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REAEB A

Enquiry no. B85 © +852 2903 9391 Fax HE : +852 2968 0639

Please v/ the appropriate box and * delete where inappropriate. 35 v/ #7518 &1 *SE M= R A - Clear form

Please use blue or black ink and write clearly in BLOCK LETTERS. Please complete the form in English.

FHECHRBRTE  ARXABEMESER - HAAESE K - All fields are mandatory. FIEIEE WEER -

1. Applicant's information Z{RAER

[ IMrses [ Mms &k [ Ms &+

Last name First name Chinese name

63 # P HEFA

Date of birth DayH Month Years HKID card no./Passport no.

s DM e | A

Correspondence address Flat/Room* Floor Block Building

s L =/ B 8 & RE
Estate name/No. & name of street/Lot no.* District HK/KLN/NT*
ErEnE / ma R /et & =/ NLEE / "SR

Email address Mobile phone no.

EoEbubild TRENERE RS

Marital status

SEIRAR T

Occupation and position

L E S

2. Insured persons’ information Z{RAZE R

Insured person SR A1

Insured person S{RA2

Insured person SR A3

Insured person Z{R A4

Last name %

First name 4

Gender 45l

[ ] Male 2 [ ] Female %

[ ] Male B [ ] Female %

[ ] Male B [ ] Female %

[ ] Male B [ ] Female %

HKID card no./Passport no./
Birth certificate no.*
FBSMEIRN / ERIENE /
AR SR AT

Date of birth (dd/mm/yy)
HAEHB(H/ B/ %)

EEEDNEEN

LT

ERENNNEN

ERNENEEN

Relationship with applicant
B IRA R B

Industry
(e

Occupation and position

BsE BT

Nationality
B FE

* Only applicable to insured person aged under 11

RERARTEUT ZZERA
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2. Insured persons’ information (continued) Z{RAZER (£ )

Insured person =R A1

Insured person SR A2

Insured person SR A3

Insured person =R A4

Place of residence
B EEu

D Hong Kong &8

D Others, please specify
Hih - B EEA:

Country BIZ

D Hong Kong &i&

D Others, please specify
Hifth - F A

Country EIZ

D Hong Kong &8

D Others, please specify
Hith - FEA:

Country B

D Hong Kong &8

D Others, please specify
Hih - B 5E0A:

Country BIZ

Period of stay per year:
BFEBRE

Period of stay per year:
BFERRE

Period of stay per year:
SFEBRE

Period of stay per year:
BFEEERE

Purpose of visit:
ERBIRA

Purpose of visit:
EBRA

Purpose of visit:
ERRE

Purpose of visit:
EBRA

Geographical area {RFE#IE

D Asia o
D Worldwide (Exclude

North America)
RIK (A B3FEIEEM)

D Asia o]
D Worldwide (Exclude

North America)
RIK (ABFEIEEM)

Asia g2 M

Worldwide (Exclude
North America)
IRIK (A BFEIEEM)

D Asia o
D Worldwide (Exclude

North America)
RIK (A B3FEIEEM)

Voluntary deductible option
BEaEE &% (HKD B7T)

[ o
| ] 38,000
| ] 88,000

[ Jo
[ ] 38,000
| | ss,000

0
38,000
88,000

O O

[ o
| ] 38,000
T

3. Health questionnaire BER%

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).

For all medical conditions declared, where possible please forward copies of medical reports, discharge summaries, scans and tests. Please note that we
may request additional information at your own cost.

B—URRALFER—HEERE - MR —USRAPRBIEE
HRBPENBBERENN - B

Name of insured person SR A 84

FEHIEERERELR/ESARIIIZRAES -
ORERRAFNERRS - HREE - FRAIEHNEER - RMAREEKRCEBREELHE -

Part A — General medical information EB&f — —ARESEE Y

1. Please provide details for your family doctor / treating physician Name
BIRHRE /) TRBLEER JEE
Address
ik
Phone no.

EBRETRAS

2. Please provide your height and weight measurements.

Height 55 :

3. Have you gained/lost weight of 10Ib (4.5kg) or more in the last 12 months? If yes, please give reason and exact figure.
RIREREEIEMIH D 7ESE -

Reason [R&A :

m K

FlRMENS s K
Weight 885 :

2y

BTINEREEZEEBE T _ERNEBMENRDI0E (454 ) UL -F "2, - s

kg AfT

Yes & No &

] ]

Exact figure gained/lost FEEIZ MRV 2 E=E - kg AT
4. Do you participate or are you planning to participate in any hazardous sport or activity (e.g. private aviation, motor car or D D

motor-cycle racing, diving of any kinds or mountaineering, etc.)?
If yes, please state details or complete a separate supplementary questionnaire if required by the Company.
BNEE2ug 2R OaERESSES (AN ERAAMETER « B - HOBEUNEKSELS) ?

B =

ESIS=N
Details 15

- B IER R A AT ER T NS -

5. Do you drink alcohol? If yes, please specify type of drink (e.g. beer, wine, spirit etc. ) and your weekly consumption.

FEEETSERAEERR?E T2,
Type of drinks BX ATE4R :

A

E4R ( PIUNNEE - WENE - ZUBSE ) REBHAE -

Your weekly consumption SBSRAHE

ml £
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3. Health questionnaire (continued) BERBE (&)

6. Do you smoke or have you ever smoked any cigarettes? If yes, please state details.
BATEERE?E "2, @ S iBEREHS -
pieces per day >z / &H - for & years F ©

If you have ceased smoking, please state when and for what reason:
MNBETFEFELERE - FIPERELS -
Since B : ceased and reason BHYATIE & E 7

Part B — Health condition Z 3 - @Ak

7. Have you ever been told to have or been diagnosed of or been treated (including diet control) for any of the following
diseases/disorders?

BTEERLIRZEHE L NIERIAMBRAERSES AR ( BFEREEE ) ?
(i) Diabetes or had past history of glucose level (HbA1c) exceed 6.5
MERBHBERCMAEREH 6.5
(i) Hypertension or past history of blood pressure outside the range of 120-140 (Systolic) and 60-80 (Diastolic)
= ME B A MEEHB L IEEKF ( [E®KFER EE120-140 - FE60-80)
(i) High cholesterol or past history of total cholesterol outside the range of 6 mmol/I
SIEERESBE ZEEREEHZ S 6mmol/
8. Have you ever had or been told to have or been treated for any of the following diseases/disorders?
BTEER/ L NIERIAMBEERSES AR
(i) Spinal or musculoskeletal conditions/diseases (e.g. muscular or bone disorder, spinal problem, arthritis, gout)
A ARBEERD (WA BSEAE - AHERRE - ek - BE )
(i) Respiratory diseases (e.g. tuberculosis, asthma, chronic bronchitis)
WIR 2SS ( NESZs - G - BUSRERX)
Endocrine diseases (e.g. thyroid disorder)
N MR FER (EPIRIRREE )
Digestive diseases ( e.g. hepatitis or liver disease, gastric or duodenal ulcer or ulcer of any kind, haemorrhoids, hernia,
disease/disorder of gall bladder, bowel)
SHIE RGP ( EMITREITE - Bat 1EBES - £0)E%E - 58 IR - HEMEE - BER)
(v) Breast or genitor urinary diseases (e.g. any disease of the kidneys or bladder)
HESBR AT (W B IEER S )
Heart, cardiovascular, circulatory diseases or blood disorders (e.g. chest pain, any disorder of the heart or arteries,
murmur, stroke, varicose veins, rheumatic fever anaemia, haemophilia)
OB~ OIME -~ BERARHIMBER (WORSE ~ OB BIIKRERE « OIRIE ~ P& - FFIREE - BREE - Bl MAR )
(vii) Nervous diseases (e.g. mental disorder or psychiatric problem or brain function disorder, dizziness, epilepsy, paralysis, anxiety)
MR ZRPR (B ERRE - BHREEIIERIE - 8% Bl Bk £8)
(viii) Impairment of the eyes/ears/nose (e.g. cataracts, ear infections, tonsillitis)
R-H - BHESG (NBRE - HERZE  RBHRX)
(viiii) Tumor, cyst, lump, cancer or malignant tumor
fEm - Bl - B = BtER
(x) Any form of AIDS, AIDS Related Complex (ARC), sexually transmitted disease or had a positive test for AIDS virus
HOEER - BEFEARGRSE - MRRERIEREZR RSN P RE SR E
(xi) Any kind of chronic illness or injury or any kind of illness/injury requiring treatment lasting for more than 14 days not
stated under any of above
HOI ERBREZ RAEBRIE GRS ERBESIARI ERYAE

9. Are you planning to be confined in hospital or consult doctor/are you currently attending or receiving any kind of treatment/

(i

=

=

(iv

=

(vi

have you ever been confined in hospital in the last five years?
BN EEat S AREK? - RIEESHMAERENBEAFARAR ?
10a Have you ever taken any habit forming drugs (including but not limited to opium derivatives, barbiturates, marijuana,
amphetamines,hallucinogens and cocaine) or been treated or advised in connection with your alcohol consumption or taking of drugs?
BATEEEREEN LENEY ( BFREALERIERITEY - BEXBEE - AW - 23Rt - RAOW Ko+~ H ) B ER
B~ IRSERAEYMEEZ AN S ?
0b. Have you ever been or are you currently taking any medication or drugs, prescribed or others for more than 14 days (apart
from usual flu and colds)?
BTNEE / EERBEOEYBRI4XR (—RER - BRI ) ?
11 Other than medical test(s) required by the employer or insurer, are you planning to attend or currently attending or have
attended diagnostic test such as electrocardiogram, X-ray, CT scan, ultrasound or others?
PR ERRATIREESZRETHERRSIH - B FNESFTENIRENSLESZEANZNOEE - Xbia & - BiNERE
BB - EMRE ?
12. Have any of your parents or sibling(s)
FOE N 2RE - TRMIK -
(i) whether dead or alive ever suffered from heart diseases, stroke, kidney disease, diabetes, hypertension, mental disorder,
hepatitis (or is a hepatitis carrier) or any hereditary disease?
EATANEEWEERBOE - PR - BE - BRE - SB - iBE - T (SR EE ) S EEMEER ?
(i) Have any of your parents or sibling(s)), who before the age of 60, had ovarian, colon, breast or other types of cancer?

HUBE T ZRE ~ TEMBHRO0ZEAN B EEBINERE - KBk - FEsEhEE?)

Yes &

]

L1 O

Y N O

[]

No &

]

L1 O

Y N O

[]
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3. Health questionnaire (continued) B&ER% (&)
Part B - Medical history (continued) ZZB - 7&E (& )

If the answer to Questions 1 -12 is “Yes", please give full details below.

YRR -12 ZZBRR T2

Question No.
BEF

AR ER -

Name of your family members & relationship (For question 11-12 only)
BTxEUaRRERG (EARE1-1288)

Medical history/date of first consultant & duration/ examination date
JEE / BERBEAARFERDS / mEH 8

Diagnosis
Ll

Care, examination & treatment received

PSR 2 #38 - MBRAE

Examination result/present conditions (In the unfortunate case of death, please specify age and cause of death)

BEER / BENER (BEAESH - SRUSHFRLRRA )

Date of last consultation/name & address of attending doctor

RE—KZHE / £28

GGy iubla

History of past reading (For question 1 only)

BEZEY (BERARS1E)

Part C - Information of personal insurance policy A&} - B A REZR

1. Are you having any personal accident insurance, individual medical insurance, hospital cash insurance or critical illness
insurance with Zurich Insurance Company Ltd or any other insurer(s)? If yes, please provide full details in the following table.
BT REZEEHAHRUERRARATHNEMRBATEHRZEARS, - AARE - ERIBSUGERE?E T2,

NIEBERE -

Personal accident insurance

BABIMRE

Individual medical insurance

EPN3-4

Hospital cash insurance
ERIR SRR

No &

]

Yes &

]

S

Personal accident insurance

R R

Please indicate the insurance
you have
IR RNE MR ZIRE

[]

[]

[]

[]

Policy no. {REZSHHES

Maximum sum insured
RS EE (HKD &#8)

Company name of insurer

(G YNSIET

Are you current making a claim for the above insurance benefits? If yes, please state the claim amount, claim period,
diagnosis, treatment received.

B NERETEULMRR ZRE? 11 T2

Details # 1%

CARlRAEEEER  BERD

DU R ER 288 -

premium? If yes, please state details.
BTEAERER  ERIEVNECTASE / BAARI / BE / EhRIEENEERRERBBM NG BHEREHE W RE B

BMmETZ,

Details 515

 FA iR HEEIS -

Have you ever been refused enrollment, renewal or reinstatement of life insurance, personal accident insurance, medical
insurance, hospital income insurance, or critical illness insurance, or subject to special terms and conditions or additional

] ]
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3. Health questionnaire (continued) B&ER% (&)
Part D — Female health question T &} — Z 4 2 FERIRE
(For female insured person only Z SR AER)
Yes & No &
1. Are you now pregnant? If yes, please state the expected delivery date. D D
BTREEERR E "2, @ #rAEER -
The expected delivery date FEEHI %

2. Have you ever had any complications during pregnancy or delivery (e.g. ectopic pregnancy, gestational diabetes, hypertension, D D
protein in urine etc.?) If yes, please state details.
B NS EREPNEEME LA EE (=02 - FiRER - SME - E8RE) 78 "2 - mleft&FE -
Details #18

3. Have you ever had any disorder of the breast or reproductive organs including abnormal smear test(s) and menstrual disorder? D D
If yes, please state details.
BTEERRETOAEALERERS  OFFREHREEERAKELRA B T2, - FRHFE -
Details 18

4. Payment method 1:755%

[ ] By check Nz ERMIfY Check no. Bank name
(Only applicable to annual payment mode SZERIEHR RITEH

RERREEHNA)

Check made payable to “Zurich Insurance Company Ltd” T Z=i8B A BB SR RBERAT 4
If the check issuer is not the applicant, please explain the relationship between the check issuer and the applicant

EXRBFHAWIRERA - FIAZREHABIGRARRE &

[ ] By credit card BUSR-F&1T Annual payment B4 ZI{

Credit card type 485! L1 VISA [] @mu‘

Cardholder’s name

BREAlE

Credit card no. Credit card expiry date Month = Yearf

e A I A KA R

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.

The insured person(s) will become the policyholder for his/her insurance plan automatically at policy anniversary should the insured person(s) reach the
age of 18 and will be charged with the corresponding renewal premium in accordance with the premium table. Zurich Insurance Company Ltd will
collect the renewal premium from the same payment account as stated above on due dates, unless informed otherwise.

BRAGLEEHRRERRARAI MM / 0 Ll 2 ERFUERBREESI XN EHARESREETREARNIPRERABEZSEIRMS Mt / WS
BEHIRES  FRABZEZEEL - /7 HENRE - S FAPSt / W ERFREIFHZHE00NEERER Tt / WNERT LFRESD
BIRZA -

NRRARREFEARBCEW18E - FEEIUAERENREFAA  TERBFRERWEEBNERER - HRRURBARATHEGERZIH
ASEMU ENRIRFWEERRE - EESTEA -

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

EEAREAEALIFRRA - FIREMEHEARRRANRE G

Signature of credit cardholder
ERRERARSE
DayH MonthA YeardF

e o ]
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5. Declaration ZHH

1. 1/We declare that to the best of my/our knowledge and belief the information on this enroliment form is true and complete in every respect. I/We
understand that this enrollment form and declaration will form the basis of the contract between me/us and Zurich Insurance Company Ltd (the
“Company”)
AN/ ZEEBERIERREREOERTARBARAN / HAFFANEAEREE RcEMER - BEEH - A/ HMOPBERA / ROEHRERREE
RAS ( TERT, ) WRREHSBIRIRES RERME] L -

2. I/We authorize the Company to obtain medical information from my/our medical practitioner(s), and l/we agree to supply additional information
relevant to this Plan at my/our own expense..
AN/ BEBEEA / BARE SQTEEAARAN/ BAZBERNARBEER ; XA / RATESREE—DEIGEBR &R AT
BEH -

3. I/We understand that l/we shall refer to the Policy for details of the insurance coverage, exclusion clauses and terms and conditions.

KA/ REPEPMARESRE - AERSE - ERRARE UL R EIRESZE -

4. 1/We understand l/we must complete and provide all information requested in this form, failing which the Company cannot process my/our application
for the Policy.

AN/ BEBEEA / BALETHAERBRIEFEZMEER . BRAERAEIIERAN / RAENAE Z(REBH -

5. 1/We understand, acknowledge and agree that, as a result of my/our purchasing and taking up the policy to be issued by the Company, the Company
will pay the authorized insurance broker commission during the continuance of the policy including for renewals, for arranging the said policy. Where
I/we am/are a body corporate, the authorized person who signs on behalf of me/us further confirms to the Company that he or she is authorized to
do so.

KA /RMABEE - BARERE - BATEMAAN/ RABERESEZENERE - REBAWIA (R ERFRY ) 0AEL A RRENERRE
RIRBLZMEE - ROAA / BAREAER  ARAAN/ RPESNEERABELD SQATRIM/MCEZEANBERRE - KA/ BT
EHEI ERTMERGEPEBEARRE - AoEBRERRBS -

6. |/We further confirm my/our agreement to all sections in this application form, including without limitation, the above Declaration and the Notice to
Customers relating to the Personal Data (Privacy) Ordinance (“Ordinance”).

AN/ HEEEIEAERBEREANZABEE D - BFREARR LA BRI RBEREAETR (A ) %6 ( "RBIKRE, ) NEPBA -

7. 1/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/ HOFIEEEHFRERBERPEUHFERA / RMAABRNATRABIHZHBENT BERTHEREA -

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

IERRPFAT BRDER  BEMRERSRWZRERTBEEN -

6. Notice to customers relating to the Personal Data (Privacy) Ordinance (“Ordinance”)
BRABAER (FhBR ) %6 ( "RRIESG . ) MEFEM

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).
EHRHFRBARAST ( "TAAT, ) ARWESFENER (BRFREFEA - ZRA - ZaA - RENRA ~ FiTA - @%;Z%E/\&%{E/\ ) EIA
it HPMEEEASIAERSBREPLUERMFHEAE FHBEGMIEESEENER (AIUIRE=FWEINREERIERE ) - SIHARTR /3K
HpfEEE ( "HRUEREBER, ) AW ASFEREROEPRHERBMUBENRAR ( SAIRAS R EERREREME éﬂﬁﬁﬁﬁﬁﬁéﬂlﬁﬁ ) e

Please read carefully the details of the Company’s privacy policy which is made available on our website at www.zurich.com.hk/ .
pics or by scanning the QR code. You may also contact our Customer Care Center at 2968 2288 or insurance intermediaries for E E
enquires. AA T Z FhBEUERFEH I www.zurich.com.hk/picss T E B 17 QRIS AR - RN 2 E 2968 22883 MY F AR #5 LBk
BXEHRRERTAE -

Consent for marketing purposes — Voluntary: E
MiSEERRZER - BREH
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.
BEAANTBWESFHAENREFBEARZRANRELEFAER (APREEEAATH %%%%L&EPM&ET%,1&%5E’JF§%H§Z%‘Eh$E’JEﬂ )
'%EJE?@% w#%a 8} fﬁﬁz E/E':J 5% ﬁﬁﬂiﬁa B IBRAROR ~ BE & - ADSETEE  REBEANTH - REERN - REERREELH
L 5 = g - WO HARSEAERHRITRRERR / HEAATHERFERS \EE%T%%E%&%FZH\M
%mﬁﬂﬁ“f J*F*]'E’] ?I&z& / _E%wﬂhuu&ﬂﬁ“ 75% / _JZHMF‘]'%A1’E%H=Z$HF§EE%“ REMSHEERNCETAEEMSHERSE - (HINES - &
WEERD - SFEMBNERETEURBERBENER - AXATBESFEBRHASFREBHRUNRBNER - ERESR / TR BRInEES
B ) - RELERR - AN ARNESFANMASFEAER - AATREURE PREINEMETR ( AlNEESFRRAARENIETR - StEH
REEK) -




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

BREBAER () K6 ( "RRIES . ) MEREM (&)

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.
€ 1R R S £ APTHFUMUNATAER / SARAATHAISHERR - @I TREBRASURINIA TR HEFLE A
& ( LISZ%J%%%T,H@EZhVEE&@ﬁ ) - RRIRHEE - MEER - FEe - Al REFBARSRANRESERNS - DA

(1 /J\ﬁi1$&2m.ng

) QK’\T%&TT¥?“§\%Eﬁ%‘iﬂ%ﬁﬁﬁﬂ’]ﬁ%ﬁﬁ / TR - BENESHESE

() BE=HEE - RHER SEmESEREREE

(4) Ss=rmm5EERREREHEER RRRPTA -
I/\We understand that I/we can withdraw any consent provided for marketing purposes anytime by notice to the Company.

KA/ BPBEYUBEREN SAMBREAMHSEERERA T ZER

D I/We do not agree to the use or transfer of my/our personal data for marketing purposes as set out above.

AN/ BAARE BELTEAIEE=FRHERA / ROWEABERME LIS EERR -

I/We confirm that all information provided by me/us in this enrollment form is true, correct and accurate. 1/\We further confirm my/our agreement to all
sections in this enrollment form, including without limitation, the above Declaration and the Notice to Customers relating to the Personal Data (Privacy)
Ordinance.

BN [ FAPIHERR Hﬂm/\/ﬁdﬁﬁﬂtt}xﬁ%ﬁ?ﬂ (ZPABRIOREBIERER - AN/ HMERREAEARERBAZAER S - SREARR
FAZERRARBAER (TG ) FANEPBEA -

Signature of applicant
BRERAEZSZ

DayH MonthA Yeart

e Lo ]

HME-BRO-EF-12-2020

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

®
HRURRARAS (R LMK ZARAS ) Z U Rl C H

%%@%ﬁ%%ﬁ*wﬁ%%%@u% 2612 4= %
Telephone E5F : +852 2903 2288 Fax {5E :+852 2968 0639  Website 81k : www.zurich.com.hk -7 13 ﬁ
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