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Zurich HealthTotal Critical
lliness Insurance Plan
enrollment form

MR 2R ZE BK
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For internal use only

Agent name

RIBARS :

Agent no.
REBALRR :

REtAEREE A

Enquiry no. E79885% © +852 2903 9391 Fax EH

© +852 2968 0639

Please v/ the appropriate box and * delete where inappropriate. 3 v/ BB R SEMEFBRZE - Clear form

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

FEHECHEBRBRTE  FARXABEMESER - HARXIESFE - All fields are mandatory. FRAIEE W /EELR -

1. Applicant's information Z{RAER

[ IMrses [ Ms &k [ IMsz+

Last name First name Chinese name

63 # P

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

s DM R | A

Correspondence address Flat/Room* Floor Block Building

PR NEbilS =/ B 8 & RE
Estate name/No. & name of street/Lot no.* District HK/KLN/NT*
ErEn / ma KR /et & =B/ NEE /R

Name of employer

BEEM

Email address

B

Mobile phone no.

BN EBRR SRS

Marital status

SEIRAR T

Occupation and position

L E IS

2. Insured person’s information Z{RAER

Insured person =R A1

Insured person =R A2

Insured person =R A3

Insured person Z{R A4

Last name

First name 4

Gender 45l

D Male B D Female %

D Male B D Female %

D Male & D Female %

D Male 5B D Female %

HKID card no./Passport no./
Birth certificate no.*
BEBEMNEIEN / RIS /
H AT SR

Date of birth (dd/mm/yy)
HEBB(H/ B/ F)

EEEENENE

EEEENENE

EEEENENE

EEEENENE

Relationship with applicant '
BRI R ARG

[ ] self & A

[ ] Spouse E1H
[ | chid ¥«

[ ] chid 7%

[ ] child 7%
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2. Insured person’s information (continued) Z{R A&

Insured person 4R A1

& (4])

Insured person S 14RA2

Insured person S {RA3

Insured person SR A4

Height (cm) & ( EXK)

Weight (kg) 882 ( AT )

Non-Smoker/Smoker

FERESE / REE

D Non-smoker 3EIR(E &
D Smoker K&

D Non-smoker FEIRIEZ
D Smoker &=

D Non-smoker JEIRIEZ
D Smoker RJEZ

D Non-smoker JEIRIEZ
D Smoker IRJEZ

Usual country of residence

BEEE

Occupation & Position

I E IS A

1 Child(ren) must be at the age between 15 days and 17 years old (both inclusive). Please take notice that the insured person(s) from the above will become the policyholder for his/her insurance plan
automatically at the policy anniversary should the insured person(s) reached the age of 18.

FREGEVENFISHET R (BF15BRIT75 )

3. Choice of plan level

Insured person can choose either (A) or

cEARA L=

srEIER Bl
(B) only. #ZRAR

Insured person SR A1

RIEESNENHBB)ENEP—

P

&N

Insured person = fRA2

SFRARREBFARCEMSH - EZEHPARERENREFBA -

®ER-

Insured person SR A3

Insured person S {r A4

Plan level

STRIAR A

D Platinum Plan ZiigistEl
D Enhanced Plan &2l
D Standard Plan 122512

D Platinum Plan Z&51El
D Enhanced Plan &5 T2
D Standard Plan 12512

D Platinum Plan E&5tEl
D Enhanced Plan B 5T El

D Standard Plan 12#51 2

D Platinum Plan Zi&j51El
D Enhanced Plan & 512l
D Standard Plan 1225t

4. Premium payment {RE 37 {7

Insured person R A1

Insured person R A2

Insured person R A4

Premium payment schedule

RE R

Level premium

KEXRE

Step premium

EPETRE

[]

Level premium

KEXRE

Step premium

ERETURE

[]

Insured person =& A3
D Level premium
KEHRE

D Step premium
FEIRE

Level premium

KERXRE

Step premium

EPE T RE

[]

Total premium (HKD)
REME (FBTT)

D Annual B
D Monthly £5

D Annual B4
D Monthly &8

D Annual B
D Monthly &5

D Annual B
D Monthly £5

Policy inception date
TR H E

EE NN NENEEE NN AN EE AR aE

EEEENENE

5. Health questionnaire

BERE

The following questions in Part A, B and C are for insured person 1 only. If more than one insured person applies for this plan, please photocopy and complete
this section for each additional insured person(s).

PATERER ~ SBPRAERBIBER HZRAES

c MZBR—NIRIRABHFILETE -

FENIEREE L /BURMIZRAER -

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 UBRASFAR—HBRARE - 025 (IBRABE M
FRUVLRTEMOBERS - RRBE

HRERENRAEEERT -

Name of insured person SR A #54

FEHIERERE L REMRINZRAEL -
BEEAFNELR - HMEREEROEERMESE -

Part A - General medical information &} — —ARE&EE 1)

1. Please provide details for your family doctor/treating physician Name
BlRERE/ T2BEEN W
Address
Hdt
Phone no.

e
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5. Health questionnaire B&ER%&
Part A — General Medical Information (continued) B3} — —fREBEZR (&)

2.

Have you gained/lost weight of 10Ib (4.5kg) or more in the last 12 months? If yes, please give reason and exact figure.
BIMHEBEZESEBET _EANIEMSE MO (450 ) st -5 "2,  FRBPREEEERNISEHIZES -
Reason JRA :

Exact figure gained/lost FEEIZ MRV 2 E=E - kg AT

Do you drink alcohol? If yes, please specify type of drink (e.g. beer, wine, spirit etc. ) and your weekly consumption.
FOENTSERAEERR Y E T2, - AL ANGEEE (FINRE - HEE - 2UE% ) REBRAE -

Py ]

Type of drinks R miE4E Your weekly consumption SERHE ml =7t

Do you smoke or have you ever smoked any cigarettes? If yes, please state details.
BATEERE?E "2, SIS REHSE -
pieces per day sz / &H - for & years F -

If you have ceased smoking, please state when and for what reason:
METEEIERE - FERAERH -
Since Bt : ceased and reason FASATIE & E %

Part B — Medical history 280 - /&E
) For all insured persons #&REIRFTAEZRA

5.

Have you ever been or are you currently taking any medication prescribed for more than 14 days or drugs such as stimulants,
hallucinogens, narcotics or other controlled substance other than prescribed by a medical practitioner, or are you currently
being or been counselled or treated for excessive use of alcohol or drugs? If yes, please state details.

BTEAYE / EERBEUREBLEESBR IR ZE#YNEMIIFEBEEF NS E RSP MNEER « 2RLI%E - fnfr
% SEAYE/ FERIESNREMEZHEI R 1 H "2, - #lettsE -

Details 515

Have any of your natural parents, brothers or sisters suffered from heart disease, stroke, hypertension, diabetes, kidney
disease, mental disorder, hepatitis (or is a hepatitis carrier), cancer or any hereditary disease? If yes, please state details.
BTIWRERXBNAREREEZ R EEMOHE - PE - SME - $ERK - B - BHAE - IT3L ( IfHEE ) -
RIESEEER P& T2, - RIRMHFHE -

Details 518

Other than medical test(s) required by an employer or insurer, have you ever undergone or been recommended by a medical
practitioner any medical test, such as blood test(s), x-ray, electrocardiogram, ultrasonogram, CT scan, biopsy or other
investigations in the past 5 years? If yes, please provide details and reports..

R EISRRATSIEEZEBEREN B FNEa8EBEZhFRNETHRBTZFETEHUEERS - B MR - X
6~ MEBE - BEK - Bl  RAMRREMRR?E T2, - BREUFBRERS -

Details #1%

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?

BTEEERLE  w2EH A0 REM TR ERKZ ?

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

BREIRRZS (MIANSEEAE - FHERRE - Bk BE ) SEMBREROEREER ?

(i) The respiratory system (e.g. tuberculosis, asthma, chronic bronchitis) or other related symptoms/diseases?
WOR 45 ( MNE0s - s - BUTREX ) SEM AN EIRSER ?

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

RO MWEE (UIHERE - PARIRREIRE ) SUEM B R EGREESS °

(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 (MEOXINE ) ~ B+ EBESR  £E5 - F& ik BT 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 EARE 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 - R - SME - PE - FikEE - BER ) R (03
M~ ME% ) HEMBBEREREER ?

Yes &

O

L) [

No &

O

L) [
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5.

Health questionnaire B&ER%&

Part B - Medical history (continued) ZZB - 7&E (& )

Yes &
(vii) The nervous system, mental disorder or psychiatric problem or brain function disorder (e.g. dizziness or epilepsy, paralysis, D
anxiety) or other related symptoms/diseases?
MR - 1B5HRE - ISmSINIIRERIRE (SR - B - B - R ) SNEHMARMEIREER ?
(viii)Impairment of the eyes/ears/nose (e.g. cataracts, ear infections, tonsillitis) or other related symptoms/diseases?
R-H SWEG (NEAE - BB - RHKERX ) StEMABEEHREER ?
(ix) Tumor, cyst, lump, growth, cancer or malignant tumor or other related symptoms/diseases?
My - i - BB - 8 R BB E AR ENIA SRR ?
(x) Venereal disease, AIDS, AIDS related conditions, any blood test for HIV virus D
ME - B04E - BEENRARNER - BEREERE MR ?
Details 18

O

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

BINRBELAFEEAEMUL ERERNRESSEMR T ?

Details 15

Il) For insured person under the age of 2 years R 3i# FR i pE AR ISR A

10.
1.

12.

13.

14.

15.

Weight at birth H4=52 kg/lb AFT /B

Has the proposed insured person been confined in hospital for more than 5 days? If yes, please state details. D
BEAEst - IRRABRBBELKX - BIRRHEE -

Details 518

Were there any birth difficulties, congenital deformities, lack of physical or mental development or Down’s syndrome? If yes, D

please state details.
EAEGHIRHE  SAMREEBE BT EEERIOEERIBNFSESENR 15 "2, - #RHEFHE -
Details 518

lll) For female insured person only R AR HEZRA

Are you now pregnant? If yes, please state the expected delivery date. D
BIEaEaERR %5 "2, @ #aHEED -

The expected delivery date TREHIR

Have you ever had any complications during pregnancy or delivery (e.g. ectopic pregnancy, gestational diabetes, hypertension, D
protein in urine etc.)? If yes, please state details.

BTEagREETAEME CEQUHEE (WENE - FikER - & - EERE ) * & T2, - FRHHFE -

Details 518

Have you ever had or been told to have, or been treated for any disease/disorder of, or are you intending to have any tests/ D
investigations/treatment of the breast (e.g. mammogram, an ultrasound or surgery, etc ) or the cervix or uterus (e.g. a pap

smear, cone biopsy, colposcopy or ultrasound, etc)? If yes, please state details.

A TEE8aREa I EMAEERESAENRE (AINIEXY - BEKSFMNS ) M F=RFSERESAE

FiRa (HlUBKARER - #HIVERITIRRE - RERNBERRESE ) 75 "2, - HlRHFHSE -

Details 315

No &

O



HCI-AGT-EF-12-2020

5. Health questionnaire BER#%

Part C - Information of Personal Insurance Policy A&l — BAfREZR

Yes & No &
16. 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).

B TRNEEEHASREREBRERASXNEMRBR AT RFRZEARSN - AARE - FRESNEERE? & wB
RERERE  REIRE - REKRRATEE (QFEHFRERRERAT ) -
Details 515
17. For policies stated in question 16, are you currently making a claim for accident, disability, or medical insurance benefit? If D D

yes, please state details.
HIREIRE16HIAPNIRE - B MNREESHETHIRN - GRABERRIRE Y E "2, - BietEFE
Details 515

18. Have you ever been refused enrollment, 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..
BTE2AERER  BRIEVEDTASE - BARIN - BE - AR EERRERESFNMNERIFERSIBURE BT
BEMYE TR, BRHFE
Details 5¥18

6. Payment method {S1F 7554

D By check I{ZZ 41+ Check no. Bank name
(Only applicable to annual payment mode 2 ERSRER RITEHM

BREFERNA)

Check made payable to “Zurich Insurance Company Ltd” Sz =IRIBAB R # R RRERAS 4
If the check issuer is not the applicant, please explain the relationship between the check issuer and the applicant

EXRBHAWIFRRA - FHAZ R A RIS R AR %

[ ] By credit card WS A& [ ] Annual payment S [ ] Monthly payment & B #f
(The first 3 months’ premium will be debited in the first billing
BERBERIRE—ERZRE )

Credit card type {5F 425! ] VISA e

Cardholder’s name

BREAE

Credit card no. Credit card expiry date Month S Yeart

e e I (A KA R

The cardholder hereby authorizes Zurich Insurance Company Ltd to charge automatically the premium due from his/her credit card stated above
including subsequent premium payment for renewal of this policy and accepts full responsibility for any overdraft on his/her credit card which arises as
a result of such transfer. For the continuation of coverage, the cardholder understands that he/she should arrange sufficient credit balance in his/her
credit card by the premium due date for the automatic debit of premium.

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

FRAZEEFRUERRARAT UM / tt B 2 ERAFUERSRES N EHRESREFRTRERNSHRERAERZSEIRM <Mt / 1S
BEHIRES  FRABZEZEER - B 7FENRE - SRAPAt / 0 ERFREINF AN ZHE0NEEREN Tt / WNERF LFREAD
BIRZH -

NRREARREFEARCEW18E - FEZEIUAERENREFAA  TERBRERWEEBNEREN - %RUERRARATHEGENRZIH
ASEM LA RIRPWEERRE - EE5TE

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

EEAREFAEALIFRRA - HIBRERFHEARRRANRE G

Signature of credit cardholder
ERREBFAZSE
DayH MonthA YearsE

e Lo ]
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7. Declaration A

1. 1/We hereby apply for Zurich HealthTotal Critical lliness Insurance Plan (“this Plan”). I/We declare that to the best of my/our knowledge and belief the
information on this enrollment form including the Zurich HealthTotal Critical lliness Insurance Plan Medical Questionnaire (if applicable) (“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/iwve
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”).

KN/ HORRRPBFRE " 2B, BEREETE ( TIETEL ) AA/ RABIBERERERRESEHRE " 2R 8 BRRREE
BERS (W@EA) ( "TREREL ) WERDREBEARA / RPFFANEMERARERTEMER - BERMN - AACKENEECSZHEARA / RM
BZEIFEED - TEANBERT - AA/ RABARAN / RAEERRABE T REZSHRERTBUREAERWEAEAER - MEFEBE

B AN/ HABPEAEAN / ZFEAHRERBRBRAS ( "E25, ) HRBEAFKRISRERE REBRME] 1L -

2. |/We authorize the Company to obtain medical information from my/our medical practitioner(s) and I/we agree to supply additional information
relevant to this Plan at my/our own expense.
AN/ EZMPEBERAN / RN REZ TR SATEEDAN / HMAZBLERNERBEER - XA/ RANERRMETE LRI EER
ERTENMPMEREER -

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

KA/ HZMPBPERESE - AERSIE AR LUL R B RESAE -

4. I/We understand I/we must complete and provide all information requested in this form, failing which the Company cannot process my/our application
for the Policy.
AN/ EPPEBERAN / ROV RCTHASBEIEREZFAEER . SRTRAEZEARAN / RMERAZ ZREBFE

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. I/\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/ HMER  NREBLEAFARAXN  ARERFZEDER - ERE BRIEFE - AN/ ROAEIREDR BEQRTRBEBERARET
1B - WEBRBEEERERZIREA -

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/ HOFIEEHFRERBERDETHEERAN / RMBEABRNATERBIXZHMERNT BRSTHHENIEA -

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

IRIBSPHEAT BRTER  EMRFESERWEZRERTEEEN -

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

BREBAER () %6 ( "RRES. ) NEREA

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).
Eﬂﬁj?ﬁ%iﬁﬁl‘uﬁﬁﬁ"\ﬁ ( "ERRT, ) AFUESFAENER (BRREFAA - ZRA - 2RA - RENRA - EiEA - REZZARREA ) BAA
BN HPNEFEE QS HERBBEPDUAMSERE PR GMINESNEENER (HANRE-FRENREERNNERE ) - HoHART R /5
HEfEEE ( "HRUERBER, ) AN RASEREROEFREREMBENAR (SAXLSREBERARERUAFENNEPRHURE ) -

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

enqulres K AT Z FhRREERFF S www.zurich.com.hk/picsBl T Z 3B 17 H QRIS AR - RIN a2 E 2968 22881 F PRI E F AR #5 o OBk
BN EFRBP T AES -

Consent for marketing purposes — Voluntary: E
MmiZEERRZEE - 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.
BEARRSINESFENRERBARZRANRELBEAER ( APMEEEA LT HBEBBRPLURMFEES FOBGRIRESELTNER )
'«*TBJEQE% BraaER - i - 1t J i ‘EHY# SR BEAOR - BBEER - ADRETEE - REEANTH - REER - REBERN KEERLCH
== g - DO HANTFERIERHFRURRER K / HEARQ SRR S B GIE ML 2 E
%mﬁﬁﬁ%ﬂ#ﬁ?ﬁﬁﬁ ?l&i}i / RS RIER R - 752 / SRS PR A ARIARTS REMSEESNRETERNSRERD - (ARS8
WER) - SERMEEREEIDRBEREMER - BAA Tﬁ%Af’E%’#‘ZAVEuuHﬁ%fﬁzf LHRBAER - WRESE R / FFEF BRRVIBIEEL
BR) - RELERR - AR ARWRESFENMBEEFEAER - ARTREBLULEPREINSEFETR (BAIMERIRRARENIET - SRS
REEK) -
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8. Notice to customers relating to the Personal Data (Privacy) Ordinance (“Ordinance”) (continued)

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

The Company may provide (and may receive money or property in return for providing) certain personal information, in particular, name, contact information,

age, gender and policy information of a policyholder and an insured person, only upon having such policyholder’s and insured person’s written

consent, to be used by the following parties, within or outside of Hong Kong, for their own and/or the Company’s marketing purposes set out above:

(1) companies within the Zurich Insurance Group;

(2) other banking/financial institutions, commercial or charitable organizations with whom the Company maintains business referral or other arrangements;

(3) third party reward, loyalty, co-branding or privileges program providers;

@ ) th|rd party marketmg service providers and insurance intermediaries.

IS (R R S £ APTHFUMUNATAER / SARAATHAISHERR - @I TREBRASURINIA TR HEFLE A

i%ﬂ (i LISZ%J%%%T,H@EZhVEE&@ﬁ ) - RRIRHEE - MEER - FEe - Al REFBARSRANRESERNS - DA
/J\ﬁi1$&2m.ng

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

) B=HEE - RWER - SrEmESEREREE

4) HB=FHhi5itERREIRE HER RREPTA -

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

KA/ BPBEYUBEREN SAMBREAMHSEERERA T ZER

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

AN/ BAARE BELTEAIEE=FRHERA / ROWEABERME LIS EERR -

v\_//

(1
@2
3
(

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

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

Signature of applicant
BRERAEZSZ

DayH MonthA Yeart

e Lo ]

Zurich Insurance Company Ltd (a company incorporated in Switzerland with limited liability)
25-26/F, One Island East, 18 Westlands Road, Island East, Hong Kong

®
HRURRARAS (R LMK ZARAS ) Z U Rl C H

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