HLP-BRO-EF-02-2021

HealthNoble Medical Insurance
Plan enrollment form

" &k SEEREET SRR

ZURICH
fx Rt

Broker name

BAEANES

Broker no.
HESYN

For internal use only

REAE 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*
EEN / R KFRE / e e E N WA ik

Email address
EEcSe bl

Mobile phone no.
BN A TR

Marital status

SEIRAR T L E S

Occupation and position

2. Insured person’s information F{RAER

Insured person SR A1 Insured person S{RA2

Insured person SR A3

Insured person Z{R A4

Last name %

First name 4

Gender M5l D Male 5 D Female & D Male 5 D Female %

[ ] Male B [ ] Female %

[ ] Male B [ ] Female %

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

Date of birth (dd/mm/yy) D
HEHAB (H/ B/ %) =

<
<
m

o
<
mo

o<
<

mo9
m<
<

Relationship with applicant
R RAR G

Occupation and position

e R

* Child(ren) must be aged 15 days to 17 years (attained age) and unmarried.
FUREENARISEEE ( BEFER ) RKRE -
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3. Choice of cover and plan level fRFEIE B K&t 2148 5!

Core Cover - Section 1 to 6. Hospital and Surgical Benefit EARIE - 55161 E 55680, (XM R FilifRIE

‘ Insured person &R A1 ‘ Insured person S {RA2 ‘ Insured person = {&rA3 ‘ Insured person =R A4

Choice of plan &t ElE#E

Plan level of Core Cover
HEAREZFH 2R

D Platinum Z &5t
D Premier{8 5T

D Essential 522512l

D Platinum Z &5t 2l
D Premierf& 5T

D Essential f52E51 2]

D Platinum Zi&j5T 3]
D Premierf& 5t 2]

D Essential #5251 2l

D Platinum Z 5512
D Premier{8 TS

D Essential #5225t 2

Room type
EE#ER

[ ] private #Az
D Semi-private *#MZEE

|| private #h%%
D Semi-private ¥ X%

|| private 5%
D Semi-private ¥ X%

| ] private Bz %
D Semi-private *MXE

Voluntary deductible (Please
choose deductible amount (USD)
Sl =Sy=

(BEERER (=)

HLE:
| ] 2500
[ ] 5,000
| | 10,000

L
| 2,500
I
[ 110,000

LG
| 2,500
L
[ 110,000

L
[ ]25500
[ ]s.000
| 110,000

Additional Cover” FfiiNfREA

Outpatient Benefits
and Wellness Benefits

FIZ R R EIRIE

Section 7
78

Dental Care

FRREE

Section 8
588N

Section 9
]

Maternity Benefit
ERURE

A

QBRI AR A PRI E AR A S AISE A 2] - KR 5 BRI B B > B A RN 2 ISR -
4. Premium payment mode fREZ 1A

Insured person Z{RA1

Insured person Z{RA2

Insured person =R A3

Only applicable to applicant or insured whose selected plan level of Cover Cover is Platinum or Premier. The plan level of additional cover shall be the same of selected Core Cover

Insured person SR A4

Total premium (HKD)
REARER (FBTT)

Premium = Core Cover
premium x (100% -Deductible
discount (if applicable)) or
Core Cover premium +
Additional Cover premium (if
applicable)

RE = EXRERE x
(100% - BERERITH
(W) ) NENRIERE S
P NEREEGRE (3@ )

D Annual B4
D Quarterly &%

D Annual §F
D Quarterly §%

D Annual 8%
D Quarterly &%

D Annual B4
D Quarterly &%

Less 5% premium discount

HBOSHT R E Hr4

Insured persons can only receive either Family Enrolment Discount or the Corporate Discount.
BRERARTZARERRIERITNES -
Enroll with your spouse and/or children, each insured family member can receive 5% premium discount.
ARE R / L —ERR  BUREMREITZS5%REF
e Enroll with a minimum of five staff members, a corporate customer can receive 5% corporate premium discount.
RERETZEAEZHU L ABEFPIZ5%EERRET -

Total premium payable (HKD)
(Minimum annual premium per
policy is HKD 4,000)
FEfHREREE (#ET)
(BREGFEERERL 000
7T )

D Annual B
D Quarterly &=

DAnnual 2%
D Quarterly §F

D Annual S
D Quarterly &

D Annual B
D Quarterly &=

Effective date of insurance cover
REERBE

EREENENE

EEEENENE

DEEENENN

EEEENENE
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5. 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—USRRANEERE—HBERE - 12X —USRAPFILFE  FEIMBERERSUABAREIMZRAES -

HREBPNFABERIN - SR UAERXABNERRS  £hFEE - fREANENEE - RMBKRSERCEERMESHIE -

Name of insured person R A%

Part A - General Medical Information P&} — —fiREEEE R

Please provide details for your family doctor / treating physician
BIRMEE / FRBEEN

Name
Address Flat/Room* Floor Block Building
ik = / BAr* 182 3 RE
Estate name/No. & name of street/Lot no.* District HK/KLN/NT*
EieEiE / ma RPN/ e e B/ LEE / #SR
Phone no.
BERIRAS

2. Please provide your height and weight measurements. B EANWE S REEER -
Height 55 : m oK Weight #2255 : kg AfT

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.

BTNNWEEEEEBET _ESANEBMEURDI0E (4547 ) UL - F "2, - FmBREREEIEMI[ O ZEE -

Reason [R&A :

Yes & No &

] ]

Exact figure gained/lost FEEIBMNELE/ DV E= - kg AFT

4. Do you live and/or require to work outside Hong Kong? If yes, please state full details including country, period of stay,
frequency of visits, purpose of visits etc.
BNEEERAEREBLONIIE & "2 - AoAFE - BFEER - E8EE - HXERRES -
Details 18

5. Do you participate or are you planning to participate in any hazardous sport or activity (e.g. private aviation, motor car or

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.

BT Ea2HgEH2EEUERESES (F  ERMAMETE - BE - HUHRREKSRLE) ?
=R, BB A AT ERTAMMNES -

Details 18

6. Do you drink alcohol? If yes, please specify type of drink (e.g. beer, wine, spirit etc. ) and your weekly consumption.
FUETEERAEERR Y E "2, - ALANEEE (FNRE - HEE - 2UE% ) REEREE -

Type of drinks B8R aiE4E : Your weekly consumption SBSRAHE ml =

7. Do you smoke or have you ever smoked any cigarettes? If yes, please state details.
BATEERE?E "2, @ B BHERERS -

pieces per day = / & H - for & years £ °

If you have ceased smoking, please state when and for what reason:
MENSEIERE - FERAMEEH -
Since Bt : ceased and reason BAYAAE &K%
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5.

Health questionnaire (continued) BER#%E (4 )

Part B - Medical history Z B - 7&E

8.

10.

11.

12.

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)? If yes, please provide details below. D
BTEE / EERAETOEYBE+IUX (—RER - KERIN ) 758 "2, - FRHEMUTFHS -

Nature of disorder/Diagnosis Name of medication or drug
PR R / RS B2
Daily dosage Duration and Date (From - To)
BHME ERH
Present condition Name and address of the medical attendant(s)
REWIER TR B Kt
Yes & No &
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 provide details below.
BTIHRERXSH UBERGSER EEOME - PE - SME - BRE - BF%  BHEE - I (IMLFEE) -
BRAENTMEERF?E "2, - AleBtUTHE-
Relationship with the applicant Nature of disorder/Diagnosis
BERE Ntk R E / RERE
Date and age of onset Present condition, or if died, please state cause of death
BHRBAIAREER REWIER - NEIRFREILRA
Other than medical test(s) required by an employer or insurer, have you ever undergone or been recommended any medical D D
test, such as blood test(s), x-ray, electrocardiogram, ultrasonogram, CT scan, biopsy or other investigations? If yes, please
provide details.
BRTEESRRASIEEZEBEREIN - BETEHETIWRBERZETHOURERS - R MBAR - XX - 08
- BEK - Sl FAsmRSIEMRER B T2 - ARHEE -
Nature of disorder/Diagnosis Date of test(s)
R ME / RESE AR EHR
Details of tested item(s) Test result
Al IE B 518 AR
Present condition Name and address of the medical attendant(s)
RIERIETR TR BERTE Kt
Have you suffered from any illness or effects of an accident lasting for more than 14 days in the last 5 years? D D
BAINRBENFSER EERIABIZEBBI4KR ?
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 diseases?
BTNEERLE - W2 A RRME N EEERKZ ?
(i)  The muscular skeletal system (e.g. muscular or bone disorder, spinal problem, arthritis, gout) or other related symptoms/ D D

diseases?
BEERNARRA (NNASNESEAE - AHERRE - BEX - BE ) SiEMARREREER ?

(i) The respiratory system (e.g. tuberculosis, asthma, chronic bronchitis) or other related symptoms/diseases?
IFIR S ( MEEds ~ Bin ~ BUESREX ) SE BN RIS ?

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

WD W E M ((WERRE ~ PARBRRIE ) siE AR EAREL 2w 2

[ O

[ O
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5.

12.

13.

14.

Health questionnaire (continued) BER%E (&)
Part B - Medical History (continued) Z&B - /&E (£ )

(iii) The endocrine system (e.g. diabetes, thyroid disorder) or other related symptoms/diseases?
RO WEE (WIHERE - PARIRREIRE ) SUEM BB EHREES °

(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?

BEEE (MEUXIE ) ~ B+ EBER  £E5 - F& Uk BE 15 ) AEMAENEMESER ?

(v) Breast or genitor-urinary organs (e.g. any disease of the kidneys or bladder) or other related symptoms/diseases?
HESWREERE (MBS ) SRt AR R R ?

(vi) The heart or cardio vascular 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, haemophilla) or other related symptoms/
diseases?

O OME - BIRAS (WO - ORBIKERE - ORE - SME - PE - FikEE - BER) R (03
M- M&% ) HEMBBEREREUER ?

(vii) The nervous system, mental disorder or psychiatric problem or brain function disorder (e.g. dizziness or epilepsy, paralysis,

anxiety) or other related symptoms/diseases?
MR~ IBRTE - SR EETIEERIE (NS - B - #i% - B8 ) NEMBBENEIRENER °

(viii)Impairment of the eyes / ears / nose (e.g. cataracts, ear infections, tonsillitis) or other related symptoms/diseases?

R~ H - BHE6G (NARNRE - HERZR  BHIRE ) StEMAREIEIREESRS ?
(ix) Tumor, cyst, lump, growth, cancer or malignant tumor or other related symptoms/diseases?

fEm - ThE - PEIR B RMEBESEM AR RIS ?
Are there any health or physical conditions in the last five years not mentioned above which may affect your well being?
BTRBEMNFEEREAL ERERWRERSSERRN ?
If the answer to Questions 11-13is "Yes", please give full details below.
MEBI-137EFER T CARELINER -

Question No.

&1 2R 4 515

Yes &

[]

No &

O

I I O I

Nature of disorder/diagnosis, please specify the location of affected area where applicable

FRME / RESERREENE

Full details of care, treatment or surgery received (e.g. date(s), details of medications etc.)

PhiEs 2@ e Tl 2B (BB REDFES ) BUE

Outcome of treatment e.g.ongoing, complete recovery, recurrent or likely to recur (please provide medical report)

BEER  NFELAE TE2FEE CEZENBHIER (FRHERHRS)

Name and address of the medical attendant(s)
TR ERME KL

Applicable for female insured person

BRARZUHZRA

(i) Are you now pregnant? If yes, please state the expected delivery date.
BAIEaEaERR2 % "2, @ #aREED -
The expected delivery date
FRERS

(i) Have you ever had any complications during pregnancy or delivery (e.g. ectopic pregnancy, gestational diabetes,
hypertension, protein in urine etc.?) If yes, please state details.
BTEERR2HEEMSR CEMHEE (M=  FiRiER - B - E8KRE ) 758 "2, - HRHEHS -
Details #1%

(i) Have you ever had any disorder of the breast or reproductive organs including abnormal smear test(s) and menstrual
disorder? If yes, please state details.
BATEERRAMUAREHLERERR  OEF=22RREEBRAKKAYE "2, @ BRHEFRS
Details #1%

Yes &

No &
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5. Health questionnaire (continued) BERE (4 )

Yes 2 No &
Part C - Information of Personal Insurance Policy W8 — B A {REZ 1Y

15. Are you having any personal accident insurance, individual medical insurance, hospital cash insurance or critical illness D D
insurance with Zurich Insurance Company Ltd or any other insurer(s)? If yes, please state the policy no., benefits type, the
sum insured and the company name of the insurer (including Zurich Insurance Company Ltd).
BATREEERAHRERRERATFIAMRB AT ERZEARIN - EABE - FRESACERE?E "2, - &
RERERE - REIER - RERRRATEHE (EHRERRARAS ) -
Details 18

16. Have you ever been refused enrolment, renewal or reinstatement of life insurance, personal accident insurance, medical D D
insurance, hospital income insurance, or critical illness insurance, or subject to special terms and conditions or additional
premium? If yes, please state details.
BTE2EGNRKRR  BRAEWFUAS / BARI / BE / FRESNGEERREEIE B MNEEREIERIRE R

WEM?E TR, BREEEHE -

Details 18

17. Are you currently making a claim for accident, disability, or medical insurance benefit? If yes, please state details. D D
BTREEEETEUEN  CERIABRRRZRE S T2, - FREHFHFE -
Details 1%

6. Payment method Y75 7%

[ ] By check I{Z=R#{ Check no. Bank name
(Only applicable to annual payment mode 2% 5 5 RIT2H

REARSFHNTSGR)

Check made payable to “Zurich Insurance Company Ltd” ~Z ZIRBEAFER" SR RBERAS

If the check issuer is not the applicant, please explain the relationship between the check issuer and the applicant
EYRREALIFRAFRA - BIEEZREHAARRANE G

[ ] By credit card IS RA-F&T [ ] Annual payment &1 [ ] Quarterly payment &3 41
The first quarter’s premium will be debited in the first
billing EXBIRBIBREEZ 2 IRE )

Credit card type A F4E5! L] VISA [] @m

Cardholder’s name

BRAfE

Credit card no. Credit card expiry date ~ MonthFH YeartF

S e ] 0 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.

BRALRERRERBRARAD M / 0 LR 2 ERFUERBRESI XN EHRESREETRERNIHRERABEZEERMS Mt / WS
AFHIRES - HFRABFEZAEL - & 7SENRE - SRAPAM / AR REIS A2 EHNEERAN T / HERAF LFRERS
IR -

MERARREFFARBCTER18E - EFEEHUAHRENREFEA - TERBRETRUVIVERNERER - HRERRBRAS/ESRIY
BSEMU ERIRFWEERRE - EESTEH -

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

EERERBEALIFREA - BIPEHAFEEALRRRANREE

Signature of credit cardholder
BERRERAZESE
DayH MonthA YearF

e Lo ]
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7. Declaration A

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 enrolment 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.
AN/ HMPBEFABEREELE - AFRIREBIE - ERRABBLUL R ERE R -

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.

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

6. |/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/ HOFIEEHFRERBRERDETHEEAAN / RMBEABRNATERBOXZHMERNT BRTHENEA -

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

IRIBPHERAT BRTER  BEMRFESRWEZHRERTEEN -

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

BEBEAER (TR ) %6 ( "RRIRE. ) NEFE

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).
HHRERBARAS ( "ARAE, ) ARHRESHBANEP (BEREFAA - ZRA - ZaA - RENHA ~ GiEA - REZZARREA) BEA
B HP M EEEASI HBERBREPURMSERE PHRGMIESELNER (MRS =FREINREERNNKE ) - HoHEAAT R /5%
HABEE ( "HRUEREBER ) ) ANASEREROEFRERBEMBENAR ( SAAATHBERRERUPMFZENNEZPRERE ) -

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 Z B E I www.zurich.com.hk/pics Ol3E BIFHQRIFAHR - IR O] £ E 2968 22881 F; {FIHYE FF ARFE MBSk
BN EFRBP T AES -

Consent for marketing purposes - Voluntary: E
MiSEERRZES - BEM
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.
EEK’&?HSZ%T?—;EE’J REFBARZHRANELEAER (HPIREETALSHEERBERPUAMSEARTPHNBRGIRENEENER ) -
'%/':'JJZEQE% Hh A néﬂ E@z f Al ~ %1DE§‘EH§I1¢éH AR ~ BEES - ADRAEE - REEANTH - REER - REERN REELTH
EE £ PO HARSERIERHRERRER K / WEK’AT”&?—;%%?\EFW%‘ZEM@HFZHM
imﬁlﬁﬁ%%ﬁfﬁﬁ’]ﬁﬂﬂ& / T%mﬂhuu&ﬂﬁﬁ‘i 752 / HEMBEESIEREERRE - RHMSEES H&Lﬁﬁﬁﬁi%}ﬁ}f%@] (PlInEE -~ R
WEER - SFRMEEET I RBRRBNER  BALSBESERHASEFRBBHREHNRBENER - HREZ K / SRR E E’JE’JTEE'W
BR) - REERRD - RARSTAFWRESFENMBEEFEAER - ARATIHELULEPLREINSEFETR (BINERIRRARENIET - SR
REEK) -
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) thlrd party marketlng service providers and insurance intermediaries.
: REMAZHEEE - A2TH UMM TATASER / AHAQSNAHSHEERE - @ NREBERFIRIIMIA TREEFELEA
:“\/ﬂ (¥ HQ%J%%’ZT/H%E%/—VEEEWE ) - RRIRHE - MEER - Fie - MRl REFAARSRANREERNS - DHEEGSHA
© ,JEW?&E%IEJZE
2 QK’AT,%’E?—;%?“%\EE%%%EW%EHFE’UE@%E% / RIS - BENESAES
() BE=REE - BHER - SEmESIEREREE
(4) S mSEEREREHEER RREPTA -
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8. Notice to customers relating to the Personal Data (Privacy) Ordinance (“Ordinance”) (continued)
BRAEAER (B ) R6 ( "TABRIEG . ) NEREM (&)

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

AN/ BMEADCBEREN SATMARE MG HEEREMGE 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 BEATEMAAE=RERA / ZPIWEABERME LIHSHERERRE -

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.

AN/ HOEBERA / HPORERERBREACAEEMISFELRER - AA / HMAEERRAERRERBAZMER D - SRFERRR
EIZERRAREAER (L) RS PEA -

Signature of applicant
BIRAZEE

DayH MonthS Years

e LRI ]

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

BEEEREMR18IERERPN25-2618 %2
Telephone 85 : +852 2903 2288 Fax & : +852 2968 0639  Website #81ll : www.zurich.com.hk .-ﬁ?* P11 ﬁ
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