Asia Elite - Individual Medical Insurance Application Form . -
Akl AL SEE =3 A e 7R
FE:E;M ré.HEJ 1EA%\/\1/\BEEE+§UEEE%% v ASIA'INSURANCE

(No. FO0038-01-000-02 / No. F00038-02-000-02)
() Personal Information of Policy Holder(s) fREFA AREAZTR

Name of Representative Policy Holder (as shown on HKID Card) [IMr. %4 | HKID Card No. Date of Birth (dd/mm/yyyy)
REFAANTES (UESESHERE) OMs. ¥t | BESMHERR LERB(B/B/ %)
[ Mrs. &KX
] Miss/)\t#
Residential Address Personal E-mail Address Contact Telephone No.
E L (EWNCEE bl B4 EE
Mobile ;RRE)E7E
Home 15
Name of Other Policy Holder (if any) (as shown on HKID Card) [ Mr. %4 | HKID Card No. Date of Birth (dd/mm/yyyy)
HiREFBEAER (NAB ) ( UIEEENHERE) OMs. ¥+ | BEBEMERE LEBHB(B/ B/ %)
[ Mrs. &KX
] Miss/J\{8
Residential Address Personal E-mail Address Contact Telephone No.
Bk (EWNCEESiubil M4 EE
Mobile &) E &
Home X%

(Il) Information of the Proposed Insured Person ¥(Z{R A&}
Please provide the following information for the proposed Insured Person. iBiRfiHES{RAZH -

Name of Insured Person HKID Card No Date of Birth Sex Height / Occupation Relationship with the
(as shown on HKID Card) e 1,\57_“,,425% (dd/mmlyyyy) 15 Weight H&; Policy Holder(s)
2 (UEEBEHEBLHE) oI TERB(A/B/F) 55 /B8 - BRERA AR %
cm B
- Ibs %=
Proposed Insured Person’s Residential Address
EZRAEE I
(In) Policy Information fREZEHR}
Iy Plan 1 5t&|— (F00038-01-000-02) Plan 2 5t&|— (F00038-02-000-02)

Plan Option &f I H O Semi-Private Room *FhZKEHE Standard Private Room EX(FfAXE™H
Payment Mode #{TREA 0  Annual 8 [0 Monthly B#

(IV) Payment Method @ RESE

[0 Cheque %= Bank Name #R{T&1E (] CreditCard E5HF
Cheque No. ZZE5EHS Please fill in Part (V) BEEZE(V)E52

Please attach a cheque make payable to “Asia Insurance Co., Ltd.”
B EREIEAE - TEREAR "TONRBERRAS

(V) Credit Card Payment Authorisation {EB-E{IFUIBESE

Credit Card Type &/ O VISA Ext O @ ==zt

Credit Card No. 153958 L L L EL g‘g%'r?;t(eg"}"gﬁ
Full Name in English of Cardholder

ERREEAFRES

[J I hereby authorise Asia Insurance Company Limited to charge the above credit card for the required premiums of this insurance policy and Levy
(including payments upon policy renewal) collected by the Insurance Authority.
FABEDNRBARASRAA LA ER RS NARRBRRENRERRBEEESWNNNEE (BEERER ) -

Signature of Cardholder Signature Date

BEHREREEAR (DD/MM/YYYY)
ZEHH

(Signature must be matched with the bank’s record)  ( 252w /E AFTBRITACIHAAR ) (B/B/®)

(V1) Claim Settlement Mode R{EEE 5

Cheque (for Mail Claims Statements only)
&

D Autopay BEIRER D o2 (Remnsszeszs)

For selection of autopay, please provide the following bank account information:
WMEEREER - AR TREHIBTEOEN -

Bank No. $R1T45% Branch No. 21T 4R5% Account No. BES 475
Account No.
RERE | | ] I N
Full Name of Account Holder
FOFBASR

Claims Statement Services (please select one)
BEERRE (FEE—8)

Additional Services B RS [0 Medical On-line Enquiry Services #3_F B8 & AR5

[0 E-claims Statements &7 &R [0 Mail Claims Statements BB {EZR
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(VII) Health Statement of the Proposed Insured Person ¥ = {® A\ &EEH

The proposed Insured Person in this application must answer the following questions:

ERRANALIETSIEE

1. Has the proposed Insured Person ever suffered from, aware of or been treated for any sickness or any abnormal medical condition(s)? If “Yes”,
please tick the appropriate items below.
ESRARERA  CHEGCEAELEEENIERRAEENSERT & "2, AR NIBEEREL v, -
[0  cancer or tumour of any kind [0 Diabetes [0  Any kind of blood disorder, anemia,
B IR RY R RE S HE T & PR thalassemia, leukemia
[0  Disorder of the skin, bones, glands, eyes [0  Hypertension, hyperlipidemia, FHEBEMEER - &l - o8 Mm - 5
or ears hypercholesterolemia my=
BE -8 R BHE2ER =IMmE - SIEME - SEERMIE [0 Spinal or muscular skeletal
O Asthma or any kind of respiratory disorder  [] Chest pain, angina conditions/disorder
KRR S R IRER MO% - O&RE BN KSR
O Deviated nasal septum (or turbinates) O Cardiovascular or circulatory disorder | Arthritis, rheumatism, gout
EifE 2R SR DM EHER R RER BAENK ~ ER% - BE
O Raised, spat blood, or tuberculosis O Any kind of heart disorder, arrhythmias, | Breast disorder
It - MRS EEZA heart failure HEER
[0  Thyroid disorder, Lymph node SEA LS - OEAE - DERIB [0  Any kind of gynecological conditions
enlargement [0 Ulcer of any kind BEAERER
FiRIRR « ME&EREAR SRR RE [0  Disease the Genito-urinary organs
[0  Hepatitis or hepatitis carrier [0  Digestive, esophagus, ETERR BN PR 28 2 TR
PR FLFRE gastrointestinal tract disorder [0  Venereal disorder, Syphilis
[0 Anykind of liver disorder, fatty liver, BIERF B8 - BEER LI ==
cirrhosis, [0  Haemorrhoids, anal fistulae [0 Infection by Human
SR ER - I - FFEEE =B - B Immunodeficiency Virus (HIV), AIDS
[0  Malaria [0  Hernia BREBNRZIERBHE « BHR
e = [0  Diseases/ complications or conditions
O Varicose Veins O Stone, renal failure or any kind of kidney Associated with pregnancy
BRIk R SR disorder B IRA R 2 PR el EL O 8 E
[0  Fainting, Vertigo B4 BIERIE SREER [0  Mental disorder or psychiatric problems
5 2K [0 Hallux Valgus =g
[0  Epilepsy SBREIMNER [0  Others (other disorders/ diseases not
B E [0  Autoimmune disorder listed)
[0  Cerebrovascular disorder, stroke, CVA BB EER Eith (@ ERR R ZIESR)
FEMETNEERE « P
2. Has the proposed Insured Person ever been in a hospital or clinic for surgery, observation or treatment within the last 5
years? OYes @ ONo &
EBESFRN  EIRAZSESERREZIAES T - ZRIEE?
3. Does the proposed Insured Person know any circumstances for which medical treatment may be necessary in the next
12 months? OYes @ ONo &
ESRASEIBERK 12 BAAEEZESEMEERAE?
4. Is the proposed Insured Person currently under observation or taking any treatment or medication? =
EBRASEREESLE  ABRURAEY ? iEs = EiD =5
5.  Forfemale only RERARL K
Is the proposed Insured Person now pregnant? If YES, please state the stage of pregnancy in terms of months or
weeks and declared if there is any complication such as high blood sugar, high blood pressure or other pregnancy related =
complications. OYes 2 ONo &
ESZRABREEERERZT ? MR  FRHEZAYIF[Y - B EAE KRG EENS ME - 5 MRS EMEREZMER
RIS 0E - FBRfat »
6. Has the proposed Insured Person ever experienced of losing weight for more than 5 kg within 6 months? =
ESHRAREE 6 HARIE BB 5 A ? aNEs = ER &
7. Has the proposed Insured Person’s parents or brother or sister who has ever been diagnosed of cancer before Age 55? =
ERRA QSN BAKEERE 55 5 ZAIRDEREE ? Jie = Bl &
8. Has the proposed Insured Person or his/her parents or brother or sister ever been refused to cover under any form of life
or health insurance or ever had a policy rated, modified or renewal refused? =
ERAA HRBE B EERS S8R AR B ERRMEE A (R A RELLEIMNRES LB R BRI OYes & ONo &
BAER?
If your answer is “Yes” for any of the above questions, please give full details below:
HLGEENEES "2, & FHELANT
Item No. Name of the Diagnosis Date of Treatment Present Conditions Date of Last Physician
HH Person Treated SR fiE Occurrence Received IRTEART Consultation FBE
REHE B4 HH PR e B —RKZ B
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(VII) Declaration ZHR

The Applicant understands this E855 ABEE:

1. The applicant agrees to furnish Asia Insurance Compapy Limited the information in related to the eligible persons or insurance plan thereof;
BHEARRRERSEGESATNREE ENER G DNRRBRAS ;

2. According to the new regulation of Insurance Authority (IA), Levy will be applied on all the medical/life policies with effective from 1 Jan 2018;
RIBFRIGEEEBTRZE - H2018F181HME - IAZBAASHNREFEA  BRAN—SFRERE ;

3. Any personal information collected by the Company may be used, stored or disclosed to any individual or organisation to evaluate this application, to
provide our services and products to you, including administering, maintaining, managing and operating such services and products, or to provide
subsequent services. Requests for such access or correction can be made in writing to the Personal Data Protection Officer, Asia Insurance Company
Limited, 8/F, 118 Connaught Road West, Sheung Wan, Hong Kong SAR;

RABIFTKEE « RS EaE A S ERENEEEAER - BRRZE IREBRBERERSEESE 45 BEREFARMRERER - RI2
HEFERENVAR  BRERFIEENER  IBREE LR THEEA—B— +J\aﬁ)\1§§§ MRBERATNEAERRETFRY ;

4. ltis our policy to comply with the requirement of the Personal Data (Privacy) Ordinance (Cap. 486) of the laws of the Hong Kong Special Administrative
Region. The applicant read and agreed the Personal Information Collection Statement (“PICS”) at Appendix | of this application form; and
KRBIEEST TEABR (FABR) 1861 ( BBEBIFE486E ) - HHE A CBEELREMERITHWERE A ZERER(PICS) ;

5. No cover will be payable under the Policy unless_thls application is approved and premium is received in full by Asia Insurance Company Limited.
I ERFIMFRRERASMZRREZRINEE - FESIRFEESN -

The Applicant declare this B35 AEZRE K F&ER3:

1. On acceptance of this application by Asia Insurance Company Limited, the policy is to be issued to the Policy Holder(s) named in accordance with the
information shown on this application.

DNREAR AT —EEZILHE - R REREFSAANBRLLURRFRANER T -

2. | agree that the foregoing answers shall form part of my proposal to the Asia Insurance Company Limited, and that the foregoing answer shall also
become pan of any policy that may be issued on the strength thereof.
AANBELABPRREERXRTMRBRBRAT ZRRERREZLEEYNZ B -

3. Any other facts known to the Insured Person which are likely to affect acceptance or assessment of this insurance cover must be disclosed. Failure
to disclose such information may mean that the policy will not provide the insured person with the cover the Policy Holder(s) require and may even
invalidate the policy altogether.

SRANERCHAREAA U ENEMNNECIREBEHER - SRABNZE2HAMER - SRIRERUERERHETASHRE -
OBEE UL REEMERY -

4. | hereby authorise any hospital, physician, insurance company or organisation that has any records or knowledge of me or my health, to furnish to Asia
Insurance Company Limited or its authorised representative, any and all information with respect to any illness or injury, medical history, consultation
prescriptions or treatment and copies of all hospital or medical records for application and underwriting purpose. A photostat copy of this authorisation
shall be considered as effective and valid as the original.

RABEFARANRERNEAZRNZER - B4 - RIRASISEE - RSO ETHERARAEEZRE - 2ERSRESSERB TOMNRRER
PEHERIBAERBERZRZA - ILRESE ZENAREAERSEYN -

|

|

(IX) Commission Disclosure Statement {B£1{E0H

The applicant understands, acknowledges and agrees that, upon taking up this Policy, Asia Insurance Company Limited will pay the authorised insurance
broker commission(s) during the continuance of the Policy including renewals. The applicant further understands that this agreement is necessary for
Asia Insurance Company Limited to proceed with the application.

B ARE  BAKREER - DNRBERASEMEF AEIEHERNARE  RREAVNHAN(EEERD)DESZHARRENERBRIBECZMNES -
BB ATBHANRRERAT N ERNFSEEAULNER - Ao EBERIRERS -

(X) Cancellation Rights and Refund of Premium(s) BUH{RE#ZEREERE

| understand that | have the right to cancel and obtain a refund of any premium(s) paid and any Levy by returning policy (if applicable) and giving written
notice. Such notice must be signed by Policy Holder and received directly by office of Asia Insurance Company Limited at 8/F, 118 Connaught Road West,
Sheung Wan, Hong Kong within 21 days immediately following the delivery of the policy or the cooling-off notice to me or my nominated representative,
whichever is the earlier.

RABERANGRLREZZENEARAZKIVHRERNEMESARERRERHE ; 1EM\¢ELH1$E FHREI(NER) - WiERLNRRBRA SN
zgéiﬁ:':%ﬁ EAE—A— /S BB ER U N RERNEZNEIZRA ,gﬁ?%ﬁﬁ‘zlvsaaﬁﬁ MERNFARANAAWIBERFESTW21RA - DIERSE

|

Signature #E

Name of Policy Holder(s) zfg";i gfo'irggg\slz;j Insured Person* Name of Agent / Broker (Agent’s / Broker's Code)
REFAAES P AMEZ* (18 ablE) REA / RRELHS (REA / RIRELRES)

Signature of Policy Holder(s) and Date | Signature of proposed Insured Person and Date" | sjgnature of Agent / Broker with Company chop and Date
‘gnatu ey ) (Age 18 or above) 'gnatu gent/ Wi pany P

REFBAZZEREH ESHRAZZREAM (18 mald L) HREAN / RiacEERATEERAH
* |, as the Policy Holder, understand that | declare and sign on behalf of the proposed Insured Person listed in the application under this plan who is under
the Age of 18.

KRANLZEBHREFAAN - BEFARKRIFRBFERASIL Z 18 mU T EZRAELER KR
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