Y Room 1105-08, Hing Yip Commercial Centre, 282 Des Voeux Road Central, Hong Kong

.‘ " ® Sun Flower Insurance Brokers Limited

Tel: 2521 1881 Fax: 25211919 Email: vip@sunflowergroup.com.hk

" .‘. 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.

|’ .| Blue Cross &+ W

An AlA Company XRHREEERQT Personal Information Collection Statement Contact Us

[ XF | BERERESE Tycoon Medical Insurance Plan Application Form

SRR IR BB EE R/ M F RAZFR X AAAI - Please read the product brochure and terms and conditions of the product before applying.
BURXERESENRRE  WERRES [BE+F (EX) REARAT] 22GXRFE (MEA) REBENBIHNLFRITE o Please  complete this form  in

BLOCK letters and if applicable, return it together with a crossed cheque payable to Blue Cross (Asia-Pacific) Insurance Limited or complete the Payment Method in part (VIII).

BERRREROHT (RAERARERELN / ELRENER)

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

RAERERRBERERZEETHERNER FEEATHENEEERF - (F ' BAETFERRBRER L TEERRRE SNTRERRREFRA—
FBREUEN BREERBEIRNERZ )

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

BT REAAERASRNERETERERRRIBRER?

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

O = (FFE—18) Yes (Please select one)

OAAN/BEMRESRERLEFERBER (FII0 : RHESHFX) U NEHREM -

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

OAA/BARESKHFERBBRRBER (Hl0: FRES) UBHEERAEZBABE -
I am/We are looking for a non-indemnity medical insurance product (e.g. hospital cash) which serves to compensate for the loss of income during hospital
confinement.

OFA/BMRESKASEERRBER (BERECSHERRSRE) UXNEEEANEHERMEZBAEL -
I am/We are 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.

() TR AEEl Details of Applicant

BRAME (UEBENE/ERAE) %/ 8) RDFERE | BRENE/ERNNEEETESNR
Name of Applicant (as shown on HKID Card/Passport) (Surname/First Name) O se4 Mr. D /ME Miss | HKID Card/Passport No. or Business Registration No.
or Company Name OARK Mrs. O L+ Ms.

O 28] Company

HERH (B/B/5) BHRERE FiR D] ]
Date of Birth (dd/mm/yy) Contact Telephone No. Mobile Office Home

B Correspondence Address (ERERS5E KB 5 #h it 28 TN P.O. Box and hotel address are not acceptable)

Zrat Ll | |#roor Ll | Implock L | | xEBuilding L LI L L I L L1 L L@ @@t 1]

= 1o S I I I e [y P

HIERE StreetNo. LI | | | | #8E®E,/ B sweetNamertot LI | [ | [ [ | | [ L @1 ]|

wEDistice | 1 [ | [ 1 [ L L@ PP PP P[] | O%8HK ORABEKN DR/ B NT/Outlying Islands

BREREXMAREREMNXERE (REAREZQE+FTRRNEF)
Delivery method for Policy Documents and Renewal Information (only applicable to customer who submits applications directly to the Company)
O & by email = or O FF by post (MHEIEHH - BF (MHRM) BFWIEERLKIETE © If not specified, email (if provided) will be defaulted as the delivery method.)

fBA / AR EFH I
Personal / Company Email Address
FBRITP ORAE RITFOFBALSR RITERE DITER
Hong Kong Bank Account No.* Name of Bank Account Holder Bank Name Branch Name
] Ll Ll L1l
RITHRSE DITHRS: FOSRES
Bank Code Branch Code Account No.

* BERAZRANGERBREBELEFAMERRIFD  REZISUBFRUT ZRTFO  WARREHETF ORE  BREBEEUXRINTFREFFA - MERERFARSE
RAZEE  XEZEEEXINTFEHEZEIRES  BRIRBEFBEAUEBESITBEA ° 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. If bank account no. is not provided, the medical claims payment will be made by cheque payable to the policyholder.
However, if the policyholder is the employer of an insured, the cheque is payable to the relevant insured employee, unless otherwise specified by the policyholder in writing.

Blue Cross (Asia-Pacific) Insurance Limited 5+ (Z8K) RIEBRAST MD181a/01.2025
www.bluecross.com.hk


sf623
Quotation


() EZRANERRIRESTE] Details of Proposed Insured(s) and Plan Details
(BEMIRERBARE RAREAREHIEFE o Optional Benefits are applicable only if Basic Benefits have been enrolled.)

1 2 3 4

) EZRABE (H/B)

Name of Proposed Insured(s) (Surname/First Name)
(2) BB GHE /#RIRE HKID Card/Passport No.
(3) M3l Sex
(4) ng':EE\H (B / B /%) Date of Birth (dd/mm/yy) / / / / / / / /
(5)
(

FRAERRA ZBER” Relationship with the Applicant*

6) EALiuﬂﬁﬁ A BITEARRI2BARFHEE - EENE
REREARIE (#) O & Yes 0O 2 Yes* 0O 2 Yes O & Yes
Average Residence/Stay/Study in United States for 6 months 0O & No 0O & No 0O & No 0 & No
or more in the past 12 months or next 12 months (#)

(#) WERK [R] & EZRARTURBRE®BERRIR (LX) 258 -
If the answer is ‘Yes’, the Proposed Insured can Only apply for Plans with Cover Area as Worldwide (Excluding North America).

(7) B{E#75 Place of Residence 2k | ocation(s): 2E | ocation(s): 1h 2 ion(s): [ ion(s):
RE R ABE LR BB AT SREAR  ERRAR A [ © 0B Location(s B8 Locationts) OB Location(s:
HoEAMM E? MERS [R] & BIRREGNR VIEEEME
Will the Proposed Insured(s) stay outside Mainland China, Hong Kong or
Macau for 6 months or more in average in the next 12 months? If the
answer is ‘Yes', please specify the exact location(s) and the average stay
time.

O = Yes
O & No

A Month(s) A Month(s) A Month(s) A Month(s)

*BAMEARE For individual customer:
REZRRAZEBRRERS - EBZEASERRAZERS - 2 R  REMWK - ARE % AEEEAREBHRE © Only Immediate Family Member of the applicant is acceptable. Immediate Family Member shall
mean spouse, children, parents, brothers or sisters, grandparents, grandchildren, legal guardian or parents-in-law of the applicant.
EARAEEF For entity customer:
REZRRAZEERERBET Z ° Only employee of the applicant and his/her spouse and child(ren) are acceptable.

#ZR A Proposed Insured(s) 1 2 3 4
0O A% Platinum 0O A% Platinum O A% Platinum O A% Platinum
SB15 R US$3M US$3M US$3M US$3M
Plan Level
0 # Gold O % Gold O # Gold 0O # Gold
US$2.3M US$2.3M US$2.3M US$2.3M
EARRE O I\ 0 I\ 0O IRk O R
Basic Worldwide Worldwide Worldwide Worldwide
Benefits PRI 3+
Cover Area* M. " M- - s
O BB (db3ERBRIN O RER (db3ERRIM O RER (db3ERRIN) 0O IR (dbXBRIM)
Worldwide Worldwide Worldwide Worldwide
(Excluding North America) (Excluding North America) (Excluding North America) (Excluding North America)
B4 O us$o O us$o 0 us$o 0 us$o
Deductible [ US$5,000 [ US$5,000 [ US$5,000 J US$5,000
Amount 0 US$8,000 0 US$8,000 0 US$8,000 0 US$8,000
P RIE
Outpat[ent t O O g
Benefits”
BEM IR ERMREE
Optional Maternity O O O O
Benefits Benefits**
FRHREE
Dental O O O ]
Benefits
MEH Payment Mode O &8 Annual O ¥F# Semi-annual O A# Monthly
* PIRREZREMIGEERNREER o ERMRERTRHMRE R *  The Cover Area of Outpatient Benefits must be the same as Basic Benefits. Maternity Benefits and Dental
fﬁﬁﬂ‘ﬁ%l‘aiﬂlﬁ Benefits only provide worldwide Cover Area.
* Eﬂﬁl‘«%/\@fﬁﬁ"i‘?u F18B44mz z L RIF - WAAEPD ** Female between Age 18 and 44 is eligible to enroll in the Maternity Benefits which must be applied for together
RIE— RS © with Outpatient Benefits.
v OIMBEFHRE  TERETFERFT NEKDMEIZIDE - " If premium is paid annually, you are entitled to use Blue Cross Healthcare Card in any network clinic for
HWmET—EAEERERRBABEHMAZA  REFUT —EE consultations.
BEFERTHE  RAIE A2 FEREH - MRELEN B HERREH Note: If your next birthday falls within the coming 6 months from the application date, the premium rate will be based on
TE - LMREENBERED EFR o 20 A RBUE B2 R your next age attained. Otherwise, it will be based on your current age. Policy effective date will be used to
BERIHEEYSHE - determine the age attained if it is different from the application date. The total amount payable will be calculated
MR AR o L EAS S SN MRET0.5125 o MR according to the premium table of this plan.
ZABR  BARSSESNFARER0.0875 If semi-annual payment mode is chosen, the semi-annual amount payable is equal to annual premium times
0.5125. 1f monthly payment mode is chosen, the monthly amount payable is equal to annual premium times
0.0875.

REBAFSERFERE Free Annual Health Checkup

EZRA BFSREFERESHEART P1
Proposed Insured(s) Annual Health Checkup Profile No. P1

i

1. IAREREXENRRBERBESMLNEH AT

2. RENERBHETEBRERREEBEML BE+F (LX) RREARLIA ( [A28] ) FTEHRBEBRANERNBRE2EZNUES - &/ IHRHNEMEREARASRE - A27)
ERABERTEERERER - BRER / REXNS| EREAEHENEEE EEMSEFE -

Note:

1. All checkups must be completed before the expiry date specified on the checkup coupon.

2. The checkup service is provided by designated healthcare service provider(s). Blue Cross (Asia-Pacific) Insurance Limited (“the Company”) makes no representation or guarantee as to the quality
and availability of the products, services, and/or information provided by the service provider(s). The Company shall not be liable for any matters arising from or in connection with the products,
services, and/or information.




() EFZRAZFREF Underwriting Details of Proposed Insured(s)
(FEBREARRBFEZEZRAMLERETHIREE o All Proposed Insured(s) included in this application must answer the following questions.)
MBBABEZRA » FFEEME ° Please fill in the supplementary sheet if more than 4 Proposed Insureds.

2R A Proposed Insured(s) 1 2 3 4

1. &% Height _ K centimetres (cm) 5, or JEK centimetres (cm) =X or JE3K centimetres (cm) X or JE3K centimetres (cm) X or
R/ feet/inches R/ feet/inches R/ feet/ inches R/ feet/ inches

2. §8E Weight T kilogrammes (kg) B or | AT kilogrammes (kg) SR or | AT kilogrammes (kg) S or | AT kilogrammes (kg) 3% or
_ % pounds (Ibs) ___ % pounds (Ibs) % pounds (Ibs) % pounds (Ibs)

FEEZRAZDHRES AR

EEFOPEEHRAKRSBERT (O =2 Yes O = Yes O 2 Yes O 2 VYes

SBETAF ; ()REHbESRAEE

10K ETHE S GinBEZEF ;. |0 & No O & No O & No O & No

(iv)B5ET = (ERA?

Does the Proposed Insured
engage in high-risk occupation
including (i)manual works at
construction site; (iijwork at a
height (exceeding 10 meters
above ground or floor level);
(iii)professional boxer; (iv)jockey
or (v)stuntman?

(V) f2EE+HEAE#IR9% Questionnaire on Health-Related Information
FEEEERRRBEFZESRASEBZE THIRIRE  All Proposed Insured(s) included in this application must answer the following questions.

ERIREER

() LEEREERERBNEMEFERRRZAR  MERRADANERFAZRERRIRERFERNERF - AL ARANKREFEADTAE ¥R
R FERMBBABER

(i) FRBABA  BTHFERHFAMGE - BABSHERAADARRTERERNER - ARARBEETRUNES - TSREBENEREAMETEATE
—SREEBUERRZA

(i) EETERRAEFREZFTREREFNNWPERABEPRENERNEEAREREN - BTEFERRENALQF -

(iv) BMEE BZhIRRITE LR BRE - BETARIE (i) MAKREMAMEEAADARESERERNER SRR (i) FARENNEMERER TR FEHE
DR BTHREBRIETESZIFE  ADRATTERELAL  FERBEERRE - UEBHEMH -

Statement for Collection of Information

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

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

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

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

ERER Part A — 2R E$l Health Information
RIBAZEA BMENPIBEEREUTREMRRIEE ©

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

SR/ BE/GEE - BEXR/R'RYHS (EAR)  BEFR (BFERE) - &F - IRRE (EER) - BOE EREANRFE/ RRE (BRERER) %
RITHARELRE (BRERLEER) EREERE (RELEREER)  BHEE ARFEZAE (EFH) TEARIKIAERBERERNER  ER
/BB B S 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.

BEUTE 1 Z8REM-BHEZERS [R] & FRCHEEEEMIRERE -

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

BEBEESKEEALE [v] o Pleasetick"v" the appropriate boxes. 2 Yes | & No

1. BREBWED T IRSEERR ?

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

(@) FEAESRARE O O
Cancer or carcinoma in situ
(b) BEEPIER O O

Brain tumor
(€ FERA
Heart disease
d) FE (BEEEEEER - A58 (PR )
Stroke (including transient ischemic attack (TIA))
(o) BME
Hypertension
H BRFIEERMERE
Diabetes mellitus or impaired glucose tolerance
@ BW®
Kidney disease

(h) HERISE R HRE MR TRRE

Prolapsed intervertebral disc or degenerative spine conditions

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




EFER Part A — 2ERE$) Health Information

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

BEEESELEELE [v] o Please tick"v" the appropriate boxes. 2 Yes | & No

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

() ABRERIRZHES (BhERS) B3R O O
Human immunodeficiency virus (“HIV”) infection

(0 ERMERRF EREERRZACFENES £ERBERENER) O O
Congenital conditions (medical, physical or mental abnormalities that existed at the time of or before birth)

() SRR TME2 B R/ NPEEHEED - " SFEEORIENERR O O
Physical defects, impairments, deformities, and / or conditions affecting mobility, sight, speech or hearing

(m) FERERR (FI0E - £8 - BHoR - RRKARBITNSE) O O
Mental health conditions (such as depression, anxiety, schizophrenia, eating disorders, or bipolar disorders)

(n)  EHNEEEAE S S MBS O O
Hypercholesterolemia or Hyperlipidemia

(o) FHERE (FIMZBEFRAEML (BFYUAZBERE) - BRHFRITEL) O O
Liver disorder (such as hepatitis B or hepatitis C (including tested positive), fatty liver or cirrhosis of liver)

(p) ZEBMBE | |
Multiple sclerosis

EBARBEBATHRBEREERR ?

Do you currently have any of the following diseases or medical conditions?

@ R (B8 [BR]) O O
Hernia

(b) FLERE (EE/ R/ B/ RE /S 18E) O O
Breast lesion (tumour / mass / lump / cyst / nodule / growth)

(0 FESMEFE (B /R |ER/ RE/BA /S /1BE) O O
Uterine or ovarian lesion (tumour / mass / lump / cyst / polyp / nodule / growth)

(d) RMEAIFIBRIER O O
Benign prostatic hypertrophy

(o MBHAINRESR (BED BRESOREMER) O O
Gall bladder stone or urinary stone (renal stone, ureteric stones or urinary bladder stone)

) BARKE - EXRREEEHE O O
Cataract, glaucoma or retinopathy

(@ FEAEIRHMBAERR O O
Arthritis or other joint disorder

EBRERFR  GEEBBERWEATHRSE (PINESA - SWER - 8%F  8F) MENARIEERREZSXEEAS (Fim O O

EREBE - WIRARET - FeRELE) NIREDENEEERE 7

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?

EBERFR  CRTBRBLEERTEY PINRBEETSH/SE-RX/EFER) RAADBE—EANESEY ? O O

In the last 5 years, have you been advised by your doctor to take any medications (such as to be taken daily / once per week / as needed as

directed by doctor) for a continuous period of more than one (1) month?

TEBERFR  BREBATER? O O

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

ERERFR  SRESHEHFERBERTEZIIMESF (BEARGREEARLR) ? O O

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

EBERFR  CREGESIEHEZEIRE (FlmEm - B8R - VBB - XX - BBK - BEEH  BAORER - EEFHEE - 2405

B CEFFZAE, - REMFRBRR) 2 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)?

NRERE [B]  ZNBEERRERETIIER?

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

(@) MRERER O O
Normal test result is advised

b) BBERER O O
Abnormal test result is advised

(0 ZEZRBBIRRER O O
You are still awaiting test / test result

d) BRERBEERATEE (FREHE-TRR) O O
Test result is inconclusive or uncertain (retesting or follow up test is required)

() FMBERCEREFZRIFTEEZIHE (HIU—LERMFENFEEENERMITERE /HEE /BEERILIREL /R GREF O O
BRI R E R AR RG)
Medical advice has been sought or treatment is required for the test result (such as liver cyst/ brain cyst/ joint degeneration or calcification /
lung or breast or thyroid calcification discovered on imaging test, that may not require immediate treatment)

BRTEEF1Z7ERETERENERN - BRBETIIER?

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

@ EBE—F - BEESBES TSAR (115) ME o | o
Unintentional weight loss by more than 5 kg (11 Ibs) over past 1 year

(b) FEFRHIM (FIaEHMm - £ - Remsfzm =4—@A o o
Abnormal bleeding (such as vaginal bleeding, rectal bleeding, nose bleeding or coughing up of blood) for at least one month

(0 EBE—FR - CHEEMEERAIFHERERSCRINTRRIEXEEAS (FINEREL  IEAEN - BeNELE) MREDSR O O
In the last 1 year, you had or have been required to have follow-up consultation with a healthcare professional (such as specialist doctor,
physiotherapist, psychiatrist) for any medical condition or sign and symptom

(d) EfRERRRHEERER (GIEL -« 3577 - HE%W - WERLER) MEARTESREBERR O O



ZEB Part B - fEEREFI# 7T Supplementary Health Information
ERNE ZOREA—AME SRS (2] % WEEANMBERAESEN - BRREMEZEN INEREEIRRERROERTREFARAN) UEELATRRRE -

If the answer to any of the questions 1-8 in Part A is “Yes”, please provide additional information as applicable. Please provide information as detailed as possible (e.g. provide year and month if exact

date could not be recalled) for the sake of fair assessment in underwriting.

b BE /AR /S EIRAEM a}i‘ﬂifﬁﬁ?ﬂ& a) CETWAR/ BT/ AH/FiE ﬁﬁ/ BIMRBER | BEED/ %ifﬁﬁ%ﬁ\ﬁﬁ/ﬁﬁ@

Question No. | Digease / medical condition / | EAREY A Treatment / investigations / tests / E YN ﬁ@ﬂﬁﬁé REEH / RESRIR / R

a) EYE1-84588 | sign and symptom Date of first . scans that have been performed %EE%%%/TM Date of last SIE AR B9 B8 A 1 B¢

EA > R EE occurrence o . o &2 HA follow-up Name of doctor who

: I M sign atnd by EEEE /e /AR /FHEBAE | present condition medical treated the disease /
otlow-up symptom Date of such treatment / (such as whether consultation /| sickness / medical

questions to investigation / tests /scan fully recovered, treatment cond|t|on/5|gn and

each of Q1-8 as 8 follow up action / symptom*

applicable medication / . }

next follow up date) BixsfE (wEm) *

b) EZRALE Name of Hospital,

N f where applicable*
ame o

Proposed

Insured(s)

*CER ERBORDBERFANBLER/ SERUEREERCEN  FRERFANEEIRE )

(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) BB E IR 8P A E A &#} Opt-out from Use of Personal Data in Direct Marketing

REFRERIHE - BERERETBNEN - UETERENED  £1+F (BA) RBRARAE ( [E+F] ) ek [WEBAERNRHA]
mﬁﬁﬁfﬂ"\ﬂ’ﬂﬁkﬁﬂﬁwﬁﬁ&ﬁiﬁ&}ﬂ%ﬁT AE A S RHR M 2 B IR 58 (4) (i) BRIV ER ST B S E B AHF B RS » B Eﬂii“‘ﬂ’l—J HERT - EtF
&TE’:.{ HRIVEAER - BRTHEE+ FEEREHETEARREHR 1TE’J1IE]}\§>H AETHZEAELE [v] 55
ﬁﬁﬁﬂﬁkﬁﬂﬁ?& £H
0 RTREE+FREZEBHEGORCARNEAGMEERREHE (PINBEBRRRERINES - BEREREZDNENR) -
2. EEAEEHRAE A B S ER .
m] ?&T\Eﬁéﬁf?—*ﬂﬁiaiéﬁﬂ%(4)EQ}E¥£E’JEJ\§¥5H%Q%?'H§$ SESERHEERREE (INEBRRERENELS - BERERETDNEN)
BESEEFHMPENER
uJ:ﬁ%Eﬂ'E ARETHFEERETFRE AN SIS FBHEE RN ENENNERE  ERAMEFRPFNTERDEFTETFHEMEE -
B ERNI e BN FEERHENESR
fRERH A FIER NS -
In order to provide you with the latest news, offers and promotions and to conduct direct marketing activities, Blue Cross (Asia-Pacific) Insurance Limited (Blue Cross) may
use your personal data according to Blue Cross’ Personal Information Collection Statement (the “Statement”) and provide your personal data to its alliance program
partners as set out in paragraph 4(iii) of the Statement for direct marketing but Blue Cross cannot use and provide your personal data for such purpose without your
consent. Please tick "v" in the box below if you do not wish Blue Cross to use and provide your personal data for direct marketing.
1. Use of Personal Data in Direct Marketing
O 1 do not agree to Blue Cross’ use of my personal data for direct marketing (such as by way of providing me updates on latest news, offers and promotions) as set out
in paragraph (4) of the Statement.
2. Provision of Personal Data in Direct Marketing to Alliance Program Partners
O 1 do not agree to Blue Cross’ provision of my personal data to its alliance program partners for direct marketing (such as by way of providing me updates on latest
news, offers and promotions) as set out in paragraph (4) of the Statement, whether or not for money or other property.
The above represents your present choice of whether or not to receive direct marketing contact or information from Blue Cross and its alliance program partners. This
shall replace any choice you may have given to Blue Cross prior to this application. Please note that your above choice shall apply to the direct marketing of the
products, services, advice and/or subjects as set out in the Statement. Please also refer to the Statement for the kinds of personal data which may be used for direct
marketing and the classes of persons to which your personal data may be provided for them to use in direct marketing.

([=ZEHA]) /i
TRERLLL B OB

TmE+F

AR 0 fRELERYE
© BRES - ERR R/ HAREY o SRR SEZERLMDE T A R R RHENEA SRTERUR RSB AREN SRR




(VI) BEARIZHE Declaration and Authorisation

A/ M EUHBHEIRE

1. FPAERENEREEMEENRAGYRERER  EERAZEZE2H  YARBAA/BRMMARAEMEEN - XA/ BALLERHBEANERE
HREZERREZABTREHERAEERBENZERRE - FA/BMAELER  ARRHEERERER ZENIENETT (ZX) REBER
27 ([EAF]) FAEHELERBHRFIEZEY - $TRERELATREIIEELRRPBEISIRERN - EFA / BARBELRFEEREAZWER
Bl AN/ BMLEOERRARBERRASA /RA (BEEIRA) WRERTNEMRE -

AN/ BMRIELDAREREA / BRARHRESEEEA / ZMNZEERR - —DBRABEAN/ BAXN - AL/ BARBETANBRSEEA / BMRE
BEREN ZEMEL BENLES B DN AMERRAREOKE RIRAT - AR BBIATRHSRA/ BMANREIEAENTFEARDRERE
KRR/ BREBARE  FABRUERRENEERBURREMERCRENVEBEREZA - WREETTHE - ARESZBAEELARRSEND

3. —HIRBEBEAAESRFEREMRICHENECREBXTFERARRATEX

- RRABEER -V ARRZIRANRERRARBEMER RENEREE  BELRETRY  YAEBUIZNESRABRZER - AA/RMLE
BEFEHELAATRESEASRZIRAZBETERSFEALARREE —BOMEEZFOANTIRZFOTNFERUAZERN - URERBREARARZLER
2 —RREE -

. BREARBREF 2GR UREBRTHREEEATIAREEANBREARBHREZINERER <BHEEHE> -

AN/ BMAEREREATERAAN / BMNBEREIFEATNSENRERABZARZRE - AAETHARRENERERBEL (WFH) Z4HL-
FA/BEAEERRRZAEREE - DRAREDRAN / BACELDEANERRE - AN/ HATHEEATLARF LEHRARE - ATUEERERHRRIZERF
BEH-

L AA/BMEICHERAERIMT ERFEIRAR - BREOHINENRERANBAREHN LEEEATNREEAERESR -

. BRMEAAEF
FERRUETRIE - RRAESESRE - (FOTEA - HHER)

BARAEEE
BRATIRE (RRRBD) (BBEGIENERF622E) RUNFMAEABRR /FRE (BERTHEO) (FBEPIEI0E) BRNEABR  S5EXK -
BEEBREE  HHST - FEMETERE)

I/WE, HEREBY DECLARE AND AGREE THAT:

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

. I/We acknowledge that the Company reserves the right to ask for submission of more details of health status of me/us at my/our own cost. I/We hereby authorise any
licensed physician, medical practitioner, hospital, clinic or other medical or medically related facility, insurance company or other organisation, institution or person,
that has any records, knowledge or health information of me/us, to give to the Company, its authorised representatives/reinsurers any such information for the purpose
of assessment of this application or subsequent assessment of any insurance claim under the insurance policy that may be issued pursuant to this application, such
authorisation shall be irrevocable. A photographic copy of this authorisation shall be as valid as the original.

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

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

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

. 1/We understand and acknowledge that the Company shall pay the authorised insurance broker (if any) a commission for arranging the insurance policy, as a result
of purchasing and taking up the policy issued by the Company as well as renewing the said policy thereafter. If I/we sign herein on behalf of a body corporate,
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
application.

. I/We confirm having read and understood the product brochure, terms and conditions of the product, agree Statement for Collection of Information in part (IV) and the
Company’s Personal Information Collection Statement as accompanied with this form.

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

For entity customer

The applicant is #a body corporate that is formed or registered under the Companies Ordinance, Cap. 32 or Cap. 622 of the Laws of Hong Kong/ #a body corporate,
partnership, sole proprietorship or club, or a branch of any of the aforesaid that is registered under the Business Registration Ordinance, Cap. 310 of the Laws of Hong
Kong. (*delete as appropriate)

A (&8 (B/A/F)
Date (Hong Kong) (dd/mm/yy)

RRAZZRAREZD (WEAH)

Signature of Applicant with company chop (if applicable)

* ARRENPLELARMSECH  WEFE  BURIRERHE -

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

vy REBA / &E4CH R For Agent/Broker Use Only

1.

FEEZRAEE

Signature of all Proposed Insured(s)

SUN FLOWER INSURANCE BROKERS LTD.

BRS-110

25211881

REA/BRHE REBA / ELEHRR REA/ELES REA/EREE
Agent/Broker Name Agent/Broker Code Agent/Broker Tel Agent/Broker Fax


sf623
Company name

sf623
Typewriter
BRS-110

sf623
Typewriter
25211881


(VI 3% F5i% Payment Method

EBIEMRRSEL BIEEEEIB o Please select a payment method and complete the appropriate section accordingly.
O XEAR (BRZERE B+ (BX) REFARAE) (FEARAR)
By cheque (please make your crossed cheque payable to Blue Cross (Asia-Pacific) Insurance Limited) (Not applicable to monthly payment)
O FEAFAR FEREUT@BZMD) By credit card (please complete section (a) below)
0O $RITFOBBER GEEFLUT(b)EMD) By bank account auto-transfer (please complete section (b) below)

(@ (ERAFRFARIBRRIFEE Credit Card Payment Instruction and Authorisation
(BREARRAZERF - REZETEAFF O © Payment by the Applicant’s credit card is recommended. Accept credit card in HK currency only.)

. ERFPORE
0 Visa 0 Mastercard Credit Card Account No.
BFRAME (/%) ERFIHE (B/F) | HERRAZER (XEREBRERE) *
Name of Cardholder (Surname/First Name) Expiry Date (mm/yy) Relationship with the Applicant (must be immediate family member)*
B Declaration:

(—) EABRBRELDUEAFIEEZ EAEFORNBRRES
ARE (BEERRE) - RELESRUBRBMEE (1
BA)  HEAARTRHEEMEDAL

(2) RABAEATHEBAEATIELEE - LEEZEERE
BAEREERN  AREE EXAENARS—EA AR TR
RAR/ HSAEAL o

(2) MERAM - NREBEADEELNREHELRERRRE
EERMUE -

(M) A ARREMER S ABAREH FAREATNREEALR

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 T 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.

=350 4. | confirm having read and understood the Company’s Personal Information Collection Statement
as accompanied with this form.
BFRAEE RE (H/R/%)

Signature of Cardholder

Date (dd/mm/yy)

* EBMRERBERRANER - 72 X8 RBHK - HRE  F - ZEEEAREBORE -

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

(b) EEFIREE Direct Debit Authorisation

Wk A %8 Name of Party to be credited

Blue Cross (Asia-Pacific) Insurance Limited

RATHRSR DITHRS BHFOSRE
Bank Code Branch Code Account No. to be credited
015|521 ]4]0]0[5]0]|1]2]4

23:): 18

(=) RN/ RMBRBFETMRRT - BAN/ RPOZRFERREZE
ARE (BREERRE) RRBXEERBETERLR (RESE
RETEHETAAN/ BRMRITZETR) BEEAA/EKMBTH
HEHALE -

(Z) RA/BMBERA/ BMN2RTHAREZEERBNRS
EXTFAEAN/ M-

() NMEZSEEMSAA/ KMAZFOLRESR (RSRFHEX
B AN/ BRPOELERERFEERIET -

(M) A/ HBMERBWMAA/HMZFOLEEHTEFZERE
iR AA/BRMZRTEEETTER  BRTIWEERZ
# o

(B) AA/BMBBERA/ RMOAIBEFENE A RDIUSLLRE » ABE
BZEUHRERAREE 2BH - AREVE / EENMH&HD7
BIERZARFERRR /HAAN/ BIFAZRIT -

(R) AA/BMEIACHERPABAREN L EEEQXANKER

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. 1/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. 1/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. I/We confirm having read and understood the Company’s Personal Information Collection

AERER - Statement as accompanied with this form.
$R1T7 &8 Bank Name 217 4%8 Branch Name RITHRSE DITHRSE FOSRE
Bank Code Branch Code Account No.
[ [ [ I SR N N

FOFEALSE FOBEABMDRRE
Name of Account Holder(s) HKID Card No. of Account Holder(s)

WEORFAEALFRRAREMEZRA - BFRPERRAZEE -

Please describe the relationship to the Applicant if account holder is not the
FOBBEAEE BH (B/B/%) :
Signature of Account Holder(s) Date (dd/mm/yy) Applicant or any of the Proposed Insured(s).
EER Please note:

(=) FEFIEHLUB TR - MAKWER - HRRIEHRE
RITUZEBEER A TR 2 LIRR A% o

(=) UEREENSEELEEBTRITPAZESHATR2ER -
(2) REERNRBEERER  MEBFY . FUIGXFESA

AEBREFIRERRBEZERRE  MBEAY - FH
REEAZRERRBEEERHE -

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.

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 the annual payment
mode is selected, please arrange for submission of the annual premium and levy to the
Insurance Authority in advance by crossed cheque; if the monthly payment mode is selected,
please submit the first 2-month premium and levy to the Insurance Authority.





