HLA-BRO-EF-04-2021

Zurich HealthMultiple Medical
Insurance Plan enrollment form

EE22HT Fo4E \ £ B EEE SERE{R e 7 =T Z| BENES
Broker no.
}Q 1% % *I:I HESYN 1

ZURICH
R

For internal use only

Broker name

REAER L

Enquiry no. E59%5% : +852 2903 9391 Fax HHE : +852 2968 0639

Please v/ the appropriate box and * delete where inappropriate. 55 v/ #7515 R I *SE M= R AE - Clear form

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

EHECNEBRTE  AEXABBEWNESER - FARXEEEE - All fields are mandatory. FRAIEB WEIER -

1. Applicant's information Z{R AER

[ IMrees [ s &k [ Msz+

Last name First name Chinese name

63 # P

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

s o 5 I O R R R e | A

Correspondence address Flat/Room* Floor Block Building

PR Nabils = / BAr* 18 K& RE
Estate name/No. & name of street/Lot no.* District HK/KLN/NT*
EEMN / R KPRE / e & BE/NBE/HR

Email address

Bt

Mobile phone no.

TENEBRR SRS

Marital status

SRR

Occupation and position

s R

2. Insured person’s information Z{RAER

Insured person SR A1

Insured person SR A2

Insured person S {® A3

Insured person SR A4

Last name %

First name %4

Gender 45l [ ] Male B [ ] Female %

[ ] Male B [ ] Female %

[ ] Male 8 [ ] Female %

[ ] Male B [ ] Female %

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

FEBS MR / EIRIRNE /
AR SR AT
Date of birth (dd/mm/yy) D M Y D M Y D M Y D M Y
CAERSB (H/ B/ %) H B F H H F = = F = = F
Relationship/vvith applicant’! [ ] Spouse/Domestic partner
SRR AR L self A R/ FEE (] chid 7% (] chid 7%
[ child 7% [ ] child 7%
Usual country of residence
BEELU
Occupation and position
B 2E R i

1

unmarried child(ren) below 18 years old.

ZRAVABRERASEREMLES - REXESFREANELS - BEHFERI8EM NRMERKRENFX -

Insured person(s) must be the applicant or his/her family member(s). Family members include the applicant’s spouse, domestic partner, dependent and
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3. Choice of cover and plan level {RIZIEB K&t 214K 5

Core benefits EX{RIE

Insured person
2R

Insured person
ZIRA2

Insured person
ZIRA3

Insured person
ZRA4

Plan level of core benefits —
Sections 1-3
HEARBERETEIR AR —
F1EEE3EH

[ ] Deluxe B
[ ] Advanced ¥4
[ ] Essential #5222

[ ] Deluxe &
[ ] Advanced 4%
[ ] Essential #5%

[ ] Deluxe &8
[ ] Advanced 4
[ ] Essential #5322

[ ] Deluxe &
|| Advanced #4%
[ ] Essential #5122

Optional benefits BERME

Section 4a — Supplementary [ ] Section 4a [ Section 4a Section 4a [ ] Section 4a

major medical cover? B4ath Bath S4afh B4ath

$F4ath — M NNES B AR b2

Section 4b — Voluntary [ ] 30,000 [ ] 30,000 [ ] 30,000 [ ] 30,000

deductible? (HKD) (25% discount #7140 ) ( 25% discount #7#0 ) ( 25% discount #r#0 ) ( 25% discount #7300 )

SAbEl — B E A%’ [ ] 50,000° [ ] 50,000° [ ] 50,0002 [ ] 50,000°

(#B7T) ( 35% discount #7140 ) ( 35% discount #7140 ) ( 35% discount #7140 ) ( 35% discount #7140 )
80,000* 80,000* 80,000* 80,000*

(45% discount #7140 )

(45% discount #7140 )

( 45% discount #7140 )

( 45% discount #7140 )

2 The plan level selected must be the same as the one in respect of the core benefits. FT#E1E 7 5t 4R Al B A E ARSI T EIAR BIMER) -
3 ltis only applicable to Advanced Plan or Deluxe Plan. RN SRt 2 S S5 -

4 Itis only applicable to Deluxe Plan. REANREEETE -

Plan level of Section 5 —
Hospital cash®

E58 — FRIRES 253
Sl

[ ] Deluxe =5
[ ] Advanced ¥4
[ ] Essential #5322

[ ] Deluxe B&
[ ] Advanced 454}
[ ] Essential #5%

[ ] Deluxe &8
[ ] Advanced %4
[ ] Essential #53%

[ ] Deluxe =&
[ ] Advanced ¥4
[ ] Essential #5222

Plan level of Section 6 —
Critical lliness cover®

F68 — BERE ZFHE]
Eull

[ ] Deluxe &
[ ] Advanced ##k
[ ] Essential #5322

[ ] Deluxe @&
[ ] Advanced & #
[ ] Essential #53%

[ ] Deluxe &8
[ ] Advanced 4
[ ] Essential #532

[ ] Deluxe &
D Advanced &k
[ ] Essential #5322

Plan level of HealthMultiple
Outpatient Medical Plan®
RSN ) IR BEERES
ZETEIAR A

[ ] Platinum it
[ ] Enhanced B

[ ] standard f=%

[ ] Platinum &4
[ ] Enhanced &4

[ ] standard 1%

[ ] Platinum ik
[ ] Enhanced &
[ ] standard %

[ ] Platinum it
[ ] Enhanced &
[ ] standard 12

> The plan level selected can be different from the one in respect of the core benefits. P& > 51 2 4R Al 0] BAEARIREER & AR BIAE -

4. Premium payment {R& 37 {1

Insured person

ZRA1

Insured person

ZRA2

Insured person

ZRA3

Insured person

2RAN4

Annual &4 / Monthly &5

Annual & / Monthly &8

Annual EF / Monthly &5

Annual &4 / Monthly &5

Core benefits premium (HKD)
BEARRBERE (BIT)

Optional benefits premium
(HKD) (if applicable)

Ml ERIERE (7B7T )
(4038 R )

Deductible discount (if applicable)

BEEIT (WEA )

Family discount® (if applicable)
KEAMEITHC (U@ )

Total premium payable (HKD)
FEMRERER (B7T)

Total premium payable = [Core benefits premium x (100% - Deductible discount (if applicable)) + Optional benefits premium (if applicable)] x (100% -

Family discount (if applicable))

BN RERBRE = [EXRERE x (100% - BEEITN (NEA ) ) +MMNERERE (N8R ) 1x (1 - REASHA (WER) )

6

EZR—BREARRIE R - SRZERATZ5%XEXEITH -

Family discount of 5% will be applicable to each insured person if more than one insured person enroll in the plan.
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5. Health questionnaire B&E/R#%

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-IRRALRES— 153 SREE - SN —URRAPBUEE - FENBEREEL /BRI ERANES -
HRBERNAEBEERL - ARUERERARNERRS - LkEE - ?m?%&/EJquE’JEaJZK HMHAEREEROCEERRESHE

Name of insured person SR A5

Yes No

1 Please enter your height and weight measurements.
wieft EBTEsSEEEEN -
Height B : m>K  Weight 8 : kg AFT

2 Have you ever been admitted into hospital or sanitorium, or undergone or been recommended to undergo surgery (other than D D
that associated with a full term pregnancy)?

B NEEBAEEREE BRI ARBRERZFN (BRERR2ERENERN) 7

3 Have you ever been or are you currently taking any medication prescribed for more than 14 days or drugs which are not D D
prescribed by a medical practitioner?

BNEEE / LERMEUBEEEESBB 14K ZEY S EMIIFREE RS REEY) ?

4 Have any of your natural parents, brothers or sisters suffered from heart disease, stroke, hypertension, diabetes, kidney disease, D D
mental disorder, hepatitis (or is a hepatitis carrier), cancer or any hereditary disease? (If yes, please state the details including the
onset date and treatment details.)
BTRERXSF O HEREELRE CEMOMRE - P - SME - BRE - B% - BREE - X (IMLFTEE) &
FEHEER? (& "2, - ARUFFOEERERERAEFE <)

5 Other than medical test(s) required by an employer or insurer, have you ever been recommended by a medical practitioner any D D
medical test, in the past five years?

Ry EISRBRASEEZERRSEN  BEINEEREREZLFTARBLEEZETEURRRE ?

6 Have you ever suffered from or been treated or do you foresee to consult with a medical practitioner for any of the following
disorders or diseases7

BTEEERL  HR2ERAIREHMUNEEN TR KZ ?

(i) The muscular skeletal system (e.g. muscular or bone disorder, spinal problem, arthritis, gout) or other related symptoms/
diseases?

BEERIARA (MNYLANSEEAE - BHERE - &L BE ) KRB ENERSER ?

[]
[]

(i) The respiratory system (e.g. tuberculosis, asthma, chronic bronchitis) or other related symptoms/diseases?

IR St (NS - G - BUSRER ) StEMA N EHRSER ?

(i) The endocrine system (e.g. diabetes, thyroid disorder) or other related symptoms/diseases?

WD W E (UHERRRS ~ BARIRMEE ) SUEAMN BRI EURE 2% 2

=

(iv) The gastro-intestinal tract (e.g. any kind of hepatitis or liver disease, gastric or duodenal ulcer or ulcer of any kind,

haemorrhoids hernia, gall bladder, bowel) or other related symptoms/diseases?
IBEEE (MEEFRETR - B+ _EBES - HEE  FE Uk - BT - 15 ) NEMAREIRSER ?
(v) Breast or genitor-urinary organs (e.g. any disease of the kidneys or bladder) or other related symptoms/diseases?

HEWIREERES (NETBEMNER ) NE BRI EARIESR ?

The heart, cardiovascular or circulatory system (e.g. chest pain, any disorder of the heart or arteries, murmur, raised blood
pressure, stroke, varicose veins, rheumatic fever) or blood (e.g. anaemia, haemophilia) or other related symptoms/diseases?
OB~ OIE ~ BERZAS (WO - DBESEIKEE « OIRE - BIE - & - FFREE - FRR ) Sk (NE
m -~ MA&%% ) siE B RAEHREES ?
(vii) The nervous system, mental disorder, psychiatric problem or brain function disorder (e.g. dizziness, epilepsy, paralysis,
anxiety) or other related symptoms/diseases?
R TBERE - ISR (S - B - B R ) NEMBBENEIREUER °
(viii)Impairment of the eyes/ears/nose (e.g. cataracts, ear infections, tonsillitis) or other related symptoms/diseases?

iR~ H - BpEEG (WBAE - HERD - BHEX ) SEMARNEHIEZER ?

I I R B e N B
I I R B e N B

=

(vi

(ix) Tumor, cyst, lump, growth, cancer or malignant tumor or other related symptoms/diseases?

MEE - EIE - BN B B BUMEESEMARAEINSER ?

(x) Venereal disease, AIDS, AIDS related conditions, any blood test for HIV virus?

s~ BiR - BERARNER - NEEFENRRE MR ?

O o 0
O o 0

If the answer is yes to any of these questions please provide medical report.
MEEEZERES T2, - BARHEERS -
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. Health questionnaire (continued) B&E/R% (&)

Are there any health or physical conditions in the last five years not mentioned above which may affect your well being?
BATRAENFREEEATOMU ERXRENBRENSERNEE B THHEE?

Yes

[] mZ

Are you having any policy of 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 the policy
number, benefits type, the sum insured and the company name of the insurer.

B TIREEEHEANETEOUHRERRARASHEMRBRASFERZEAZI - FABE  FRRTABERENR
BrE T2,  BRHUFRERE - RmEIRE - RERRBRASEME -

L1} L o

[]

10

"

12

Have your enrollment, renewal or reinstatement of life insurance, personal accident insurance, medical insurance, hospital
income insurance, or critical illness insurance been rejected, or subject to special terms and conditions or additional premium?
BTE2ESRER - BRAENEMAASE - BEARS - BE - IR S S5 R bR R 0 B M 14 B FEIE AR EE 1A 1%
340 7

ZAY S

If any answer(s) to Questions 2-9 is “Yes", please give full details below.

BB 2-9VEER "E, - ARHEMUTEHE -

[]

Question No.
R B4R 5
2-5,7-9 Details 515 :
6 Nature of Full details of care, treatment |Outcome of treatment e.g. ongoing, Name and address
diagnosis or surgery received complete recovery, recurrent or likely to recur |of the medical attendant(s)
ERItEE Pree= 7 #18  AES Sl JAREAR SRR TERE  BE | ITRBERME Rt
2B S AEE
Have you gained/lost weight of 10lb (4.5kg) or more in the last 12 months? If yes, please give reason and exact figure. D D

BTHREEEEEBE12BANIEMIR 105 (4547 ) U E -5 T2, - BFREREENSRD 2 EEREE -
Exact weight gained/lost* #E g/ / B/ * 2 EE - kg AT /1o E*
and reason KJREA

Do you drink alcohol? If yes, please specify type of drink (e.g. beer, wine, spirit, etc. ) and your weekly consumption.
BNEEZRAEBENm - & "2, - A RmEE (ANEE - aE8 - ZUE% ) ReaFTA=E -

Type of drink Bt miELE Weekly consumption 2F 8 HE ml ZF

Do you smoke or have you ever smoked any cigarettes? If yes, please state details.

BTRCEEHNERE - & "2, - FIASHREHSE -

Consumption IREZ( = pieces/day >z / &K for & years &

If you have ceased smoking, please state when and for what reason. #1 B TNBEEIEIRE - ErEBEMEHL -

DayH  MonthA Yeart

Date ceased 7@ H A DD DD DDDD and reason &[5 X
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6. Payment method {S1F 7554

D By check M{Z= @+ Check no. Bank name
(Only applicable to annual payment mode SZERIRHR RIT 2

RERRESEHNA)

Check made payable to “Zurich Insurance Company Ltd” 7238 A BB R RBERAS 4
If the check issuer is not the applicant, please explain the relationship between the check issuer and the applicant

EXRFHAWIRERA - FHAZREH ARG RARR &

[ ] By credit card BUER-F#I1T [ ] Annual payment & E &1 [ ] Monthly payment & B #1J
(The first three months’ premium will be debited upon the
first payment BXGBIRFHRE = EHZRE )

Credit card type f=AE4E5! L] VISA [] @mu‘

Cardholder’s name

BREAE

Credit card no. Credit card expiry date Month 3 YearfE

e S 0 1] I R A

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.

FRAZREFRBUERRAERAST UM / b B 2 ERAFUERSRESZNEHARESRERIRERNSHRERRAERZSEIRM = M / 1S
BEHIRES  FRABZEZEEL - K 7HENRE - SRAPAM / @ ERFREIFHAZHE0NEERENR Tt / WNERF LFREAD
BIRZA -

NRRARREFEARCEW18E - FEEIUAERENREFAA  TERBRERWEEBNERER - HRRUERBARATHEGERZIH
ASEMU ENRIRPWEERRE - EESTEA -

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

EEARFAALFRRA - BIBEBREEARRRANRE G

Signature of credit cardholder
BEREERAZE
DayH Month3 Year

e Lo ]

7. Declaration EHA

1. 1/We hereby apply for Zurich HealthMultiple Medical 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. 1/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/ BERGRPFHFRE "REAE BEEERREE ( TFEL ) - AA/ ROBEBRERERZBHERTIRBAA / ROMMIKEAE
REBRTEMER  BESE  MECHENGEREREAA / BAZELERER - TERNBRT - AA / RABBEEAA / RASEIREAR
TEEEZEREEBUMEBEMERWECEAER - DUEFHEBEFEZA - XA/ RABBEARA / RPAHRERBERAS ( "TEA5, )
RSB ILRRER RERMEI L -

2. |/We authorize the Company to obtain medical information from the insured person’s medical practitioner(s) and l/we agree to supply additional
information relevant to the policy of this Plan at my/our own expense.

AN/ HfIERE ERRBRARRAZEEZNBBREEN - AA / HATERREETE -SRI EBR s ERLENIRER -

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/ RMPEPRARESRE - AEREIE - R LU EIRERAE -

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

AN/ HMPEEN / BPIDETH LB RIEREREERZAAER - &R ERTRAERIEARA / HAERAZ ZREPE -

5. Subject to the Company's consent, I/we agree that this policy will be automatically renewed if the premium is paid by credit card or by direct debit
from a bank account. l/we acknowledge and agree that the Company reserves the right to refuse to renew this policy and it will not be obligated to
reveal the reasons for such refusal.

AN/ BEEE  RELEAFRARTAOEEMNRANXN AMRERFESHER - HRE BLQTIERE - AA/ HABRIREE SQTR
BEBERAREZEN  WHREABEEBERZRRA -
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7. Declaration (continued) ZHH ( & )

6. 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. 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.

AN/ EMAE - BHREE - BATSEMAN/HMABEREZHZZENRE  REEAVIR ( 9FERE ) 08 ELHARRENERER
RGOS - ROAN/RMREAERE - KRFAN/RPZSHEREAERND SRATRIDM/MEEZENBIRRE -

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/ ZABLEEHFRERBERTETHEBEEAN / RFEABRNATHREHREBOHZHERNT BRTHHENIEA -

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

ILRRERHERAT BRRER  EMRRERWBGZRERTEEY

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

BEABEAER (FBR ) %6 ( "RRIRE. ) ERE

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).
EHREFRBAERAT ( "ARATF, ) ARBESIFHENER (BREREFEA - ZRA - 225 RENHRA - G7EA - REZZBARREA ) EA
B HPNEEEASI HBERBREPURMSERE FHRGMIESELNER (MRS =FREINREERNNBE ) - HoHAASR /5%
HPpfEEE ( "#HRHURBER ., ) ANASERESOEPEERBMBENAR ( SARATREBEEARERHABEENNE PIRHKRE ) -

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. KA B Z B E S www.zurich.com.hk/picsZ O 3E BIFHQRIB AR - IR O£ E 2968 22881 {FIRIE - ARFE LM Hsk
BN EFRBP N AES -

Consent for marketing purposes — Voluntary: E
MhiBEERRZES - BREK :
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.
EAASINESFENRERFABARZRANZELEAER ( EPINEEEALTH ﬁ%%?@ﬁqju&?f FREMEPHBGRINESELENER ) -
%)‘:‘JJZEﬁi% yﬁ%ﬁs (RIS fﬁﬁz fi/“ﬂ %hﬁﬁﬂiﬁia B BT - BBE R - ADGTEE - KEEXNTEH - REEN - REERNKEELHE
N g UEHAQTERIEAFHRERRERR / NEA AT HERFERS \EF%%‘JZHW&%FZH%
ﬁﬁmﬂ‘lﬂﬁ?“f Tﬁﬁﬁ1¥ﬁ£ﬁ& / T%mﬂfuu&ﬂﬁi‘“ EZ / REMEESER 2B - REMSHEEN RETEREMBHERS - (fINEE R
WER - SERMEETEIRBRRBNER  OA LB ESERHASIEFRBBHREHNBBENER - ERES K / S3FEFE E’JE’JTEEEWZ
B - RRLRR - AR ARSNENFENMASEFEAER - AATREURE PREINEMER ( AINEESFRRAARENIETR - S2H
REBK) -

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;
@ )
A

th|rd party marketmg service providers and insurance intermediaries.

R S g AN TETE‘EHT/\iK%& / IRAATHITSFHERR - LT REBIRASURIMIA TR HEEFLEA
& ( HQ%J%%TE@WPW%@?&) BRIZYSE  BMEEN - Fie - Hhl - REFEARZRANREENS - DIHESR :

(1 ,JJ‘ELF&RE’%IEXE

) QK’AT%&T—;%?“%\EFE%‘JZH%%EHFE’]H%%E% / TRV - BENESHSE

() BE=REE - RHER  SEmESIEREREE

(4) S mSHEERREREHEER RREPTA -
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8. Notice to customers relating to the Personal Data (Privacy) Ordinance (“Ordinance”) (continued)

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

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

AN/ RPFE BB SASLBREUmHSEERERGETZEE

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

AN/ RMARE BERSEAIAE=TRHAEAN / HMVEABRIE LIS EERRR

DayH MonthA YearfE

L . Date
oo 0% L[]0 [0

REBEREMH R

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

REEBREMNHPELAHRERRERATAE -

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 Enrollment Form, including without limitation, the above Declaration and the Notice to Customers relating to the Personal Data (Privacy)
Ordinance.

KN/ HOREBERA / HORIERERBER CAEEMIRSIEERER - XA / HMAEEREERRERBAZMEL D - 8FEARR
EIZERRAREAER (TR ) REOKNEPEA -

Signature of applicant
BIRAZEE

DayH MonthA YeardF

e o]

9 The effective date of the HealthMultiple Outpatient Medical Plan must be either 1st or 15th day of the month following the date of receipt of the application by Zurich

Insurance Company Ltd (whichever is the earlier).

TEBEANE ) MPERREIZFREENAP/FRUERBRBERATDNEIPEREZZAZE -—HAFISH (LREERE) -

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 9390 Fax {5E :+852 2968 0639  Website #81lF : www.zurich.com.hk -7 13 ﬁ
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