Blue Cross B+ = o

An AlA Company =E#HERBEELDT Personal Information Collection Statement Contact Us

ENREATHFE (EAERRRR)

Policy Alteration Request Form (Individual Medical Insurance)

AR 1 BRI IR I A E - WERMEEXH (A ) FEE+F (AR) REBBRAF ( "AQF, ) °
2. RTPIBEZREZMONERHAER ARV AERLAFENEE QPN ERNE T - FENFHESNEREH7ARFTEAAR -
Note: 1. Please complete this form in BLOCK letters and if applicable, return it together with relevant documents to Blue Cross (Asia-Pacific) Insurance Limited (“the Company”).
2. The effective date of the changes with respect to part (Il) and part (I1l) below must be on or after the date of signing this form. Please return the signed form to the Company
within 7 days from the effective date.
REFB AL BERMIE
Name of Policyholder Email Address
RERTE REHBILTH
Policy No. Name of Plan

() @ A&+ Change of Personal Particulars (570 &5 15195 Please tick where appropriate )
[ RE#A APolicyholder [ &{® Alnsured ( #£Name, /SR A3EHE Insured No. )

i@ ih ik Correspondence Address

2= Flat i Floor [ Block AmBuilding | | L L L L L L L L L L L L 1L 1L L 1]
== o T T N AN N N N N O O O O A N O ) A I

irEsE SteetNo. | | | | | | | #pERE/MBRSveetNameot| | | | | | | | | [ [ [ [ [ [ [ [ [ [ [ | ||

w@bistrict | | | | | | L L L L L L] O&EsHEKOAREKN O #RBE NT/Outlying Islands

[0 ®48%3E Contact Tel No.

FiRE} frEB) WAEES
Mobile Phone Home Tel. Office Tel.

O HfhOthers ( 553¥40%185Please specify in details )

$R1TF OISRAS* RITPORFBARR RITRME PMTHTE
Bank Account No.* Name of Bank Account Holder Bank Name Branch Name
s s
RITARSR DITHARE FOSRES
Bank Code Branch Code Account No.

* BEMAERRANGERBRBESSTALEERTFEO ; RERISUBFRLUTZRITFO -

Eligible medical claims payment relevant to all Insured(s) will be credited to this designated bank account; Only bank account with 15 digits or below is acceptable.

(I 1BINZ4RA Addition of Insured(s) (RERARBEFEERSTE] Not applicable to VHIS plan)
FERE/N\BONEERBERLERSGXZRE "E+F (EX) REBERAR ., FEAQAT
Please complete the Health Statement in part (VIII) and return it together with your crossed cheque payable to Blue Cross (Asia-Pacific) Insurance Limited
EZRAEA BRERA ABR fREEETE PREEACHS AWAH
Name of Proposed Insured Relationship with the Policyholder | Benefits Plan Benefits Code Effective Date
1. 0O EAME B R T REE
Basic Hospital & Surgical Benefits
My InEaSNES R AR R
Optional Supplementary Medical Benefits
HEANPI2EREE
Optional Outpatient Benefits

Hith

Others

BB R F i RE

Basic Hospital & Surgical Benefits

FE ANERSNES AR
Optional Supplementary Medical Benefits

S ANPIDAREE
Optional Outpatient Benefits

Hitb
Others

EARGERRFMRE

Basic Hospital & Surgical Benefits

[ pnEASN B S IR
Optional Supplementary Medical Benefits

FEANPIRZIREE

Optional Outpatient Benefits

Hftb
Others

Oo/ojo|jo|jo|jo|jo|jag|o|o|o

Blue Cross (Asia-Pacific) Insurance Limited 5+ (T2 ) {RIGERAS MC111/07.2023
www.bluecross.com.hk



(1) MIER=4RA Deletion of Insured(s)
(BIEEM A SEPREIFTE %&£ 724 AT) ° All medical cards must be returned to the Company before the specified effective date.) )

SARASRES ZARALES Eaog=hi
Insured No. Name of Insured Effective Date

(V) EffRIEFRIZE Change of Benefit
(BREFIHN TR EERB B4 - Changes shall become effective upon next policy renewal date. )

SRAMEA B S ERHRERE MERRERE
Name of Insured (FEBE/\BoEEBEIERREFLAAT ) Benefit(s) to be cancelled

Benefit(s) to be added*/changed*
(Please complete the Health Statement in part (VIIl) and return
it together with the premium payment to the Company)

* (REESE B B AL R EE L Acceptance of benefit shall be subject to underwriting decision

(V) BT 755/ AT Change of Payment Method/Mode
(BB EEN T RIREERA B4 - Changes shall become effective upon next policy renewal date. )

MEBFE T ERMSREE ERFNTERERES N ERE R RZERARQT
Please complete the Direct Debit Authorisation/Credit Card Payment Instruction & Authorisation in part (X) or return it together with a crossed cheque to the Company
where applicable.

B L] &8 L] 58
Payment Mode Annual Semi-Annual
O] = (UEARRITE OEBMEER+F) [ A (REBRERITS OS8R (SAF)
Quarterly (applicable to bank account auto-transfer/credit card only) Monthly (applicable to bank account auto-transfer/credit card only)
B TE [ B (X% [] #ITFOEEER L] &R+
Payment Method Cash Cheque Bank Account Auto-transfer Credit Card

(\1)) ?EEE?EA Designation of Beneficiary ( RERAN ABBIMREE"For "Personal Accident Benefit" only )

S AR EHRBNEERIR B RALZ B
Name of Beneficiary HKID Card/Passport No. Relationship with Insured

(VIl) ELfth Others (5540507 Please specify in details )




(VD) fZEEEAH Health Statement

REFAALA REHS

Name of Policyholder Policy No.

RN EZRANIES ]| HAERS (BB ) BESNEEREN
Name of Insured/Proposed Insured Sex Date of Birth (DD/MM/YY) HKID Card/Passport No.

FBEZRA EZRARBNHERRARBHEEIE () NEFSBANSINEE T () PNEBEESGUEE 0K ETF ; i) BT (v) BAF =X (v) S5 A2 L 2Yes L1 &No
Does the Insured/Proposed Insured engage in high-risk occupation including (ijmanual works at construction site; (i) work at a height (exceeding 10 meters
above ground or floor level); (iii) professional boxer; (iv) jockey or (v) stunt

RN EZRNE TS O &% HK
Place of Residence of the Insured/Proposed Insured O EHH# Others

ZRANEZRANEETE B

B Average stay of the Insured/Proposed Insured in HK per year month

BAATE RS RENZRALEDES NTIRE:

Please complete the following section for addition of Insured(s)/benefits upgrade. Every Insured newly added to the policy/upgraded benefit must answer the following questions :

EHEER

(@i %gﬁ%ﬂg%iﬁiﬁé}?*ﬁE%E’Jé%ﬁr@fﬂ%@{%‘zﬁﬁﬁ ' MERRAABDTERFAERRRIAERFERNET - FATVRANEKREFEAATAE  TEREZFE
SRERREFRFER -

(i) FRBRBA - BTNREEEMANG - BARSHERALQATRBCEIEENEN - AATDREE T RHNEN - TESREBENENSHMEZE N E—SRE
BB DU -

(i) B M ERXAHEBREEE TUERENVDNERAD S TRENERN A EARENERN - BTHREREBEAAQT -

(iv) BIEE RN R RAE LB RE » BETARIR (i) FURSRHPIAAERAQARRATERERNER SRR (i) Ut ER I E RSB AR BHAQT -
BTHRRERATESXIIFE AR ERIARLE - (FRESEEHABRE - SUEBIEE -

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).

ERZE Part A — EZ28E #] General Information

1. B1& Height JEK centimetres (cm) 3 OR IR /I feet/inches
2. B85 Weight AJT kilogrammes (kg) 5,OR & pounds (Ibs)

G5 Part B — i2ERE %) Health Information
FEAB - MBNCHABREL T RERRSARE

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

BR/RBE/IERERE - BEXA/RYTS (BARRE) HLEAR (EFKRE) &E - JIAHRE (EARFE) - BOE ERENRE/MARE (RRBRERLEE)

CBRATESEMARZRRR (RRERLE) - BRARERE (REARLE) BHhEH  #BE@ERARE (BEEH)  TEAEIREZERBRESNESR -

AR RSB BT o

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.

ELUTEI28REA—RABECERR "R, & ARAIEIEHEMRERNSE

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.

EEEAKREELE ", o Pleasetick "v" the appropriate boxes. = Yes Z No
1. BREBWED TIITRSEERR ?
Have you ever been diagnosed with any of the following diseases or medical conditions?
@ FEAESURNAE a O
Cancer or carcinoma in situ
(b) BEERIERE o O
Brain tumor
© LEES a o
Heart disease
d) PR (BEEEMIERN - A% "/PE, ) g o
Stroke (including transient ischemic attack (TIA))
() m=ImE O O
Hypertension
) BERAIEERETERE a o
Diabetes mellitus or impaired glucose tolerance
(® B®» O O
Kidney disease
(h)  HERRARZe MU HERL IR a O
Prolapsed intervertebral disc or degenerative spine conditions




O Part B — i£ERE# Health Information

HIEEEAREELE v, o Pleasetick "v" the appropriate boxes.

Ao

~<
@
»

izl
Z
o

() FEEAEFGHERNERICBEER T

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

Human immunodeficiency virus (“HIV”) infection
(k) FERMER (FERHARSCRIDHFENES - £REH EHNEYE)

Congenital conditions (medical, physical or mental abnormalities that existed at the time of or before birth)
() BEESRE - T2 - B - RUREEHES - B~ SHmrE AR

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

(m) EHEFERR (FIIHE ~ SR - BHOE - RRARNBRIENEE)

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

(n) RIEEREMELE

Hypercholesterolemia or Hyperlipidemia
(o) FFMasm (PIANIZBSRANTA (BBAR2RERE) ~ BRI ZATEL)

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

Multiple sclerosis

o o o o o o o d

o o o o o o o d

S BRIRE 2 IR 7
Do you currently have any of the following diseases or medical conditions?
@ s (A% "NBRL )
Hernia
b) FEmE (ER R ER S RE S 8E)
Breast lesion (tumour / mass / lump / cyst / nodule / growth)
© FESNERE (BREE S BRRE SRR 8E)
Uterine or ovarian lesion (tumour / mass / lump / cyst / polyp / nodule / growth)
(d) RMRIZUBRIEAR
Benign prostatic hypertrophy
(€ EEAZBRERA (BEA - BREFAAUEMES)
Gall bladder stone or urinary stone (renal stone, ureteric stones or urinary bladder stone)
h  BRE - FHRREARRE
Cataract, glaucoma or retinopathy
®) BEEIASNHEMBEIMNZRR
Arthritis or other joint disorder

O o o o o o o

O o o o o o o

EBETFRN » BREGRIGEREPIFAE (PSR - SMER - B4F - 85F) REMRRNREREZFXEEAR (HIN
HREL - ISR - FFEREL ) NREDAERER?

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?

O

O

ERERFR  CRESHBEEHREY (ANREEETER/§E—R/EFEN) REAPBE—EAMNESZEY?
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?

HBREDRFR » BREGAEER ¢
In the last 5 years, have you been admitted into a hospital?

EBERFER  BREGIEFARBR N EZIERF (BEARSRRESUEESER) ¢

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

TOBERFR » BREGEINBIEEEIRE (G205 - B ~ OEBE ~ X6 - BB - SHEH - BHHR - EETHRE - %
AR~ ZRUFT RS - REFTZORE) 7
In the last 5 years, have you ever had or been advised to undergo investigations (such as blood or urine test, ECG, X-ray, ultrasound, CT scan,
MRI, PET scan, HIV test, Hepatitis B test, Hepatitis C test)?
MRERE "B, CHREERESBETIER?
If the answer is “Yes”, do your investigation result(s) include the followings?
@ RBHERER
Normal test result is advised
b) BRERRE
Abnormal test result is advised
(0 EBEZFEBRIIERER
You are still awaiting test / test result
(d) BRRERDETERITET (FERENIE—TRE)
Test result is inconclusive or uncertain (retesting or follow up test is required)
(@ FBRBERCSREFESRNFREDLR (FIN—LARVFRUNRAFNERMITEE HHERIE BRI TR
IR E SRR IR 5L )
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)

o o o o 0O

o o o o 0O

BT ZEE1R7RMETCRENEN - BREATFIIBER?

Apart from anything you have already disclosed in Questions 1 - 7, do you have any of the following conditions?

@ FERE—FR - BEESMED TSAT (115) KL
Unintentional weight loss by more than 5 kg (11 Ibs) over past 1 year

by ARIEFEHM (FIAREHM ~ @M - RSmskem) 20—@A
Abnormal bleeding (such as vaginal bleeding, rectal bleeding, nose bleeding or coughing up of blood) for at least one month

© TEBE—FER  CHEAREIRTSRERERSCESNFERTTREEAS (PINSNEE - VEDAEM - BHNEL ) MREDR
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) HAbfERRSoRE AR (FIZIEE - 555 - HERR - W LER) MEESITESRERER
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




RSB Part C — {#FREI#ETFS Supplementary Health Information

ECAFIESREMNIAMEC SRR "R,

EEEANMERHESER - BREBRHERER (PINTERE

EHEE BN ER T REFNRAN ) LEFRATRERRE -

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.

Question No.

ER1-8EEE
Rz RERE
Follow-up
questions to
each of Q1-8
as applicable

TR/ BRI R B

Disease / medical condition /
sign and symptom

BHRHBERBR
JEARAY H 5

Date of first
occurrence of sign
and symptom

a) BETHIARBRE /AR R
Treatment / investigations / tests /
scans that have been performed

b) HEEE RE AR, FHAY

Date of such treatment /
investigation / tests /scan

TR (PIINREET
2FE - BERES
ARAIIRAEZEY) TR
BHEB)

Present condition
(such as whether
fully recovered,
follow up action /
medication /

next follow up date)

EED
REAH
Date of last
follow-up
medical
consultation /
treatment

JRERBRR, NE
SRR R
FEARAYEE A 1k 2
Name of doctor who
treated the disease /
sickness / medical
condition / sign and
symptom*

EhratE (EA) *
Name of Hospital,
where applicable*

KRR ERBARER B ANEER,  NERENE BRI  BESESANETERE - )

(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.)




(1X) 208 Declaration

AN/ RMIRPFWRIE Ll B EIRE RS - L BRRENEE

1.

HRFABENERBEMBEN AN RERER  AERATEZR2E  WAREARA/ KMMALFAEMESN - AA/ KMAIDRARRENEZEN KA
RULFRFEE AR REPR KRR IIERR A ZARIRE - A/ RAEER - MARERHEELEEER CENSUBNETT (DX) RBRERAT ( "EAF, )
EAABILRFECEREN  BRREREAT MR RR I RRNCARELL

—BREIRE (2ER ) LATEASRBEEARTEHIHREFARTEATDRIGAER -

REFAAGBEA—IBEARZRA (F) NRENZARENEESEE - BEQARETRY » WAEBRKHRIMEAZRA (F) GH2ER - AA/KALRE
FrEBHERRRTREFBEALZRA (F) 2BEFENEFABEZF ORINZF ORNFERUIREX » Tx2BREQARZLEREZ —AREE
BEZENRAEEF2GR (WER) » YREBRTHHEEEAAEAREGEANBRERALNBHREIMMEFEER (BEEE) - AA/BALRESQATDRAE
AN/ BN AREBENNEREEREPNGREADREA/ BMNEINAREEANNEFER -
ARERFACHFHHAESATUTANM N B ERET B -

BN/ BMRBENBINERERR - MERACTHELAABAREN LEREQATNKREEAZNER - AA/KMATRBEA - IEATEEBAAN S/ BFIE
AERMEERRH AN/ HKHFEBIMNETRE

I/WE, HEREBY REQUEST THE ABOVE CHANGES OR SERVICES BE EFFECTED AND DECLARE AND AGREE THAT:

1.

The answers to all of the above questions including all information and particulars given herein are accurate, true, and complete and are given to the best of my/our
knowledge and belief. I/We have not withheld any material information and accept that this request 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 request or inform
the Company of all material information about my/our request may render the Company unable to accept or process this request, or the insurance policy void.

2. The insurance coverage applied for, if applicable, shall only take effect when this request has been accepted by and the required premium has been paid to the
Company.

3. The Policyholder shall have the authority to deal with, receive, or request for information from the Company concerning the Insured(s) in relation to claims or any
matters arising from the policy. I/We further agree that payment of any benefits hereunder to the Policyholder or Insured(s) by the Company in relation to all medical
claims shall be credited to the bank account as specified or made by cheque in the absence of such an account, which shall constitute a full discharge on the part of
the Company in relation to such claims.

4. Accept the terms and conditions for the usage of the medical card, if applicable, and reimburse the Company for ineligible expenses that are not covered by the policy
or expenses exceeding the benefit limit of the policy (claim charge back) immediately upon demand. I/We hereby authorise the Company to offset any ineligible
claims paid on behalf of myself/ourselves against eligible claims that will be reimbursed to me/us.

5. The request for change shall be effective only upon confirmation of acceptance by the Company in writing or endorsement.

6. 1/We agree Statement for Collection of Information in part (VIII), and confirm having read and understood the Company's Personal Information Collection Statement
as accompanied with this form. I/We further understand that my/our consent will be separately obtained if the Company intends to use my/our personal data for direct
marketing.

REFBAEE SR HEZRANEE B8 (B/R/5F)

Signature of Policyholder Signature of Insured(s)/Proposed Insured(s) Date (dd/mm/yy)




(X) fIFR 75 % Payment Method

R EL BIESEEERS o Please select a payment method and complete the appropriate section accordingly.
O X35 (B 5RE "E+HF (X)) RIRBRAE.) (FMERREHRAR)
By cheque (please make your crossed cheque payable to Blue Cross (Asia-Pacific) Insurance Limited) (Not applicable to quarterly and monthly payment)
O EAEME (FEZLITN@EE4S ) By credit card (please complete section (a) below)
O $RITEOBEEEEE (EE3LIT(b)ES ) By bank account auto-transfer (please complete section (b) below)

(@ (EHERAFIETAEEZE Credit Card Payment Instruction and Authorisation
(BRFFERREFEAZGERE - RESHBIT/EAEF O » Payment by the Policyholder's credit card is recommended. Accept credit card in HK currency only. )

[0 Visa 0 Mastercard

ER~P OIS
Credit Card Account No.

HRAMS (/4)

Name of Cardholder (Surname/First Name)

ERREMA (R/F)
Expiry Date (mm/yy)

BREFAACHR (WAREBXRERE) *

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

2R

(=) RABRRBEQARRAARBEZERRPORNIREKE CEMRE
(BREERRE) - RRXEERHEBELEEEZSR (WER) » BEEXR
ASTHEEEBHALL

(Z) NRAHBARATERBENEATBUEIEE - 1R EZEUHSE AR
EEA o BAREH/ ERAEMBERS—BAZRIRTEARR /HEAF

Declaration:

1. I 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. | understand 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

Rl e and/or Credit Card Centre at least 1 month prior to the effective date of such
(2) mBRAS  RERBEADEELUBEBEIRERREERER  cancelaioniaraton

BE - 3. If monthly payment mode is selected, the Company will charge 2-month premium and levy to
(M) A& A FERE B % R B 2N 2 4 B 75 B9 5 /A =) 1 I 22 (A the Insurance Authority in advance at the time of application.

B ki g g 48 g &E
AT o 4. 1 confirm having read and understood the Company’s Personal Information Collection
Statement as accompanied with this form.

FRAZEE A% (H/ R/ %)

Signature of Cardholder

Date (dd/mm/yy)

* EBREXREEREFEAZRE - T2 RE - RBIIK - BRE ~ - EAEREATRBZRE -

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

(b) EENFIZEE Direct Debit Authorisation

(—) KA/ BRABETRET - AEA/ BAZEFBERE EARE
(BEERESR) RRBREEERMBTEAD (RESADREAET
AN BRRTZIER) - BEAN BABAHHBOAL -

(Z) KA/ BRERERA/ BM2BTEARE S HEENEECRTA
INZTE

() NARSWEMSAEA/ BMLF OLRES (RSRREEM) -
A/ BB A RER RS R EE -

(1) A/ BEREMAA,/ Bl 5 O3 R A RES (2 S B -
A/ B TR TR - BT TIKIA S 2 -

(F) KA/ BRBEEA/ BMATHESBNEA T B » AREZR
BRERABRE R AR, ERA N A BT E TR
FERAAR TAEN/ BIVZIRT -

WK A48 Name of Party to be credited SRATARR DITHRIR BAF A%
Blue C Asia-Pacifio) 1 Limited Bank Code Branch Code Account No. to be credited
ue Cross (Asia-Pacific) Insurance Limite 011[5|5/2|1|4[0[0[5[0/[1]|2]4
E2AR 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

(=) FrESURHLUSTTEIR - AREMER » S A RERTLZ A
ENEAR A PTER] 2 IR 2E -

(Z) REERNZSAWREETRTP OS84T T2AR -

(Z) REEBRMREERERSR - REER - FERASH - FUIRLE
FRTAGHRBE - ¥ —FeRENRREREREE - EERL
PRRE2ERCRERRRAXEERYE -

(7R) AA/BMERCHERBAEARER LAEEQADNRERAER date of such cancellation/variation.
B - 6. I/We confirm having read and understood the Company’s Personal Information
Collection Statement as accompanied with this form.
$R{T4 7 Bank Name {7478 Branch Name SRATHRSR TR P OSRES
Bank Code Branch Code Account No.
[ [ I N N A
FHOFEAS P HEBBASNERES
Name of Account Holder(s) HKID Card No. of Account Holder(s)
WP AOFAEALIFREFBAIEMZRA » FHARREFEAZEE -

— Please describe the relationship to the policyholder if account holder is not the
PORGAZEE A% (BB %) policyholder or any of the Insured(s).
Signature of Account Holder(s) Date (dd/mm/yy)
AR Please note:

1. All debits will be made in Hong Kong currency. 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.

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

3. To allow sufficient time for the set-up 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.

IN/ATIEH For Office Use Only

Agent Code

Policy No. Policyholder

Reason of Submission [ New Business [ Replacement [ Others




