HZP-AGT-EF-08-2019

ZURICH
fx 5e it

HealthFlexi Plus Voluntary Health For el s cnly
Insurance Plan enrollment form poyiig

[EEEE + | HEERREEHRERRE &5

Enquiry no. A EE : +852 2903 9391 Fax {2 : +852 2968 0639
Please tick the appropriate box and * delete where is inappropriate. 55 /38 /87 #& K * SR = @A E -
Please use blue or black ink and write clearly in CAPITAL letters. Please complete the form in English. All fields are mandatory.

EHRECHEARTE  ARNABEWESER - TEEBSEER -
1. Applicant’s information #&{R A &%}

D Mr 4 D Mrs KA D Ms Z+ Last name #£ First name %

Chinese name FF XX 154 Date of birth H4HE] Day B Month A Year &

HKID card no./Passport no. &8 & {5 #8551 / - RR SRS * Mobile phone number ;781 & ;& 5715

Correspondence address  Flat/Room* Floor Block Building

prEEAibauh: = /B g JEE RNE
Estate name/No. & name of street/Lot no.* District HK/KLN/NT*
BHETE /R R /R Hb[& BB/ NE/ R

Email EEHEHE

Marital status 2518 Nationality B £&

Usual place of residence Hong Kong Other, please specify:

BEEED &HE HAth - BT -

Industry 173 Occupation and Position i % & B&(1
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2.

Insured person’s information! Z{R A &¥} 1

Insured person 1 2R A 1

Insured person 2 R A 2

Insured person 3 1R A 3

Insured person 4 R A 4

Last name #£

First name %

Gender 15/

D Male 58 D Female %2

D Male D Female %2

D Male 53 D Female %2

D Male 53 D Female %2

HKID card no./Passport no./
Birth certificate no.*

BBF MBS /EREE /
HE AR SRS

Date of birth D M Y D M Y D M Y D M Y
tH A4 H B =] A F A A & A A F =] A F
gglgt@ri%ig%vith applicant D Zgﬁ\(?g;isﬁﬁgifi?é%) D Spouse fitf® D Spouse ft 43 D Spouse fg 4B
BRI EN Y

| | spouseife [ Jchids% [ Jchids% [ Jchids%

[ chidT%

D Parents/parents-in-law

RE/BABRE

D Siblings/Siblings of spouse
LRI /BB 5B

IR

D Grandparents/
Grandparents-in-law

RS /EBELE

Parents/parents-in-law
RE /EERE
Siblings/Siblings of spouse
LRI /L BHY L ER
IR

Grandparents/
Grandparents-in-law

ARE /EBEERE

[ ]
[]

[]

Parents/parents-in-law
RE /FBRE
Siblings/Siblings of spouse
IR /BLIBEI S
37N

Grandparents/
Grandparents-in-law

ARE /EBEERE

[ ]
[]

[]

Parents/parents-in-law
RE/FBRE
Siblings/Siblings of spouse
BB /B IBHI L
WUk

Grandparents/
Grandparents-in-law

AARE /EBEER

[ ]
[]

[]

Usual place of residence
BREEH

Occupation & Position

B N

Industry
7%

' Separate policy will be issued for each insured person. &I %R A @ FH L 2 H —{51RE

3. Choice of plan and premium payment 5+ 2 #12 R RE X 1
‘ Insured person 1 4R A 1 ‘ Insured person 2 2R A 2 ‘ Insured person 3 /R A 3 ‘ Insured person 4 R A 4

Choice of plan 5+ 2/3212

Deductible (HKD)
BR& (BT)

[ Jo

| ]60,000
[ 90,000
[ ]150,000

[ Jo

| ]60,000
[ 90,000
[ ]150,000

[ Jo

| ]60,000
[ 90,000
[ ]150,000

[ Jo

| ]60,000
[ 90,000
[ ]150,000

Territorial scope of cover

TR 315 #5 2

D Asia Z2 M
D Worldwide excludin
US BIENBIEER

D Asia Za M
D Worldwide excludin
US BIENBIEEHR

D Asia Z2 M
| | worldwide excluding
us %WET\@TE%

D Asia Z2 M
| | worldwide excluding
us %WET\@%%

VHIS Certification Number
B FEE(RER O] E w5k

e Asia, Deductible HKD 0
Tl BREOET
(FO0036-01-000-01)

¢ Worldwide excluding the
United States, Deductible
HKD 0
RIKENEEER - g1+
E=0h:
(FO0036-05-000-01)

e Asia, Deductible
HKD 60,000
DM - B2 60,0007
(FO0036-02-000-01)

¢ Worldwide excluding the
United States, Deductible
HKD 60,000
IRKENEEER - 8147
£60,000/87C
(FO0036-06-000-01)

¢ Asia, Deductible
HKD 90,000
M - B 90,0008 T
(FO0036-03-000-01)

¢ Worldwide excluding the
United States, Deductible
HKD 90,000
REETEEXE - 81
£ 90,0008 7T
(FO0036-07-000-01)

e Asia, Deductible
HKD 150,000
M - B 150,00078 7T
(FO0036-04-000-01)

e Worldwide excluding the
United States, Deductible
HKD 150,000
BIKETEEER - g+
# 150,000 87T
(FO0036-08-000-01)

Premium payment{R & 3z {3

Payment frequency

B RERR

Annual £ /Monthly A £ *

Annual £k /Monthly B % *

Annual 45 /Monthly A % *

Annual 45 /Monthly A £ *

Premium payable (HKD)
(excluding levy collected by
the Insurance Authority)
JERE (BT)
(TEREREREEE RN
REMEE)
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4. Health questionnaire &%

Each insured person must complete one health questionnaire. If more than one insured person applies for this plan, please photocopy and complete this
section ior each additional insured person(s). B B
BRUERRALVBES—HBERRS - 2R —(URRABRBUE  FEHLBERST /AFUBEINZRAES

Insured person name

RRALS

1

Please provide your height and weight measurements.
FRECHEERBEER -
Height & & - mXK  Weight f25 : kg AT

Yes
=
E

Have you gained or lost weight of 5kg or more in the last five years?

BERFN  BEARENIRD T ARTHIA LNEE ?

Your living habits & 4£5EE 18

3

Do you smoke? If “Yes", please state details.
CRAARENEBE 2] HREFS -

Type of tobacco : pieces per day, for years °
TEELER /88 E Fo

Do you drink alcohol? If “Yes”, please state details.
CRECEHAERBRG 2 W2 HREFS -

Weekly consumption ml Type of drink:
BRHE = ReniEHE

Your medical conditions #& I E& BRI

5 Have you ever suffered from, had any signs, symptoms or received treatment including doctor consultation for any of the following

conditions? If “Yes"”, please provide details in the box below.

CREZE L AERIRIEMR - KA TRIRE /RS RZ AR ? 2] - FR TERERIREFE -

(i) The head and/or brain related symptoms or diseases, for example cerebrovascular disease, psychological or mental disorder, D D
psychiatric condition, behavioral problems, personality disorder, nervous system, brain function disorder (e.g. dizziness, epilepsy,
paralysis, anxiety, stroke, Alzheimer's disease or hereditary dementia), etc.
SA I / SUBSER AR R RS - S R © DRSS EREL © RBIERE - TTRRIE - ARER - WERSRR - iKIheE
B (sEE - BR - BR - £E - R WMERERKESEELER) S

(i) Impairment of the eyes, ears, nose, nasal septum, turbinate, sinus conditions or other related symptoms or diseases, for example D D
cataracts, ear infections, tonsillitis, etc.
RH & 57F STPSSEERKEMEBOERSRR - NEAE - BFERE  RRAS

(iii) The endocrine system related symptoms or diseases, for example diabetes, thyroid disorder, etc. D D
AW EFRRERSRR - KR - FikEREES

(iv) Breast or genitourinary organs related symptoms or diseases, for example any disease of the kidneys, bladder, reproductive D D
organs disorder, etc.
B SOMRAETER B ARRMEM SRR - IERE - Bt - AR ERRE

(v) Sexually transmitted diseases, HIV infection, AIDS, AIDS related complex Venereal disease, AIDS related conditions, any blood D D
test for HIV virus or any other related diseases
MR BN SRR B - BERABAERIER - mEREBEOARN - BEXELRR S RN F s AR KRB

(vi) Pregnancy complications, for example gestational hypertension, gestational diabetes, ectopic pregnancy, pre-eclampsia and D D
eclampsia, IVF, fertility treatment, etc.
IFYROTEAE » QAR MU « fHIRAESR - BONE - B FRRFM - BINIZR - £56ES

(vii) The heart and/or blood related symptoms, disorder or diseases, for example cardiovascular and/or circulatory disorders, high D D
blood pressure, palpitations, murmurs, diabetes, chest pain, any disorder of the heart or arteries, stroke, varicose veins,
rheumatic fever, anemia, hemophilia, etc.
DR /s R B R FIE R SRR - O B S/ RIER RGUER - R - OF - E - MR - IR - DR ENIRER -
PR - BRIRERGR - RUREL - B ARE

(viii) Skin and/or Musculoskeletal conditions, related symptoms or diseases, for example muscular or bone disorder, spinal condition,
arthritis, gout or fractures requiring surgical implants, muscle or ligament tears, carpal Tunnel syndrome, etc.
BB R /A EBIERSER - A ERER - SRR - BHA  BR - AEHEINEHMEAY - NRsEEs
ERAES

(ix) Lung and/or respiratory symptoms, conditions or diseases, for example chest discomfort, chest pain, chest stuffiness, shortness
of breath, asthma, tuberculosis, chronic bronchitis , sleep apnea, etc.
fib K /ST IRAEAR SO S  AnEBNE - BT - MRS - E - B - fhARx - @M REL BRESES

(x) Gastro-intestinal and hepatobiliary system, its conditions, and any symptoms or diseases, for example the gastro-intestinal tract, D
stomach, bowel, liver, any kind of hepatitis or liver disease, gastric or duodenal ulcer or ulcer of any kind, haemorrhoid, hernia
and gall bladder, etc.
S5 RIFEZGAEANERSER - MBKGE - 5 - 15 - i - EEANFASHTR - B+ BB ESSERBALAES
BIE  RAEES

(xi) Tumor, cyst, lump, abnormal growth, cancer, malignant tumor or other related symptoms or diseases D D
fEE - B FENR - RWISAE RE - BUEESEMAERNEMR SR

(xii) Other symptoms, diseases or conditions D D
HMAEMR - RN

6 Have you ever suffered from or had sign of any conditions or symptoms or diseases that has not been mentioned above or have you D D

received medical treatment requiring more than one day of hospitalization or require ongoing treatments, therapy or medication? If
“Yes", please provide details in the box below.

BRAA LGB LRAEAIRE £ LM RRERAEAARR - IERSER - REGEE BERBE - RAREXTHENRFELE 8
BEREYDRE P IR - R TEREPREFS -
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Health questionnaire (continued) BB % (&)

Yes No
= =
7 Have any of your parents, brothers or sisters been diagnosed any hereditary diseases, illness or medical condition? For example D D

cancer, diabetes, heart disease, Alzheimer's disease, Parkinson'’s disease, familial hypertension, multiple sclerosis, kidney disease,
hepatitis or any other hereditary diseases. If “Yes", please provide details in the box below.

TR E - BBEKRER Q2 N B A EMEERR - RARSUEEAR ? (R - FERR - OBE - PRI « HEAR
W RS ME - ZEMEECAE - B - FRASEMEMEFEERER - M2 SR TEOREPREFE -

g Have you ever taken any medication for a period longer than 30 days? If “Yes”, please list the name of the medication and the
dosages below. -
HRE GIRABB30ARNEY ? ME]  FR THILEYZBEREE

9 Are you currently experiencing any pain or symptoms with which you have not investigated or consulted a doctor for diagnosis? If
“Yes", please state further detail below.

HEANRBBEMAEHEREEEDHORBIIER ? IRIR ] BN TEEHREFE -

10 Do you undergo an annual check-up?
If “Yes", please specify whether it is a general check up for a specific condition and provide the name of your doctor and frequency
TESEEXFE FRRE ?
W] BETHHASSHEREBERET —RIERSE - WIREGHBEEGZTIRE -

11 (Applicable to insured person aged 18 below)
Were you born prematurely (before 37 weeks of gestation) or had any conditions or illness that resulted from birth complications,
deformities and/or experienced any developmental delays? If “Yes”, please provide details in the box below.
CERAR 18U THZRA)
CRAOFE (EEZ37B A KAEARE T ESROHEIE - B - & /SUSEER % EBEMEROEMMBERIIHRE * 1
[ FR TERERIRHEFFS -

L O O O
I I .

Other information Eftt& %}

12 Do you currently or will you require any assistance with activities of daily living or self-care such as feeding, dressing, grooming,
bathing or showering because of a medical condition or disability?
BEASEAERNERZ BREE A GREFERNSERMBZEMRE) - AIIER - EX - ik RAZOWE ?

[]

13 Do you participate or are you planning to participate in any hazardous sport or activity (e.g. mountaineering or rock-climbing, D
parachuting, skydiving or hang gliding, private aviation, motor car or motor-cycle racing, diving of any kinds, etc.) ?
BRB2MNSAB2NEACRESSORH (NBILISEE - P SR E8 U  BRALARK  THNEEELE
R ) EREE) ?

[]

14 Have you ever been refused or been subject to any special terms or additional premium for any insurance application, renewal, D D
reinstatement or claim of life insurance, medical insurance, personal accident insurance, hospital income/hospital surgical insurance,
critical illness insurance or any other insurance,? If “Yes”, please state further details.
BB GIRIRR - BR - ERHRETMASRE - BREAR - EABIMRE - ERRESXFIR SRR - BRRRKEARRE
HAB ST I ANFF AR RSB R B It i 4l ? N T2 | - R HR A5 o

If any answer(s) to questions 5 -7, 11 is “Yes"”, please give full details below.
HRES -7 2ERRBIE] FREATFS -

Nature of Full details of care, treatment or Outcome of treatment e.g.ongoing, complete recovery, Name and address
diagnosis surgery received recurrent or likely to recur of the medical attendant(s)
AR E IR 2 #E  RBESFMFE DORER  NRELE  T2RE  CERNARSER | 2B BB R

If any answer(s) to questions 8 to 10 * 12 to 14 is “Yes”, please give full details below.
EHRESE10 NEMZERRIZ]  FREUTFS -

** |f you have answered “Yes" to any of the questions above, please provide all medical documents/information for the consideration of your
application. e.g. blood tests and scans, medical records, hospital discharge documents relating to the conditions or treatment mentioned above.

IREE EREARENRE 2] - BREAA R ERRSOREIERSUT /AR E BN RS - MRBRMER - B - Bkt
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5. Payment method {13X7 %
By credit card LAf5 A #1¢ D Annual payment & F &t D Monthly payment & A &+

Credit card type & <485 D VISA D @m(_

Cardholder’s name

FRASA

Credit card number Credit card expiry date  Month A Year

by ERRARBHE DD DDDD

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.

RRAZERARERBRAERA MM /b Hd 2 SR RAEEERSDINEARECEAEIRERNSHRERAEEZSEEM 21/ IEH

ﬂz%.‘ﬁfﬁiﬁi R RARBRERIET - AT FHENRE - B RABBM/ERNMREIHB AL R ANEESRIEND /MNERA R LIEREEDER
o

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

EERREAALIFRREA - BIIAEARHFE ARKRANRRK

Signature of credit cardholder

ZAREBERAZ
ERRHRARE Day H Month A Year &

e L e

6. Declaration B

1. I/We hereby apply for 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 application 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”).

RA/BARRREFTREE+ | ERBRREFE ([F1E1]) o BA /HAFLBRIAZREREOER TREARA /BT RS RS LT

2MAR - BEEN  MASRBENEEELARA/BMZEERER - MERNBERT » ZA/KMBBEAAN /BAEEZRART2RES

PR RAR W R FE AT E KA AE R - DEFERFBZA « AA /HFBARA /RMEGREERBRBR DR ([ERF ) HRERE SRR
RERRERAMATSL

2. 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.

BTAN/BAIRE ERRERAZRAZEERDNEMBEER - AA/BMTRAEREEME-—SRNABBR BT BNARER -

3. 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.
AAN/BPBEFAEREEHE - TRREE - R RARBAL G EIRE BE -

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

RA/BMBBRARAN/BIAIBETE RIRBIARREREERLZHAER - T BRRABTEEEA /RMERTEZIRER o

5. 1/We agree that this policy will be automatically renewed according to the Terms and Conditions and Supplement (if applicable) of this policy.
BA/BEMRAE - AREFEIRIER MBI R T (EA) EBEIR -

6. 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.

BA/HMBALHER BEARERERREREABRENAERERGFMISRIZRA

7. 1/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/WWe 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.

AA/BMBEERME L EHERE EAREMN A TEANNRELTEBBZ ARSI - A /KMBPARA/BAEFEEILEBREMR
@f’\]{éﬁgé?\ﬁﬂa?&) PR A IGIE RETHERE S T 2 ARBIR - BEETRNRANZHEEA « Fi6 /K /2AH2EE%  URENEE
REN RN HE] -

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

ULIRER AR EARER  HRRRERYGZRBR T AN -
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7. Notice to customers relating to the Personal Data (Privacy) Ordinance (“Ordinance”)
AEMEAEE (FABR) 1561 ([ FAPSIRHI ) B9F FE X

The personal information of customers (include policyholders, insured persons, beneficiaries, premium payors, trustees, policy assignees and claimants)
collected or held by Zurich Insurance Company Ltd (“Company”) may be used by the Company 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).

HEAERURBARLR ([RQH ) WEXHENTR (BEREFEA - ZRA - ZH5A - RENRA - GRA  REXZFARZREA)BEAER -5
AHARRERIERNEFRERBMSANA R (BRARRHEERRERAMBEHNET FRARS) -

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 E E
or insurance intermediaries for enquires. .
RN E) 2 FBEERFE N www.zurich.com.hk/pics 3 FTEB 7 1 QRIGARBR] - &5 AT 3E 2968 2288 ERHK M E F R+ O
BEXFEARBINAZH -

Consent for marketing-related purposes - Voluntary: E
RHSHEEMEERARZEE - B :
Certain personal information of policyholders and insured persons collected or held by the Company, in particular, names, contact information, age,
gender, identity document reference, marital status, 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 conduct
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.
BAR A ESFHFFHRE %ﬁ/\&xﬁv\m%% I/\,éfﬂ %%l EZ&% Eﬁ%%%ié*ﬂr E R SOFBRAXEER  ERARR C REER R
BER  REBRLHEE  REZ A E Bk - ATt TfiFHT’FF%,..ﬁ@W% R K /RN AR RSB
?@E%EW&EFZE@%E&HW}%{ F?ﬁﬁ”}%l&&/%%mﬁi?uu&ﬁﬁk &/TEWW%’V’E KB Z AERAMRTS - SRS HEE R ETTEE M S
=V ©
The Company may provide 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 the following parties,
within or outside of Hong Kong, for the above marketing-related purposes:

(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 marketing service providers and insurance intermediaries.
E‘%Eﬁ%ﬁﬁk&iﬁk%@ EE%  ARARHABR DT SEEEBEAR - MU TREBRANSEIMIATREERLENER  Fhlft4 -
BEARERL - Fie - Rl REFAEARZRANREENSE
) BEHRREEKE AT
) UKD A HES TS S| BRI M R B H M IRTT / © RIS - re RS
(3) BE=HMHHERGHERRRBERNA -
I/We understand that I/we can withdraw any consent provided for marketing-related purposes anytime by notice to the Company.
AA/BFPOATRERBAN BRARREEMTISHEEERAEMGE T 2RAE -

D I/We wish to opt out of the above marketing-related purposes.
AN/ BPIGERRE 5] 2 TS HEMRRERS -

Day H Month A Year £

Policy effective date Date D D D D D D D D
REAEH H &R

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

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 enrolliment form, including without limitation, the above declaration and the notice to customers relating to the Personal Data (Privacy)
Ordinance.

BN/ BIPRERBERAN / BIIRUIERRERRHRZ IEERREEERER - A /BMERIBRBARRERBAZASD - SIFETRR L7
ZERARGRIEAAER FLE) EPINEFEA -

Cancellation Rights and Refund of Premium(s) BEUHREEZ K HERE

| 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.
AAHBRAGRUERBAERIERERNEFEEARE (HBRTHEERE  NER) RREBE  ERAALAREZELN  UBRRHR
HRBERLE (i HEEBEREHK18HBERFTL25-26 ) MU TKRBRAEERIZELN  REXNFEFAREANRRERBAE) 2
FAARBANRKE  BHW21K > UBREERE -

Signature of applicant
BIRAZE Day H Month A Year %

e LI ILE L]

Zurich Insurance Company Ltd (@ company incorporated in Switzerland with limited liability)

®
25-26/F, One Island East, 18 Westlands Road, Island East, Hong Kong Z U Rl C H
ERERIRBER AR (R LMk 2 BRAR])
BELEREFKISTFTBSHRFL25-2612 4= %0
Telephone % : +852 2903 9391  Fax & H : +852 2968 0639  Website #8141t : www.zurich.com.hk g% 22 ﬁ



