TheChoice Medical Insurance Application Form

ERERRIE R

= One application form for one person to be insured only B FFERRIRZIR—BRIRA
= Person to be insured must be applicant himself or his spouse or child 2R AN EZEBFEABCHEE B FX
= Please tick as appropriated FEEIENINN " VI 3R

Personal Details of Applicant (Applicant must be a HKID cardholder and age 18 or above)

BFEABARER(PBEAERUIERI8RULRIHETES1E)

Name in English (same as HKID Card) Family Name 2% Given Name &
B #(EEBENERR)

For Company Use only: ‘AS1Z
Effective Date: (DD/MM/YYYY)
EXBHE/BIF)

/ /

Name in Chinese & X {4

Contact Details of Applicant 355 AB48 il
Address 1fi3lt* (Please complete in ENGLISH #5353 R)

HKID Card No. Sex O Male O Female
EBEHBRE () 1R s %
Date of Birth (DD/MM/YYYY) Occupation (Applicable to Applicant who is also the person to be insured) Nationality (Optional)
B H(EBIE) BEERRERASEAGSEEA) EfECENBIER)

/ /

Flat E8111 Room ZE Floor [E&{ Block [

Building / Mansion / House / Estate

RE/EHEIESE

Street / Road

[ElE]

District

& O HK Island EE 5 0 Kowloon /138 oN.T.HR
Contact No. Mobile No. Email Address”
B e MEEETRS ESRaSaubil g
Details of Person to be insured Z{RAZER]

Please tick one only O Myself (Details as above) O Spouse o Child

BREE—IR AN (ERER EAEE]) BCid FX

If the average stay is less than nine months, please provide the place of residence outside Hong Kong:

MRRAZSFEFIEBEEDRIER - SRESINEEETE :

Please provide average stay of the person(s) to be insured in Hong Kong per year R A S F 19 /28K E:

months B

Name in English (same as HKID Card) Family Name 2% Given Name &
RBXHERRFESNEERRE)

Name in Chinese & X &

Choice of Cover Z{RIEE

HKID Card No. Sex 0O Male 0O Female
HBEERE () Al 5 58
Date of Birth (DD/MM/YYYY) Occupation Nationality (Optional)
HERHB(B/RIF) i Bl (PN EIERS)

/ /

Optional Outpatient and

Core Benefits Optional Outpatient Benefit Dental Benefit
N ental Benefits
FERE BEPIR2IRIE BRSBTS
Plan level Annual Deductible option Note: Must be the same as the level of the Hospitalization Benefit
FHEIARA BEENE MIEE © SHRUARBINRE LR RIEAAE)
O Standard (Ward) o HK$0
REKRE)
00 Advance (Semi-Private Room) HIK$25.000 5 5
BECERATE) O HK$50,000
3 Prestige (Private Room) HK$80.000
= =] »
Bie(ThRE)

Grand Total Annual Premium (excluding Insurance levy)

BERFREFEERERE)

HK$
i

* P.O. Box, hotel address and overseas address are not acceptable. NiES1E58 « SRS LRGN L -

# Please provide email address to enjoy bolttech Insurance eServices app and receive medical claim statement by email.

FIREBI U D= ARG RIGeServices AR KB BE F A4 UINERRERIEE -

TheChoice Medical | EREEEETE
Classified aseCZO'CéereméFaa\ Business

mHEE R Height: m: cm: fe: in Weight: Kg: Ib:
Your Height and Weight = X X R: ~: FEEN N BE
Have you ever had or been told to have any of the following: Yes No
BEEGR LEEERR ETER : A a
i. Diseases of the Heart

B - -
ii. ~Cancer or tumor

JEAESK BT = =
iii. Diabetes or high blood sugar

PR EL = M N N
iv. Hepatitis Bor C

7RI AR - -
v.  Kidney Failure O 5

BIEERIB
vi. Stroke

PR - -
In the last 5 years have you received medical advice or been treated for any of the following: Yes No
FEBEMSFE - BABIM NIIERIERIBEREZHIUAE =] &
i. ~ Carcinoma insitu, abnormal growth or polyps

IS - REEEURA - -
i Asthma, tuberculosis, pneumonia or chronic obstructive lung disease

Bl - B ISSUIB IR - -
iii. Stomach ulcer or pancreatitis or gastritis

R RSk - -
iv. High blood pressure or high cholesterol

= [MEE=) S HEEIRE N -
v.  Abnormal liver function

FTINEERS o O
vi. Nephritis or abnormal kidney function, prostate enlargement or elevated PSA levels, polycystic ovarian syndrome or

endomecriosis ] [

B RSB ThAE ~ BIAURRAERSIPSAESRIER K - SEIDEFSESN FSAREN

vii. Any injury or disorder of the eyes (excluding vision corrected by prescription lens), ears, bones, joints or spine or physical
disability ] (]

FERBHZGIFEFERBRESRABIESRYN)  Bi - B8 - BEsSEtaia8%E

viii. HIV infection or positive HIV test result

L e L YT - -
ix. Depression, mental disorder or intellectual disability

1B - R - -
For any conditions other than the above: In the last 3 years, have you: Yes No
FEBFEIED - BR LIRSS - BERE : A E
i.  had ongoing follow-up with a doctor or specialist doctor for a period of 6 months or more?

S SR S (T6lE U BRI ? - -
il received medication or treatment, any of which was for a continuous period of 2 weeks or more? o 5

RAZYSES AR  EhEa—BSEMBENERRR ?

iii. had a surgical procedure, or been hospitalized for a continuous period of 6 days or more? (If yes, please provide relevant
report(s)) ] ]

EITFMEFEERBBR ? (WA - FRRAAFEHRS)

iv. had an abnormal result or results outside the normal range in a blood test, biopsy, ECG, imaging scan, pap smear,
colonoscopy or other investlgatlon7 (If yes, please provide relevant report(s))
EMRA - EEMSE - VEE - RE2RE - FEERARE - ABEREIEMRIRAE PR RENBH I EEHEN
BR? (WA - FRERMAERS)
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Health Declaration (To be completed by the person to be insured, if the person to be insured is under the age of 18, it can be completed by the applicant) Bank Name and Accoun for claim reimbursement (Account-Holder must be the Applicant)

REREREZAAES - E2REARBISEMUT - RITTHEEAER) EERISFT A ZRIT BB RIRERS (FOSEALERHEAN)
5. Family He:ﬂth History Yes \N° Personal Bank account (Hong Kong Dollar only)
R A2 2 ksl BARFTED (RIRET)
Amongst your biological parents, brothers or sisters:
TRIRER S - RREKRERE
i. ~ Two or whom have been diagnosed with breast or ovary cancer (for female person to be insured only), colon cancer or
rectal cancer, heart disease or stroke before age 50 [} [} . . P
MEH SO AT S A B SRS EAER) - SRR ERE - MRS DE Bank Name RT3 Branch Code 7 1T1UHE Bank account no. $RITIRSE
ii. ~ One of whom has been diagnosed with Alzheimer’s disease, Polycystic Kidney Disease, Motor Neurone Disease, Premium Payment Method #fT{RESE
Parkinson” Disease or Muscular Dystrophy before age 60 O O
OB AT B B A A S BEGRASHYE) - SHER - BIWETR - MEVE B EREE Payment Mode O Yearly O Monthly
2k = =
6. (Applicable to female person to be insured only) Yes No e 8% &R
EARYHSEA = & Note: If payment mode is monthly, the monthly premium is equal to annual premium times 0.09.
: i MEESANR - BESNEEEL 0.09.
i.  Are you pregnant now? O O
BRESEIRAER? Payment Method 1 Cheque 01 Credit Card (Please complete the below “Credit Card Payment Authorization” section)
NEUab; - e \ -~ g
ii. If Yes: do you have any complications such as high blood pressure, eclampsia or pre-eclampsia, gestational diabetes or NETA %= ERF (FEBLUT TERAENEREE) 82)
risk of premature delivery (excluding reduced iron levels for which you are taking vitamin supplements)? o o " = N [ o
M2 . EBEEECAHEE - ISME - 7B FHAEEHRES M) - HRERE S ERRERE KT FEmESRE If the Cardholder is not the applicant, please fill in the following information. ={ERFIHAAMLIFRFEA - FEBUTER -
HERFTTEIBRS) ? . . ) )
Relationship with the applicant Reason for paying premium and insurance levy on behalf of the applicant
gaesE A B - ReBAZHRRREEYENER
If you answer Yes to any of the above questions, please provide relevant report(s) and details below: 0 spouse BCIE
MR EARIENEER TR, - FRHERRE R ERT O parents 26
Name of condition | Date diagnosed What treatment did you have? | Are you Fully Recovered Date of full recovery | If not fully covered, please advise O children %
EESTE ZETEHA Please include treatment with no ongoing (if applicable) stage of recovery, ongoing
(DD/MM/YYYY) period, type of treatment treatment? TERERH treatment, etc. =3 | hereby confirm to pay the premium and insurance levy in respect of this Application.
and the details (e.g. name BREETERERERE | (EM) WARTEERRE - FRMEFEEEE  IE AANEEREELEEN NN RERREYE LM -
of medication, procedure or IETEETRE? (DD/MM/IYYYY) EETAES - AR < S EHESRR
surgery) Credit Card Payment Authorisation {5 {I7IZH#E
REESEBLR ? HEHE o
BABNER ABREERE o Visa £ D Master Card REEF
FFIE (NEYERE  AEERY .
Fii 2 258) Cardholder's Name
BRARR
Credit Card Account No. Credit Card Expiry Date (MM/YY)
Yes No ERRPONE ERRESBA (A/F)
= &= = | hereby authorise Bolttech Insurance (Hong Kong) Company Limited to charge my above credit card account for the premium and insurance levy (including
renewal premium) until further notice.
= = RALEERERR (58) BRATUAA LE 2 ERFRFXNULRBFAEGZRERREHE (BEERRE)  EESTEM -
X
Cardholder's Signature R AZEE Date HH5 (DD/MM/YYYY)
Yes No
2 &
[} [}
Yes No
= ES
[} [}
MEATISRRENBERIGERE - AIELRBERN L - WRENZERM T vk - o ZAWE
If you have any medical reports or reports of medical investigations, please enclose them and put a tick in the box. With Attachment
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Declaration and Authorisation Z2Hf 1S

I. I hereby declare that, to the best of my knowledge and belief, all particulars and statements given in this Application are true and complete. | agree that this
Application shall be the basis of the contract between me and Bolttech Insurance (Hong Kong) Company Limited (“bolttech Insurance”). | further authorise
any physician, hospital, insurance company or organization to furnish part of or all medical history (including but not limited to information in respect
of consultations, diagnostic test results, prescriptions or treatment) with respect to any illness or injury of me to bolttech Insurance or its authorised
representative. A photocopy of this authorisation shall be considered as effective and valid as the original.

ZKAE%EEEEHE$$E§%W*E§EZ—W ' ﬁﬁﬁ/\z}iﬁ%ﬂﬁﬁ% - EMAEEMEH - RARRUILBFERANARRRIRREE) AIRATE (R ) ZBIFTEI &
ﬁ’JZﬁ}F KNESREETE - RIBABIEAE - RO EARAANER 2 REERENRNZIE - ZifitiaieR - f%?‘iﬁfé??ﬁﬁ‘iﬂ)
BT RERR IEE?*?E%&ZWI@A Jtt}a’r&ZEJ$EﬁiIE$Eﬂ%iﬂ7]

2. lundertake that | will inform/have informed my spouse or child to be Insured (if applicable) about this Policy and the Personal Information Collection
Statement (BPICS") of bolttech Insurance (whether contained herein or otherwise obtained) before transferring his/her personal data to bolttech Insurance.
bolttech Insurance shall not accept any liability for the person to be insured not having been so informed. | further undertake that | will comply with the
Personal Data (Privacy) Ordinance and confirm | have obtained the consent from the person to be insured for the transfer of his/her personal data to
bolttech Insurance for the purpose of enrolling him/ her in the TheChoice Medical Insurance plan.

RNFGERIER TS Z BA BRI T R RIRAD - *E/EL%D$)\Eﬁxﬁ'~@ﬂ1%_£¥§(§lﬂi@ﬁﬁ)ﬁEﬁ$1¥$7§ﬂ?%1¥3 R WE B A BRI BB (R & AL ERS
%TEEE%LW 1S) - RERBBAGUZRARBBNVIBERFREOEL - ANFGESBETEAERELR) 156 - Iﬁﬁwu\Eﬁéﬁxﬁ)\E’Jﬂ BEEAER
RIRFRBFERAE REE R ZA -

3. | have read, understand and accept the PICS of bolttech Insurance.

KANCHIE - BERESRFERIR ZWEBABRIER -

bolttech Insurance intends to send you marketing communications or materials and use Your Personal Data in accordance with paragraphs 8 & 9 of PICS. If you
do not agree to receive such marketing communications or bolttech Insurance's intended use of Your Personal Data, please tick below to exercise your right to
opt-out

REREE *HET?&LJ&E B ERRARBRERAERERSEREIRERE THEAZR - ME N FAERRRARNEENSS A EEREREMZ
BRERABTREASR - FEUTEEAEAN LN - BUTEE T AR IIBZHAER) -

0O  Opt-out marketing communications or materials and bolttech Insurance's intend use of my personal data.

BREHEASIENRREREMZENEREANBALR -

Applicable to Insurance Broker only:

The applicant understands, acknowledges and agrees that, as a result of the applicant purchasing and taking up the policy to be issued by bolttech Insurance,
bolttech Insurance will pay the authorised insurance broker commission during the continuance of the policy including renewals, for arranging the said policy.
Where the applicant is a body corporate, the authorised person who signs on behalf of the applicant further confirms to bolttech Insurance that he or she is
authorised to do so. The applicant further understands that the above agreement is necessary for bolttech Insurance to proceed with the application.

RERRRIBAEAT

BAEARA - BARER - RERBEMNEFABERESHERWIRE W?EEAHHW(@%??HE)HQ ZHARRENERERRELCTNAS - NPFE
{:@Zﬁ)\ﬁ“ B335 A BB RIS A B IR IRt/ 1 B A BB R - 38 AR RS R U ARESEANEE - 4 ol UREEE
E=l==F-

Applicant’s Signature EBFE AZE Signed in Hong Kong on (DD/MM/YYYY) R&EHZE 2 HEA(B/IB/IF)

Advisor/Broker’s Information {CIEA/SR4CETY

Advisor / Broker/Technical Representative’s Name Email Address

RIBAN/ B RERETE B

Account Code Contact No.

L=t 48 AR

TheChoice Medical Insurance £5K B85t &l HMID.B.2025.04

Classified as C2 - General Business

Personal Information Collection Statement (*“PICS”’)

WE B AERZH

Please scan the following QR code for review of Bolttech Insurance (Hong Kong) Company Limited’s (the “Company”) PICS.
You can also request a copy of the PICS by calling the Company’s Customer Service Hotline at 2603 9435.

BREUT _#BEERERREB)ARAT (T A3 WHERBAEREZR - Mo REAATNEFRIEEE
2603 9435 EEUWERAEREBEEIA -

English

Important Notes

The Applicant (i.e. You are) is required to disclose all material facts which you know Bolttech Insurance (Hong Kong)
Company Limited (the “Company”) as an insurer would regard them as likely to influence the acceptance and assessment of
this proposal. If you are in doubt whether certain facts are material you should disclose them. We recommend you to keep a
record (including a copy of completed proposal) for your future reference of all information given. Providing correct answers
and making sure we are informed is for your own protection, as failure to disclose such information may mean that your
policy will not provide with the cover you require and may even invalidate the policy altogether.

EREIR

BHEAGMR)DARBAEIREFERERR(FE)BRAT("HAATL ) BRARKIGZERESE  (IREEEEREE
EEEAEHEMNREG  BRZSSEER  RMERNEAENEREEILRREIAIFLE) UBERRIFSEZR - BER
REVAE - IRBNEZHAIAERER - BRILRER CISERARKIRFABIRIE - EE0/scZERULRERY -
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Product Suitability Assessment Form
Ema BT ER

Please provide the personal information in this Suitability Assessment Form in order for us to analyse your medical, financial,
and coverage needs to make suitable medical coverage recommendations for you. By providing the information below, you
understand and agree that the information provided in this form will be handled in accordance with the Personal Information
Collection Statement (“PICS”) of Bolttech Insurance (Hong Kong) Company Limited.
AIRBIUERSBEHERRERBEEAZRBEMAITCERER - MBEARELNTE UBERHEGENERRERE - EFE
ERIEAERE - AR REHEERERERERNEREBERERREB)BRASDZEATHWEBRTFLUERE -

Applicant’s name: Proposed insured’s name: Proposed Insured’s | Proposed insured’s | Proposed insured’s
B AR - ESEANYS - Age: Sex: relationship to
FERANEES HESRAMER applicant: )
EZRAEPE
Bif%

Step I: Customer’s medical insurance needs and objectives:

F—% . EFERREFEKREER

1) Are you able to to pay medical insurance premium every year to enjoy the benefits and services as stated in the
medical insurance policy for future illnesses or injuries?

IEEBFEER N EERRRE - MZREE R RETFEERIRIEIE B AR AR IRIEAR R O AEHIR 7 Bmal S EE ?
o a) Yes T&EXE

o1 b) No AIEE

2)  What is your annual budget for medical insurance protection?

TNEFBREREEREER?
HK$ &1

3) Do you have any existing personal medical insurance(s)?

RBEREBNEABRRRNS ?

o a) Yes B
(If yes, please indicate no. of in-force policy)

mA - FRHENZREHAE
i) Medical expense reimbursement insurance E5& & & I 5 iH (R
i)  Daily cash for hospitalization insurance & H ¥R & R%
i)  Critical illness insurance /B RIS
iv)  Personal accident insurance 1 A B IMRBR
o b) No)2HE

4)  Why do you want to purchase a new medical insurance ?
BRI ERES — I EERR ?
o a) For insurance protection of the increasing medical treatment costs %3 H &= G N1 1Y B B & FR IR (R IR RIE
o b) Forincome protection during sickness FA 5 ¥ 7% #A B RO UL A FRFE
o c) My existing medical insurance cover is insufficient FRIIR A B ERIRRERTE
o d) To enjoy tax allowance of VHIS compliant product (“Voluntary Health Insurance Scheme”) HEZS " EfEE

R PR RO RIER
o e) Others, please specify EAth - F55F08

5)  What are your preferred benefits and coverages for your newly applied medical insurance?
ERHRENERRRT - AEZERNEEEREBNRREEZTE ?
o a) Basic hospitalization and surgical benefits A {E P & FlifrbE 218 B
o b) Comprehensive medical insurance protection 2= [H 19 B8 & (R (R &
o c) Income protection during sickness =% HAE ROUL A R FE
o1 d) Annual deductible or co-insurance options to lower the annual premium SFLBMEBHMIRBE X IRR 7 E
I8 - DIRESENRE

TheChoice Medical Insurance &5 R B8 512

Classified as C2 - General Business

Step 2: Insurance intermediary product recommendation after product suitability assessment
£8  EmaEtihE - fRPNAZERES

Insurance intermediary product recommendations: {RIEF 7T A 2 EmEE :

Step 3: Customer selected product after product suitability assessment

=4 EmOEMLEREREEZEM

| / we confirm that | have gone through the above product suitability assessment and confirm the below medical insurance
product is selected by my / our own decision.

ANHPER AN/ HEPECET LAV ERESEMTMITERU T 2BERBEREESAN/HMPBECFIAEN -
Plan name&t 2|5 75:

Annual Deductible option (if applicable) B4 BT EEZE(UNA): HK$
Optional benefit (if applicable) B E{R[EA) :

% EZHH Customer Declaration:

1)

2)

3)

4

5)

6)

I / We have read and understood the product brochure, information sheet and policy provision of the medical

insurance product | / we selected. X A/RMEARE KIABEAN/KMMEEZEERBERNEn/ )\ MF - EFHER
RIRBIFERZAR -

I/ We confirm the medical insurance product | / we selected (in respect of any type of indemnity, non-indemnity, or
combo product) is suitable for my / our insurance needs and my / our objectives for purchasing a medical insurance
product (including but not limited to (i) income protection during hospital confinement; (ii) preparation for the
hospitalization and medical treatment expenses due to illness or injury), and | / we can afford to pay the required
premium. KA/ MIFER AN/ PIPHEZEZERRIGER ( SR EAEEZRE - IFEE S Em IFaRA/RM
WRBREERBEBERBERNBREBEBARROERPENVARE ; (\BERAZEZERAEBEERE
) RANKMBENZNEMRBENRE -

I/ We confirm the medical insurance product l/we selected is my / our own decision with no forced pressure from any
third parties. RA/HPIER TN/ RPIFFEZEZBRRREMBERARF BN THRAN/HKMETRER -

I / We understand the information contained in this form was used to analyse my / our medical insurance needs and
provided as reference only for my choice of medical insurance product and premium amount. | / We also understand
and agree that the information contained in this form will be handled in accordance with the Personal information
Collection Statement (“PICS”) of Bolttech Insurance (Hong Kong) Company Limited. A& A/FPIRBHIERBATIR 2
ERDAEITANRMNERRRTER - URRANHPEEZRRA B RFRESHRRIFSE - AA/RPITRBEAL
ZEAZERNERBERERREE)BRATVUERAERZRT LR -

We understand that the analysis and choices made in this form were based upon the information provided and it
does not create any liability to Bolttech Insurance (Hong Kong) Company Limited. AN A/F IR R ILFRAE 2 DT KR EE
DERANFEPFFREZERNMELRN - EPLABREFRREE)BRATZEAEE -

| / We understand that | /We am required to inform Bolttech Insurance (Hong Kong) Company Limited if there are any
substantial changes to the information provided in this form prior to the insurance policy being issued. 2~ A/F {f9EH

B - OARNHMRULREANERNBEIEAE N - FAHMBEREEMABNRERR(EB)BRAT -

I / We, as the Applicant, confirm that | / we have read and understood all the contents in this form and provided all the
correct information for the above on behalf of the proposed insured / existing insured listed in this application. Zx A/

B ERBE A RR DA RIBBIES Y NS - TARILI I ESRARASRARL HEEH FRmR &
H -

/ /
Applicant’s name Applicant’s Signature Date (DD /MM/YYYY)
SN = BBEARE BEN H/RIE)

/ /
Proposed insured’s name Proposed insured’s Signature Date (DD / MM/ YYYY)
(if different from the Applicant) EZERAEE H /Hﬁ( H/B/%E )

EDRAU B MRS BARE)

e t) / B t) e e ) l B I J H
s REACHR IR RERE
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