Cigna Insurance

Application Form (Individual / Family) e 16/F, 348 Kwun Tong Road,
{EREIRIREERIE (BA 1 KB (G) CIBIIOL  Tonetess o
5 #h IR ¥ www.cigna.com.

PRIVATE & CONFIDENTIAL FAA K28

Part | %—Eﬂﬁ} — To be completed in English (Block Letter). Please countersign any amendments made in this form. EHZRIFHEIES - MEEAER @ BESMNES -

In case the space provided is insufficient, please indicate the section and question number, and provide the details in a separate Additional Declaration.

Ui 2 ZNIABER > BRI R LB RIS -
A - Particulars of Applicant EBZ[ - EB:5 A &8

Title 7558 Family Name (Same as Identity Document) Given Name (Same as Identity Document) Sex | HKID / Passport No. (Please submit copy)
(S5 REBASUFAERE]) B (REHEPXHER) MRl BREEREME / ERWR EEREL
L Mr %54 ' [ HK Permanent Identity Card No. B A4 ERS{AETE
[ Mrs &K g;ngISh [] [ ] HK Non-Permanent Identity Card No. &3 R 1B REMHERIS
= = Passport No. B85S
[IMs %t ms L
[ Miss /)48 L]
Chinese Fg Date of Birth {4 B (DDH - MMB - YYYYE)
230"
Residential it / Room % Floor /& Correspondence gt / Room % Floor &
Address Address
EEHIE  Buiding / Block B Building / Block
KE /B KE/E
(if different from
Street / Estate Residential Street / Estate
e / Bt Address e /B
NEAEEHE
District [JHK &8 [ JKINAE  [INT 3R &) District [IHK &S KN ABE  [INT#R
e [ ] Others Efth HE [ ] Others Efth
Country Country
ExR [EiES
Place of Birth Hi4i Nationality E£& gﬁ?%ﬁ;%ég%ﬂ%&hg ﬁ@of%}r&%ﬁ;ﬁ%K fandienijead

Contact Number Bf4&E5E (At least provide 1 contact no. f/Met— (BRI E3E)
Residential {5 Office #AZ Mobile FRENE:E

Email Address EEftit
Please provide a valid and regularly used email address. This email address will be utilized for activating our online customer service portal MyCigna HK App and receiving electronic communications.

FRIARREROEMILL - LB RIERB R LEFRIETAMyCigna HK AppRZREFEH °

Electronic Policy and Electronic Correspondence & F{R8 & EF@:3X4

The policy and correspondence are sent electronically by default. Upon policy issuance, we will send you a welcome email. Please follow the instructions provided in the email to download and activate our online customer
service portal MyCigna HK App to view your policy and all correspondence that we send to you.

RERBEAXHERNTFHAHE - EREEWE > BASEEHLONEFHN - FREEFHHNETR TERBEBEMNE L EFRBFAMYCigna HK App » MERIERIRE REMEEE EMFREBRAX -
If you would like to additionally receive hard copy of policy and correspondence, please tick the box below. ¥ 5% ZABSMUEVARA ARIRE RIBAXM: » BEUTHRITH

[ ] Request for additional hard copy of policy and correspondence EsREB/MIARAMR S KB X1

B - Particulars of Proposed Insured Person ZZf - ¥R A &kl

Code of Proposed Insured . Appplication Number Please tick the below box if the Applicant is equal to the Proposed Insured Person 1 | Family Name Given Name Sex
Person ERBAEYE | IR{PLRIE EREASESEA 1 BENTHEITH (Same as Identity Document) | (Same as Identity Document) MR

# (REMEPXHER) B (ESHEAEXHER)
1T LI ]] [] e

Details as above E#I[F E
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PRIVATE & CONFIDENTIAL FiA K28

Code of Proposed hsured - Application Number Family Name (Same as Identity Document) Given Name (Same as Identity Document) Sex

Person EREAER | IRIRARTE o (BRI HER]) Z (5 HEAXHER) R
English

2 [ [TTTTTTI5 -
Chinese [(JF%
35
i R 3 [ R SETE (35E3E A _ _ . . .

HKID / Passport / Birth Cert. No. (Please submit copy) Z8 B REME / R / B it4RSRIE (HERaIE) Date of Birth {4 AHA (DDE - MMB - YYYY4) Live with the Applicant B3 ARIE

D HK Permanent Identity Card No. &KX R REHEIRIS D Passport No. F£ER5RH5 (If the answer is “NO”, please also provide

[ JHK Non-Permanent Identity Card No. E#IEKAEREMESE [ Birth Cert. No. HitHSES the residential address of Proposed Insured

Person in an Additional Declaration)
(Please submit nationality proof if not holding HK Permanent Identity Card (%§¥§ TE) - BIHIEERE L
Place of Birth 44 Nationality B ifinp it RRabe, EEsmmat) e REESEA ZETI)

[JYes 2 [INo &

T [] Spouse B2{& [ ] Parent &% (aged 55 or more A+AIHM E)
the Applicant [] Child % (unmarried and below age 18 &R +/\BMNTF) [ ] Grandparent 1R B85MERE (aged 55 or more A+AMEIAL)
o E i A RS

SR [ ] sibling S353%k (unmarried and below age 18 FIER+/\BEMT) [ ] Other Efth*

Code of Proposed Insured - Application Number Family Name (Same as Identity Document) Given Name (Same as Identity Document) Sex

Person ERENER | IRIRARTE i (RS HEAXAHER) Z (5 HEAXHER) R
English

3 LTI ET &n -
Chinese [lF&
230"
A ; S ix  sgpn g srvEass : _ _

HKID / Passport / Birth Cert. No. (Please submit copy) Z8 B REME / R / Hit4RSRIE (HERaIE) Date of Birth {4 AHf (DDE - MMB - YYYY4) Live with the Applicant B3 ARIE

[ JHK Permanent Identity Card No. E#&:X A R RS M ERE [ ] Passport No. #833%H5 (If the answer is “NO”, please also provide

[ HK Non-Permanent Identity Card No. E#IEK R LB RS [ | Birth Cert. No. Hitt#i3%ES the residential address of Proposed Insured

Person in an Additional Declaration)
(Please submit nationality proof if not holding HK Permanent Identity Card (%E;ii% 5 - BIHIEERE L
Place of Birth 4 Nationality B ifinp it RRabe, EEsmmar) e REESEA ZETI)

[JYes 2 [INo &

Relationship with [ ] Spouse E2f& [ ] Parent & (aged 55 or more A+A#M )
the Applicant [] Child % (unmarried and below age 18 &R +/\BMNT) [ ] Grandparent 1R B85MERE (aged 55 or more A+AMEIAL)
1 B 55 A\ f 9%

SERB MR R [] sibling 5353%k (unmarried and below age 18 FIER+/\BEMT) [ ] Other Efth*

Code of Proposed Insured - Application Number Family Name (Same as Identity Document) Given Name (Same as Identity Document) Sex

Person EREAER | IRIRARTE o (BRI HER]) Z (5 HEAXHER) MR
English

4 [ [T TTTLT &5 -
Chinese [JF%
230"
i f S i/ sgpm 2 sxyEasT) : _ _

HKID / Passport / Birth Cert. No. (Please submit copy) Z38 B REME / #R / B it4RSRIE (HERaIE) Date of Birth {4 AHA (DDE - MMB - YYYY4) Live with the Applicant B3 ARIEE

D HK Permanent Identity Card No. /&KX R REHEIRS D Passport No. FER5RH5 (If the answer is “NO”, please also provide

[ JHK Non-Permanent Identity Card No. &#IEK A MEEREMEREE [ ] Birth Cert. No. i tHSES the residential address of Proposed Insured

Person in an Additional Declaration)
(Please submit nationality proof if not holding HK Permanent Identity Card (%E;ii% 15 - BIHIEERE L
Place of Birth 4 Nationality B ifsnp it RRabhe, EEsmmar) e REESEA ZETI)

[JYes 2 [INo &

Relationship with [ ] Spouse E2f& [ ] Parent & (aged 55 or more H+A#M )
the Applicant [] Child % (unmarried and below age 18 &R +/\EMNT) [ ] Grandparent 1R B85MERE (aged 55 or more A+AMEIAL)

5 ER 32 A BORE1%
SERB LB R [ ] sibling 5353%k (unmarried and below age 18 FIER+/\BEMT) [ ] Other Efth*

# This includes E1#E:

(i) Child or sibling who is unmarried and aged 18 or more but under the age of 25 and receiving full time education at a university, college, school or other similar educational establishment.

FRYTPIBIRRIE R EM185E » [BRIM255% » WEKRS ~ BIg - SRAEMBEUNRBEHIBEZZHTLE -

(i) Child or sibling who is unmarried and aged 18 or more but incapacitated for work by reason of physical or mental disability.
FRETBIPGRAIE R ER85E - (EE S8 ESEH ERITREEH AL -

(iii) Parent or grandparent under the age of 55 but eligible to claim an allowance under the Government’s Disability Allowance Scheme.
RBHARGHIMER BREWE55 - B8 ERIRIBBUGSIERE 8B ZI20 -

Parent / grandparent / sibling shall include the parent / grandparent / sibling of the Applicant or the Applicant’s spouse.
REBFERFHIMER B TR IR BIE R BN REARBHR AR FEIMER BT TRk -

Child shall include the child of the Applicant or the Applicant’s spouse or the Applicant’s former spouse.
FREFERBALFBALBHRBARNLBOFL -
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PRIVATE & CONFIDENTIAL FiA 2%

C - Beneficiary &} - DA Benefmaw(les) to whom proceeds payable on the Insured Person’s death. Z{R A S FEEMRRE 2SR A ©
(Only applicable to Cigna Cathay Premier Health Plan, Cigna HealthFirst Elite 360 Medical Plan, Cigna HealthFirst Elite-GEH
Medical Plan RIEFREHEIREWERER - EETN360RRE « SHEHERR(HEREMaa)

Code of Proposed Insured - Name of Beneficiary in English Name of Beneficiary in Chinese
Poson EREAEE | SEEAENHER SRAPXER
a
1 b
Cc
d
Relationship with the Proposed Insured Person ID / Passport / Birth Cert. No.* Percentage Share PR EALE
B ANEIE 535 / #8R / MRS - (whole number and add up to 100% E#RATRALHA100%)
a %
b %
c %
d %
Code of Proposed Insured - Name of Beneficiary in English Name of Beneficiary in Chinese
Poson EXBARE | SR AENHER ZHAPXER
a
2 b
C
d
Relationship with the Proposed Insured Person ID / Passport / Birth Cert. No.* Percentage Share 2 EcE % tE
BESRANRG B8 / R/ BHARSRES (whole number and add up to 100% BB R MAEARAEHA100%)
a %
b %
c %
d %
Code of Proposed Insured - Name of Beneficiary in English Name of Beneficiary in Chinese
Poson EXEAEE | FEEAEHER SRHAFXER
a
3 b
Cc
d
Relationship with the Proposed Insured Person ID / Passport / Birth Cert. No.* Percentage Share ECE 2L
BIESIR ARRDR BniE / R / BHARsEs (whole number and add up to 100% &R IEAAEEA100%)
a %
b %
c %
d %
Code of Proposed Insured - Name of Beneficiary in English Name of Beneficiary in Chinese
Poson EXBARE | AR ZEARNER
a
4 b
C
d
Relationship with the Proposed Insured Person ID / Passport / Birth Cert. No.* Percentage Share HEEZLE
PSR ARIRD(R BpiE / R / DRSS (whole number and add up to 100% Z&RIEREH5100%)
a %
b %
c %
d %

Note #%: 1. For the basic plan with accidental death benefit, please designate Beneficiary(ies) and complete the above Section C.
BERABBREIGHIRE - BIEEZSHEAREB M LR
2. If more than one Beneficiary is designated, please give details of apportionment. Otherwise, Beneficiaries are to be paid in equal shares.

MZmABB—MUMRREAIEFTIIDES - FIIHDEZFE - BRI - RIBEETI9E

3. If there is no designation of Beneficiary, the accidental death benefit would be paid according to the policy provision.

ERRRENZEA  BINGHRRERSRIBRERRMAT

Confidential, unpublished property of Cigna Healthcare. Do not duplicate or distribute. Use and distribution limited solely to authorized personnel.© Copyright 2025 Cigna Healthcare
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PRIVATE & CONFIDENTIAL FhA Kt

Part Il : Plan Details 5 =35 : 512I¢15

1. Plan 52l : (if the Proposed Insured Person selects more than 1 plan, please submit separate application form. Z#Z{R A EIBBB— @S] BIEXSE—HHEE <)
Cigna VHIS Series {55 HFRBR AT

Plan Level Accommodation Room Deductible (HKD)  Proposed Insured Person 1 Proposed Insured Person 2 Proposed Insured Person 3 Proposed Insured Person 4

T EIAR A Type fREER! B{1& (HKD) EZRAM BEZRA 2 HEZRA 3 HEZRA 4

Cigna VHIS Series
— Standard Plan

SO FEER AT NA FiEF NA FEF u O ] ]
- 1R E
Cigna VHIS Series
— Flexi Plan (SMM) s R
s mmato = 7 NA FiEH NA RiEH OJ O O []
- ZERTE (FTAnfREE)
0 L] L] L] L]
15,000 O ] ] 0
Semi-Private Room
Cigna VHIS Series FIRME 25,000 [ O [ O
— Flexi Plan (Superior) 50,000 ] H [] (]
EhBREER AT 75,000
- BEE (EH) . g g g g
Standard Ward
25,000 O 0 ] 0

Cigna HealthFirst Elite 360 Medical Plan {55 & =360 &E{R

Accommodation Room = Area of Cover Deductible (HKD) Proposed Insured Person 1 Proposed Insured Person 2 ' Proposed Insured Person 3 Proposed Insured Person 4
Type HEER SiRUE #KEE (HKD) EZRAN BEZRA 2 HEZIRA 3 EZIRA 4
15,000 L] L] L] L]
Worldwide 25,000 O O O O
R 50,000 O O O O
75,000 (] ] [] []
15,000 (] ] [] []
Standard Private Room Worldvyide 25,000 U U 0 O
BT 5 excluding the US
o BRAEEZE 50,000 L] L] 0 H
75,000 ] OJ O []
15,000 (] ] [] []
Asia 25,000 L] ] L] []
EEDI 50,000 ] ] ] ]
75,000 (] ] [] []
15,000 (] ] [] []
Semi-Private Room Asia 25,000 U U 0 O
*TKRE CHERl 50,000 O O ] ]
75,000 ] OJ O []
Optional Insurance Benefits Proposed Insured Person 1 = Proposed Insured Person 2 = Proposed Insured Person 3 = Proposed Insured Person 4
BERIE EZHRA EZRA 2 EZRA3 EZRA 4
Outpatient Benefits PI:21RfE L] ] L] L]
Dental Benefits ZFRHRRE L] ] L] L]
Pharmacy Benefits ZE4f){Rf& L] L] ] [

Confidential, unpublished property of Cigna Healthcare. Do not duplicate or distribute. Use and distribution limited solely to authorized personnel.© Copyright 2025 Cigna Healthcare
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PRIVATE & CONFIDENTIAL FAA Kt

Cigna HealthFirst Choice Medical Plan {55 BiEB &R

Plan Level Proposed Insured Person 1 = Proposed Insured Person 2 = Proposed Insured Person 3 = Proposed Insured Person 4
sHEIARA! FEZRAN EZRA 2 HEZRA 3 EZRA 4

Private Room FAR/RE ] [] L] []
Semi-Private Room $FAZ%E L] L] L] []

Ward Zi&RE L] L] ] []

Optional Insurance Benefits Proposed Insured Person 1 = Proposed Insured Person 2 Proposed Insured Person 3 = Proposed Insured Person 4
BERE HEZRAN HEZRA 2 HEZRA 3 EZRA 4

Supplementary Major Medical Benefit Ffi i B2 & {RFE ] ] L] []

Outpatient Benefits PI:2{RFE [] L] L] U]

Dental Benefits ZFRURE L] L] ] []

Cigna Plus Medical Plan &7+ 4R B ER

Plan Level Deductible (HKD)  Proposed Insured Person 1 Proposed Insured Person 2 = Proposed Insured Person 3 = Proposed Insured Person 4

=TEIARRI #KE (HKD) EZRA EZRA 2 EZRA 3 EZRA 4
30,000 ] O [ L]
40,000 ] O [ L]
50,000 O ] [] L]

Plan 1 58— : 60,000 O O O O

Private Room fAZ = 80,000 [ [ [ [
100,000 O ] ] U
150,000 O ] [] L]
200,000 ] ] ] ]
30,000 O ] [] L]
40,000 O ] ] U

Plan 2 5t81— : 20,000 = = = =

Semi-Private Room 60,000 L] L] L] L]
80,000 ] O [ L]
100,000 ] ] ] ]
150,000 O ] [] L]
30,000 O ] [] L]
40,000 O ] [] L]

Plan 3 5t&1=: 50,000 U H H U

Ward ZiBHE 60,000 m B B m
80,000 ] O [ L]
100,000 O ] [] L]

Cigna Healthcare VitalGuard Critical llilness Plan {55 & 57 &R
Proposed Insured Person 1 Proposed Insured Person 2 Proposed Insured Person 3 Proposed Insured Person 4
EZRAM EZRA 2 HEZRA 3 EZRA 4

Sum Insured 121258 HKD#E7T HKDE7T HKD#E7T HKD#7T

(Minimum Sum Insured:

HKD300,000

RIERIREE : #75300,000)

If the Proposed Insured
Person is also proposed to
be insured under another
insurance application, please
tick the box. (Not applicable
to Cigna HealthFirst

Elite—-GEH Medical Plan,

Cigna DIY Health Plan) D D D D
EEZRAEFRZRNS—

PRS- FBEHIEITH

(FERRNEEG S ERR(E

BEBEIBIAGTE) - (SFEDIVRE

ER)

Cigna HealthFirst Elite—-GEH Medical Plan {5558 Bk (B2 &SRS

(Plan details referred to the Policy Conversion Request Form &1l

Confidential, unpublished property of Cigna Healthcare. Do not duplicate or distribute. Use and distribution limited solely to authorized personnel.© Copyright 2025 Cigna Healthcare
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PRIVATE & CONFIDENTIAL fAA K #2%

Employee Health Value+ Portable Plan {E & fZEIE{E{RIE5TE]

Plan Level Accommodation Room  Deductible (HKD) = Reimbursement %  Proposed Insured Person 1 ' Proposed Insured Person 2 ' Proposed Insured Person 3 Proposed Insured Person 4
STEIZRB Type 55 £85I 2KE (HKD) EHEESLE EZRAM EZRA 2 EZHRA 3 EZRA 4
80%
Plan 1:t8l—  Ward ZiERKE 5,000 ° L L L L
100% [l [l [l ]
i—Pri 80%
Plan 2 3t#1= S fir,'ﬁte Foom 15,000 ° U U U D
¥IRE 100% O O O H
i 80%
Plan 3 $BI= S RO 95,000 ° m m m U
SRR B 100% | | | O
80%
Plan 4 38110 Ward ZiEH/E 200,000 ’ L L L U
100% [l [l [l ]
i~Pri 80%
Plan 5 381 % Eéml fir;ate Floom 300,000 ’ L L U U
WRE 100% | | | O
i 80%
Plan 6 &8I S;ﬁ;dar‘f}”svate Room | 500,000 ° m m m U
EELRE 100% O O O O
80%
Plan 7 #EI+ | Ward @78 0 g - - - -
100% (] O ] L]
i Dri 800/
Plan 8 S8\ Semi ir’l;ate Room 0 o L] L] L] ]
¥IHFRRE 100% [] O [ []
i 80%
Plan 9 58171, S;zinﬁdarcif;/ate Room 0 o L] L] L] ]
ZENRE 100% [l L] L] L]
Optional Insurance Benefits Plan Level Reimbursement Percentage = Proposed Insured Person 1 ' Proposed Insured Person 2 | Proposed Insured Person 3 ' Proposed Insured Person 4
BERE =T EIARR IEEBEDLE EZRAM HEZRA 2 EZRA 3 EZRA 4
80%
Plan 1 5t&1— ° = = = =
100% (] O ] L]
Outpatient Benefits e 80% L] L] [ L]
P9 Plan 2 &=
P17 100% O O O O
80% [] ] O []
Plan 3 3t&I=
100% ] ] ] ]
Dental Benefits Plan 1 & #— NA i H H H 0
FRUREE Plan 2 5181 NA F3EH L] L] L] L]
Wellness Benefits sy s
RS Plan 15t NA KA U] U] U] L]
Other Medical Plan Ef{thE& 512
(Please fill in the details FEIEE S IEE k)
Basic Plan Proposed Insured Person 1 = Proposed Insured Person 2 = Proposed Insured Person 3 = Proposed Insured Person 4
BT EZRA 1 HEZIRA 2 HEZRA 3 HEZRA 4
Name of Medical Plan
BRETEIATE
Policy Currency HKD usD HKD usD HKD usD HKD usD
{RE L Uer Hzx  Hexr Uzx  Uex HUzr  Usxr Uss
[]Plan Level 518145 /
[ ] Sum Insured %1258
Overall Annual Limit
BERSIEEEE (if applicable #N&EA)
Accommodation Room Type
fwELERI (if applicable #N3EAA)
Annual Deductible Amount
SEREESE (if applicable 2NEFA)
Area of Cover
SRR (if applicable ZNEF)
(Please fill in the details (51EE ¥ IEE )
Optional Insurance Benefits Proposed Insured Person 1 = Proposed Insured Person 2 = Proposed Insured Person 3 = Proposed Insured Person 4
B &Rk EZRAM BEZRA 2 BEZRA 3 EZRA 4

Benefit 1 and plan level
REE—R&T8IRA (if applicable 41EFA)
Benefit 2 and plan level
1RE_RatEIRB (if applicable 20EA)
Benefit 3 and plan level
1REE=RETEI4R R (if applicable fNEMA)
Benefit 4 and plan level
{RIEM Rt EI4RB (if applicable 2N3EMA)

Confidential, unpublished property of Cigna Healthcare. Do not duplicate or distribute. Use and distribution limited solely to authorized personnel.© Copyright 2025 Cigna Healthcare
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PRIVATE & CONFIDENTIAL FAA K28

2. Conversion 4t (Please submit the Policy Conversion Request Form 5B REIEIAREE)
[UYes@ L[INo&
Code of Proposed Insured Person #Z{R A#REE * 1* 2 * 3 * 4 (Please tickia7l:E) L1 12 13 L14

[] Employee Health Value+ Portable Plan {E SIS (AR E]
[J Others Hfth

3. Payment Frequency 4z, :

0 A : 1= —
ol 67 Prpesad Payment Frequency 2Tt (Please choose either one it E > —)

!nsp_:red Fz’egson [] Monthly B&" (1 Annual 8
R Monthly Premium & B13& Annual Premium SEFRE

A OWON =

* Please complete the Direct Debit Authorization Form in page 19 of this application form. $51EZAEEE 10BN EIETTUSHEE -

4. Medical Protection Needs Assessment B {RIEEE TS :

(Please note: The following questions are to evaluate the suitability of the insurance product(s) under this application based on your needs
and circumstances. Application can be suspended or rejected in case of suitability mismatch. 557 : AT RIRE STEHELIRIREAE TARME
EmIGESY - WnEE THRERIER - NLIRAMGEREE TRIEFEHRIAER » IREFETREESHEE - )

Question What is/are your objective(s) for purchasing the medical insurance policy? (tick one or more)
fIRE BEITIRRIEERENBNE? (FE—IEHZIE)

Answer Options [] Option 1: For the expenses of hospitalization

BHREE: BE1:  AEMEREAX

Option 2: For the financial need when suffer from Critical lliness

BiE2: AENELEERNGKERE

L]
[] Option 3: For the long term care and financial needs in case of permanent total disability
O

BiES: AKAREEERNRIBEREREERE

Option 4: For the expenses of outpatient visits and other medical needs (such as Dental, Vision benefit, etc)

BiF4: BECHZNEMBEAT(BINTE  BHYE)

Question Which type(s) of medical insurance you are looking for? (tick one or more)
fiRE A E R R B ERENR? (FE—IRZIE)

Answer Options [] Option 1: Indemnity (cover the eligible expenses by the policy)
ZEmsiE BiE: BEEIEE (IRAERAEZAEBAIRHEREHITNIEME)

[] Option 2: Non-indemnity (a payment based on a sum insured amount by the policy)

B|iE2:  FEREXEE EMHRAETHNREELEE)

Part Il : Underwriting Questions £ =[5 : R {R{RIGRIE

A - Statement of Collection of Information EBE[ - & UNEEEHA

(i) This questionnaire collects health-related information solely for the purpose of underwriting which is a process for Cigna Worldwide General Insurance Company
Limited (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.

LIRSS ER RN ERME(F AR < IR - TIIRRBEHIRIKAIARAS) ( TARE) ) HERBAZRERBIATEREERVER - AASRBIIZRERE
AAFRE > TBRESFEKRFREREER -

(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.
ﬁﬁfﬁé@iﬁﬁ?ﬁ%ﬁﬁﬁ%ﬂﬁﬁ% s RARSPEROAATHRATEREENER - AATRBE TRUNER > TSR NIRER S EME s N E—TiRHE
ATEAZ IR °

(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.

AR TERRARBRAEE TREIRERNBRHMA RS T RHNENE T EEN - BTRERPENALE -

(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).
EMEERINRRIERIRE - BETARIR (i) FAESHMAAEEAATRMTERERNEN » SKE (i) FRARERNNEARENENmRRBNAAT > BTN
RIGRIBEAAEEZEIRE - AASIINAIAEELLAR L ~ 1ERESHISHARI(REE - SHIEABHE(E -

Confidential, unpublished property of Cigna Healthcare. Do not duplicate or distribute. Use and distribution limited solely to authorized personnel.© Copyright 2025 Cigna Healthcare
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PRIVATE & CONFIDENTIAL FAA K25

B - Health Questions 7,3 - {#EERIRE

Note for applicant(s): Questions of Part B do not require the applicant(s) to disclose information regarding the medical conditions or treatments below —
BIEEARA 0 BRNRERMEREN T RERTSAE -

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.

GE /BB / RIEE - BEX / RYTE (ERR) HIAR (EBRE) - 2E - IAESE ERR) BOE  BREMRE / IRRR (RBREREE) - BRTER
MREZERER (MBEREER) - ERERRE BEERLER)  BHERE  TERGRAGE (EFH) FERBIRRERBERERNES TR / BR / 8ot/ £ -

g;orspgied hsued | Height & (cm B3k / ft IR): gfef;sgn%d bswed | Height & (cm Bk / ft IR):
#seA 1 Weight S (kg T35/ Ib B): #5EA 2 Weight BEE(kg T3/ Ib B):

g;orspgied hswed | Height & (cm B3k / ft IR): ggssnsed hswed - Height 55 (cm B3k / ft IR):
238\ 3 Weight B8 (kg 55/ Ib B): eseA 4 Weight B (kg T2/ Ib B):

Proposed nsured | Proposed Insured | Proposed Insured | Proposed Inured
ggfgm EEOF%A 2 ;ér%g«”m 3 ;égtn%m
Yes No Yes No Yes No Yes No
T &A% &R & R B
1. Have you ever been diagnosed with any of the following diseases or medical conditions?

R QWD TR R ?

a/ Cancer or carcinoma in situ FAESL/RAIEE

b/ Brain tumor f$ERRETE

c/ Heart disease ILMEER

d/ Stroke (including transient ischemic attack (TIA)) HE (SIEEE TN - A8 ThvpE) )

e/ Hypertension 5 I/E&

f/ Diabetes mellitus or impaired glucose tolerance HERFN HAEHEHEE

g/ Kidney disease B

h/ Prolapsed intervertebral disc or degenerative spine conditions #8858 K B R (L IHER

i/ Diseases or medical conditions requiring a medical device or prosthesis to be implanted within the body

FEEABEESNERIERSEEIR
i/ Human immunodeficiency virus (“HIV”) infection ABRRENIEZFE (B FHE) R

k/ Congenital conditions (medical, physical or mental abnormalities that existed at the time of or before birth)

FREER (EREERNZACHFENES  £ENiEH LHRE)

I/ Physical defects, impairments, deformities, and / or conditions affecting mobility, sight, speech or hearing

SRR - NMER B K/ SRBEEEES RN REEHTE NIRRT

Mental health conditions (such as depression, anxiety, schizophrenia, eating disorders, or bipolar disorders)

BHERERL (FINiE - S8  FeoH « RRKRAIITINEE)
n/ Hypercholesterolemia or Hyperlipidemia =& E R AES = [N ASE

o/ Liver disorder (such as hepatitis B or hepatitis C (including tested positive), fatty liver or cirrhosis of liver)

FFEERR (BIANZELS BT (BIEREZ251ERIE) ~ BeRRRTSURTAE(L)
p/ Multiple sclerosis %8 {4£F&{LAE

m

O 0Ood o o oo oogogoogdgn

O 0Ood o o oo oogogoogdgn
O 0Ood o o oo oogogoogdgn
O 0Ood o o oo oogogoogdgn
O 0Ood o o oo oogogoogdgn
O 0Ood o o oo oogogoogdgn
O 0Ood o o oo oogogoogdgn
O 0Ood o o oo oogogoogdgn

2. Do you currently have any of the following diseases or medical conditions?
REAIRERA MIRRIEREARR 2
a/ Hernia Jim (8%8 T\iaR. )
b/ Breast lesion (tumour/ mass/ lump/ cyst/ nodule/ growth) FLERE: (RERE / 818 / FEIR / ThE / 4560 / 184)

¢/ Uterine or ovarian lesion (tumour/ mass/ lump/ cyst/ polyp/ nodule/ growth)

FEoRERY (8% / TR / BB / BEE / B / &8 / 184)

d/ Benign prostatic hypertrophy EMEIFIRZIEA

e/ Gall bladder stone or urinary stone (renal stone, ureteric stones or urinary bladder stone)
BEERIARESR (BHA  BRESAIERER)

f/ Cataract, glaucoma or retinopathy BIAfE + & AR RAARERE

g/ Arthritis or other joint disorder B3I E ihBAERE R

3. 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?

ERERFR  GRSSENRESERATE BIUESA  SMER 84 F 8F) ARORRIARFMRREIETXLEEAS
(BIUIEREE AR « FRREE) NRESATERESE?

O OO oo gogo
O OO oo gogo
O OO oo gogo
O OO oo gogo
O OO oo gogo
O OO oo gogo
O OO oo gogo
O OO oo gogo

Cigna Insurance (Gl - Ind/Family)(E-form version 8 -202512)(B)

4. In the last 5 years, have you been advised by your doctor to take any medications (such as to be taken daily / once perweek / [ | [ ] [ ] [/ [ ] [ [ []
as needed as directed by doctor) for a continuous period of more than one (1) month?

EBERER > GREGRETEEEY (INRELETSH / BB—R/ AFER) REAHBE—ERNEREY ?
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5.

In the last 5 years, have you been admitted into a hospital?
EREREN > ERBEGAEERR ?

In the last 5 years, have you undergone a surgical procedure (including endoscopy or biopsy) without being admitted into a
hospital?

EBERER > GRESEFEIRER MEZIMNER (BEARRREUEEMER) 2

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)?

EBERER > GRECESHEREREZHE (FINRN - BRK - OBE - Xt BERK - BERHE  BHHE  EEFHEHE-
EmAIE - CEETORIE - MENTORE) 2

If the answer is “Yes”, do your investigation result(s) include the followings? M1REXE 21 » CHBEERETEETIIER ?

a/ Abnormal test result is advised
BRERER

b/ You are still awaiting test / test result
R EF R IEERERERAS

¢/ Test result is inconclusive or uncertain (retesting or follow up test is required)
BRERABTERIIEE (REEMIE—SEER)

d/ 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)
MERERCSRBEERGFEEZAE (HIN—LROEZRRARNIERNMATERE / MERE / BENR(EEst /
PR R 2 IR AR 3L B 31 FR AR AR 3R 5 1E)

Apart from anything you have already disclosed in Questions 1 - 7, do you have any of the following conditions?
MRTIEES 7 HREREKENER  BREF TIIER?
a/ Unintentional weight loss by more than 5 kg (11 Ibs) over past 1 year

EBE—FR > BEERLHDO TS AF (M) ME

b/ Abnormal bleeding (such as vaginal bleeding, rectal bleeding, nose bleeding or coughing up of blood) for at least one month
REFHM (FIZNRELM ~ M - REmEZE) =0—EA

¢/ 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
EBE—FRN > CHETARERRIRBRERLCESTHFBRIHEREAR (GINSHEBE  YITEEA - BHHREBEE)
HERES A

d/ 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

HittfERRsm B RER (FIANAESR 827 © RrE - [Rel LIER) MEESTESRERER

At your best knowledge, have any of your parents or siblings by blood been diagnosed with any of the following diseases or
medical conditions at or before age 60:

FURERAD » (RAVIRAE R BTN 0 B bk B B RN EES DARIARRERS TR RN,
a/ Cancer &

b/ Coronary heart disease B/I\ME

c/ Diabetes mellitus #&FRfR®

d/ Motor neuron disease EENHE TR

e/ Multiple sclerosis %3 MRE(LE

f/ Stroke &

g/ Parkinson’s disease & H#E

h/ Hereditary diseases - including cystic fibrosis, familial adenomatous polyposis, Alzheimer’s disease, familial cardiomyopathy,

inherited blood disorders (hemophilia, thalassemia, sickle cell disease), muscular dystrophy, polycystic kidney disease or
Huntington’s disease.

HER -SEELEAE - RIFEABRIEAR - DZSREOE - RFHONR - BEENRE (& - tHe8m - HJ5
Bin) -~ NAEEE - ZEEBRAT TEFEE -

. Do you smoke or have you smoked in the last 12 months?

TRRARENEBRET —ERREERE ?

For the purpose of this question, the meaning of “smoking” includes but is not limited to cigarettes, cigars, tobacco pipes,
chewing tobacco and the use of nicotine replacement products (such as e- cigarettes) .

MRE) EEMENSHREEERRREE S B BERERELTRHARNER BINEFE) -

Proposed nsured

Person

z3p0 1

Yes
=]
=

[

N

ooooooogdg

No

&
[]

N

ooooooogdg

Proposed Isured | Proposed nsured | Proposed nsured

Person

#3802

Yes
=]
=

[

N

ooooooogdg

No

&
]

[ I e I I

oo

Person

#2803

Yes
=]
=

[

N

ooooooogdg

No

&
[]

I

ooooooogdg

Person

22604
Yes No
® &
N

[ I R I I
I I e I

oo
oo
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If the answer to the question 10 in Part 111 (B) is 'Yes', please provide additional information as applicable -

EESHNCHME0EZERS "R, B FEHEANEERRESEN -

Code of Proposed Insured Person 2R A4ESE (1/2/ 3/ 4) (Please tick :E5)

Smoking Period IRJZEER :

. ) ) On average 45,
Duration of smoking habit, and frequency ] less than 30

and quantity of consumption

REZ S AR  SERERIRRMNE

years

pieces of cigarettes per day

BRINI0XEE

] 30 to 40 pieces
SRIOFIORE
more than 40 pieces of cigarettes per day

BRAEBENL

of cigarettes per day
12

Code of Proposed Insured Person 2Z{RA4RER (1/2/3/4) (Please tick 5E5i)

Smoking Period IREEH : years
. ) ) On average 45,
Duration O.f smoking hab|'g, and frequency ] less than 30 pieces of cigarettes per day
and quantity of consumption BRIRI0LBE
|33 (@A 4EE RS |« 4FER = N =+
RERRHORARRE  RERRBRAE [[] 30 to 40 pieces of cigarettes per day
BRI0EI0XEE
more than 40 pieces of cigarettes per day
BRIOZEEM £

(11

[]2

[]3

If you no longer smoke now,
EIERBERBRE -

(a) when did you quit smoking?

ARISRARBAIER ?

(b) are you advised by doctor to quit

smoking and for what reason?
ERBLEEMERRRAE ?

(] 1

[] 2

[]s3

If you no longer smoke now,
EERBERERE

(a) when did you quit smoking?

AR ERAEN 2

(b) are you advised by doctor to quit

smoking and for what reason?

ERBEEEMERRREAR ?

If the answer to the question 9 in Part |1l (B) is 'Yes', please provide additional information as applicable -

EESHAZHBELERS "B, T AT EANEERMESEN -
Code of Proposed Insured Person 2R A4RSE (1/2/3/4) (Please tick :55i)
L] Brother R

Which family member?

IMERRE 2

Which disease?

IR 2

Onset age of disease

TREEER

[ Father X2
[ ] Mother B8

[ Sister

[ ] age 51-60 (51-605%)

Code of Proposed Insured Person 2Z{RA4RER (1/2/3/4) (Please tick 555!

L] Father X2
[ ] Mother 8%

Which family member?

IMERRE 2

Which disease?

T 2

Onset age of disease

TR

] age at or below 40 (405F5LF)
[ ] age 41-50 (41-508%)

‘EE)

b

L] Brother 7

[ Sister itk

[ ] age 51-60 (51-605%)

If the answer to any of the questions 1-8 in Part Il (B) is 'Yes', please provide additional information as applicable -

L] age at or below 40 (4085L )
L] age 41-50 (41-50%)

(] 1

[ Father X3
[ ] Mother B3

[] 2

[]s3

] age at or below 40 (405F5LTF)
[ ] age 41-50 (41-50%%)
[ age 51-60 (51-60%%)

(11

L] Father X3
[ ] Mother B3

[]2

]

[ age at or below 40 (4085314 F)
L] age 41-50 (41-503%)
[ ] age 51-60 (51-607%)

BESHNCME 1 ZEAM-ERECERS "R, F  FEEANEERRESEN -

Code of Proposed Insured Person (1/2/3/4) (Please tick)

EZRANGER (1/2/3/4) (FHE)

(1) Disease / medical condition / sign and symptom

B [ RN / RERER

(2) Date of first occurrence of sign and symptom

BEREBRHBRIERR B
(3)

(a) Treatment / investigations / tests / scans that
have been performed ‘
EETHORE / 18T / AIE / 51

(b) Date of such treatment / investigation / tests / scan

AEEE / RE /R / RHEESH

(4) Present condition (such as whether fully recovered,
follow up action / medication / next follow up date)
B (BIREEZT2RE  AEIRE/ RARE
&Y | TREZEH)

(5) Date of last follow-up medical consultation /
treatment

5&ED [ amBH

(6) Name of doctor who treated the disease / sickness /
medical condition / sign and symptom

BRARRR / A8/ RERR / BERERKN
BANE

(7) Name of Hospital, where applicable

BiRaE (WER)

Confidential, unpublished property of Cigna Healthcare. Do not duplicate or distribute. Use and distribution limited solely to authorized personnel.© Copyright 2025 Cigna Healthcare
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R

[]2

(13

(14

Question No.

25
DDH/MMB/YYYYE
DDH/MMB/YYYYE
DDH/MMB/YYYYE

[] 4

L] 4

L] 4

[ ] Brother 72
[ ] Sister 4tk

[] a4

L] Brother 7
[ ] sister ik

[Ja1 [Ja2 [Ja3 [Jas4 [Ja5 [Jas [Ja7 []as

Question No. $&%£ 10

Date of ceased smoking: DDE/MMB/YYYYE

L] Yes 2 L] No&
Reason R :

Question No. 25 10

Date of ceased smoking: DDE/MMB/YYYYE

L] Yes2 L] No&

Reason R :

Question No. 5&%% 9

[ ] Father R
[ ] Mother B2

[ Brother 22
[ Sister

[ age at or below 40 (405F3EF)
L] age 41-50 (41-50%%)
L] age 51-60 (51-60%%)

Question No. 2&%% 9

L] Father R
[ ] Mother 8

L] Brother R
[ Sister

L] age at or below 40 (408%5E )
L] age 41-50 (41-50%%)
[ ] age 51-60 (51-603%)
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If the answer to any of the questions 1-8 in Part |11 (B) is 'Yes', please provide additional information as applicable -

EE=MACHME 1 EEEA-—EHEZERS "B, &

Code of Proposed Insured Person (1/2/3/4) (Please tick)

RERAEE (1/2/3/4) (A58 D1 D2 Us [a

(1) Disease / medical condition / sign and symptom
R [ REARR / RERER

(2) Date of first occurrence of sign and symptom
BRERFEHRERN HE

(3

(a) Treatment / investigations / tests / scans that
have been performed
SETIEE / BT / BIE / B

(b) Date of such treatment / investigation / tests / scan
BRAE / mE /A / HHES

(4) Present condition (such as whether fully recovered,
follow up action / medication / next follow up date)
BR (fl JZZEIx:—:“éE'm:iE(E BERE/ RARE
Y | TREZBH)

(5) Date of last follow-up medical consultation /
treatment
REED [ AEAH

(6) Name of doctor who treated the disease / sickness /
medical condition / sign and symptom
AEARER / A8/ BERR / mEREARN
BN

(7) Name of Hospital, where applicable
BirafE (MER)

Code of Proposed Insured Person (1/2/3/4) (Please tick) (11 (2 13 [a

BEHENRR (1/2/3/4) (B5E)

(1) Disease / medical condition / sign and symptom

TR [ BRI / WEBRIER

(2) Date of first occurrence of sign and symptom

ERHRBHRERG A H
(3)

(a) Treatment / investigations / tests / scans that
have been performed
BETHRE /8T / UE / R

(b) Date of such treatment / investigation / tests / scan

BENAE /BB / BE / FHES

(4) Present condition (such as whether fully recovered,
follow up action / medication / next follow up date)
B (il QDmEEm%)?fE BERE/ RARE
&Y /| TREZHE)

(5) Date of last follow-up medical consultation /
treatment

R#%&ED / aBEAH

(6) Name of doctor who treated the disease / sickness /
medlcal condition / sign and symptom
g;ﬁ@ﬂ‘ %/ NiE / BEKR / BRI
E

(7) Name of Hospital, where applicable

BlREE (WER)

B

Question No.

B

FAHEERNEERHESEY -

Question No.

[Ja1 [Ja2 [Ja3 [Ja4 [Jas5 [Jae [Ja7 []as

DDH/MMRB/YYYYE

DDH/MMB/YYYYE

DDH/MMA/YYYYE

[la1 [Ja2 [Ja3 [Ja4 [Jas [ Jae [ Ja7 [ ]as

DDH/MMB/YYYYE

DDH/MMB/YYYYE

DDH/MMRB/YYYYE

In case the space provided is insufficient, please indicate the section and question number, and provide the details in a separate Additional Declaration.

WA =R AR - FERMINEEARE EFBARESR RS -
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C - Health Questions A&} - {#FERIE

(Only applicable if (i) the Proposed Insured Person is not proposed to be insured under another insurance application (except for Cigna Healthcare VitalGuard
Critical lliness Plan); and (i) the aggregate amount of the Sum Insured under all policies of Cigna Healthcare VitalGuard Critical lllness Plan for the same Insured
Person shall not exceed HKD1,000,000)

(AR () EZHRARBRRREZERES—MIRERFERR T ERLIFRERMUN); & (i) B—UZSRANEEHEETRERRE THRAERF A E1E%71,000,000)

Disclosure of the following medical conditions is not required if the proposed insured person is receiving medication and routine check-ups, with no new
medications/ treatments/ follow-ups/ examinations have been added within the past year :

BEZRARTINRENLERZEERRERRE  BEBE—FARNSETEY Ja%k IRENRSE - ETHR:

a) Acne, muscle sprained, bone fracture (fully recovered without complication)

R IAREG - Bt (ERBEERMERE)

b) Routine Scan / blood test for pregnancy (normal result), routine cervical smear (normal result), routine health check (normal result), preventive vaccination,
colonoscopy and gastroscopy (normal result)
EREARRE/ RS (BRERLER) BERFEEARERGR MBERER) BRERRE BEERER) EhEE BERBERE BRERER)

c) Cosmetic treatment, Hormonal Replacement Therapy (menopause), infertility treatment or uncomplicated pregnancy

EZR0R FRRMANER (BFY) FEARIRRERBRERSNER

d) Myopia / hyperopia / astigmatism / presbyopia
AR B/ B /BT

e) Gastroenteritis / food poisoning (fully recovered), indigestions (no investigations required), Gastro-intestinal disease such as acute gastritis with last
treatment over 6 months ago and fully recovered without complications

BEX/'YHE (EER) VHEAR (BRRE) \BERRUSMEER ERE—RaRCBEEREERBARMHRE

f) Cold / flu / sore throat, respiratory disease such as seasonal allergic rhinitis, tonsilitis, one-off chest infection (fully recovered), COVID-19 (fully recovered
for over a month without complications or hospitalization)

B / S/ REER  [FRERRUZEIHEHITEK  RHERK  — IR (BEE) HEHBECOVID-19 (BEEEE—ERBEMHHENER)

g) Hypertension and/or hypercholesterolemia under good control without any complications. (“Good Control” means complying with follow up consultations
within the past 12 months and not requiring increased dosage of medications or change in medications)

RIFENRIFARHPENSNER /HSEER (EHRT HEBX2ERANAENES  ERFIEMEAENEMREY) )

Proposed nsured | Proposed nsured | Proposed Insured | Proposed Insured
Person Person Person Person

el 302 #2003 R4
Yes No Yes No Yes No Yes No
2 & % &= & R B

1. Have you ever been diagnosed with any of the following diseases or medical conditions? 0000 ddQ
EREGES TR BRI ?

Cancer or carcinoma in situ, Stroke (including transient ischemic attack (TIA)), Angina, Myocardial Infarction, Heart
failure, Carotid artery disease, Diabetes, Hepatitis B, Hepatitis C, Alcoholic liver disease, Cirrhosis of liver or liver
failure, Kidney disease, Chronic respiratory conditions (such as chronic obstructive pulmonary disease, recurrent
pneumonia, pulmonary fibrosis, bronchiectasis, sarcoidosis, pulmonary edema), Disorder of brain or nervous
system, Lymphoma, Sickle cell disease, Aplastic anemia, Multiple myeloma, Thalassemia major, Hemophilia, Human
immunodeficiency virus (“HIV”) infection, AIDS

BESRAE - PR (BEET R A1 UVPREL ) 0% OAVEE ORI  SREIIRGER © iR - CEAT ¢ - REL
FF¢ EREIERTR  AFRE(C AT RIB B 1@ MITIR R AR (BIANIS 1MRR 2R A ~ RZB MR - A4 (b T RERRIE - &8
BR - BEOKAE) - BSEPS MRS RATER MR  RDEE M  BARRMEN  SHMEEE SR PEEN AR AR
BNRZRE (BHRRE) KR BR

2. Do you have two or more parents or siblings by blood diagnosed with heart disease, stroke, diabetes, renal failure, O0O0o0o0odoonot
cancer before the age of 50; or one or more parents or siblings by blood diagnosed with haemochromatosis,
Huntington’s Disease (Huntington’s Chorea), polycystic kidney disease or any other hereditary disease(s)?
BREAMATA ERIFRE R B 5B IR R 506ER B A DR - TR - #BR% - BRIBSEE TR EARER
B RABHSBENEIER T THEEEE (FEER)  ZEMBRIETEMESR?

3. Apart from those you have already disclosed in the above questions, do you currently have any of the following OO0 0oonn
conditions?

MTEEM ERERERBENENS, CERREE TIIER?

a) Unintentional weight loss by more than 5 kg (11 Ibs) over past 1 year;

ERE—ER BERUEDTS AF (1 8) ME;

b) Abnormal bleeding (such as vaginal bleeding, rectal bleeding, nose bleeding or coughing up of blood) for at least

one month;
AEELM (FlanfeEdsm @ R msyizm) =0 —@E8;

¢) Any medical condition(s), disability(ies) or symptom(s) that you intend to seek medical advice; or OO 0o oo
BEARERR  BRIVERMITESKBESR 5

d) Currently undergoing or due to undergoing treatment, medical investigation(s) or test(s) (other than routine o o oo oo

health check), such as blood tests, electrocardiogram (ECG), X-ray, ultrasound, endoscopy, biopsy at a hospital,
clinic or with a doctor

%E?ﬁ%&éﬁiﬂﬂ%&%ﬂ% T EREBAETIAE  BERE BIITHEEERI) - flRm - LEE X BBK - NEEE
B EABER

4. Have you ever been declined, postponed or accepted with loading or exclusion for life, critical illness, medical health OO0 0Odnoddn
or accident insurance?

TRESREBIMR EEZRAMUMMRENFARBBEEIREAST R BEATIMRR?

5. Do you smoke or have you smoked in the last 12 months? Oodooononnd
BERAREFEBETERRNGERE"?
For the purpose of this question, the meaning of “smoking” includes but is not limited to cigarettes, cigars,
tobacco pipes, chewing tobacco and the use of nicotine replacement products (such as e-cigarettes) .

MRIE | LR REN S B EEERRNEER i B BEREREL T HRAER BINEFE) -
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If the answer to any of the questions 1-4 in Part |11 (C) is 'Yes', please provide additional information as applicable -

HEZHOANEZAEEOI-BEECERS "B, F FEERNMEREESEY -

Code of Proposed Insured Person 2Z{RA#RS% (1/2/ 3/ 4 ) (Please tick :5513)
Question No. f&8E (Please tick :553E)

(1) Disease / medical condition / sign and symptom

R [ EGIRR / REURIER

(2) Date of first occurrence of sign and symptom

BRI IREEUERE B EA

(3) Name, date and results of such treatment / investigation

EETIER / RENSE - BRARER

(4) Present condition (whether fully recovered, date of last and next follow up)

B (REERERE RERTREZAH)

Code of Proposed Insured Person 25 {R A4Rs% (1/2/ 3/ 4) (Please tick :&51E)
Question No. #85% (Please tick :E5I#)

(1) Disease / medical condition / sign and symptom

A/ R / IR

(2) Date of first occurrence of sign and symptom

BRHIRAERERR B

(3) Name, date and results of such treatment / investigation

EETIER / RENSTE - BRRER

(4) Present condition (whether fully recovered, date of last and next follow up)

B (REERERE RERTREZAH)

Code of Proposed Insured Person 2282{f A455% (1/ 2/ 3/ 4) (Please tick :553)

BB

Question No. 285E (Please tick :55I)

(1) Disease / medical condition / sign and symptom

B/ BN / RERIER

(2) Date of first occurrence of sign and symptom

BREIRAERIERN B H

(3) Name, date and results of such treatment / investigation
BETHAE / MENETE - HBERER

(4) Present condition (whether fully recovered, date of last and next follow up)
RR (EEERERE  RERTREZHH)

Code of Proposed Insured Person 2R A4ES% (1/ 2/ 3/ 4) (Please tick :55/3:%)

;BB

Question No. 785 (Please tick 555/I3)

(1) Disease / medical condition / sign and symptom
=R [/ BREARR /O RERIER

(2) Date of first occurrence of sign and symptom
ERERREB R HEA

(3) Name, date and results of such treatment / investigation
BETHAE / MENETE - HERER

(4) Present condition (whether fully recovered, date of last and next follow up)

B (REERERE RRRTREZAH)
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Part IV 3593512

A -

Personal Information Collection Statement of Cigna Hong Kong EBZf} - (SZEHE A S RIIREERA

» o« » o« » o«

Cigna Worldwide General Insurance Company Limited (“Cigna Hong Kong”, “our”, “we”, “us”)

ERIBIRRIARAS) ( MEHEEE) 3 T3 )

The protection of privacy in relation to personal information is the concern of Cigna Hong Kong. We respect personal information and are committed to fully
implementing and complying with the Data Protection Principles and the Personal Data (Privacy) Ordinance (“the Ordinance”).

EHEEERIREEAENLE - HASZEEAER > TEZHPITRETHREEMRR - Uk (EABHGRESD  (FAREEH") -

1)

Personal Information We Collect and/or Hold F K ERK/iFAEMEA B RIS E

We collect your personal information from you for the purposes as set out in this Personal Information Collection Statement. We may collect personal
information directly or indirectly from you in a range of ways, including but not limited to when you complete or submit an application, or claim, or request
services or products, contact us in person, phone, mail, email or online, when you participate in our programs, when you access our website and services.
The personal information that we collect and/or hold includes your personal identification information, contact information, policy details, transaction
records, financial background, claims history, biometric data including but not limited to your voice pattern and facial images, location information based
on your device and medical and health records.

BMBEAEAERKERRPIIRZ BENEE TIREBARR - RMFGEEUSEANEENBEDE TREBAZERN » EEERRNEE MERNIRRHAET
RME > BRRERFNER B8 - BBEF - Bt - SEHEEMBRT - SR T2HEBMGTER . EFTERRMAMARTE - HAIER/HHE
HEAER > SEEATZEAMBER - BEER  REFE - Xo0H  UBESR - REEL - £YE5EE (ERERARNETHESEARETES) -
RIER TRENUEESNERER R

We may also collect personal information of the insureds, your beneficiaries (or any other personnel designated or entitled to receive benefits under the
corresponding policies), assignees, authorized representatives, dependents, company employees, and other individuals to which you have provided
personal information of. Where you provide personal information of others to us, you confirm that you have authority to do so as their parent or guardian
or have obtained that person’s consent to provide such personal information to us for Cigna Hong Kong’s use and transfer in accordance with this
Personal Information Collection Statement.

BOTATREETIALEAEN  ZHEA - BTHZEA (FREENAEESHEERE TFHEINEMAEMAL) ~ FBA - BEERER - ZBA - A59E
SRETERMHAGAERNEMEA - SR TEARMRMAMABAZRNE  BTHRIE T EREXSNEZEAFEDRMREEBAEN - IH2EEZA
EEEERMREEEAER  #EETBRBAMEAAENRESPEMME: -

We may also collect personal information about you from third parties in certain circumstances, such as from other insurance companies, agents, brokers
and other intermediaries, credit reference/reporting agencies, employers, vendors, financial institutions, fraud prevention agencies or databases,
government agencies, medical personnel, courts or public record.

ERFEBERT > BORAIERE=EREFHETHEAEN  WEAMRBAS - {2 - REREMAPNTA - GRS/ REHE - B - HED - SRS -

FhERFEMSIBEN SRS - BURSHENE « BISA S © IEBRSiAttacH -

Importance of Information Collection IXEEA BRI ER 14

From time to time, it is mandatory and necessary for you to supply Cigna Hong Kong with personal information. Where you are unable or fail to supply
the mandatory information requested by Cigna Hong Kong, Cigna Hong Kong may not be able to issue policies, process claims, applications or your
requests, or provide products or services to you.

BT AREEBEALEREATBREAMNEAAERY - MEF TRENREQEETBRMEHMERNER  EEEBUERERNRE  RERE &
BRETHENR > AR T RHEERSRT -

Purposes of Information Collection and Usage WEEA BB KRBk

Your personal information held by Cigna Hong Kong may be used for the following purposes:—

EAEBMTAE THNERTRESRAN TR

i) processing and evaluating any applications or requests made by you for products or services;

BRIERHERE T ERRIS R AT RFNEK ;

ii)  administration of insurance or financial or investment related products or services, including but not limited to alterations, variations, assignments,
cancellation or renewal of such products or services;

FRIBRIREL S IR EIERA E MRS 2 B &M » BIFERRNEER S8 - &8 - BUHSER ;

ii) processing, investigation or analysis of any claim applications made by, against or otherwise involving you in respect of any products or services;
RIE  BE DA RIARTS R E T R MRS E Rt S RE TR RE RS ;

iv) conducting research, satisfaction surveys, data analytics and statistics, to further understand your needs and to improve and test our facilities and
services and/or products for any other purposes in connection with our business and the business of any member of the Cigna group companies;
HEBMNEBRIEAEEASIMAMENEBERNETEEMBR  ETHR - MEERE - SIES TR > WE—SRERTHEX > 1 UEMR
AR R ARTS R /S &

v)  carrying out matching procedures;

ETRERER

vi)  (with your consent — see section 7 below) direct marketing including but not limited to promoting, marketing or selling of Cigna Hong Kong or
co-branded or other third party insurance or financial or investment related products or services by electronic or other means;

(FRETHRET — FEUTEMR) BEEREH  SEEFRREBSFHEMENFHRE  SENHEEHBENEETENSNHEASSHEME
ZEMRE - BB EER < EmERTS

vii) making disclosure under and/or complying with any law, rules, regulations, codes of practice or guidelines binding on or applicable to Cigna Hong
Kong or any of its group companies and respond to requests from public, governmental authorities, regulatory bodies and litigation;
BTBERANGASBREEBATMER  RA - RY - BEHTFRISES > RMEERELRKE » TMAH - B/IHE - EERENRALENEREDL
=1

viii) evaluating the policy or related risk intended to be the subject of reinsurance by an actual or proposed re-insurer of Cigna Hong Kong;

EEETENERENEZZBRA  IREEBRRZNARRENERELR ;
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ix) conducting medical or health reference checks;
BFRBEESRESE LA
x)  conducting surveys, research and compiling statistics for insurance, financial or investment related purposes;
FBFRRE - BIFFEIRERRRE « ARG ZA
xi) investigation and settlement of claims, disputes and detection and prevention of fraud (whether or not relating to the policy issued in respect of an
application); and
REREERE - FiE > @RISR (BRESHREREERZREER) &
xii) other purposes directly relating to any of the above.

8 Pt E BN ERAREME -

Transfer of Personal Information {E A& #IAVEEF

Your personal information held by Cigna Hong Kong will be kept confidential, but may be shared with the following individuals and/or entities, whether

within or outside Hong Kong, for any of the purposes set out above'—

EHABBMTARTHNENSREHRE - EEHET AR LATOENEERERE T TIALR /NEE (BRESBENERIEN)

i) any agent, contractor or third party service provider who provides administrative, accounting, data hosting, analytics and processing, customer
service, call center, financial, legal, telecommunications, technology, fund management, debt collection, payment, anti-money laundering and other
regulatory screenings, marketing, research, mailing, printing, loss adjustment or other services to Cigna Hong Kong;

REEEEEBRMTE - 85t - EREHE - PITREE - BERH - EH0 -~ 775 555 Bl SRl 2288 WE - B8 - REBERE
fERAVES ~ (285 ~ A ~ B - BN - IRBY - SUEANARTSHINIE « FIRE S =B R HER

ii)  any insurance intermediary acting on your behalf (in placing an insurance policy with Cigna Hong Kong, in handling insurance claims with Cigna Hong
Kong or as notified by you to Cigna Hong Kong) (an “Insurance Intermediary”) and (with your consent — see section 7 below) for its own direct
marketing and business purposes, and such provision of your personal information may be for gain;

FARERE TR EEHEBRMHNRE » INKE TREHEHESENREERE > JHE VBNEETAEARKETORERNA (“REFNAA”)
(BB THRET — FEUTEMR) EASMMEEEREHSERRBENORGE > WrIRERmEE

iii) any agent, contractor or third party service provider engaged by an Insurance Intermediary (as notified by such Insurance Intermediary to Cigna Hong
Kong from time to time) to provide any services to the Insurance Intermediary in relation to the purposes set out under sections 3(i) and 3(ii) above;
EEIRREBRN ARBNRE > AN E =S RFMES (BRBPNTAREENEEES) DRI EEREI0) R ()RFREHSE 2 R,

iv) any insurance adjusters, agents, brokers or other intermediaries; employers; medical service providers; health care professionals; hospitals;
organizations that consolidate claims and underwriting information for the insurance industry; fraud prevention organizations; other insurance
companies (whether directly or through fraud prevention organization or other persons named in this paragraph), the police and databases or
registers (and their operators) used by the insurance industry to analyse and check information provided against existing information;
EERIBIERES « 12~ IS EMPNA ; BE ; BERBRME  EREBEAS ; Bt RRBEBRSRERARERNAVAES ; BIERFEES ; Hihfrbz
AT (BREEEEBHIMFFASHARRPRRNEMA) | R RREEBES Wﬁ*ﬂ%ﬁ“ﬁﬁ BRI HRMENNEBENERR (REEEA)

v) any branch, subsidiary, holding company, associated company or affiliates of Cigna Hong Kong;

EABBNDTT - MBAS « AT - BMASSMEBEAS

vi) Chubb Life Insurance Hong Kong Limited, or any branch, subsidiary, holding company, associated company or affiliates of Chubb Life Insurance
Hong Kong Limited, and their respective successors and assignees;

TEANSRBEAFRAT > FHDT - WEAS ~ EEAT - AHASSMEAS  MRESHERARZEA ;

vii) any financial institution or credit / charge card issuer related to your premium payment account;

BT REARER QAN SRIESERIE / RBRIEEEA
viii) any actual or proposed re-insurer of Cigna Hong Kong;
EHABENRENEEBRA

ix) any person or authority to whom Cigna Hong Kong is under an obligation to make disclosure under the requirement of any law, regulations, rules,
codes of practice or guidelines binding on or applicable to Cigna Hong Kong or any of its group companies;
BRANREEHEEENEAEEEASIEERE « RA - 516 - BEHEFASIESINRANRE TMEADBR SEHEER KRBT AS IS ;

x)  any other person under a duty of confidentiality to Cigna Hong Kong which has undertaken to keep such information confidential;

Hitt#HE B B EN A REEA T FREREZEENNAL

xi) any debt collection agencies; and
RIRERAE ; R

xii) any organization or person who provides survey, research and statistics services.

HEARE - HRRAREE/AS -

Transfer of Information Outside Hong Kong B &Rl E EIMNIMEE
Cigna Hong Kong may from time to time transfer your personal information outside Hong Kong for different purposes set out above including but not
limited to processing or storage.

SHEBRAENEHM L AAENEN (BFERRNEENFEE) BETHENEBTEEMIME -

Data Access B} &R

I. Under and in accordance with the terms of the Ordinance, you have the right to:-
IRABFABREGI PRV - BT AR
i) check whether Cigna Hong Kong holds data about you and seek access to such data; and

EHEADTERERAR THENRERAMNER R
ii) require Cigna Hong Kong to correct any data relating to you which is inaccurate.
EREABEIEA MR T A ERIER -

Il.  Cigna Hong Kong may charge a reasonable fee for the processing of any data access request.
ERBAAENRETIERENNERNSEER -

lll.  Requests under section 6(I) should be addressed to the following: Cigna Hong Kong’s Data Protection Officer
16/F, 348 Kwun Tong Road, Kwun Tong, Hong Kong
AR L ARR6()EK - BARIIALRY - EHEEENMBEME (FBBERIEE3485R1618) -
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7)

Direct Marketing EE{E8H
In accordance with the requirements of the Ordinance, Cigna Hong Kong intends to use and transfer your personal information for the purposes of
conducting direct marketing and may not do so unless we have received your consent or written consent (in the case of transfer).
RBARROINESR > EASBREARESE THNEAAZRMFERRE AR  ERFERMASIETHREHEERR (FEBNERT) » BARSERR
ERETAEAERELL AR -
With your consent or written consent (in the case of transfer) (which includes an indication of no objection), Cigna Hong Kong may:
ERIETHEEHNEERE (EEBNERT) T (BERTARYE) - GHEHE:
I. use personal information, including your name, contact details, products and other services portfolio information, financial background and
demographic data it holds about you for direct marketing purposes;
ERETREFEEEEANEAZR  SEETHES - HEEN ERRBRFESER  BBERRADRTERMEERRH PR ;
Il.  conduct direct marketing in relating to the following classes of products and services that Cigna Hong Kong, our affiliates, our co-branding partners
and our business partners may offer:
MEATEREHEBNMEAT « MEREBHRERSEBHIERHE Z TIERINER KRS ETERERH ;
i) insurance, financial or investment related products and services;
TRER ~ BAFSEIR BRI E MR BRTS
ii) reward, loyalty, co-branding or privileges programs and related services and products on health, wellness and medical, sporting activities and
membership, entertainment, travel and transportation, concierge, home care (including pet care), household, food and beverages, apparel,
jewelry, telecommunication, education, social networking and media; and
BE - FE  BAnMRESHEREERERKERT - BF REREER - BEEHRS SR - (R
EE) KB BR - REKE - Sl HF - HIBRRER S R
i) donations and contributions for charitable or non-profit making purposes;
EREYIEEFIRAIER ;
lll.  provide the personal information described in section 7(I) to any agent or contractor for the purpose of carrying out direct marketing of the above
products and/or services on behalf of Cigna Hong Kong; and
1 E7(EFTRAEABRR R FEARBASENEURRGEHETSETEREE LRERR/FRBZBR s R
IV. in addition to marketing the above products and services, share the personal information described in section 7(1), for gain, with any or all of the
following persons for use in direct marketing, and Cigna Hong Kong requires your written consent (which includes an indication of no objection) for
the purposes and will not do so without your written consent:
PRIEEH L RRARFEIN > EE7(MEFTRAEAERHR M P ERISAE TOIATEEREHE A - WitmEE » RIEESEHIARNESIETHNER
AR(EERTARY)  TESAE THERRE TASMEARERETHEAER
i) any Insurance Intermediary acting on your behalf for its own direct marketing purposes in relation to insurance, financial or investment related
products or services, and business purposes; and
FERRETOREHN AERERRHRRE - BHREERERSRE AR - REBREZRR ) R
ii) any third party provider of any of the classes of products and/or services as described in section 7(ll) for direct marketing purposes in relation
to such classes of products and/or services.

EARRME 7R @ R/ SRR 2 S = E R ER PR R S RN ER R /FREZBE

TR

IRERRE B8 - REEE (BEEY

If you do not consent to Cigna Hong Kong using and/or sharing your personal information for any of those purposes, you may exercise your opt-out right
by notifying Cigna Hong Kong’s Data Protection Officer at the above address, and we will not do so. You may also subsequently withdraw your consent
by writing to Cigna Hong Kong’s Data Protection Officer at the above address. If you exercise your right to opt out of the use/sharing of your personal
information for any of the above purposes, it will mean that Cigna Hong Kong, your Insurance Intermediary and/or third party service providers will not
be able to send you any direct marketing, targeted or special offers in the future.

MR TARREHEE B Dt EAR/NESE THEAERN 2B - BT RS it it BAEEE B EN AR A TERAIVEREEEREEEH > &
PEREERR/HEBETEABSNEN L Z AR - B TR BERFRE Dttt R AR MNEEEBENL BT TREE THEEER - B T TEROE
FEEEEE THEABSRARSEREN LEARRE - BRRERETAEREEDE  BTOREBPNAR / B =ERBHEDKEIE A ST
BIERA B -

Cigna Hong Kong will not use any personal data of minors for its own direct marketing purposes and/or share the personal data of minors with any third
party for its direct marketing/business purposes.

EHEEFSEREORNEANEASMEEREH AR/ FERETABE=_EFEREH / XHEENER -

Retention of personal information fAAZRIANRTF

We retain your personal information for as long as necessary for the purposes set out in this Personal Information Collection Statement, or otherwise
agreed between you and us, unless otherwise required or permitted under applicable law. Where we no longer require your personal information for the
purposes under this Personal Information Collection Statement, or otherwise required under law, we will take appropriate steps to securely delete or
destroy your personal information.

MRIBEREESAERIRH - TR BFRAEAAERREZRHREBNFARIERSE TEEMSTOENRRREE THEAER - HERMARAREA
ERNBEERIIAZBENABERERE THEAER > REEFRZEER » AMRBRIVESHEE - L2 RIRSHSRE THEARN -

This Personal Information Collection Statement shall from the date hereinafter appearing be deemed an integral part of all contracts, agreements and other
binding arrangements which you have entered into or intend to enter into with Cigna Hong Kong. For any enquiries regarding this Personal Information
Collection Statement, please contact our Customer Services Hotline at 2560 1990.

FEUIEAEREBRRZ LN AL  ERAAB THEHEENAREGHET BT EZMERYN « hif - REMARERHEZ 0 - B EAERILEARR
W EERSRRRY TR - :EERE 2560 1990 H FIRNE 5 ARFSEREIAS -

Release Date: November 2022

BHAM: T "F+—A

In case of discrepancies between the English and Chinese version, the English version shall apply and prevail.
IWEBIRERPEXESR  MINEER » MEAXHRERE -
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(1)

(2)

—
o1
-

Declaration and Authorization Z&f - K ISHE

It is declared and agreed that the answers in this application are complete and true to the best of my (our) knowledge and belief.

EWBARREMLERERR  BAA (BF) A Ix2BEEL -

| (We) agree that except as otherwise provided in the Conditional Receipt, insurance under any policy issued on this application will become effective
only when the policy is delivered and the first premium is paid, such delivery and payment being made while there has, since date of this application,
been no deterioration in the Insured Person's insurability under the Company's rules.

FA (BF) BERE THMEHERFRERIE NZRXEERTE » BE - BRGNS HNOEARERRHENRE  AREBREMBRGEXERERH
ABZTFIRER s MEARBRLEZE  ERNRERFERE ZE - REQTRAGTE - SRANZRERAETE -

| (We) agree that acceptance of any policy issued on this application will constitute an agreement to its terms and conditions and notification of any
changes specified by the Company in this policy.
AN (B%) BEEZAREMEDNEERENSNEMREANZR - BRFER B ASERE LA FEDEZ -

I (We) understand that the information requested in this application is required in order for the Company to process this application for insurance,
and failure to disclose any material facts or information which may influence or which the Company would regard as likely to influence the
assessment and acceptance of this application, may render voidable by the Company the insurance coverage that may be issued pursuant to this
application. In the event of doubt as to whether a fact or information is material, it should be disclosed in this application.

A (BZE) BEAXA (BE) WERARBZNERNERRAFEQTFEERIRRRE LA NAFRBACEEZELEN  MZEEESEY
BEREMFEEASTMERES ARG  BEASAREMERNRESETEN - RUAERESERENEEY  ARKTHAREZESEREY -

| declare that | am responsible for the medical expenses incurred as a result of any sickness / disease / injury suffered by the Proposed
Insured Person(s).

FANBRFANRREREZRARRAARE/HR/REMEENEEFRX -

| (We) agree that during the Insured Person's life-time and subject to the policy's Beneficiary provision, the Policy Holder can change the
Beneficiary designation without the consent of any Beneficiary.

AN (BS) BEEREAMRRTZAZERART  ERRABLEZE  REFEATEAZEAMBAAARZARE -

| (We) declare that the above questions have been explained to me (us) and that they are fully understood and truthfully answered.

AA (BF) BR MLERBECEAA (BF) BRBE > AA (BF) HEROZSHE  LHEFES -

I (We) understand and agree that additional information / document in relation to the identification and verification of identity of the
Applicant and the Insured Person may be requested by the Company, as deemed necessary.

AN (BES) BEREAR  ERSAENBLERRT TMHMNMRERBARZEBAZES  AAA (BF) RIESNER/ X -

| (We) hereby authorize, and (in case the Applicant is not the Proposed Insured Person(s)) confirm that the Proposed Insured Person(s) has
authorized, any licensed physician, medical practitioner, hospital, clinic or other medical or medically related facility, insurance company or
other organization, institution or person, that has any records or knowledge of my (our) or the Proposed Insured Person(s)’s health to give
to the Company and its reinsurers any such information for the purpose of assessment of this insurance proposal or subsequent assessment
of any insurance claim under the policy that may be issued pursuant to this application. A photographic copy of this authorization shall be
as valid as the original.

AA (BE) B> ME (MBEBALFEZRA) BREZJRAERE  NEEHEREAA (B%) FEZSRARRRTEMCHASTLHTEERN
EEIFFhEERAT « B4 - Bfx » S2oPmSl B By BB B ARRARIERIE © (R QSIS E AR  HESEA > TaERASAREFRREASRHEERAEN - M
HEARIR R A B R THEREARBEHERNARETREEANMRBERE - WRESNENAREERRIRER -

(10) I (We) agree that the Company may use and / or disclose my (our) personal information in accordance with the Company’s Personal

Information Collection Statement (“Statement”) and acknowledge that | (we) have read and understood the Statement. | (We) understand

that | (we) have the right to opt out of the use of my (our) personal information in accordance with the options set out below. | (We)

understand that opting out will mean that the Company or insurance intermediary or third party provider of the specified classes of products

and services will not be able to send me (us) any direct marketing, targeted or special offers in the future.

A (B%) AEERGARBEEASRRERR ( B ) > FBR / IRERA (BF) 2BAEH - AN (%) HRCHERBALER -

AA (BE) HEAXA (BF) BRRENTEZERAA (%) AABNBRRTIIRE - 2 AA(EE) hEREREREA (B%) BAE

REARTIRREEMRERAA () THEREAIDFREPN ASIEEERRRFERN 2 8 =M EEE R E i S ERNEERH -

Applicant BRFEA :

L] 1do not want the Company to use my personal data for the Company’s direct marketing purposes. ZAREEEATHEFRAARAEASEHEEIZEH 2 -

[] 1 do not want the Company to share my personal data with insurance intermediaries for their marketing purposes and / or business purposes.
FATFEEASIRARAEAAERG FIREPNAEERRHR / SURBHREZA -

[] 1do not want the Company to share my personal data with third party product/ service providers for direct marketing purposes.

FATEEARRANBABNETFE=-EER / REMEDEEHZA -

Parent / guardian of the Proposed Insured Person (if the Proposed Insured Person is under 18) EZREANRE / EEA (MESRAZ+H/\EUT) :
| declare that | am the parent/guardian of the Proposed Insured Person and | reasonably believe that the Company’s use and disclosure of the
Proposed Insured Person’s personal data for the purposes stated in the Statement are in the best interests of the minor.

AANELBAFAZREFEZRANERR /| EEARFAGEMBEEASEAR / UNBERNEEZRANBABNEURNEEZEANRENDHIKE -
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(11) The Applicant understands, acknowledges and agrees that, as a result of the Applicant purchasing and taking up the policy to be issued by
the Company, the Company will pay the relevant insurance intermediary 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 the Company that he or she is authorised to do so. The Applicant further understands that the above agreement is necessary
for the Company to proceed with the applicant.

RAEABA - BAKEE  EATNENBRAABERESRRADEZNRE  RREARBA (BFEERY) > OEETHERRENREHRNAX
HAE - RUBEBBAREARR  ARPAABRSNEREASAQE LS ERM/ B EANBRREEE - RFEATBAEASVANGRBFAML
WEE - AP EERREERE °

(12) "Cancellation Rights and Refund of Premium(s) within Cooling-off Period": | understand that | have the right to cancel the policy and

obtain a refund of any premium(s) and levy paid by giving a written notice to Cigna Worldwide General Insurance Company Limited. |
understand that to exercise this right, the notice of cancellation must be signed by me and received directly by Cigna Worldwide General
Insurance Company Limited at 16/F, 348 Kwun Tong Road, Kwun Tong, Kowloon, Hong Kong within the Cooling-off Period. | understand
that the Cooling-off Period is the period of thirty (30) calendar days immediately following either the day of delivery of the policy or the
Cooling-off Notice to me or my nominated representative (whichever is the earlier). | understand that the Cooling-off Notice is a notice
that will be sent to me or my nominated representative by Cigna Worldwide General Insurance Company Limited to notify me of the
Cooling-off Period around the time the policy is delivered.
REBHAIHRENENRBERE - FARBRARENERENERGHBERRBRARADINHRELRBREMACHBRERRERE - FAHR
RITEEIRER > ZECHRENBNLRARFASEBLREERRABARASDETENERIEREEMSR16IBNBHAEERE - FABRLH
PABREREFSFPBNERIMFRAASFANEERRZ BEEFTHN=1(30) EEBMNIME (UBREELE) - FARRSHFHEMNEZAEHERK
REARAIERTREFR T FARFTANEEARN—HEBHNE > MHLHHE—SBANEA

Signedin  Hong Kong &%

==

HER Place it/ Day H Month B Year & Signature of Applicant EEASE

Signedin ~ Hong Kong &%

LT

B Place 1,75 DayH  Month B Year & Signature of Proposed Insured Person 2 (if Age 18 or above)
EZHRA2 HE (B 18 mIUL)

Signedin  Hong Kong &#&

EETN

HER Place i75 DayB  MonthF  Year Signature of Proposed Insured Person 3 (if Age 18 or above)
ESHRAIEE (B 18 HmIUL)

Signedin  Hong Kong &%

PETN

BER Place 373 DayH  Month i Year £ Signature of Proposed Insured Person 4 (if Age 18 or above)
EZHRAN4EE (B 18 mIUL)

Name of Licensed Insurance Intermediary 35 hEMREEHN AR License No. of Licensed Insurance Intermediary $h& RGN A SR EBIERS

License No. of Licensed Insurance Intermediary Company Licensed Insurance Intermediary’s contact no. RN ABI4EES

FRRRE T A A B R ERERES

Signed in Hong Kong &%

sEBEA

REK Place #t75 DayB  Month B Year & Signature of Licensed Insurance Company Name and Company Chop

Intermediary NEBBRATEE
FRMRIBRN AR

PLEASE DO NOT SIGN ON BLANK FORM SEEZHRRLEE

Confidential, unpublished property of Cigna Healthcare. Do not duplicate or distribute. Use and distribution limited solely to authorized personnel.© Copyright 2025 Cigna Healthcare
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PRIVATE & CONFIDENTIAL FAA 128

Special Request 437l157 :

[] Request for hard copy of medical card EREREEEF (Not applicable to Cigna Healthcare VitalGuard Critical liness Plan R EHETRER)
[J Date Back 1ZBI4H
(DDA/MMB/YYYYE)
Date Back Reason 1ZETAERRR :
[] Discount #i0

Proposed Insured Person 1 ' Proposed Insured Person 2  Proposed Insured Person 3 ' Proposed Insured Person 4

EZRAN HEZRA 2 EZRA 3 EZHRA 4
Child Discount F#Hil ] [ L] U
Spouse Discount B2{&#i] ] ] L] L]
Promotional Discount R0 L] L] ] L]

Other Discount EftfT0

Application No. for Reference (if applicable)
BB Z IR ARSI (ANE )

(if you cannot provide the application no., please provide the full name of participants.

MARBERMBIRRES  FRESMEOES - )

[] Others Efth:

Application Checklist EEz5EE;FE8 (applicable to Insurance Intermediary ERFMZERERMTA)

[ ] 1. Initial Premium EHA{RE Payment method 4zt [l Credit card {5+ [ ] Cheque XZ; or 5
(Pay by the Applicant B EREE AZ{Y) [] Other Eft

[] 2. If the initial premium is paid by cheque, please make it payable to “Cigna Worldwide General Insurance Company Limited”.
BEUXERNEIRE - AR EHRES (EHERKRRBIRAS

[ 3. True copies* of identification document of the Applicant and the Proposed Insured Person ER35 AR ESZHRE A S P EERAS 45758
*Certified by suitable certifiers (e.g. authorized insurance brokers, appointed insurance agents or other professional third parties)

ARERREIBA (BINERRERIRAEA - BEARBABATNEMBERE=E) 258
[] 4. Nationality proof for not holding HK Permanent Identity Card ZIES A BB KA M ERESMHE » B EXEESR
[] 5. Medical record of Proposed Insured Person past medical history (if any) 2R ABERRE 2 BECHE (A08)
] 6. Policy Conversion Request Form (if applicable) {RES#EiamEE (WEMA)

Company Endorsement AG]5 = (Office use only AEEF)

Appendix [fif4 - Application Form Terminology Mapping Table ER;EZFHEHER

Please refer to the table below for the summary of terminology in the application form, the terms in the same row are interchangeable.

FERTRANSFSHENNEE ) B—{THNAZEE RN -

Insured Person Z{®A Person Insured Z{®&A Registered Medical Practitioner 2& Physician B84
Policy Holder fREEFFA A Policyholder fREIFEA Deductible B{+& Deductible K&
Riders Hianz249 Optional Insurance Benefits B & {R[E Endorsement H& Endorsement #tF

Confidential, unpublished property of Cigna Healthcare. Do not duplicate or distribute. Use and distribution limited solely to authorized personnel.© Copyright 2025 Cigna Healthcare
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PRIVATE & CONFIDENTIAL FAA K28

Please fill in the appropriate boxes and print in block letters. sAEBEE A& K AERESR
Direct Debit via Savings / Current Account %2 | RIFRBEEIE(TER (Applicable to subsequent premium payment only REBFRRE MR E% 2 SHRE)

Name to be credited (The Beneficiary) Izt 2 — A HNBTE(ZEA)
Cigna Worldwide General Insurance Company Limited (S35 IREMRIG B RN

1/We hereby authorize my/our below named Bank to effect transfers from my/our account to the account of the above named beneficiary (hereinafter referred to as the “Beneficiary”)

in accordance with such instructions as my/our Bank may receive from the Beneficiary from time to time, including the settlement of policy premium, levy, or other relevant charges under

the relevant policy(ies). This authorization shall remain valid until further notice. ZA/BERRERA/BE 2 Tilsk(T  RELASEA MUTEBESEN") FELEFEAN/BERTZER

BRAN/EEZRFABRTIEAZER  MBARE  fESEMERREER - AREEREBLINEERTEA -

I/We further agree and confirm K A/BERERHED :

1. my/our Bank shall not be obliged to ascertain whether or not notice of any such transfer has been given to me/us. KA/BEZRTBREEHEBRENREERTAN/BE -

2. my/our signature(s) on this authorization form is/are the same as that/those for the operation of my/our Savings/Current Account to be debited for the transfer. XA /EZERAAN/
EERUREE v B REAN/ BE 2 HE/RERFE A -

3. to notify the Beneficiary of any change of bank account or cancellation of payment method. IIEXIRATEESIUEILIA RIS » ISBMZTHA -

4. 1o 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). |/We 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. MIRZZEEETM AN/ BEZEPLREX (HLBH 2EIEM) - AN/ BERRRRMENFEZDER - KA/
ESTRENAN/BEZRFIRENNEXIZSERE  FA/BEZRTEEATER  BRTITNNER ZRHER -

5. that any notice of cancellation or variation of this authorization which I/we may give to my/our Bank shall be given at least fifteen (15) working days prior to the date on which such

cancellation/variation is to take effect. ZA/BSIHFBAARES 2 B » BRI/ ERERARI T AELERZEAR AN/ BEZBIT

BANK NAME $R{T2% : BRANCH NAME 247878 :

BANK ACCOUNT $R{THRF : - -
Bank No. $R4T4RSR% Branch No. 21745 Account No. BRF#RSE
Please note 1% :
- It takes 6-8 weeks to process this authorization, as such two (2) months' and all outstanding premium, levy, and other relevant charges under the relevant policy(ies) are
requested to be sent along with this Authorization Form. FIRIRITRIBIIZEERIFAOESMELN » BUtFEERMERRERMAMRZRE  S&EREMBERREER—HRE -
- At least fifteen (15) working days' written notice in advance is required for termination of this payment instruction. 1EEVHISEIET » HREMSEATERAINEBEHES -
- This facility is applicable to the Policyholder or Insured Person/Proposed Insured Person only. 518 E RERRNREFEATZRA/LEZREA ©

Direct Debit via Credit Card &{SFHEEEMI

(] INITIAL PREMIUM PAYMENT  [[] SUBSEQUENT PREMIUM PAYMENT ~ [] INITIAL PREMIUM PAYMENT & SUBSEQUENT PREMIUM PAYMENT
EHIRESR RIBREHR EHREMAREEREHR

NAME OF CARD ISSUING BANK %+iR1TE1 :
COUNTRY OF CARD ISSUING BANK #+4B1TEI% :

VISA / MASTERCARD CREDIT CARD ACCOUNT VISA /B EERFIRPSHS : - - -

CARD EXPIRY DATE (MONTH - YEAR) <A B (B - &) : -

Please note X :

— The Issuer of the credit card identified above is authorized to pay the amount as requested by the Beneficiary upon proper presentation. The Cardholder promises to pay such
total (including policy premium and levy under the relevant policy(ies), together with any other charges due thereon) subject to and in accordance with the agreement governing
the use of such credit card. N AR H FMEAFZHEE » EREIBRIETRE - IXHZRAMBRZEE - FAFKEREMFEARZEOEMC2HTIE (BEERERRNGRE 85
REMERRERRER) -

— All outstanding premium, levy, and other relevant charges under the relevant policy(ies) are requested to be sent along with this Authorization Form. ;51§ ILiREEERT R 2R -
BEREMBRREER—HRME -

— This facility is applicable to the Policyholder or Insured Person/Proposed Insured Person only. tEE:E R BRMNREFE AT ZEA/EZRA °

— This payment method is for regular premium and selected products only. I{J3 7% RERREBEN 2 RERIEE 2 REETE -

— Non-monthly premium will be debited on the same month of the premium due date. In case of unsuccessful transaction, premium will be debited again (if applicable). 3E8 B
ZHREBNREZHEZE—AHBY - MARERINEH - REGSHENR (WER) -

— At least fifteen (15) working days’ written notice in advance is required for termination of this payment instruction. #1EEUHIETHIET » BRREMSETERBIMZERES -

— Prior approval is required for non-Hong Kong issued credit card. f1{EAFIEMEBIRITEIT - WAELEAATE -

General Information —f§& %

1.D NUMBER OF ACCOUNT HOLDER(S) I.D TYPE B3:5MA3448R : [ HKID B EERE{#E [ PASSPORT #H8
-+ (I\27% -] .
FRF A A RIS IR - [] BUSINESS REGISTRATION FZ &R (] CERTIFICATE OF INCORPORATION ‘AZ) iR E

[ ] Others Hfth :

NAME OF ACCOUNT HOLDER(S) IN ENGLISH = SIGNATURE OF ACCOUNT HOLDER(S) ERF A AES : DATE HE -
BRPRAARXIES

(AS RECORDED IN STATEMENT / PASSBOOK / CREDIT CARD)
(ERGE / B8 / ERFMH2EH)

SIGNATURE MUST BE CONSISTENT WITH YOUR BANK’S RECORD # &tk BBIRITIZSIERE (DDA/MMB/YYYYZE)

Payment submitted: HKD BE{TERERHE : &I (By Cash/Cheque* IIRE/Z Z{F37*)

Confidential, unpublished property of Cigna Healthcare. Do not duplicate or distribute. Use and distribution limited solely to authorized personnel.© Copyright 2025 Cigna Healthcare
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