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[ 220558 | BREMRMETEHRIRE  Caring Medical Protection Plus Application Form

AR IR R BIBAREE S /MA-F R ARFR B4R o Please read the product brochure and terms and conditions of the product before applying. $21% Apply
UK EREREMRRE - WERKRES [B+F (EX) REBARAF] 2HLXRFE (NEA) REBENBINEAFIRETRR l

$Z#EZE o Please complete this form in BLOCK letters and if applicable, return it together with a crossed cheque payable to Blue Cross (Asia-Pacific)
Insurance Limited or complete the Credit Card Payment Instruction and Authorisation in part (V).

EEEE  REARRTEIRMEZ B MBIARNERE LERETEREWOEN - Blue Cross HK App

Important Note: Policy issuance and effective date of benefits coverage will be subject to completed and clear information provided on this application form.

BREEHRERS T (RERAREREAN / ELRANER)

Medical Insurance Needs Assessment (only applicable to customer who submits application via agent/broker)

ARREERREREREETHNRIRNERE  FOEUTHEUEEETRHE - (F REETFERERBERLTEERAREHNERERRRERRER —EBBMH
LUE(T B REERBERMER )

In order to ensure the medical insurance product can meet your needs and objectives, please answer the following question before proceeding to the application. (Note: Existing
Blue Cross” medical insurance products do not include critical illness protection plans which meet any needs and objectives of offering lump sum payment for future healthcare
service upon claims of critical illness.)

BTREEEABRNEETEREBRERBER?

Do you intend to purchase a medical insurance product for better planning of your future healthcare needs?
0O & No

O 2 (FBE—IE) Yes (Please select one)

OAANBRESHEREBRERRER (FIN : MEBFEHX) UXNEREEM -

I am looking for an indemnity medical insurance product (e.g. reimbursement of medical expenses) which serves to settle medical expenses.

O XANRESHFEREEFERBER (FI - ERRE) UBEBERPHBIBARKL -

I am looking for a non-indemnity medical insurance product (e.g. hospital cash) which serves to compensate for the loss of income during hospital confinement.

OFRARESHKASEBERBER (EREESFERRERE) UXVEFEEANEHERMEZWABEL -
I am looking for a combo medical insurance product (i.e. indemnity incorporated with non-indemnity cash benefits) which serves to settle medical expenses and
compensate for the loss of income during hospital confinement.

(et E+FEREERBRERLS BA#ZEAH (B/B /%) (BERERRE) ¥
Name of Employer Blue Cross Group Medical Insurance Policy No. Last Employment Date (dd/mm/yy) (applicable to

Conversion Option) ¥

v REARNEERSRANE + 7 ERERRBITENE  &E
ZEAMAH [E+7] AENEIRE -

Y Only applicable to Blue Cross Group Medical members going
to resign/retire. The Last Employment Date will be verified with
your employer.

() BIRAEE Details of Applicant

BRERAES (UEBHNE /ERAEE) (/R)
Name of Applicant (as shown on HKID Card/Passport) (Surname/First Name)

BEBHNE /ERREG

O %% Mr. O/MA Miss HKID Card/Passport No.

OARKR Mrs. OZE Ms.

HEBH (B/ B/ %) PR B FiR N T=E BABEB AL
Date of Birth (dd/mm/yy) Contact Telephone No. Mobile Office Home Personal E-mail Address

AL Correspondence Address (EREREHA KBS b HE RS P.O. Box and hotel address are not acceptable)
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BERENMALERENIXESE (REBNERAE TFRANES)

Delivery method for Policy Documents and Renewal Information (only applicable to customer who submits applications directly to the Company)
O BEB by email 2 or O EBZF by post (ZNFRIERR » BED (ANHEIRHL) AFRIEERLIETTIE © If not specified, email (if provided) will be defaulted as the delivery method.)

FBRITF OSRES RITEFAKBARSR RITERNE DITERE
Hong Kong Bank Account No.* Name of Bank Account Holder Bank Name Branch Name
_ L1 (N O B
RATHR R DITHR: F Ak
Bank Code Branch Code Account No.

* BEEESRANGERBEREKEFAMIBERTFD | REZISUHFHUT ZRITF O © Eligible medical claims payment relevant to all Proposed Insured(s) will be credited to this
designated bank account; only bank account with 15 digits or below is acceptable.

Blue Cross (Asia-Pacific) Insurance Limited 5+ (Z5X) RIEBRATE MD187a/06.2025
www.bluecross.com.hk



() EFZRAEHE Details of Proposed Insured(s)

s HAERM
#Z
RERAE ) o EHINR/ BERE pERI (B/A/%) HERABRRA 2 BE
po HKID Card/Passport No. Sex Date of Birth Relationship with the Applicant*
(Surname/First Name)
(dd/mm/yy)

1 BRA , , FYN

Applicant Self
2 / /
3 / /
4 / /
5 / /

LB ARBERAREERBE T Z  Applicable to policyholder and their spouse or children.

(1) fRFEETEI Plan Details (FhnREE R IRASEEAER R FH{RIEH A 1240 » Optional Benefits can be chosen only if Basic Hospital & Surgical Benefits has been applied.)
(ERTHIEBEEAB L [v] 5  Please tick the appropriate items below.)

ERERRFHRE (2 ERE)"
Basic Hospital & Surgical Benefits (Benefit Sub-limit)"

EZRA
Proposed
Insured(s) g (1) - BRE Bl Q) - ¥RRE BRE(3) - ZBRE
Premier (1) - Private Superior (2) - Semi-Private Standard (3) - Ward
1 ] O O
2 ] O O
3 ] O O
4 O O O
5 O O O

N R EIRBIARIR () EC)PEE IR -

" Please select only one option from Plan Level no. (1) to (3).

HIANPIR2AREE Bt N 2T BHREE
HZRA Optional Outpatient Benefits Optional Dental Benefit
Proposed § R R
Insured(s) B Zx sTEA stE B
Superior Standard Plan A Plan B

1 O O O O

2 O O O O

3 O O O O

4 O O O O

5 O O O O
B EH Payment Mode ©: O 8 Annual O ¥5F 84 Semi-annual* O F #*4 Monthly*4

¢ BENREE FHRENBAN [EARERETREEE] - #
A ¥FBRAMSBHYTEARKE [HMNPIZRIE] HRE - A

& mET—A£ARERRAMEHEAZR  RESUT—EER
FiestE - TRIBAFRTE - MREERAHMERRAHTE
CEIVREA R BREERFR - RO TS RIBUABZRER
IREGHFMUR - LFEEMASTEENFHRETR0.5125 - MHRIE
RABRN  BARBEBESRFHRER0.0875

Please complete “Credit Card Payment Instruction and Authorisation” in part (IV) for payment method.

Semi-annual and monthly payment mode is not available to policy with Option Outpatient Benefits.

Note: If your next birthday falls within the coming 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. The total

amount payable will be calculated according to the premium table of this plan.

If semi-annual payment mode is chosen, the semi-annual amount payable is equal to annual premium times 0.5125. If monthly payment mode is chosen,

the monthly amount payable is equal to annual premium times 0.0875.

(V) ERAFRHREBRRIFESE Credit Card Payment Instruction and Authorisation
(BBREARRAZERF - REZBERAFRF O © Payment by the Applicant’s credit card is recommended. Accept credit card in HK currency only.)

O visa [ Mastercard

FERFFORE
Credit Card Account No.

FrAfS (#/8)

Name of Cardholder (Surname/First Name)

EAFEHA (A/F)
Expiry Date (mm/yy)

HERAZBEER (VEAREBRELS) *

Relationship with the Applicant (must be immediate family member)*

B Declaration:

(—) RABBREEATEAAMBEZEBFEORMNBREET 1. | hereby authorise the Company to effect debit of any premium (including renewal premium),
RE (BREERRE)  RBREEERHERBHEE=SE (N8 levy to the Insurance Authority and claims charge back (if applicable) from the Credit Card Account
) BEERASTREEEEARL - specified herewith for the insurance policy, until further written notice is given by me.

(Z) BRAPARATERBNEAQTECEIRE  YRSZEUERE 2. understand that | have the right to cancel this authorisation at any time and agree that any notice of
RAEEEBRA BRIV / ERERBBRD —ER AR TE cancellation or variation of this authorisation shall be given to the Company and/or Credit Card
AT/ BEAEFL Centre at least 1T month prior to the effective date of such cancellation/variation.

(=) MmBEAM  REBEEBESATBELWDEHRESRERGERE 3. If monthly pay}:nent modg is selecteﬁ, the Corfnpan will charge 2-month premium and levy to the
EEREE - Insurance Authority in advance at the time of application.

(M) &A/RAEABIRA/BAECHE  BARESE+LS (D) 4 /We confirm that l/we have read, understood and agreed to the Personal Information Collection
BRRERARNKERASHEE ( [ZEH ]| ) o ZEBENY Statement of Blue Cross (Asia-Pacific) Insurance Limited (the “PICS”). The updated version of the
éiﬁ@a#ﬂu&;ﬁ;ﬁz%%ﬁﬁ&z‘gﬂmi%tE@:%&ﬁ%?ﬁ&ﬁjﬂi\? PI(éS whichh cfompliesdwith the relevant rules and regulations is available for download using the QR
B o code on this form and upon request.

BFRA%EE H# (B/R/H)

Signature of Cardholder

Date (dd/mm/yy)

FEBRRERBERRRANER 72 X8 RBWHK - BRE B ZEEEARERBHRE -

Immediate Family Member shall mean spouse, children, parents, brothers or sisters, grandparents, grandchildren, legal guardian or parents-in-law of the Applicant.



(V) 2ER#HREIEFIBE Questionnaire on Health-Related Information
FIEESRAMARE T HIEBERZIRZ A ° All Proposed Insured(s) included in this application is/are required to answer the following questions for underwriting
purpose.

REAR () EERRAESREAERBEERRTIFHNET FEEERRIRAEN (b) FETFEEERRRRENEZRA  Only applicable to the
Proposed Insured who is (a) Blue Cross Group Medical Insurance Member and would like to opt for a plan level higher than his/her corresponding plan level under
the existing group medical plan or (b) non-Blue Cross Group Medical Insurance Member:

BRI R

() RSN EREREERNEMEEARRZAZ  MEZRERQAAFERBFAZRERRRAEHBERNER - XAARANZREFEAATEE  ¥TEHE
EEFERMBERBLER -

(i) ERBBA > BTHFEREMAME  ZABERERAAQRNRUTERERNER - AOEIRBEETRMHNER  AEERIREDNERSAMEEZETE
—SREERMERRZA

(i) EETERRARFEREZZH TWEREANNPER AR S FRUNENBEMRERES > BTEEREBHMELATF

(iv) MEE RN RRILE SR BRE - ZEETRIZ (i) AASEFAAERAQIRRMUTEREBRNER > ARIE (i) FAGRER NSRS E MR R BAR
AT BTHRBRABEIAESZIFE  AARFAERLAL  EESBHEERRE  SIEBEHE -

Statement for Collection of Information

(i) This questionnaire collects health-related information solely for the purpose of underwriting which is a process for the Company to evaluate the health risk of the
applicants and decide the application results. The underwriting process that the Company adopts should be fair and reasonable, and the Company should explain the
application results if requested by the customers.

(i) As the applicant, you are required to provide the Company with complete and accurate information requested in this questionnaire to the best of your knowledge and
belief. Based on the information provided, the Company may have follow-up questions or enquiries that require you to provide further information for underwriting
purpose.

(iii) If there are any changes to or updates of the information provided in this questionnaire after the time of submission of this application and before you receive the Policy,
you are required to notify the Company in a timely manner.

(iv) Even after an insurance policy has been issued upon successful application, the insurance coverage for you may be affected or the policy may be terminated, voided or
rescinded, or claims may be repudiated by the Company, if you have not provided the Company with complete and accurate information to the best of your knowledge
and belief according to (ii), or if you have not notified the Company on any changes to or updates of the information in time according to (iii).

ERER Part A — BBEEE#! Health Information

REARA  BEFRFHEEREUT RERRIEE

Note for applicant(s): Questions of Part A do not require the applicant(s) to disclose information regarding the medical conditions or treatments below.

GE /BT /GRR - BEX / BYhE (BER) B FR (BFRE) &8  NREE (BFER) - BOE  EREANRHE / KRR (BRERER) -
ERFERARZARE (BRERER)  FHREERE REFRER)  ENRE  AESWHIEERE (EFH)  TELAREIBRZERBREZNERZ
R ER AR T

Cold/ flu / sore throat, gastroenteritis / food poisoning (fully recovered), indigestions (no investigations required), acne, muscle sprained (fully recovered), thrush, routine
scan / blood test for pregnancy (normal result), routine cervical smear (normal result), routine health check (normal result), preventive vaccination, Hormonal
Replacement Therapy (menopause), infertility treatment or uncomplicated pregnancy, myopia / hyperopia / astigmatism / presbyopia.

EUTHEIZ8RAM-BHEZERS [R] & FRCHEEEREMRERE -

If your answer to any of the questions 1 - 8 below is “Yes”, please proceed to answer the relevant follow-up questions in Part B.

BEBEESKEEE "V, o Pleasetick"v" the appropriate boxes. = Yes | & No
1. BREBHRD TIREIEERR ?

Have you ever been diagnosed with any of the following diseases or medical conditions?

(@) FEAESR{LFE O O
Cancer or carcinoma in situ

(b) PaERIERE O O
Brain tumor

© DERE O ]
Heart disease

d) FE (BIEEEEERD - 458 ()RR ) O O
Stroke (including transient ischemic attack (TIA))

() SIMmEE O O
Hypertension

) BRFAREEGEMERE O O
Diabetes mellitus or impaired glucose tolerance

@ BW®m O O
Kidney disease

(h) HERISEZRHRE MR RRE O O
Prolapsed intervertebral disc or degenerative spine conditions

() FEEABRERIEZROEBRIEERR O O
Diseases or medical conditions requiring a medical device or prosthesis to be implanted within the body

() ABRRERIRZHES (BiHRS) BR O O
Human immunodeficiency virus (“HIV”) infection

(0 SRMEERE EREEFRZACFENES  £ERBHENER) O O
Congenital conditions (medical, physical or mental abnormalities that existed at the time of or before birth)

() HEEkE - TMER B &/ RYETHED - B - RELIREAOMRR O O
Physical defects, impairments, deformities, and / or conditions affecting mobility, sight, speech or hearing

(m) BREERR (PIUNE - £R - FHIR - REABRRTNEE) O O
Mental health conditions (such as depression, anxiety, schizophrenia, eating disorders, or bipolar disorders)

(n) BEERERSMEE O O
Hypercholesterolemia or Hyperlipidemia

(o) FFHERB (FIMZBHRBEMFL (BFEHNAZGERE) ~ BREHEFRIFEL) O O
Liver disorder (such as hepatitis B or hepatitis C (including tested positive), fatty liver or cirrhosis of liver)

(p) ZEMERECIE O O
Multiple sclerosis




EER Part A — 2B EF} Health Information

Other medical conditions or sign and symptom (such as lump, headache, persistent coughing, chest pain or epigastric pain) that you are
seeking or intend to seek medical advice

BEBEAELEEE "v, o Pleasetick"v" the appropriate boxes. 2VYes | & No
2. ZHARBRATIHERBREERL ?
Do you currently have any of the following diseases or medical conditions?
@ AR (B8 [ER]) O O
Hernia
b) IEFE (EE/ER /B BE /&85 [ 18E) O O
Breast lesion (tumour / mass / lump / cyst / nodule / growth)
€ FERMEFSE (EE/ER/ 1ER / BE / B0 / &85 / 84%) O O
Uterine or ovarian lesion (tumour / mass / lump / cyst / polyp / nodule / growth)
(d) RMERIFIBRIER O O
Benign prostatic hypertrophy
(o MHEATMRELR (BEA BRESAREMER) O O
Gall bladder stone or urinary stone (renal stone, ureteric stones or urinary bladder stone)
) BRE - BXRIEERHE O O
Cataract, glaucoma or retinopathy
(@ MAMRRAMBBERRE O O
Arthritis or other joint disorder
3. HBERER CREELCHPEATHITE PINEA - SMER - 835 - 8F) AENAFIRERREZIEREEAS (HIN O O
EREBL - WIEARE - BeRELE) NIREDENEREEE?
In the last 5 years, have you ever had or been advised to have any regular or ongoing (such as monthly, every 2 months, half-yearly, annually)
follow-up consultations or medical care with a healthcare professional (such as specialist doctor, physiotherapist, psychiatrist) for any disease
or medical condition?
4. EBRERFR LERAGHBLESTH PINRBEERER /88K / BFER) BRAAPRE—EANESEY ? O O
In the last 5 years, have you been advised by your doctor to take any medications (such as to be taken daily / once per week / as needed as
directed by doctor) for a continuous period of more than one (1) month?
5. EBERFR  BREBATER? O O
In the last 5 years, have you been admitted into a hospital?
6. EBERFR  LEEBAFERBRTEZINESF (BEARGRRESVEA/ER) 2 O O
In the last 5 years, have you undergone a surgical procedure (including endoscopy or biopsy) without being admitted into a hospital?
7. EBELFR GREDEINLWEAZIRSE (PIMRM - BIR - OBE X0 BB - SREHE  #HRK  CTEFRE - 24K
RE - RS - REFRYH) ? O O
In the last 5 years, have you ever had or been advised to undergo investigations (such as blood or urine test, ECG, X-ray, ultrasound, CT scan,
MRI, PET scan, HIV test, Hepatitis B test, Hepatitis C test)?
MRERE [R] - CHREERETRETIER?
If the answer is “Yes”, do your investigation result(s) include the followings?
@ BRERER O O
Normal test result is advised
b) BRERER O O
Abnormal test result is advised
(0 BELRRRIMRER O O
You are still awaiting test / test result
d) BBERABERLTEE (FRENVE-TBRR) O O
Test result is inconclusive or uncertain (retesting or follow up test is required)
@ FERERCERBFRIARNFTEELER (PN LRSFENRAROERMATEE / INEE / BERLSSL / RG-S O O
BRI R E PR RG)
Medical advice has been sought or treatment is required for the test result (such as liver cyst / brain cyst/ joint degeneration or calcification /
lung or breast or thyroid calcification discovered on imaging test, that may not require immediate treatment)
8. MTLAEFIZ7TEBETERENERI  BREETIER?
Apart from anything you have already disclosed in Questions 1 - 7, do you have any of the following conditions?
(@) EBRE-FA - BESEHMULRDTSAF (118) BE O O
Unintentional weight loss by more than 5 kg (11 Ibs) over past 1 year
(b) FEFHM (PIHEHM - @l - RRmsfzmn) =40—EA O O
Abnormal bleeding (such as vaginal bleeding, rectal bleeding, nose bleeding or coughing up of blood) for at least one month
(0 HBE-HFR  CHEARERRIFARERSCEINFTEEITEREEAS (PINENEE  YEDAREM - BeREE) niREDn O O
In the last 1 year, you had or have been required to have follow-up consultation with a healthcare professional (such as specialist doctor,
physiotherapist, psychiatrist) for any medical condition or sign and symptom
(d) EfRERRRHEERER (GIMEL - 3575 - HE%W - WERLER) mMEERTESREERR O O



Z & Part B - fRFEEFHEI Supplementary Health Information
ERAS I ZEAMN—RMEZERR "R, B RAARANMERMESER - FRERME2ERN (PIEREREREEQANER T REFNRAN) DEFHATRRRE

If the answer to any of the questions 1-8 in Part A is “Yes”, please provide additional information as applicable. Please provide information as detailed as possible (e.g. provide year and month if exact
date could not be recalled) for the sake of fair assessment in underwriting.

SR w L/ REARR / FRERER | EXHBEBRER |2 BETHEER/RE /S B ﬁ)ﬂ/ (BIMZERER | EED/ | AFREREKK/ TE

Question No. Disease / medical condition / | TEAREYEIHA Treatment / investigations / tests / %Béfg‘ ﬁéﬂﬁ}ﬁé SRR A /@Jﬁﬂj{}ﬂ/ﬁ{%{&

a) YR 1-88 R |sign and symptom Date of first scans that have been performed BRABREZY /TR | Date of last | TERBIBEELEEX
P2 BRERIRE occurrence of sign B2 AH) follow-up Name of doctor who

A &/ 8H/FHREH iti dical i

Follow-up and symptom b) BEER /1 H Present condition me ) treated the disease /
questions to Date of such treatment / (such as whether consultation /| sickness / medical
each of Q1-8 investigation / tests /scan fully recovered, treatment condition / sign and
as applicable follow up action / symptom*

e medication / . .
b) EZRAHHE next follow up date) B RS (aEA) *
Name of Name of Hospital,
Proposed where applicable*

Insured(s)

IR ERBOABERFEANBLER / RERUEREBRDEN  BFEGHEANTHES )

(Note: written consents from applicant are needed before an insurance company may approach the applicant’s doctor and/or hospital for access to his/her medical records.)

(V) BEBIEREEERHPEREAEE Opt-out from Use of Personal Data in Direct Marketing

AERRERINEE  BEREREHNEN - UETEREHES - 1% (EX) REARAR ( [E+7]) ek [WEEAEHESR] ( [ZEA] )
ME RO BAERMERZREHERIEETHEASNRHETFZBAEW(IVRNBE BSEBHEERREE  BRERBMEEENERT  E+FTEMLBENE
REHAENEALER - BRTHEE T FEEREHTEARRHENEAER  BFETHZRAE L [v] 5 -
1. ERBEAEHEERE .

O BTRZETFREZBHEGOREARNEAERFERES (GINEBRARRHENES - BEREREFDHEM)-
2. $EENEEHR SR B S EB \

O ZETRSETFREZBAEGREENBAENRMATHETSSERHFERREY (DINBBRRRUBINER BEREREFHNER) TRETT

SERGEERAMPENER -

UL RRRBMMESHEETE - REHEMN B S EBH ERRENHRYFNN RS  TRRMERPFHNTRSATELFHEMEE - FHER > (RELLIE
BERNIIEZBRARNFEERENESR R - BER/SEN - FRNSHZBEHUDETERAFEERHENEASHERUR TREBHMEAGHEER
fREHEVEFITIR N TR -
In order to provide you with the latest news, offers and promotions and to conduct direct marketing activities, Blue Cross (Asia-Pacific) Insurance Limited (Blue Cross) may
use your personal data according to Blue Cross’ Personal Information Collection Statement (the “Statement”) and provide your personal data to its alliance program
partners as set out in paragraph 4(iii) of the Statement for direct marketing but Blue Cross cannot use and provide your personal data for such purpose without your
consent. Please tick "v" in the box below if you do not wish Blue Cross to use and provide your personal data for direct marketing.

1. Use of Personal Data in Direct Marketing
O 1 do not agree to Blue Cross’ use of my personal data for direct marketing (such as by way of providing me updates on latest news, offers and promotions) as set out
in paragraph (4) of the Statement.

2. Provision of Personal Data in Direct Marketing to Alliance Program Partners
O 1 do not agree to Blue Cross’ provision of my personal data to its alliance program partners for direct marketing (such as by way of providing me updates on latest
news, offers and promotions) as set out in paragraph (4) of the Statement, whether or not for money or other property.

The above represents your present choice of whether or not to receive direct marketing contact or information from Blue Cross and its alliance program partners. This
shall replace any choice you may have given to Blue Cross prior to this application. Please note that your above choice shall apply to the direct marketing of the
products, services, advice and/or subjects as set out in the Statement. Please also refer to the Statement for the kinds of personal data which may be used for direct
marketing and the classes of persons to which your personal data may be provided for them to use in direct marketing.

Fr
A




(VIl) BEA R $R#E Declaration and Authorisation

8.
9.
I/WE, HEREBY DECLARE AND AGREE THAT:
1.

FA/#M ELEALFEE
1.

LAFERENERBEMEENRMAGIRERER EERASEZ2H  LARRARAN /EMNFARMAEMEZN - AL/ ZMALRERBEINERENRER
HREEZABREBBERBEBRBENZERRE - AL/ BMEHER  NAERUEERERERCENFBAELTT (X)) RBBRLA ([E27])

EMARLRBHRFECEEER - BUREEHEARTRESIRERRBAFRSARELY - EFA/ BIZBLREEREZRERERN - XA/ BRAXERS
NEARBEBAA/EM (BEEZRA) WREERROEMRE -

AN/ BMERABERREREREA /EMNRHESEBERA / BAZRERR - —NEABEA/ BAOZN - AA/ EMRREETABRFERA / BAREER

ERlzEmEE - BREAES - Bt - DTN AMEERARNEE REQR - A8 - BEIATRERA / BANRRERAAERNTFELRARARERR / BRE
DA FABRERREIBERBURREFZB 2RENEBRMEZA - KREETTHE - ARBEZITREXAFRERD

. HRRBHAREARFEEARTC K ERENREMRTEDARRABAER
 RRABEEFS - ERARZRANRESIRARERER 2RENEFESE HEQATETRY  UAHBERSIRREAZRAGEAZEN - A/ ZAALBEEH

FHEATDRTRESEAZZRAZEETASEFEALRREE - BOMEEZFOARRZF ATFERUZEXN @ YREHRREVARZLREZ )
ARELE -

C BEREQARBRERZGR  URERTHREEEAFNEAREEANBREARBHREZIMNERER <BEZE> -
. AN/ BAABREIEATERAAN / HMBERERFATNEENRERAZERZRE  AAERHFHRENERERBEL (0F) ZHEL - XA/ EM

EELURREANERES  DRREIEN / BACESZABRRE - £ A/ BATHEEARLART ERNER - ATUEERRRREFEE -

AN/ EMEICHERBAER T  ERGHRRANNEEELRSNERBERYR - AL/ RABZAA/ZMCHE BARBRETF (Z2X ) REREAR

NEWBEBEAERER ([ZEH]) - ZBUNFSEBETERER ZENMATRERE LN BT RRATHERR -
FERRUETEE  RRAESESE - (FNTER - HMER)
MAA/EMABEZRREERERRENREA /KLCREREELRBRFE - AN/ RABDELEMBROREA / SLERREHY -

The answers to all the above questions including all information and particulars given herein are accurate, true and complete and are given to the best of my/our
knowledge and belief. I/We have not withheld any material information and accept that this application and declaration shall form the basis of the contract between
Blue Cross (Asia-Pacific) Insurance Limited (“the Company”) and me/us. I/We hereby acknowledge that failure to supply true and accurate answers to this application
or inform the Company of all material information about my/our application may render the Company unable to accept or process this application or the insurance
policy void. I/We shall disclose to the Company any change in my/our/the proposed Insured Person’s health after signing this application until I/we receive the policy.

. I/We acknowledge that the Company reserves the right to ask for submission of more details of health status of me/us at my/our own cost. I/We hereby authorise any licensed

physician, medical practitioner, hospital, clinic or other medical or medically related facility, insurance company or other organisation, institution or person, that has any
records, knowledge or health information of me/us, to give to the Company, its authorised representatives/reinsurers any such information for the purpose of assessment of this
application or subsequent assessment of any insurance claim under the insurance policy that may be issued pursuant to this application, such authorisation shall be
irrevocable. A photographic copy of this authorisation shall be as valid as the original.

. The insurance coverage applied for shall only take effect when this application has been accepted by and the first premium has been paid to the Company.

. The Applicant shall have the authority to deal with, receive or request for information from the Company concerning the Insured(s) in relation to any claims or matters

arising from the policy issued pursuant to this application. I/We further agree that payment of any benefits hereunder to the Policyholder or Insured(s) by the Company in
relation to all medical claims shall be credited to the bank account as specified in part (I) of this application 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.

. 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.

. 1/We understand and acknowledge that the Company shall pay the authorised insurance broker (if any) a commission for arranging the insurance policy, as a result of

purchasing and taking up the policy issued by the Company as well as renewing the said policy thereafter. If I/we sign herein on behalf of a body corporate, 1/we
further confirm that I/we am/are authorised to do so. I/We further understand that the above agreement is necessary for the Company to proceed with the application.

. I/We confirm having read and understood the product brochure, terms and conditions of the product and agree Statement for Collection of Information in part (V). I/We

confirm that I/we have read, understood and agreed to the Personal Information Collection Statement of Blue Cross (Asia-Pacific) Insurance Limited (the “PICS”). The updated
version of the PICS which complies with the relevant rules and regulations is available for download using the QR code on this form and upon request.

. #The applicant is physically present in Hong Kong as at the date of this application. (*delete if not applicable)

. If I/we choose to appoint the existing group medical insurance scheme agent/broker to handle and follow up this application, I/we agree to receive the policy documents via

the appointed agent/broker.

(VI 304 RE3E R BRE LR IZEREE How to Handle and Follow Up this Application

BETHIEF—AZEASEE [v] SRR EERESALRRBTFFENSE - ARERR  MREFHERE  FRLRBABIEHAQAEREERRE -

O FRA/BARERERAA/ BMNREERBRERECREA / KLEERIELRIBRAE

O RA/BMREAEARERERERRELRESE

Please indicate the choice as to who will handle and follow up this application by tick "v" one of the boxes below. For the avoidance of doubt, if no choice has been made, this
application will be handled and followed up by the Company directly.

O I/We authorise and appoint the agent/broker of my/our existing group medical insurance scheme to handle and follow up this application
O I/We would like the Company to handle and follow up this application

(IX) 882 Signature

Bl (B/R/5) RRAEE FEESIRAEE
Date at Hong Kong (dd/mm/yy) Signature of Applicant Signature of all Proposed Insured(s)
1.
2.
3.
4.
5.

* ABRRENFGERRUSEZM  WEFR  BURERRE -

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

X) XEA /&%= For Agent/Broker Use Only

REA /RIS REA /ISR HREA/ BICER REA/ BiCHER
Agent/Broker Name Agent/Broker Code Agent/Broker Tel Agent/Broker Fax



