H

Please scan the following QR code for review of Bolttech Insurance (Hong Kong) Company Limited's (the “Company”) PICS.
You can also request a copy of the PICS by calling the Company’s Customer Service Hotline at 2603 9435.

AREUT ZHEEERERRER)BRQE ([ A28 NREBAERBR- LTI RERRTNEF RBHAE
2603 9435 TEUNE(E A B ZEFRIA -

English

Important Notes

The Applicant (i.e. You are) is required to disclose all material facts which you know Bolttech Insurance (Hong Kong)
Company Limited (the “Company”) as an insurer would regard them as likely to influence the acceptance and assessment of
this proposal. If you are in doubt whether certain facts are material you should disclose them. We recommend you to keep a
record (including a copy of completed proposal) for your future reference of all information given. Providing correct answers
and making sure we are informed is for your own protection, as failure to disclose such information may mean that your
policy will not provide with the cover you require and may even invalidate the policy altogether.

R AEMR) D RREFAAREFERTRER(ER)ARAR( A8 BER AR GZEEZFE WAREREEEFE
%?ﬁﬁ‘%g'&ﬁ’ﬂﬁﬁ%’%H&aﬁé%%’iiﬁiﬁ’?MP?E%%WH%E—%%E’\Jéfﬂ(@%ltt&T?ialJﬁ{’Eiﬂﬁ)’LX%EI%T’E%%ZJ%O
AERIMEF o MM E 2RFAAAMER SAILRER B ARMIRAMENRE EE T ESERUILREEN-
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