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Blue Cross EX+=F

WE@AE*—#EHE AT
An AIA Company XHBRBEELT Personal Information Collection Statement Contact Us
— =
E1+¥ "E8c . BRERSTEIRES
Blue Cross Love Yourself VHIS Plan Application Form
AERIRRBIRIEE RV RIEFR R 4HE] - Please read the product brochure and terms and conditions of the product before applying. 24 Apply

BUUPSCEEE SO HER MR AR E - WERKREA "TE+F (BK) RBERASE . 2B ETE (WER) NEN\RMEER
fb{FET57%  Please complete this form in Chinese or English BLOCK letters and if applicable, return it together with a crossed cheque
payable to Blue Cross (Asia-Pacific) Insurance Limited or select other payment methods in part (VIII).

- -
Blue Cross HK App

BRERRERSN (REAREREA/ ELRRIER)

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

7%6&1%&%4%@%&%&%&%?6’] SR E$ C BEELUTHELERESR o ( & BARTTEFRRRERTNEECKRRE B TR ERKRENEH]R—F
BEELIEN AREFERBERMER -

ln 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.)

BTRABEAFRNEEFTEEERRRBAER?

Do you intend to purchase a medical insurance product for better planning of your future healthcare needs?
O % No
O 2 (#2Z—78) Yes (Please select one)

O RARESHEFUERREER (P10 BEHEEHFFAX) DSIEEER -

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

O AABRESBHERVERRRER (H20: ERRE) DARERBEIBARK -

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.

U AARESHAGUERRRER (EFEEEFERRSRE) LN ERERMBHEERBREIBMARRL -
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.

() ZEREFH AER] Details of Proposed Policy Holder

e (DEBSMEERRE) (/4) O %4 Mr. [ /MA Miss | BESE/ERRE

Name (as shown on HKID Card/Passport) (Surname/First Name) O AAK Mrs. [ ZzE Ms. HKID Card/Passport No.
(330 (F30)

(English) (Chinese)

LAY (/B F) iz e BEABER A

Date of Birth (dd/mm/yy) Contact Telephone No. Personal Email Address

A HbAE Correspondence Address ( ERE(E4E S HE HHE 28340 P.O. Box and hotel address are not acceptable )
Fa Ll | J4#Foor L1 | Jmplock Ll | | x@buitding L1 L L 1 1 L L 1 1 L L1 14111111}

[ e T 3 A N I A I I e e ) OO - ' 1P
YRy StreetNo. L L | | | | gpEemE thiStreetNametot L L1 1L L L L L L L L L L L L @1 ] ]

s Distict L 1 | [ L [ L I LI L L PPl | OF8HK OABEKN OFFR & NTOutlying Islands

BERENMHRERENIZERE (RERNEENETFRRNES)
Delivery method for Policy Documents and Renewal Information (only applicable to customer who submits applications directly to the Company)
[ & %8 by email g% or [J E[2F by post (2N£EHEHE - BE (ANERMEL) EHEEREIEE » If not specified, email (if provided) will be defaulted as the delivery method. )
O 2R A AR B R B8 5 SR B AR [ iz AR ST R AR (LN 4RAERR » B BESUEFRS LIZES R AN E ) 1 would like to receive the Policy Terms and Benefits in Chinese (if not specified,
the related documents will be issued in English).
E&EBZ{EIEIE Claims Payment Options
Aéj’xgﬁﬁ*{f,\ X FIREREB A o Eligible medical claims payment will be payable to Policy Holder only.
ZE (5 By cheque [ $RITEOBSEE (B0 FHRAMEREER ) By bank account autopay (Please provide the relevant information below)

EBRATE OIS RITPHFB AR RITEHE PTERE
Hong Kong Bank Account No.* Name of Bank Account Holder Bank Name Branch Name
N I N I I B
SRATHRSR DITHRIR P H SRS
Bank Code Branch Code Account No.

RIS L R R B A2 84T O » Accept proposed Policy Holder’s bank account with 15 digits or below only.

KEHTH (2N3EF) Family Discount (if applicable)
MEBERFERE HETT "BHC. BESRIEZEZRA (BERTERHD) ALFENEEZRA » ZREMTTACHRETIAZRA -

If the eligible family member” is the Proposed Insured Person (under a separate application concurrently) or is an existing Insured Person of Blue Cross Love Yourself
VHIS Plan, such member will be counted towards your family discount.

FIRUAAESERKERENREER BUERERA AZBEE "ABRREMRBEE (FRREFEA)
Please provide the details of ALL policy(ies) of eligible family member Relationship with proposed Policy Holder | &#9fc(d,/ ¥ ~ BEIEHIRE (5h)
HRE 5/ Ik

FREESEAE Policy No. :

AEligible family members refer to you as the
policyholder, your spouse/child, your or your
spouse’s parent/grandparent/brother/sister.

(PNARBEIRHMREIRES - R LAERRERENA R REBINE,ERREE

If policy number is not available, please provide eligible family member’s name and HKID Card/Passport No. )

Blue Cross (Asia-Pacific) Insurance Limited 5+ (Z5X) {RIGERAS MD219a/07.2025
www.bluecross.com.hk



() #EZ{RAEF} Details of Proposed Insured Person

EBG0E/ HARS | BERE Ca
mE (/%) FEIBIRAE wgl | (B/B/HF) REAZBER JE
Name (Surname/First Name) HKID Card/ Sex Date of Birth Relationship with the Place of Residence*
Passport No. (dd/mm/yy) proposed Policy Holder*
(F3z Chinese) O &% HK
O EAfth Others
A (353158 Please specify)
(237 English)

BRRAGSIERA2EA N THRESHEPINSEBCAARLL? WERAR "R, - BIEREE | O Rves | e Location(s):
Ik Lo 1558 BB o Will the Proposed Insured Person stay outside Hong Kong or Macau for 6 months or more in T
average in the next 12 months? If the answer is ‘Yes’, please specify the exact location(s) and the average stay time. | [J ZNo | A Month(s):

BAEZRARDNESARBEEERE NELMBANEEERDSE T  (DNBHOESEE 10K ETAF ¢ (DBEETF - (B 2 WERA? O RYves [ ENo

Does the proposed Insured Person engage in high-risk occupation including (i)manual works at construction site;

(ilwork at a height (exceeding 10 meters above ground or floor level); (iii)professional boxer; (iv)jockey or (v)stuntman?

* AEZFRREFAACEREA - ZEAZRBREREFAANRE - TX - ERESAANHRBHIRE - HRE - SMARSHBIHIE -
Only dependant of the proposed Policy Holder is acceptable. Dependant shall mean proposed Policy Holder’s spouse, child, proposed Policy Holder’s or his/her spouse’s parent, grandparent,
brother or sister.

4 BRATEE ERBRZRNAEEER - ARG RATEHZAFEEERBEE ENAEF - MIFEZE (FINE2 - THEXRE) @ ZREEERIAIRRAZATHEERL -
Means the jurisdiction(s) in which a person legally has the right of abode. For the avoidance of doubt, a jurisdiction in which a person legally has the right or permission of access only but without
the right of abode, such as for the purpose of study, work or vacation, will not be treated as a Place of Residence.

(1) $REESTEl Plan Details

B+ 'S80 ; BFEE{R51El Blue Cross Love Yourself VHIS Plan
5H&145 7 Plan Level 0 25k Worldwide O 5o B4R Asia & Australia-New Zealand

BNE (BREFE)
Deductible (Per policy year)

BT HKS OO0 120,000 140,000 180,000

FiINPSE2{REE® Optional Outpatient Benefits® AN RHRRE® Optional Dental Benefits®
O 482 Superior O &% Standard O &t#| A Plan A O %t#IB Plan B

* FARREIE A AL B FAES R A AV —ER4) © These benefits do not form part of the VHIS certified plan.

#4ZH Payment Mode O 4% Annual 0 %% Semi-annual? 0O Sy Quarterly""tv O Bty Month[y#v

FopeEsy s SR ABNCREARIE THINPI R, HIRE -
Semi-annual; Quarterly and Monthly payment mode is not available to policy with Optional Outpatient Benefits.

Y AERERIARIERIR - BERE/\BON TEARIRIEREEES o TERIREEE, -
Only accept credit card payment or direct debit. Please complete either “Credit Card Payment Instruction and Authorisation” or
“Direct Debit Authorisation” in Part (VIII).

i REAYAERRAANR  BILREA M HRECEFR - AATHREI B2 REXTEEMDE -
Note: 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.

(V) 2ERMEEAE#IR% Questionnaire on Health-Related Information
HEZR AZARIE NHIRIRELUER AR 2 F : Proposed Insured Person is required to answer the following questions for underwriting purpose:
B RER

(i) MFERELREFERBHNEMEFERZRCAR  MEREAQATNERBAZRERRIRERFERNEST - ARAEANZREFERATEE » TSR
EEFERBEBRBHER

(i) FRBRBA » BTHREEEMAG » BRARSPERAAQTRMTEIERNER - AATREE T RANEL  TeRERENENEAMHTER TE
—SRUERLUFRRZE -

(i) EE T ERRXAABREEZE THEIRERNPERAR S PRENENBEARENERN - BTREAEBENAQT -

(iv) BME R BIh R RIE SR R E » BETRZ (i) IR EMAERAQR TR TERERER - SRR (iii) PrastE k9 AR B s m A R E A
AT BTIHRBRERREEREFE - AARIRAIREAELARLL ~ (FRESUREE R BRE - SIEBREE -

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).

ERZL Part A — E28E #| General Information

1. &1& Height &K centimetres (cm) = OR IR /I feet/inches

2. §85 Weight AFr kilogrammes (kg) 5{OR 5 pounds (Ibs)




O ZF Part B — 2R E ¥ Health Information
HEABA  ERNBEREELTRER RSV

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

BE,/RE /GRERE - BEA/RYDE (ERR) ~BAAR (£FRE) - &E  NRERE (ERRE) - BOE - SRERRE IR (REERES) -
ERTEEMARZRRE (RRERLER) - SARERE (REERER) - BHRE - ABRRMEAR (BEFH) - TEARIRRERBIESHIRS
AR EAR B/ ETE

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.

EUTHEIESREAEMECERR "2, & ANAIEEEERERE

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

BEBEAKIEELE "v, o Pleasetick "v" the appropriate boxes. 2 Yes 7 No

1. BREGHEIED TR ?

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

(@) FBAESK/RAE O O
Cancer or carcinoma in situ
(b) REEER | O

Brain tumor

© OREER

Heart disease
(d) I (EEEE AR - A T hRE, )

Stroke (including transient ischemic attack (TIA))
(e) mIMmE

Hypertension
) RERHEIEEDEMERS

Diabetes mellitus or impaired glucose tolerance
® B

Kidney disease
(h) HEFEAS 2= SR E R MR

Prolapsed intervertebral disc or degenerative spine conditions
() FEEABREFRAEMRAIEHIREERR

Diseases or medical conditions requiring a medical device or prosthesis to be implanted within the body
() ABRENIRZHRS (BLmRS) B

Human immunodeficiency virus (“HIV”) infection
(0 SERMRR (BRBERSCRIEFENES - ABgEH ENEE)

Congenital conditions (medical, physical or mental abnormalities that existed at the time of or before birth)
() BESEE - TE2D - B2 &/ SYEESED - 18 - HEEHIENMRR

Physical defects, impairments, deformities, and / or conditions affecting mobility, sight, speech or hearing
(m) KB (FI2IE ~ BB IBHO R - RRAANBITINERE )

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

Hypercholesterolemia or Hyperlipidemia

(o) FrhEsm (Pl BSRAEFTA (BEARZGERE) ~ BEIFsUTE®L)

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

() ZBMEE

Multiple sclerosis

o o o oo o o o o o o o o o
o o o oo o o o o o o o o g

2. EENESRE TIIRBSEEIR ?
Do you currently have any of the following diseases or medical conditions?

@ s (AR TNERL )

Hernia

b AEwE (ER/ BB BE 8L

Breast lesion (tumour / mass / lump / cyst / nodule / growth)

© FERNERS (BRELERRE R S8

Uterine or ovarian lesion (tumour / mass / lump / cyst / polyp / nodule / growth)
(d) RYERIFIBRIEAR
Benign prostatic hypertrophy
(@) MEAAMRERSA (BEL - BREEATEMER)
Gall bladder stone or urinary stone (renal stone, ureteric stones or urinary bladder stone)
BRNE - BRIBNREERE
Cataract, glaucoma or retinopathy
(g EIEIASNEMBIEZR

Arthritis or other joint disorder

o o o o o o o
o o o o o o o

3. EBERFR - LRESRNGEZTHNE (FINEA - SMER - 8445 - 85 ) REMRANEFERIEZETXEEAS (HI40 g o
HREL - WEAERA  FEEREL ) NREDASERER ?
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. TEBERFR  LREGREEEZES (PIIREEETER/BE—R/AFEN) RARPEE—EAMNESEY ? 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  BREBNEER | |

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

6. MEBERFR @ BREGEFEARBER NEZIIFES (BEAREREIVEARER) 7 a a

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




ZEB

Part B — (£ & $! Health Information

BEEEAKEEE v, o Please tick "v" the appropriate boxes. = Yes 4 No
7. IEBERFR SRAEGEINERESEZRE (FIZIRM - BIR - OBE -~ X6 - BRK - BIEH - HORER - EEFRE - B4R
B~ ZRUFTROBIR, ~ AT ARIR) 7 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)?
MRERSB "2, CHRSERESRETIIER?
If the answer is “Yes”, do your investigation result(s) include the followings?
@ RERAERIER o a
Normal test result is advised
b) RBHERREE O O
Abnormal test result is advised
(© BEFFERERSRERE O O
You are still awaiting test / test result
(d) BRRERDETRAIET (FRENIE—TIRE) o o
Test result is inconclusive or uncertain (retesting or follow up test is required)
(@ HBRHERCSRERBRABTEETAR (HIN—LARVFEAESAENERNTER /TR BRSNS, F BRI+ O O
I hal P AR IR HIRE5 (L )
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. RYBEHEI1Z7EREREKENELN  AREETIBER?
Apart from anything you have already disclosed in Questions 1 - 7, do you have any of the following conditions?
@) {BBE—FR - WERMCEEDTSAR (115) Mk o | O
Unintentional weight loss by more than 5 kg (11 Ibs) over past 1 year
(b) AREEHM (FlARERM - i REemskzm) 22—(ER o o
Abnormal bleeding (such as vaginal bleeding, rectal bleeding, nose bleeding or coughing up of blood) for at least one month
€ TEBE—FR  CHEEARFRASREE RS CEIAFTEETEEEEAS (FIIEREL - VIDARA - IBSaRELE) MNIREDA 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) HAsfEARRSOREAER (FIAIENRE - 5875 - HERR - WHELER) MEESIESRERER O O
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

AR

BB R8REM BB ERR TR, &

Part C - {2FRE###H7T Supplementary Health Information

BIEERNHMEREHESEY - FRERUEDEN (FINERELEEREBHMNER NMRBEFHRAN ) UEEHATRRRE

If the answer to any of the questions 1-8 in Part B 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.

R TR/ RS RERAER | EREIRHE | a) BETHIAE RS BIR R Iﬁ?R/( BIR B | ZEBED
Question No. | piceqse / medical condition /| FERETEHE Treatment / investigations / tests / e ﬁéﬁﬁ}&é ERAY
sEgp1-84g2a | sign and symptom Date of first scans that have been performed R IRHEZEY) TR | Date of last
B RERE occurrence of sign . o E2HE) ollow-up
Follow-u and symptom b) BEDAR KB/ AH/BHAS | present condition medical
questionspto Date of such treatment / (fSL[JICh as WhEtgﬂ tcrzgts#qlgttlon /
each of Q1-8 investigation / tests /scan ully recovered,

as applicable

follow up action /
medication /
next follow up date)

REBRRRNE
/R, R
ERB
Name of doctor who
treated the disease /
sickness / medical
condition / sign and
symptom*

bt (@A) <
Name of Hospital,
where applicable*

X OER - ERBRARERPFANEER, NERENABRDSN  BEGEIANEERE - )

(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) BIEERTEZEREDPFEREANEF Opt-out from Use of Personal Data in Direct Marketing
RATEREITHE - BERERTENEN - DSETEREINGS - B+ (2A) RBRERAR ( "BE+7F. ) SR "WREAENENR, ( "&EH, )
BTt FRARE (B A B RHMFE RS RIE A TRV B A SRR ST RO B E () (IR B B S FRBHFERES - BEARRMRRARNERT - E+F et BNE

RERERNEAER - BIRAHEE T FHEEREHEPERREMRNEAZRY - FETIIZRAEE "V, 5%
1. EREAENERER
O HBARAEETFREZBRFEOREARNEABMEERER (PIEBRAKREREINEE - EERLEETEHNEN) -
2. EEABEHRHBREABASERE
O FARBE+FREZBAEGOREBENEAEEHTHETHGFRHFERRY (PBBRBRHENES - BRRERTBNER)  TH
BETFERREESENHMYENDR
DUERERARERE S 7 B e M BIS R B e Ee AR » MENARTEASERART I AEE4e PR FRYTEE « SR - R EAuSISSERIRSI
TEXEIRANEEIRRHIER - IR - R/ SR - AR SRS E T RE R FE R E A BB R R eI A BRAE A B EE R RS AN ER -

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 Eersonal data to its alliance program partners as set out in

Baragraph 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
elow 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 1do 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 Ido 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.

(V1) EH0H A 3%# Declaration and Authorisation

AN/ ENBRETERE

1. PAFEMENSREERMAENAAMIRERER  ABERAFE 28  WHRRAN /BMIAHMEFTENFEER - AA/ BMIDSERMBEMNEEZER
KABIHRRERNBELBPR R IIRRR S ARRE « AA/RFTEIER - MARREHAELERER CENSGBHE+S (TK) RBRERAT

( "EQRE, ) FAAREIRRFBCERZEY « MAEEREA RN EEZEEILRBRAFNSARERY - EAAN AAEBAREEREZWEIRER
BN/ B ARBADREARAAN /L (BEEZRA) WEEMTREMSE -

2. AN/ BAEREDNABEREREAN BIHREESBBEARA P BERR » —DEBERBAN/ BT - A/ BARBEEMANESSGEARA /B
FEBRERCEMEELE » BEiks - Bk - DFTNEMEEREHIIEE - RIBAT ~ A8 - MBS ATRHEAA  BANEFESMEASR FEATREERE
KE/BREBAR  FRBZICRENEIREILIRFRENSER 2RENBRRECR  WRESAAEE - NESZBIANRIEARRSEND -

3. AN/ BMBESA A RFEFTE LRI - WAREB RN ZHERT R BRAREE - AREEFNRZE—HREALFHABRERTRER - —HHRREEE
WREARBEERNEI EHERAENREMRTEARRIGAAER B

4. REFAANAER I BEANZRANRESNZARBZNER CREWABRSEE - BEQATETRY » WAEBRKHTIMEZRAGRIER - KA /K
MIXAEHMEHEATDETREFEAIZRAZEESEHGEARRREE—MOAEE S AREANZP ARNFERLEEXN » W BRENT
LR ERE YA REE -

5. BRAA/BMB AR - T BREBREBINVBICN R - WIERAA/ RPEE QRS RNRAERMRBE S (4045) THBHK -

6. MFENREE R R (AER) » WHRESFEIEEEERNMEAREEANERE RSB HRE MRS [ <R EZEH> -

7. BN/ BFHARERELEERIAN / EFABEREZEASSHRWRELEZERZRE  AAERFGHRENERBRIFCL (WH) XAMAE - XA/
BMBEEERAREAEREE @ REREIAN/ BMCEZEAEREE - A/ RMATEREASMENS LENES » 7 aEEERRRPHESE -

8. AN/ BMHERCHERPAERNMT - ERERZARARZELBIMEIRERD - A RFAEIAA/ KMCHE - FARRRE+TF (2X) &
A RABMMEEAENER ( "ZBH, ) - ZBPNFERETRIZER  BARAN AR LR " AR T8 A HERE -

9. MERRILF IR - EREFBAESRES - CUONER > BMER)

I/WE, HEREBY DECLARE AND AGREE THAT:

1. The answers to all the above questions including all information and particulars %]iven herein are accurate, true and comﬁlete 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 Iiwe receive the policy.

2. 1/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.

3. I/We understand that anK pa%/ment made in connection with this a%p[ication does not guarantee immediate approval of the coverage alpplied for. The insurance coverage
applied for shall only take effect when the relevant policy is issued and the first premium is paid in full. 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.

4. The Policy Holder shall have the authority to deal with, receive or request for information from the Company concerning the Insured Person in relation to any claims or
matters arising from the policr issued Fursuant to this application. I/We further agree that pafyment of any benefits hereunder to the Policy Holder or Insured Person b
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 suc
an account, which shall constitute a full discharge on the part of the Company in relation to such claims.

5. Unless otherwise specified by me/us, this is an independent new application on VHIS plan which is not migrated from my/our existing medical insurance plan (if any)
issued under the Company.

6. To accept the terms and conditions for the usage of the medical card (if applicable) and reimburse the Company for non-eligible medical expenses or expenses exceeding
the benefit limit (claim charge back) immediately upon demand.

7. 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, I/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 appfication.

8. 1/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

wdated 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.
he proposed Policy Holder is physically present in Hong Kong as at the date of this application. (*delete if not applicable)

9.

REFREE IR ERIIER RIS R E

EABEFABEUEEBAEZRETT (X)) RRABRAAERENEREMEGEHRELRENE - RARARTEEEERN @ 2N
HREBABHWABAAZETHE ST (DK) REERARDETEBEFEGRNERISFEMPOSHE B ENLBHNERKE] - A
ARBABRRERFEILFNBNERNTAAIRNANEENR HEAFRIRNPRE (LREERE) - KAARALBHBNELEA
BE+¥F (RX) RERERATDERNREFUTAAXNARANBERRN—NBAS  DELAFHE—FEHAA -

Cancellation Rights and Refund of Premium(s) within Cooling-off Period

I 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 Blue Cross
(Asia-Pacific) Insurance Limited. | understand that to exercise this right, the notice of cancellation must be signed%ﬁy me and received directly by Blue
Cross (Asia-Pacific) Insurance Limited at 54/F Hopewell Centre, 183 Queen’s Road East, Wanchai, Hong Kong within the cooling-off period. | understand
that the cooling-off period is the period of 21 days immediately following either the da{ 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 Blue Cross (Asia-Pacific) Insurance Limited to notify me of the cooling-off period around the time the policy is delivered.

B8 (B/R/F) EREFAANEE ERRANEE
Date at Hong Kong (dd/mm/yy) Signature of Proposed Policy Holder Signature of Proposed Insured Person

(Vi) KB A #2425 R For Agent/Broker Use Only

REA /RIS REA AT REARICEF REARICBEE
Agent/Broker Name Agent/Broker Code Agent/Broker Tel Agent/Broker Fax




(VI

{75 5% Payment Method

SHIRERE R BIESEEES o Please select a payment method and complete the appropriate section accordingly.
O XEAR (FEZRHEE "E+F (BK) REBERAS.) (REARSZHMAR)

By cheque (please make your crossed cheque payable to Blue Cross (Asia-Pacific) Insurance Limited) (Not applicable to quarterly and monthly payment)
O (ERENR (BEBLIT (@IS ) By credit card (please complete section (a) below)
O RTPOBRHER (FESLITb)ES ) By bank account autopay (please complete section (b) below)

(@) SAROFIETAIZ#ES Credit Card Payment Instruction and Authorisation
( R REHE A ZBITEHE » Accept proposed Policy Holder's credit card in HK currency only. )

[0 Visa 0 Mastercard

ER-RPOKE
Credit Card Account No.

FRAMR (8/4)

Name of Cardholder (Surname/First Name)

=RFREISE (B%)
Expiry Date (mm/yy)

=28
(=)

(Z)

RARBEERNANAAFIEEZER TP ORNIREREZE
ARE (BEERRE) - RREEERBEREHEER (40
BA)  EEAASTRLEREARL

AABAARAABERBEANEQARTUEILRE - WRBZIUE
BRAREEERA  ARIUE/ ERERARD—ERZER
TEARR/HERFHO -

MEZER  NRAKEATHTALKINEWER RE KRR
X(HERYE -

AN/ HIPMERARABMERME - PARABETS (82X)
REBRBRATDNBEBEAZENER ( "2ER, ) - ZBHEN
Eg*ﬁE%?EU&iﬁ%ﬁi%%ﬁ#&$ﬂﬁéi‘%$§tE’J:%&E%T%Z&EJ
FLEREN ©

Declaration:

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

2. lunderstand that | have the right to cancel this authorisation at any time and agree that any notice
of cancellation or variation of this authorisation shall be given to the Company and/or Credit
Card Centre at least 1 month prior to the effective date of such cancellation/variation.

3. If monthly payment mode is selected, the Company will charge 2-month premium and levy to the
Insurance Authority in advance at the time of application.

4. I/We confirm that lI/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.

FRAZE
Signature of Cardholder

(b) EIE[TFIZHEE Direct Debit Authorisation
( RE2I5MEFT TN ERERFBAZEBIEITF O © Accept proposed Policy Holder’s Hong Kong bank account with 15 digits or below only. )

A% (H/R/ %)
Date (dd/mm/yy)

Wk A& Name of Party to be credited

Blue Cross (Asia-Pacific) Insurance Limited

SRATHR R DITHRIR 85 F Q%
Bank Code Branch Code Account No. to be credited
0|1|5 5|2|1 4|0|0|5|0|1|2|4

>k

RN/ BT NMIBT - AN/ B R ERRE A

ARE (BEERRE) MREXRERMETEAR (REE
NERER TN/ BIERT2IER)  BEEAAN/EMABTEH
HBEI R L o

BN/ BARBAN/ BB THAREZSEREBANRES
ERFAENEKI -

MAZFERMSAA /B2 F OHRES (HSRFHIEX
B - AN BRI RER A ERBEE

BN/ BERBARN /B2 F OB RAFTIRSANT 2 S M
ﬁig AN B IRATRAARA TR - BRITAKIRES 2
BN/ BFBARA K AIBEREA S AR BUSI A - A
RRBUSSE A RAES 2B - AREBUS BRERBRD
7TATERZARTEATDR AN/ BMZEAT

AN BIHERAN BHEHE - BFARRAZE+TF (ZX)
RBARANDMBEBASRER ( "ZBHE, ) - ZBUM
AR ST RI RIEARZ BT ARA AN FAE LR Z RS N AT At
EN:

Declaration:

1. I/We hereby authorise the below named Bank to effect transfer of any premium (including
renewal premium) and levy to the Insurance Authority from my/our account to the Company
(in accordance with such instructions as my/our Bank may receive from the Company from
time to time) for the policy, until further written notice is given by me/us.

2. I/We agree that my/our Bank shall not be obliged to ascertain whether or not notice of any such
transfer has been given to me/us.

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

4. I/We agree that should there be insufficient funds in my/our account to meet any transfer hereby
authorised, my/our Bank shall be entitled, in its discretion, not to effect such transfer and impose
usual service charges on me/us.

5. I/We understand that I/we have the right to cancel this authorisation at any time and agree
that any notice of cancellation or variation of this authorisation shall be given to the
Company and/or my/our Bank at least seven (7) working days prior to the effective date of
such cancellation/variation.

6. /We confirm that l/iwe 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.

$R17478 Bank Name 37478 Branch Name SRATHRSE DITHRR F Ok
Bank Code Branch Code Account No.
[ | [ | I I A N O
FORA A4 FORAABHERE

Name of Account Holder(s)

HKID Card No. of Account Holder(s)

FOFAASEE

Signature of Account Holder(s)

B (BB F)
Date (dd/mm/yy)

bl
i
i

—~ o

FrAFRIRYE LUBTTE R © ARSI - R HR

DIRITLIZ BB AR B FTERT 2 SRR IR E o
RN E2 L REB TMRTP A4 x2Em -
BRE BRI RRMIERER - AUERER - FEMTR
LB ERRNTALEHRRE - FFHA—F2RERRR

(REREGE - MEFEAM - FHRE2EA[ZRERRRE
BERYE -

Please note:

1.

All debits will be made in Hong Kong dollars. If currency conversion is required, the

exchange rate will be determined by The Bank of East Asia, Limited as at the date of

processing the direct debit transaction.

. Please ensure that your signature(s) on this authorisation is/are the same as the specimen
signature(s) on your Bank Account.

. To allow sufficient time for the set—uF of the direct debit authorisation, if annual, semi-annual
or quarterly payment mode is selected, please arrange for submission of the annual,

semi-annual or quarterly premium and levy to the Insurance Authority in advance by crossed

cheque. If monthly payment mode is selected, please submit the first 2-month premium and

levy to the Insurance Authority.



