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&R EefH

Voluntary Health Insurance Scheme ™™

Agent name

Certified Plans enrolilment form  #===
BRESEERESTEIR o EmInfRRE ey

Please v the appropriate box and * delete where inappropriate. 55 v/ 8751 R R AR EEZ - Clear form
All fields are mandatory, Please complete in BLOCK LETTERS. FiBIEBMBEIER - B IR STERASIER -

1. Applicant's information &R A &}

[ IMr. 54 [ JMrs. &K [ |Ms.Z+  Lastname % First name

Chinese name x4+ Date of birth £4=HH} DayH MonthS Year

HKID card no. /Passport no. &8 510985 / IRk~ Mobile phone no. FI2E&E5R S

Correspondence Flat/Room Floor Block Building

address = /Bl 8 s RE

R Rz bl
Estate name/No. & name of street/Lot no. District HK/KLN/NT*
E3eaE ) HE KPR / R e EDCIh VA it

Usual place of residence D Hong Kong D Other, please specify

BEEE B Hith - 5510

Marital status & {H#A 7 Nationality 5

Email address & it it

Industry 173 Occupation and position 83 & B i1

2. Application details & {R&E1E

Insured person S {RA 1 Insured person SR A 2 Insured person =R A 3 Insured person SR A 4

D Same as applicant
B R AME[E

Insured person’s information Z{RAER

Last name i

First name &

Chinese name X #%

Gender Al [ |Male 55 [ |Female 2 |[ |Male 8 [ |Female ¥ |[ |Male 5 [ |Female % || |Male 53 [ |Female ¥
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2. Application details (continued) % {Rz£15 (48 )

Insured person Z{R A 1

Insured person SR A 2

Insured person Z{r A 3

Insured person =R A 4

HKID card no./Passport no./
Birth certificate no.
FEEBMEING/ ERIENE/
AR SRS

Date of birth
HEHE

DayH MonthS Year

R

DayH MonthH Yeart

D

DayH MonthH Yeart

D

DayH MonthH Yeart

IR ENEN

Relationship with applicant
BG IR AR R

The insured person must be the policyholder him/herself, his/her spouse, chi

SPRABBREFBEALN BB 7L LENEBHRE -

Id(ren), parent(s) or parent(s)-in-law.

Usual place of residence
BREEM

Industry 1725

Occupation and position

EE SSEE A

Choice of plan 5t 2)iEiZ

(A) HealthSure Voluntary
Health Insurance Plan
TEEE BREE
R

Standard plan
AR

[ ] Standard plan
IEAEETE

[ ] Standard plan
|

[ ] Standard plan
EHEETE

(B) HealthFlexi Voluntary
Health Insurance Plan
TEERE  BREER
R

Essential 153
Essential with SMM
15 EE P S P N B85 OR P&
[ ] Advanced 453

D Advanced with SMM
5 BE B RS B N B (R P

o O

|| Essential #532

[ ] Essential with SMM
TS EMTFE I INER B fR 2

[ ] Advanced 4

D Advanced with SMM
B INEE RIS

|| Essential 53

[ ] Essential with SMM
B P A BT N B8 A 1R

[ ]Advanced 53

D Advanced with SMM
FREM B INE B RIE

|| Essential #8512

[ ] Essential with SMM
S BE B A5 B I B AR P

[ ] Advanced %

D Advanced with SMM
FFEM T INE B RE

Deductible (HKD) B (7&7T)

(C) HealthFlexi Plus
Voluntary Health
TREEE+ BRER

[]o

[]o

[ ]o

[]o0

FREZETE]

] 60,000 (] 60,000 (160,000 ] 60,000

[ ] 90,000 [ ] 90,000 [ 190,000 [ ] 90,000

[ ] 150,000 [ 150,000 [ ]150,000 [ ] 150,000

Territorial scope of cover 1R & 15} &5 &

[ ] Asia 22 [ ] Asia 22l [ ] Asia 3 [ ] Asia 223

[ ] Worldwide excluding [ ] Worldwide excluding [ ] Worldwide excluding [ ] Worldwide excluding

US IEIKEAEIEERE

US REBABEXEE

US I=IRBABIEER

US RIEBAEREEE

Premium payment {RE %

Payment frequency
MTTREZ T

[ ] Annual £#
|| Monthly B#

[ ] Annual ##
[ | Monthly B#t

[ ] Annual £
[ ] Monthly B

[ ] Annual £
[ ] Monthly S

Premium payable (HKD)
(excluding levy collected by
the Insurance Authority)
BNURE (B7T) (FEERR
(EERHBNRERE)

Remarks &+

Separate policy will be issued for each insured person. SR AE & BFE #E—HIEIIRE -
SMM: supplementary major medical Ffi /Il &8 % {R &

VHIS Certification Number E 728

HealthSure Voluntary Health Insurance Plan " £33<7:& | EIREESE{RIEETE] S00024-01-000-02

fRa0 o) & mn AR SR

HealthFlexi Plus Voluntary Health Insurance Plan "EiE& 52+ , BREEERMEE

HealthFlexi Voluntary Health Insurance

Plan "EEEE | BREEEREEE

Asia, Deductible HKD 0 &l - B{1% 0 #7T

Essential 5%

Essential with supplementary major medical 7% %22 ] &% Fi /)11 28 & (R &

Advanced %

Advanced with supplementary major medical 4% 15 B 5 i /11 B8 2 (R b2

F00044-01-000-02
F00044-01-001-02
F00044-02-000-02
F00044-02-001-02

Asia, Deductible HKD 60,000 223 - B # 60,000 #ET
Asia, Deductible HKD 90,000 il - E1# 90,000 71
Asia, Deductible HKD 150,000 Z2)}i - £ 150,000 # 75
Worldwide excluding the United States, Deductible HKD 0

RKEABEEE - BB BT

Worldwide excluding the United States, Deductible HKD 60,000

EIKEAEIEER - BY#60,000 BT

Worldwide excluding the United States, Deductible HKD 90,000

BRIKMEAREIEEE - 90,000 BT

Worldwide excluding the United States, Deductible HKD 150,000

EIRBAEESER - 150,000 87T

F00036-01-000-02
F00036-02-000-02
F00036-03-000-02
F00036-04-000-02
F00036-05-000-02

F00036-06-000-02

F00036-07-000-02

F00036-08-000-02
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3. Health questionnaire BE&ER%

Each insured person must complete one health questionnaire. If more than one insured person applies for this plan, please photocopy and complete
this section for each additional insured person(s). 8 — IR ANEER —MHEERS - 2R —ISERABFLEE - SENLEERSTRENEE
IMZERAAR -

Insured person name R A S

Yes & No &
Part A: General Information &} : EARZE R}

1. Please provide your height and weight measurements.
FRHLCNEEREEER -

Height 55 m K Weight £& kg AT
2. Smoking habit % E2ZE
Do you smoke or have you smoked in the last five years? For the purpose of this question, the meaning of “smoking” D D

includes but is not limited to cigarettes, cigars, tobacco pipes, chewing tobacco and the use of nicotine replacement
products (such as e- cigarettes).

RAELARENEBEAFABERE? "IRE  EHRBENEEZFEEARNERE S E3 BERERES JHALER
(BINEEFIE) -

If “Yes”, please provide the following information

TR, AIRHMENER:

(a) Type of tobacco product: D cigarettes, D cigars, D tobacco pipes, D others:
EEEmBE: aIE Ehn Bt Hi:
(b) pieces per day & / &H - for i# yearst -

(¢) If you no longer smoke now, & IR =25 RIE -
(i) when did you quit smoking?
AEGE DG ANE?

(ii) are you advised by doctor to quit smoking and for what reason?
EEBEEEMERRRAG?

3. Alcohol consumption 8 [] []

In the last 12 months, on average do you drink alcoholic beverages for more than three times in a week?
EBEREARN KRG IS EREEBRmBE=R"?
If “Yes”, please state the following:
MR, ARHLER
(a) Type of alcoholic beverages
JEEER fm A

(b) Duration of drinking habit, frequency and quantity of consumption:
FUBRBBNSERE REERRBNE:
times per week 2 / £33 - each consumption 8 RE = ml £

(c) If you no longer drink now,
ERIRISERANN -
(i) when did you quit drinking?
FRE O AUAR ?

(ii) Are you advised by doctor to quit drinking and for what reason?
ERBEREMNERFERSE?

4. Have you engaged in the following activities within the last 12 months or will you engage/intend to engage in the following

activities within the next 12 months? & S EX12(E SN EEERK12[E NS ELINEE)?

(a) any hazardous sports or activities (such as diving, motor racing, mountaineering or rock climbing, parachuting, sky D D
diving, hang gliding)
FOfElRtEE s EE) (A1 BK - BE - 2L - Pha - SRk - BEUBAIRT)

(b) flying activities other than as a fare-paying passenger of a licensed air service operating within recognized scheduled D D
routes
RATEE ( AERBRUNERESNHFREDBEERMEREHITER TN EMITRT )

If “Yes”, please state the following information

M2, BERHLER

Type of activity

TRENTESE

Duration and frequency of engagement in the activity 2 EBLEBFERE MIBRE
times per month X/ 4 - each duration B EENFE hours /)\E&



1HV-AGT-EF-12-2021

3. Health questionnaire (continued) BERE (48 )

Part B: Health Information Z,&8 : {2 &}
Note: Questions of Part B does not require the proposed insured person to disclose information regarding the medical conditions or treatments below:
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.
FAR  ERRABBERSEPEERTE MR EEE
SR/ RS/ ERE - BEX/ 8Y4hs (&R ) ~ HEAR (BERE) - &E  IAHE (EER) 0B - BRENREHE / MIRRR (18R
BRER) -BHEr=E <E£EH@§HM%&2 (MBERLES )  BRERERE (REERER )  BhEE  SEzE0E (BFH) ABaEIkE
ERBERIEENIRE 8 /B8R /B / =T -
If your answer to any of the questions 5-12 below is “Yes”, please proceed to answer the relevant follow-up questions in Part C.
EUTHSZNRIERO-EREZERA 2.1 & ARRIEZ AR IRERRE -
Yes 2 No &
5. Have you ever been diagnosed with any of the following diseases or medical conditions?
EAGWIED T IR R ?
(@) Cancer or carcinoma in situ 2 sk R 1=
(b) Brain tumor A&EBE
(c) Heart disease /\Fi s
(d) Stroke (including transient ischemic attack (TIA)) & ( E5E R E M REER M - B8 T/ hPE )
(e) Hypertension /= il B
(f) Diabetes mellitus or impaired glucose tolerance R % s # & & M = 5
(9) Kidney disease &J&
(h) Prolapsed intervertebral disc or degenerative spine conditions &8 22 R el B R (LB H
(i) Diseases or medical conditions requiring a medical device or prosthesis to be implanted within the body
FEEABEERIERNERIEER T
(j) Congenital conditions (medical, physical or mental abnormalities that existed at the time of or before birth)
FRMEER (FBREERNZAICHFENEE  LIBiEH LIRS )
(k) Physical defects, impairments, deformities, and/or conditions affecting mobility, sight, speech or hearing
BRURPE - NMEE WIE - K/ SUEIEENEEN IR SRERBE NS IE NRIAOR
(I) Mental health conditions (such as depression, anxiety, schizophrenia, eating disorders, or bipolar disorders)
TEH R BRAROR (BIUNHNE R 153 D 2 BB KBS BRI HI 2 E )
(m) Hypercholesterolemia or Hyperlipidemia Sz Bz iE 2% 3 M A5 fiE
(n) Liver disorder (such as hepatitis B or hepatitis C (including tested positive), fatty liver or cirrhosis of liver)
FFREZE T (B0 BN ELRT 6 (BB A 25 R FE ) ~ BRRAITSATIE(E)
(0) Multiple sclerosis Z & & {LRE

6. Do you currently have any of the following diseases or medical conditions? X EATZE &8 A NI ZEREL R ?
(@) Hernia Ji& (A% "/ \ER. )
(b) Breast lesion (tumour / mass / lump / cyst / nodule / growth) ZLEJR%E (fE / iElR / fEik / 208 / 4560/ 184)
(c) Uterine or ovarian lesion (tumour / mass / lump / cyst / polyp / nodule / growth)
TESOIERS (B /B B/ BB/ B/ K56/ 1B4E)

d) Benign prostatic hypertrophy R A15IERALA

e) Gall bladder stone or urinary stone (renal stone, ureteric stones or urinary bladder stone)
MO REBE A (BEO WREEAENSR)

(f) Cataract, glaucoma or retinopathy ERBE - SRR A =R

(g) Arthritis or other joint disorder [k sk HL 1t B8 &7 %

(
(

N1 e e Y s s Y s 6 I I I
N1 e e Y s s Y s 6 I I I

7. In the last five years, have you ever had or been advised to have any regular or ongoing (such as monthly, every two
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?

EL%EEE@H‘%W REESRAWEZTERNFFE (@Jéll]!ﬁ SMES 8%F 8% ) REUERBIRER NIESZEER
HAE (PINERIEEL IR AERED BRI L ) KIRIES At B EIE Y

8. In the last five 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 month?

EBENFHREA AEEGRELREZTEH (ANRBEE~EH/ 88—R/ BRER ) RERPBE—ERNESZY?

[]
[]
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3.

9.

Health questionnaire (continued) BERE (& )

In the last five years, have you been admitted into a hospital? fEBETLFEN - EEEZBAEELR?

10. In the last five years, have you undergone a surgical procedure (including endoscopy or biopsy) without being admitted

1.

into a hospital?

EBERFA REAREIFERBER N EZINER (RN RRESUEEBIER) ?

In the last five 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)?

EBRELFA NEEBEIAEREZHEIRE (PINRM - 8K OEE X )6 BB BiEHE BHIHRK ESFFEHE-
Z2 AR CBURT SSRGS IRBURT ISR ) ?

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

MREXE "2, CHREERZEEENIER?

(@) Normal test result is advised 1&g 45 5% [E®

(b) Abnormal test result is advised @A RER

(c) You are still awaiting test or test result N IES R RRER

(d) Test result is inconclusive or uncertain (retesting or follow up test is required)
BRERSETHNNEES (BEEFIE—TR)

(e) 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)

FRERESREBRBERABEES AR (PN —LLRNFEAFEARNIE R EIE / IR / BIETRIE3E5E/ R
iAo B3R b Rt 7L B s AR AR IR 8515 )

12. Apart from anything you have already disclosed in Questions 5-11, do you have any of the following conditions ?

BRYEESEMBERBEPERENERNN BE2EANER?
(@) Unintentional weight loss by more than five kg over past one year L8 —F R - S EHE/ VTR AT E

(b) Abnormal bleeding (such as vaginal bleeding, rectal bleeding, nose bleeding or coughing up of blood) for at least one month
AEBHM (AIREBEM - E - R&Smsizm) £2/0—@EH

(c) Inthe last one1 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
EBE—FR - BATUREIOTSESERSEETAFERIBREEAS (HAIUNENES - YIRAER - BHR
B4 ) WiRERZ A

(d) 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
Hi AR SR EURIER ( BIUIRESR - 5% - @R - WESt LieE ) METEHITESKEREER

13. At your best knowledge, have any of your parents or siblings by blood been diagnosed with any of the following diseases

or medical conditions at or before age 60:
FUARFAN - B0 A R B EY o 2B b IR B AR 6057 3 U BT A RS T H1 = i S BR AR

(a) Cancer JEfE
Family member /%

Yes =

L OO

0]

Onset age of disease [ ] age at or below 30 [ ]age 31-40 [ ]age 41-50 [ ] age 51-60
§75 3 TR e 305E AT 31-405% 41-505% 51-605%

(b) Cancer B/L0\JE
Family member #i&

Onset age of disease [ ] age at or below 30 [ ] age31-40 [ ]age 41-50 [ ] age 51-60
Y R R e 30 AT 31-4075% 41-505% 51-605%

(c) Diabetes mellitus 1% R
Family member #5 2

Onset age of disease D age at or below 30 D age 31-40 D age 41-50 D age 51-60
J5 B TR 3053 A 31-407%% 41-5075% 51-6075%

(d) Motor neuron disease & ) B4 T 5w
Family member 352

Onset age of disease D age at or below 30 D age 31-40 D age 41-50 D age 51-60
95 B2 TR e 30 AT 31-407% 41-507% 51-605%

(e) Multiple sclerosis 2% 25 EAE(EYE
Family member #iE

Onset age of disease D age at or below 30 D age 31-40 D age 41-50 D age 51-60
e 30BE AT 31-405% 41-507% 51-607%

No &

L OO []

0]
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3. Health questionnaire (continued) BERE (48 )

Yes 2
13. At your best knowledge, have any of your parents or siblings by blood been diagnosed with any of the following diseases or
medical conditions at or before age 60:
FAIRPRAD - ARAVRRAE S BFEL 50 58 Ik B B 760 5T 2k AT #AE RS I 21 e s sl ik R AR OTE
(f) Stroke /& []
Family member #iE
Onset age of disease D age at or below 30 D age 31-40 D age 41-50 D age 51-60
8 e 30 AR 31-407% 41-5055% 51-605%
(9) Parkinson’s disease A< #4JiE []
Family member /5
Onset age of disease D age at or below 30 D age 31-40 D age 41-50 D age 51-60
Jo5 B2 R e 30BEs AT 31-407% 41-507% 51-605%

(h) Hereditary diseases = /&%
- including cystic fibrosis, familial adenomatous polyposis, Alzheimer’s disease, familial cardiomyopathy, inherited D
blood disorders (hemophilia, thalassemia, sickle cell disease), muscular dystrophy, polycystic kidney disease or
Huntington’s disease
- BIEEMMALE  REUARBREAR - DBMEE - KBNS  EEMME (MASR - mosEM - #HiJJE
Bl )  IAEMRE  SEBUBSKRET T RERE
Family member #5 &

Onset age of disease D age at or below 30 D age 31-40 D age 41-50 D age 51-60
Ji5 3 T e 305 A ™ 31-4075% 41-507% 51-6075%
For female only RiEBR LM
14. Are you currently pregnant? D
BIRREEERZ2?

If “Yes”, expected date of delivery DayH MonthH Yeart

e, BEOSA ENEEEEER

For insured children aged six or below only REIFRANHEFIUT ZZRRE

15. Was the insured child born before 37" week of pregnancy and/or born with body weight less than 2.5 kg (5.5 Ibs)? D
RRZBEZAENIBREIVEALE - K/ HEERFREDR25QT (556 ) ?
If “Yes” 41" 2 .
(a) Atwhich week of pregnancy was the insured child born? SR ZEEZPHAM—E L E ?

Week 25 or before D Week 26-30 D Week 31-35 D Week 36-37
25383 LA 26-30%3 31-354 36-374#

(b) Body weight at birth 4552
[ ] 1.0kgorless 1.1 —1.5kg [ ]1.6-2.0kg [ ]2.1-25kg
(NEIAYEN 1.1-1527F 1.6 —2.00fT 21 -25R
Part C: Supplementary Health Information to Question 5 — 12
AED: SB5- 12 R E R R
If the answer to any of the questions 5-12 in Part B is “Yes”, please provide additional information as applicable.
EHLEFES12EEM-EREZERES "R, & A ERANEERHESER -
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.

ARERUEZEN (MUEREDREEEHNER TRUENRAN) UMEFLATRERRE -

No &

Question no.: Disease/medical condition/sign and symptom:
=L FIm / BEERAROT / R ERURSEAR -
(a) Date of first occurrence of sign and symptom: DayH Month3 YearfF

BERERREIERFEE DD DD DDDD

DayH MonthH Yearf:

(b) Treatment/investigations/tests/scans that have been performed and Date of such treatment/investigation/tests/scans
ERTHAR /RS /A RERERAE/ RS/ BE / REEH HRNNNEEN
Details #1%

(c) Date of last follow-up medical consultation/treatment DayH Month/3 Year

REED / BEHH DD DD DDDD

(d) Present condition D Fully recovered D Follow-up action D Medication Others Next follow up date
w"n STEFRE TigABRED B FRERAEZEY) Eifth TREZEH:
(e) Name of doctor DayH Month3 Yeart

B HENEEENN

(f) Name of Hospital, where applicable
B2 (@)
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3. Health questionnaire (continued) BERE (48 )

Question no.: Disease/medical condition/sign and symptom:
B PR/ BEERARO / R EUREAR

(a) Date of first occurrence of sign and symptom: DayH Month3 Yeart:

BERERRERIERGHE DD DD DDDD

DayH MonthF Year®

(b) Treatment/investigations/tests/scans that have been performed and Date of such treatment/investigation/tests/scans
EETIAE /RE A/ FREBRAE /RE /AR / mREE DD DD DDDD
Details 715
(c) Date of Iast foIIow-up medical consultation/treatment DayH Month/ Yeart:
ENREEENE
(d) Present condition D Fully recovered D Follow-up action D Medication Others Next follow up date
R TERE A BRED AR FARREZEY) Hith : TxEZBH:

(e) Name of doctor DayH Month/3 Yeard

(f) Name of Hospital, where applicable
BbratE (@A)

Please photocopy this Section C if you | have more questions that need to submit supplementary health information.

MEAEZHERTERIBEENMT  FELIAAEERE -

Statement for Collection of Information EUTEEE AR

(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.

IEEIEWEREFRARNERMEFRZRZAR - MZRERATIEPFAZRERRORAERFERNES - ARATRBNZREFEDA
- TERREFEKEEPFER

(ii) 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.

ERBHEA - B INREZREHMAME - RABSPEROEANTRUTEREBRWER - AATREBE T REMNER - DJEFRERERBNSHM
FEETE— T REBSRUERZRZA -

(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.

EEMERXAPFEREZEA TARENNWPENAB S PRUNENE LU ZHEN - BTHRERFBHART -

(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 (jii).

Eﬂﬁaﬂlﬂ}xﬁmﬂz SRE - BB TNRIZ (i) PREBREPAFIFERAAS IR MR RAERAER - SURIZ (i) PrtsiER A S E R A
BHALT  BTITWRRREOEESITE  ARTN ORI LL - (FRESMBEABRE - siEBRE
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4. Payment method f1F75%

By credit card {5 £ &1

[ ] Annual payment @F41 [ | Monthly payment & 3 &1 Credit card type {5 <485l [] V’SA ] @Hu‘
Cardholder's name

FRAUHE

Credit card no. Credit card expiry date  Month/3  Yearf

S sresmens L) L

The cardholder hereby authorizes Zurich Insurance Company Ltd to charge automatically the premium due from his/her credit card stated

above including subsequent premium payment for renewal of this policy and accepts full responsibility for any overdraft on his/her credit card
which arises as a result of such transfer. For the continuation of coverage, the cardholder understands that he/she should arrange sufficient
credit balance in his/her credit card by the premium due date for the automatic debit of premium.

FRAZEEHRUERRARASEM / it L 2 ERFUEREREHENEHRESHOETRERNBZHRERAREZSEIRMS 1M /
MERFRLIRESY  FRABERESTSEE - A7HENRE  FRAPASM / ARNREIHEHALHEZHNEEEREEN M / NER R LE
REEBERZH -

If credit cardholder is not the applicant, please explain the relationship between the credit cardholder and the applicant:

EERARFAALIFRRA - FHIBRERREFEARRRANBEG

Signature of credit cardholder
EREREARSE
DayH Month/3 Years

HEN NN

. Declaration ZEHA

I/We hereby apply for HealthSure Voluntary Health Insurance Plan/HealthFlexi Voluntary Health Insurance Plan/HealthFlexi Plus Voluntary Health
Insurance Plan (“Plan”). I/We declare that to the best of my/our knowledge and belief the information on this enrollment form is true and complete
in every respect and all information disclosed have been verified by me/us as true and correct. Where applicable, I/we declare that I/we have full
and complete authority from the insured person(s) to sign this enroliment form and disclose any personal information being requested to assess
this application. I/We understand and agree that this enrollment form and declaration will form the basis of the contract between me/us and Zurich
Insurance Company Ltd (the “Company”).

AN/ HERFRDE "EETE BRERRERE ) TEEEE ) BRERREE ) "SEEE+, BREBRERERTE ( TFEL ) - AN/
HAFIBRIERREBNERDRBARAN / ROFFAEAERAEERTEMER - MEEHN - IACKENERCEBEARA / RSB EHEESR -
EEABRERT - AA / HPIEBREA / HPACESRAEFERZZHRARBLIKEMEROEAEAER - DUERESBE A - A/ M
BARA/ RMEHRUEFRRARAS ( "TE2F . ) WRREAOFBIERRES RERME 1L -

I/We authorize the Company to obtain medical information from the insured person’s medical practitioner(s) and I/we agree to supply additional
information relevant to the policy of this Plan at my/our own expense.
AN/ HAEE SQATEROIRAZEBERNABRBEER - KA/ RMTRZRMEAE—LHERILAEER BT B NPAFER -

I/We understand that I/we shall refer to the policy of this Plan for details of the insurance coverage, exclusion clauses and terms and conditions.
AN/ REPEMMARERE - ARRSBIE - FRURMARALULE EREREE -

I/We understand that I/we must complete and provide all information requested in this enroliment form, failing which the Company cannot process
my/our application for this Plan.

AN/ BMPEBEAN / HPIDATARRFIREREERZABER - &8 EATHAERELRN / RMERAZ ZRESE -

I/We agree that this policy will be automatically renewed according to the Terms and Conditions and Supplement (if applicable) of this policy.

KA/ HABE - AMRERSRFERRMA MM (NER ) BEER -

I/We understand and acknowledge that the Company has the right to request the policyholder to transfer the ownership of the policy to the insured
person who has reached the age of 18.

AN/ HMPOLER SATEEBEBRREFAARRENMBEEBEZLTMISH ZZRA

I/We acknowledge that the premium paid under this Plan shall not be automatically entitled to tax deduction even if this application is approved

by the Company. I/We understand that I/We am/are required to fulfill the conditions and assessment criteria imposed by the Inland Revenue
Department and any applicable laws (which may amend from time to time), which include but not limited to allowable relationship for dependent,
age/disability/full-time education requirement, date and amount of qualifying premium paid, in order to enjoy any tax deduction.

KA/ HMPEBEEILBFECE ERTEM - A TFTEANNRELASESHZARNBIE - XA / HMBEBEA / RABKTSHRE B RECE
RIER (IR ) IRENIRGRFGRER IZBRMBEHE - EFEEARRDTNZMHEA - Fie / BE / 2AHBEER  LRINEGE
BRERENTBRRER -
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5. Declaration (continued) Zff (4&)

8. |/We hereby authorize any company within the Zurich Insurance Group which is in possession of my/our personal information to release part or all
of the information to the Company or its agents.
AN/ BROFEEEGRERREEPTOFERA / ROEAERNATRELIHIZEHENT BSQATHEMIEA -

This insurance application will not be in force until the application(s) has been accepted by the Company and the premium has been paid.

IERBEBFAT BRTER  BEMRESRWEZRERTBEEN -

6. Notice to customers relating to the Personal Data (Privacy) Ordinance (“Ordinance”)

BEABAER (TR ) %6 ( "RRRE. ) NEREA

The personal information of customers (including policyholders, insured persons, beneficiaries, premium payors, trustees, policy assignees and
claimants) collected or held by Zurich Insurance Company Ltd (“Company”) from time to time, which also includes data collected or generated in
the ordinary course of the Company’s business and the continuation of relationship with the customer (such as claim information and medical history
received from third parties), may be used by the Company and/or a company within its group (“Zurich Insurance Group”) for the purposes necessary
in providing services to the customers (otherwise the Company is unable to provide services to customers who fail to provide the required information).
HHRUFRBARAS ( "AAT, ) AFUESIFAENER (BRREFAEA - ZRA - 25 A - RENRA » G7EA - REZZARREAN ) BAE
B HP SR EASHEEBBERPURMSERE PHNEGMUESEETNER (AINEE=WINREERNRBE ) - HUHART K / EF
BEE ( "HRUFREEE ) ) ANATERFAODEFRERBMABENAR ( SRIALATHBERRERUPAFENNZ PRERSE ) -

Please read carefully the details of the Company’s privacy policy which is made available on our website at www.zurich.com. E . E
hk/pics or by scanning the QR code. You may also contact our Customer Care Center at 2968 2288 or insurance intermediaries

for enquires. AT 2 FhFB ISR 3% H i www.zurich.com.hk/pics 3 Ol i Z B HQRIGAHR - /IR o] 2 E 2968 22881 H; PRV E F RS
DEHE X HERIED T AES -

Consent for marketing purposes - Voluntary: E
MBS HERRZER - B
Certain personal information of policyholders and insured persons collected or held by the Company (which also includes data collected or generated
in the ordinary course of the Company’s business and the continuation of relationship with the customer), in particular, names, contact information, age,
gender, identity document reference, marital status, financial background, demographic data, transaction pattern and behavior, policy information, claim
information, and medical history may be used by the Company, only upon having such policyholders’ or insured persons’ consent or indication of
no objection, for providing marketing materials and conducting direct marketing activities in relation to insurance and/or financial products and services
of the Zurich Insurance Group and/or other financial services providers, and/or other related services of business partners, with whom the Company
maintains business referral or other arrangements (such as reward, loyalty, co-branding or privileges programs and related services and products,
services and products offered by the Company’s business or co-branding partners, donations or contributions for charitable and/or non-profit making
purposes). For the avoidance of doubt, the latest instruction (for example, consent or indication of no objection, or request for opt-out) received from a
customer shall override any previous instruction given to the Company in this regard in relation to all personal information of the customer collected or held
by the Company from time to time.
BEARRSINESFENRERA ARZRANTRELREAE ﬂ(E$Ta%&$”75%%%Lﬁ¢uﬁﬁﬁéﬁD5M@%W%Whim5ﬂ) - %55l
Eﬁ% M%EJ\E@ i% %ﬁﬁ%i# S IEIRAOR - BBE S - AORETEIE - REBAMTH - REER - REENRBRLCHES - B
25 = - : ¢ HOHARNSERIERHRURRER K / SUEARQSIEITER S B GEE L2 7 BT RIRH
ﬁfﬁ%?h&/%%ﬂﬁm&%% &/%Hﬂﬁ%AW%&ZW@%% REMSEREENETEEMSERES - (PINEE - BHER - 5
TEmIB BB A RBRBNER - AALRIBESEBHASIEREBHEMNBRBNER - HREER / HIEEN BN ) - %%
AR - ARSI ARUESFHENABEFPEAER - RASRKEUEERPRIINENET ( AINERESNERRNARENETR - SRERHELR) -

The Company may provide (and may receive money or property in return for providing) certain personal information, in particular, name, contact
information, age, gender and policy information of a policyholder and an insured person, only upon having such policyholder’s and insured person’s
written consent, to be used by the following parties, within or outside of Hong Kong, for their own and/or the Company’s marketing purposes set out
above:
(1) companies within the Zurich Insurance Group;
(2) other banking/financial institutions, commercial or charitable organizations with whom the Company maintains business referral or other
arrangements;
(3) third party reward, loyalty, co-branding or privileges program providers;
(4) th|rd party marketmg service providers and insurance intermediaries.
ERE n g APSAFUBMMU N ALTARS R / SR A L SHTSEERR - AU TREBREANSRMNMATRHERLEAE
/H ( u@ %fx%ﬁﬁﬂﬂﬁﬂﬂ%@%& ) - FRIRYR - BEER - Fie - MR REFAARSRANREERS - DHEFH
() #HRUERBREBEREL
@) HZS NSFESSE ST \%E‘%%‘EHM&HFE’]E@%E% [ RS - BRSNS
() E=FE5  BHER - SEMEEBETEIRME
4 %Eﬁﬂi%?&}ﬁﬁﬁiHE%@%F’%&%I&W?W\°

I/We understand that I/we can withdraw any consent provided for marketing purposes anytime by notice to the Company.

AN/ HMPETEREN SRATMBEHIMHSEERRAAT 2R -

D I/We do not agree to the use or transfer of my/our personal data for marketing purposes as set out above.
AN/ BHEAER EBASEASNEE=FRERAN / HAWEAZRIE LIMSHERR -
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Policy effective date DayH Month3 Yeart

RELERA oate | | ] L]

The policy effective date is subject to the final approval by Zurich Insurance Company Ltd.

RELYWAREHAHRRERBARASTAE -

I/We confirm that all information provided by me/us in this enrollment form is true, correct and accurate. I/We further confirm my/our agreement

to all sections in this enroliment form, including without limitation, the above declaration and the notice to customers relating to the Personal Data
(Privacy)Ordinance.

RN/ HEEDEAA / BOARERAREBRREZAAERNIOSFEERESR - AN / RMERIEEAREREAZABEE D - SFEARR L5
ZERREBREAER (AR ) HEANESEM -

Cancellation Rights and Refund of Premium(s) BUN{RE# S R BIERE

| understand that | have the right to cancel and obtain a refund of any premium(s) paid (less any market value adjustments, if any) and any levy by
giving written notice. Such notice must be signed by me and received directly by Zurich Insurance Company Ltd at 25-26/F, One Island East, 18
Westlands Road, Island East, Hong Kong within 21 days after the delivery of the policy or issuance of a notice to the Policy Holder or the Policy
Holder’s representative, whichever is the earlier.

KABBRAABENERENZRICHRERNOMAEHRE ({IRTSEERE - NEA ) REEHE ; EEFAANARZREMN - LEFRHFR
HRBARAT (il : FBEBEREMB18IEBERDN25-2618 ) RUTKERABERWAIZEN - REXNAATFANKRES (BAE) &
FAANEKRANKRE - EFH21K - UREBHE -

Signature of applicant

BRIRAZEE DayH Month3 Year&E

e LI IEL T

Zurich Insurance Company Ltd (a company incorporated in Switzerland with limited liability) @
25-26/F, One Island East, 18 Westlands Road, Island East, Hong Kong

®
HRURBRARAS ( RIHLEMAIIZERAT ) Z U Rl C H
BEEBEREFK18RBERD/()25-2618 &£ %
Telephone &5 : +852 2968 2288 Fax f£E : +852 2968 0639  Website #81E : www.zurich.com.hk BE 2 'Iﬁ
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