® Sun Flower Insurance Brokers Limited
i Room 1105-08, Hing Yip Commercial Centre, 282 Des Voeux Road Central, Hong Kong

Tel: 2521 1881 Fax: 2521 1919 Email: vip@sunflowergroup.com.hk

For customer of Sun Flower Insurance Brokers Limited
Medical Insurance Needs Assessment Form

EFBEREFRRITTR

Please provide the personal information in this Needs Assessment Form for us to analyze your medical, financial, and coverage needs and
provide suitable medical coverage recommendations to you. By providing the information below, you understand and agree that the information
contained in this form will be handled in accordance with the Personal Information Collection Statement of Sun Flower Insurance Brokers Ltd.
Limited, which is printed on the insurance application form or made available to you upon request.

SRR IL AR K R A N ERI AR ERAM o M A B ~ WS e Orf_ERYFRSE - DIERR RS BRI ORIR S - B P B Rl - Hisk
FREEHH R B REORHRARE B 28 O/ B LR A IR 2 =) ZE AR RUGCER BAR R - ARIE A BB IHCEN SR L SCTRIB TR
SOR B TR -

Applicant must complete a separate Needs Assessment Form for each proposed insured/existing insured.

HEAMERHEZRABRAZRAER —ORIUITRINR -

Thank you for considering Sun Flower to be one of your selected intermediaries.

We are pleased to get in touch should you have any enquiry regarding the captioned insurance.

Please complete this form and tick as appropriate. EEHEZAELR - W B AT "V ) 5% -

Section | CLIENT INFORMATION % P&k}

Applicant's Name EigE A4 (same as HKID Card / Passport EEEH# 5455 ERMEE)
Name of Applicant (English)
A (h30)

Title 35 CIMr 964 [Ms 2ot [Miss /N [lOther HAh

Proposed Insured/Existing Insured's Medical Insurance Needs Assessment #22{2% A FREZ{r N\ 2 BEIRETERIHT

Name of Proposed Insured/Existing Insured (English)
(same as HKID Card / Passport)
EZORNBAZRALES ()
(BB B (a8 RE IR AHE)

Age i Weight A& kg AT/ Ib 3
Gender MRl [Male 5 [JFemale Zz [ |Other E:Ath Height 5= m cm JE>K/ ft & inkf

Smoker [Yes & [INo &
[Ives & [INo &

If ‘Yes’, please state details of weekly consumption below:

W FER T EEREE

Drinking Habit
Type F&EMH Amount (Per week) B8 (F£HA) Remarks fHsE
BB EE
[|Beer ML can(s) f# 1can f# =330ml ZFf
[IWine & glass(es) #f 1 glass $7= 100m| ZF}
[ ISpirit ZE measure(s) EEfiL 1 measure EE{ir= 30m| ZFf

Health Condition &R
1. Inthe last 3 years, have you had: 1E@E=FEN  REEY:

i.) consultation or medical investigations (e.g. scans or blood tests) for an = N
) medical condition(s) or sympto?ns whic(h ﬂave continued for 2 wt)aeks ory O Yes & 0 No &
more, and/or occurred more than once during the period; or
R B E > PR | BRPRHTART B 260 — RV E SR ka2 2
B (A R R hes) © 5
(ii.) consultation or medical investigations as a result of abnormal findings [] Yes & [J No &

from medical invg§tig*atjon\s; or
REFE SRR E MM B2 Batad

(iii.) gg:zﬂlit:#(gl)q?by a specialist for two times or more for the same medical [ Yes & ] No &
HIE—IAEREZ R DL EHY SRR 204 7
2. Inthe last 5 years, have you ever taken / been advised to take any medication
prescribed by a doctor regularly for a continuous period of longer than 1
month? [J Yes E& [J No #&
EBRETEN » GREYEHRA [ SER e iR IR —E AR
) ?
3. Inthe last 7 years, have you been admitted to hospital, had an operation or a
procedure? [J Yes & 0 No &

FEBFCERN  WERTER - 2 TME0aRER ?
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4. In the last 6 months, have you had any undiagnosed symptoms, or currently
undergoing medical investigations or awaiting results for the said

symptoms? (] Yes E& (1 No &
TEREAEARA » RS GEERARMZEIEIR - SR ERARNERE TSR R
EEERHRAAE R ?
5.  Have you had a history of cancer, heart condition, stroke or joint
replacement; or are there any medical devices (e.g. shunts for draining fluids
from the brain, pins and plates for fixation of broken bones) currently in your O Yes & O No &
body?
TREYHRE - QR - TR E R L SR RS R T SR e (A
5 BRI eSS E BT E STHE 1) ?
6. Are you currently covered by any individual medical insurance? ] Yes & ] No &
THATRERA MR B NS RRR?
7. Are you currently covered by any group medical insurance? [ Yes & T No &
WHATR SR AT AR RS R R ?
8.  What is your annual budget for medical protection? HK$
e 7T

)RR RIS T AR R ?

9. Plan coverage preference (RS HE R A
(i) Do you want to enjoy tax deduction? (] Optional A—i& L] No &
EREHL TR o
(ii.)  What is your preferred room level? g :Lar:gz:ﬁ/:tzvieﬁz?%gA%%
EFENEO R ERR? O Ward A
(ii.) Do you prefer a plan with a deductible option?
(RS BT R L -

(iv.) Do you need gny optional benefits? (e.g. Clinical, Dental, Hospital Cash) ] Optional K& [0 No &
WO FHE BERE? (092 ~ R FBiRE)

Yes & [1 No &

Section Il PRODUCT SUITABILITY ASSESSMENT AND SELECTION & e S

According to the information provided above, your licensed technical representative (broker) has introduced the relevant medical insurance
plan(s) to you.
HREELL B HERTEDR, - EHIRFEESER (AR (AL B R A A 2 Bt R st 31

Product recommendation jzE i x5

Customer’s Selected Product Z SFi%E &
Medical insurance plan &2 {7 1]

HK$

Deductible selection (if applicable) ZAJEZEEFE(UA) st

=

Optional benefit (if applicable) 5 #5 {#E(U17)

Section il PRODUCT SUITABILITY ASSESSMENT AND SELECTION (CON’T) /M & el B 3% ()

Product Suitability Assessment ESiE S MR ] Match #E& [1 Mismatch &

A “Mismatch” indicates that the medical coverage, budget and affordability of the selected product may not match with your needs, and that it
may not fully fulfil your required protection.

EFTEZ BRI R T ARG ) o BMREHV BRI ERIE - (8 A TR R ORE R 2 Ae S AR BA P B S A P A » AR S T BE A AR TR
LR

If you decide to enroll in a mismatched plan after the product suitability assessment, please provide the reason(s) to proceed.
(Please tick whenever suitable)

MERERRERE SRR TG ) Z5HE) > FRIMRER - GREREamEnER)

[ Prefer better coverage 3538 FHY ([ [] Prefer tax-deductible products FE3#s (7 0] IR AT fh
[] Affordable premiums {R&&-FTEE [] Others (please specify): EAf(=EEH)
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Section IV CUSTOMER DECLARATION & F&HH

- I confirm thatI have read and understood the contents of the sales documents of the relevant insurance plan and I have made

my own independent decision in applying for the insurance plan and determining premium amount.
A NHERR CLAR B e W B OB 0 S0 SO NS, TSI ORBg Sl S R B e BR T A N OISLIE

- T'acknowledge thatI have selected this insurance plan of my own free will. I confirm that the relevant insurance product

features were able to fulfil my current medical protection needs, financial situation and premium affordability.
ANFERRAS N it 2 QR H 53 A N Z B BRI E « R NRERR A B ORFB AT AR 28 S N B BRe (05 & AR NI BB AR IR A SR . 1A
BRI R B ARYERE ST -

- The licensed technical representative (broker) has reminded me thata “Mismatch” in product suitability assessment indicates

that the medical coverage, budget and affordability of the selected product may not match with my needs. Although that it may

not fully fulfil my required protection, I decide to continue to apply for the selected insurance plan.

FRRRERS AR (AR 40) AR MEA N P38 2 8 il A 2 il S VRPN B A& [ A ), RIRA N B ORI ga R . 8 TS R AR BR 2 fE )
SEYERN B BTSSP E N o 1T AR RS T RE R BRI R A AT L ARBRE, A NS ARV E A TR B R B )

- Tunderstand the information contained in this form was used to analyze my medical insurance needs and provided as
reference only for my choice of insurance plan and premium amount I also understand and agree that the information
contained in this form will be handled in accordance with the Personal Information Collection Statement of Sun Flower Insurance Brokers Ltd. .
AN SRR N i ik GRS AR AT A NI B e ORB T oK, W02 AR NS PR ORIt &) SR B AR E 23 . AR NI L RAE N
G LT CREGRR A A R A ] RSB AR N RLE ] B

- Tunderstand that the analysis and choices made in this form were based upon the information provided and it does not create

any liability to Sun Flower Insurance Brokers Ltd. .
AN E R A 2 oM RO B TR AR AR B kL, XA BT HE R B RA A BR A W) AT AT 34T

- Tunderstand that I am required to inform Sun Flower Insurance Brokers Ltd. promptly if there is any substantial change of

information provided in this form before the policy is issued.
A% NI EE DR B2 S 0 G AR NS B R N R AT A S S, A N R S 2088 T 3 DR R A PR A )

- I, as the Applicant, confirm thatI have read and understand the contents in this form and already provided correct informatio n
for the above on behalf of the proposed insured/existing insured listed in this application.
A NAE 2 HEE NSRS T B K BRI A% < NAS,  MACER LT # T HE 52 OR N AR 52 R At LA L R AR (AL TE T A

Applicant's Signature Hii5 ASE

Name #:4:
Date HEf : (DD/MM/YYYY)
FOR OFFICE USE ONLY
Policy Number (if applicable):
IA License No. of IA License No. of FB1387
Licensed Technical Representative (Broker) Sun Flower Insurance Brokers Ltd.
Name of Name of Sun Flower Insurance Brokers Ltd.
Licensed Technical Representative (Broker) Authorized Person
Signature of Signature of Sun Flower Insurance Brokers
Licensed Technical Representative (Broker) Ltd.'s Authorized Person
Date (DD/MM/YYYY) | Date (DD/MM/YYYY)
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