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ZURICH
fx 5e it

Voluntary Health Insurance Scheme el
Certified Plans enrollment form ke
B EREFT 2 o] EmRATRIE BRARE

Clear form

Enquiry no. B8RS © +852 2903 9391 Fax fHE : +852 2968 0639
Please tick the appropriate box and * delete where inappropriate. 78 v/ @A S B KR SEMERERE -

Please use blue or black ink and write clearly in CAPITAL letters. Please complete the form in English. All fields are mandatory.
FHREEHRBRFE  AEXABBSWERER - FTAIRELRELR -

1. Applicant information 2R A&

[ Mg [ IMrs. &KX [ |Ms. &£ Lastname First name &

Chinese name X2 Date of birth HEH A

L)

Mobile phone no. 7 &) E A 55

HKID card no. /Passport no. B SR E5REE / RIS

1HV-BRO-EF-01-2021

Correspondence address  Flat/Room* Floor Block Building

BRI = / B 8 R RE
Estate name/No. & name of street/Lot no.* District HK/KLN/NT*
B3eatE / HE KPR /iR & ECTIN: VA ks

Usual place of residence

D Hong Kong
BE EEu ;

&

Marital status IS #k5%

Other, please specify:
Hith - Bk

Nationality &

Email address EE & It

Industry 1725

Occupation and Position B8 2 K B (i1

2. Application details 1% {Rz¥1E

Insured person ZERA 1
Same as applicant

IR ARG

Insured person Z{RA 2

Insured person Z{RA 3

Insured person ZRA 4

Insured person’s information Z{RF AZE R

Last name &

First name 4

Chinese name X4

Gender 5l

D Male 8 D Female %

D Male D Female %

D Male 8 D Female %

D Male 8 D Female %
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2. Application details (continued) 2 {R&E1E (

Insured person ZERA 1

&)

Insured person Z{RA 2

Insured person Z{RA 3

Insured person ZRA 4

HKID card no./Passport no./
Birth certificate no.
BRGMEINS/ ERIRIE/
AT SRS

Date of birth
HABHE

EREEEEEN

RN EEEN

EREEEEEN

ERNENEEN

Relationship with applicant
B IR AR R

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

SRARBREFEARA BB 7L RBAEBHKE -

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

Usual place of residence
BEEE

Industry 172

Occupation and position

2 R et

Choice of plan FtEIEE

(A) HealthSure Voluntary
Health Insurance Plan
TEETE BREE
IREETE]

D Standard plant®#£51#]

D Standard plant® 51|

D Standard plani®#E&t#|

D Standard plant®#£51#]

(B) HealthFlexi Voluntary
Health Insurance Plan
rEEmE BEBE
tRIZETEl

D Essential #5728
Essential with SMM
T 2 BT B N0 B8 AR AR P
D Advanced $3

Advanced with SMM

RSB I N ES AR AR P

D Essential #5%
Essential with SMM
TEEE TS M B R IREE

D Advanced %52

Advanced with SMM
i EEB RS B N ES B (R P2

D Essential #5%5
Essential with SMM
TS E TSI B IRE
D Advanced $j#E
Advanced with SMM

FREINE I INEZRRIE

W= spe

D Essential #5%
Essential with SMM
T 2 PR B N B8 R AR P
D Advanced 458

Advanced with SMM

BRI INE & RIS

(C) HealthFlexi Plus
Voluntary Health
TREEE+ BEERE
AEEE]

Deductible (HKD) BN & (7&7T)

D 0

D 60,000
| ] 90,000
| 1150,000

D 0

D 60,000
| ] 90,000
| ] 150,000

D 0

D 60,000
| |90,000
| |150,000

D 0

D 60,000
| ] 90,000
| 1150,000

Territorial scope of cover I 15 6 &l

Asia T2
Worldwide excluding US
RIKBABEER

[]

\SEREED|
Worldwide excluding US
RIKBABIEER

[]

Asia G2
Worldwide excluding US
RIKEBABIEER

[]

Asia T2
Worldwide excluding US
RIKBABEER

[]

Premium payment {R &3z {1

Payment frequency

HNRER

D Annual F#]
|| Monthly B#

D Annual F#]
|| Monthly B

D Annual F#]
| | Monthly B

D Annual F#]
|| Monthly B#

Premium payable (HKD)
(excluding levy collected by
the Insurance Authority)
BHRE (B7T) (FEERE
(EERBERNFRERE)

Remarks %=t

e Separate policy will be issued for each insured person. SR AE & B E— 7 HIIREE -
e SMM: supplementary major medical B /)1 &8 {RF=
e VHIS Certification Number B8 {R70) 2 47 5%

HealthSure Voluntary Health Insurance Plan " £83£<7:& | EIRERE B {RMETE| S00024-01-000-02

HealthFlexi Plus Voluntary Health Insurance Plan " £iE®E+ , HREBRBEREE]

HealthFlexi Voluntary Health Insurance Plan " &EiE#EE | HREBEREE

Asia, Deductible HKD 0 ZEfil - B % 0 /87T

Essential 53

Essential with supplementary major medical ## %2 75 [ /il 88 & (R &

Advanced 5%

Advanced with supplementary major medical 4332 Bfi 75 Bfi /11 B8 5% 17 f

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

Asia, Deductible HKD 60,000 23| - B1JZ 60,000 #& 7T
Asia, Deductible HKD 90,000 2| - B1J# 90,000 #& 7T
Asia, Deductible HKD 150,000 G231 - B2 150,000 #70
Worldwide excluding the United States, Deductible HKD 0

RIVEABUEERE - BNEO BT

Worldwide excluding the United States, Deductible HKD 60,000

RIKEABIEERE - B1#60,000 BT

Worldwide excluding the United States, Deductible HKD 90,000

RIKEBAEIEERE - 90,000 BT

Worldwide excluding the United States, Deductible HKD 150,000

RIBAEUESEE - 150,000 7T

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 B& %

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). E— IR ANEIERE —HEERS - IZN—USRABEIEE - FEIILEBERS W ASMUEEING
SRAER -

Insured person name ZARAH

Yes & No &
1. Please provide your height and weight measurements. BTN ES NIEEER -
Height &5 : m oK Weight 38 : kg AfT
2. Have you gained or lost weight of 5kg or more in the last five years? If “Yes”, please state further details below. D D
BERERN BEASEMI D ThAATHU LWERE?N "E, - AR FERE PRS-
Your living habits f&Y4E LS

3. Do you smoke or drink alcohol? If “Yes”, please state details. D D
REEARENBEBNNAEBRM? U "2,  BREFE-
Type of tobacco EEHHA : pieces per day 2 / &H - for yearstF
Type of drink BRm@iE%E : Weekly consumption SHEE = ml EFt

Your medical conditions fREVES KT
4. Have you ever suffered from, had any signs, symptoms or received treatment including doctor consultation for any of the

following conditions? If “Yes"”, please give full details below.

RMEEZR - BEOIMRER UL T RRE / ERER KL EZAE N "2, SR FERE PRS-

(@  The head and/or brain related symptoms or diseases, for example cerebrovascular disease, psychological or D D
mental disorder, 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.
BER / SRS EBARBAMEAR T B - (A MBS » O IRSIB 258 - B RS (TR RRE  NEIEEE SR M  BEINEE
FEmE (UNFEE B R R PR RSOSSN EENER) S

(b) Impairment of the eyes, ears, nose, nasal septum, turbinate, sinus conditions or other related symptoms D D
or diseases, for example cataracts, ear infections, tonsillitis, etc.
R-B -8 BfF- SPf28ERFEMBRENERIER - (1ONE EERR - RkERXS

(©  The endocrine system related symptoms or diseases, for example diabetes, thyroid disorder, etc.
A2 R ARARRARYIEAR S0 - SNHE PR  FPARRREIRESE - (N Ry - PRI RIS

(d)  Breast or genitourinary organs related symptoms or diseases, for example any disease of the kidneys, bladder, D
reproductive organs disorder, etc.
FLETGHRETERERRERSER - WEOE B LEFEERS

(e)  Sexually transmitted diseases, HIV infection, AIDS, AIDS related complex Venereal disease, AIDS related D D
conditions, any blood test for HIV virus or any other related diseases
MR- BiERSHE BiR - EBERARNERMTR EERRAMNIR D2 EERRE MR St tE
FAEmR

(f)  Pregnancy complications, for example gestational hypertension, gestational diabetes, ectopic pregnancy, pre- D D
eclampsia and eclampsia, IVF, fertility treatment, etc.
YRURAFEIE - (NIEIRS MER - EIRIEIR - =902 R FRHAR B BN IZR - SEFRES

(99 The heart and/or blood related symptoms, disorder or diseases, for example cardiovascular and/or circulatory D D
disorders, high blood pressure, palpitations, murmurs, diabetes, chest pain, any disorder of the heart or arteries,
stroke, varicose veins, rheumatic fever, anemia, hemophilia, etc.
IO / 55 S AHBA R RERR S B2 9 - WO\ MESL / RIER A M - & MR~ OvE ~ & B AR -~ B ~ O Wi Sl B A=
9%~ PR AEAKERSR - BB - B MARSE

(h)  Skin and/or Musculoskeletal conditions, related symptoms or diseases, for example muscular or bone D D
disorder, spinal condition, arthritis, gout or fractures requiring surgical implants, muscle or ligament tears, carpal

[]
L] [

Tunnel syndrome, etc.
RER /SNABBERIER (N ASKEES  FEMRE Bk BE - AR EZNREAY - YA EH#
H BMERSES
(i) Lung and/or respiratory symptoms, conditions or diseases, for example chest discomfort, chest pain, chest D D
stuffiness, shortness of breath, asthma, tuberculosis, chronic bronchitis , sleep apnea, etc.
Fifi K% / S5 I UR R AR 3% B 975 - 0P BR A58 - BDRs ~ BORS ~ Rl ~ D - B AE i B REXR  EIRERES
() Gastro-intestinal and hepatobiliary system, its conditions, and any symptoms or diseases, for example the D D
gastro-intestinal tract, 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.
BIERITIRAAREFANERIER 1S58 515 I SRR LSS - B+ 168 H Ut R IR0 E
5 BB LRMEES
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10.

11.

12.

13.

14.

15.

If any answer(s) to questions 4 to 7 is “Yes", please give full details below and provide all medical documents/information for the consideration of your

Health questionnaire (continued) &% (&)

(k)  Tumor, cyst, lump, abnormal growth, cancer, malignant tumor or other related symptoms or diseases
IEfE - g - IER - REIEE EE - SUEENEM AR ERSER
(1) Other symptoms, diseases or conditions
HMAEAR « BEIR AR T

Have you ever suffered from or had sign of any conditions or symptoms or diseases that has not been mentioned above or
have you received medical treatment requiring more than one day of hospitalization or require ongoing treatments, therapy
or medication? If “Yes"”, please give full details below.

MEEALGR FNATMMEE L EHRERNEDARRD  FERSER B CEEBERBB — RN EZT TRFENRER
BOARNEYRE YT Z2 . AN MTARBPRMAFE-

Have any of your parents, brothers or sisters been diagnosed any hereditary diseases, illness or medical condition? For
example 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 give full details below.

THRE DR BREESW2ENE BB EEEMERS - TR RN 7 YERAE - 18R - /O\BES  FIR S8 BAECAE - 1A
0 RGNS MR - 3RS (BAE - B - I KSR EMEES TR - N2, - BN N AR PREFE-

(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 give full details below.

CGEARIBEMUTHRREAN) BEERE (HRPEI7TB A AT MRALAESREM G 3 - B R/ K ET OB ERM
BRNEOERIER N2, AR TAREPRHEFE-

Are you currently experiencing any pain or symptoms with which you have not investigated or consulted a doctor for
diagnosis including a new or unexplained continuous cough, a high temperature or fever, breathing difficulties or any other
symptoms of coronavirus/COVID-19? If “Yes”, please state further details below.

"\EEUZEEﬁEﬂ%WuHE_ZZ«‘%’ DER RS - R R BRI - S50 - IR A # S EM 20198 I m s A= mmE 2 1 '

AN NEREPREFE-

Wlthln the last 30 days have you been undergoing self-isolation or been advised to self-isolate for any reason? If “Yes”,
please state further details below.

BE-TRABEZEWSEKRIETERRRM ? "2, - FARMAREPREFE-

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? If “Yes”, please state further details below.

Eﬁuy,u\ﬂ?E%E’JH—JXZEI%*IF/%E@JIE H BN ZE MR E T 17HE) - BIMER B4 5% ORASUHE Y 4l
E . BN NEREPIRMEES -

Do you participate or are you planning to participate in any hazardous sport or activity (e.g. mountaineering or rock-
climbing, parachuting, skydiving or hang gliding, private aviation, motor car or motor-cycle racing, diving of any kinds, etc.)?
If “Yes”, please state further details below.

REESMIETRSMNEOERS iﬁj@ﬁ@j (WE SRS P2 =P BRIV - BT AR R8st
B FOUEENEKS)? T2, AR TERBPIREFE-

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 below.

RECERIFEESERE U2,  FEMNERAZEHEREBERET —RERE  WIRHANEESZMRE -

Have you ever taken any medication for a period longer than 30 days? If “Yes”, please list the name of the medication and
the dosage below.

MEEERABBEI0RNEY? "2, SR TEILEYZERHE

Have you ever been refused or been subject to any special terms or additional premium for any insurance application,
renewal, 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 below.
RMEEERER BR EUARETOASRE BERR - BAARIMRR - FRIRESFMNIR SRR - BERBRSEMIRR
FF Bl B NS AR RIS IR B Atk M ? 1N T2, - AR T ERE PR USRS
Are you having any policy or making any claim for 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 state
further details below including the policy number, benefits type, the sum insured, name of the insurer and claims details.
IR 2 E A ET USRI RRAERAS S MR ATIFER ZEARI - BAER  FRIRTNBEERENRE? N
2. BN MNEERRPRARERE . RERE R R AT 2 EIEREFHE -

Yes &

]

[]

application. e.g. blood tests and scans, medical records, hospital discharge documents relating to the conditions or treatment mentioned above.

EURBARI7ERR "2, AREMTFHBRFIA B Ei R SraBE AR s E R ERARNEFE - MR EANRR  BELE  BRXtE-
Nature of diagnosis =5 4 &

O Oo0g

Full details of care, treatment or surgery received FTi%5 7 38 « A% Tt 2 5515
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3. Health questionnaire (continued) B&ER% (&)

Outcome of treatment e.g. ongoing, complete recovery, recurrent or likely to recur JAE4ER - B AE - T2 HE  DERABHIZER

Name and address of the medical attendant(s) E72 &4 258 K it it

If any answer(s) to questions 2, 8 to 15 is “Yes"”, please give full details below.
FBEE2, 8E15VEER "2, - BIREMTEE -

4. Payment method {75 %
By credit card BUS AR

[ ] Annual payment &E81 [ ] Monthly payment &3 i Credit card type 1S F4E7 [ ] V’SA [ ] @mﬁ
Cardholder’s name

BFRAGE

Credit card no. Credit card expiry date B &

B e I N R 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.

B RALEEHRURBRARATNM / th L 7 ERRUEEERES XN EARECROIETRERNZIPRERDERZESERMS M /
ERARLIRES B RABAEZHEE - B 7 HEWRE - T RABRBM / tmARREZER BB 0N EEEREAN M / trER < E1F
REEBEIR A -

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

EERRFAALIFRERA - FHIBREAREEARRRANBEG

Signature of credit cardholder

ERERFARE

ot [T I

5. Declaration ZHH

1. 1/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 enroliment 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/iwe 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”).
KRN/ HAIRBIREPE TEETE BERBRRES D) TEERE BERBEREE /) "EERE+, BERBERESR ( "FEL ) oK
A/ BB IEBRAERERFRENERNDRBAA / HAERARFFEAEE RS2 MER - BESEN  FIECKRENGEERESKBARA / HAZEEE
R - EEANERT - AA/ RABEAAN / HACESRARTEREZZNRFERBUKEBEMERVEOTEAEZR - DUEIERHEZH - K
AN/ EMBPEARA / RMOEHRERRARLS ( "E25 . ) WRBRESOFGRIERREFS RERME] 1L -

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.

AN/ FMERE BERTDARAZRAZELERNAMKREEN - AA / HATEEREETE -SRI AR 2 ENL B PARER -

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.

AN/ HMPERBERESRE - AERSIRE - BRRAARELULE ZIRER%E -

4. I/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.

KN/ HMPEEAN / BPIDAETHELIRHIRERBERZMBER - &R BERTRHAEZERA / RMERNAZ ZREPSHE -
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5. Declaration (continued) ZHf (4&)

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

AN/ HMEE - AREFSSRIFRRAR RS (1ER ) BFER

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.

AN/ HMPLLER SATEREBRREFAEARRENMAREBERLTRNISE ZIZRA -

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/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.

AN/ HREAQENFELRFCE SRTEN - N TSAMNREBUAGSESHZARBIE - XA/ RMABBEEA / RFEFERBRERED
BRER (IAKER ) IRENIEHRIEEES A RBHE - SFEEARRBUNZHEEA - Filt / BE / T HBIBEER - LR
SEBRRENEERRAS -

8. I/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.

KA/ BOFIEEHRERBRERDETHEBEAAN / RMEABRNATERBIXZHERNT BATHIENEA -

9. I/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. I/We
further understand that the above consent is necessary for the Company to proceed with the application.

AN/ RMPES - BAKREE - SRTIEUAAN/ RABERESESZENRE  RABAWHAN (@FERE ) 08 ELHAERENERE
RSN AT - AN/ RPTEE SRINERNERFEAER - AULUEEERRBS -

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

ILRRPFAT BERTER  EMRERERWZRERTBEEN -

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

BEABARR (TR ) &6 ( "RAREGL ) WEREA

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 faiI to provide the required information).
EEﬁx%ﬂﬂﬁl‘ BRAT ( "ART, ) AFREFIFBENES (BAFEREFBA - 2RA - Za A RENFAA - G58A - REZZARREAN) EA
Bt EPNEET QS HRERBRPURMNFEEE FHBGMIRESEENEN (ANHE=-FRINREEREE ) - HoHARER /
HpTEEE ( "#HBEERBER ) ) ANWQSEREROEFRUREMUOENAR ( SARASTREEZAREREMBERNNEPRHRT ) -

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. AAE) Z FhFRBUERFFH HSwww.zurich.com.hk/picsE; I ZE B IR QRIS MR - HINTI 21 E2968 22881 F PR E - AR #%5 o /OB
BXERRER T AEM -

Consent for marketing purposes - Voluntary: E
MISHEERRZER - BEY :
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.
HANTWENHENREFAEARZRANRELEAER ( APPSR ERATH %%?%L&EPLX&E‘MI%‘A EPMEGRIESESFNER ) -
%%ngﬁi% s E R - Eﬁz Al - %@JE%EHX@E B IERARR - BBE R - ADBRTEE - KEBANTEH - REER - REENRBBELHE
BEARZRABE g I HANSERERHRERBRER K / SNER QSRS ER S IBRGSE ML 7 B
%mﬂﬂﬁi‘“f W?ﬁﬂ’]f?ﬁiﬂ& / T%wﬂﬁuu&ﬁﬁi‘x : 75_2 / SNEMEESERHE ARERE - REMSHESNRETERMSHETY - (fNEE R
WEER - SEmEEBEETEIURBRRBIER  OALTBESEBHASEREBHRUNVBHENER - DRESK / S3FEF BEEsEL
BR) - AL IAATARNESFANMAEPEAERN - RATBEUREPWEINEHETR ( fINEESRRAREIER - SRS
REEK) -
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6. Notice to customers relating to the Personal Data (Privacy) Ordinance (“Ordinance”) (continued)

BRAEAER (TAFR) RG] ( "FAPRIRG) . ) WEFBEM (1)

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;
)
1

thlrd party marketlng service prowders and insurance intermediaries.
(2 8 PSR A= 2=

& : g AR HIBMATALAER / AHARSDNTISRERE - I NREBRASIRNIATRHERE LA
éﬂ( Wﬁ%%&ﬁ%%rﬁﬁ@ﬁ) SRR A - BSER . Tl - MR REFAARZRANREERNS - DHEGH
) & %’@ 1?IKER;KIEJZEI NS
2) ,LEK’ATQE?—;%%“%\EE%T%@ZEW;&EFB’JEI@%E% / RIS - BESEEAS
3) BE=HEE - BHEE A1‘Eu‘:u'H2WE§*T¥UTEﬁ%
4) E=FHTSHEEREBRFHESRRRPN
I/We understand that I/iwe can withdraw any consent provided for marketing purposes anytime by notice to the Company.

KA/ BPREIBEEEN SATMREROMHSEERERETZEE -

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

AN/ BHAARR BERATERIEHE=FRHEA / HMANEABERE LIHEHERR -

H A F
Policy effective date Date DD DD DDDD
REANA HER

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

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.

KA/ BEERDBAEA / HORBRERERERREZAEENAREEERER - AN / RMERIEEARREBANZAERD - BFEEARR £
NZERRARREAER (A ) EANEFRA -

Cancellation Rights and Refund of Premium(s) BUH{RE#Z R FIERE

| 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.

KARBFRABRUEREMNEZRICHFRERNOAACSHFRE (FMSEERR - MER ) REERHE ;| ERFADARZZEN - TR
HRUFRBARAT (il . FEBEESREBB18SBERDIN25-2612 ) RIUTIFRAEEWEIZEMN - RERXMNEARFANRRES GEA
B) BFRATKRANNRE - E5021K - LIREELE -

Signature of applicant
RERAZEE

e DL ]

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
BHRURRARAS (Rt 2 BRAS)
BB EEREFRI8HEBERPI25-2618 %5 50
Telephone E5E : +852 2903 9391 Fax & :+852 2968 0639  Website #4811l : www.zurich.com.hk -7 13 ﬁ
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