TheChoice Medical Insurance Application Form

BRBRFIEEEI R

= One application form for one person to be insured only {7 R RERRR—2SRA
= Person to be insured must be applicant himself or his spouse or child SR AXBEHAFABCHEEBHFLZ
= Please tick as appropriated #5523 NV 55

Personal Details of Applicant (Applicant must be a HKID cardholder and age 18 or above)

HEAEATH(RFEAFERBAR1SEULRFEEESE)

For Company Use only: AE)EMA
Effective Date: (DD/MM/YYYY)
EHEHBA(B/A/FE)

/ /

Contact Details of Applicant B35 A B4Rk}
Address #iit* (Please complete in ENGLISH 5B SUIER)

Flat 811 Room ZE Floor [B#X

Name in English (same as HKID Card) Family Name % Given Name 4 Name in Chinese 1324444
EXE (B EZHHEER)
HKID Card No. Sex [ Male [J Female
HEGHFERE () 1451 B %
Date of Birth (DD/MM/YYYY) Occupation (Applicable to Applicant who is also the person to be insured) Nationality (Optional)
HEBA(B/A/F) HEEANERAZRANEREA) BEFECGENEER)

/ /

Block &

Building / Mansion / House / Estate
RE/E/HE/ B

Street / Road
fh/E

District

& [JHK Island BB S

[J Kowloon F.88

ONT #7577

Mobile No.
TRENE RIS

Contact No.

& ES

Details of Person to be insured Z{RA &K}

Please tick one only [ Myself (Details as above) [J Spouse [JChild
BREE—IE A (BRI 1EE) [ Fr

Email Address*
EsEciubilng

Please provide average stay of the person(s) to be insured in Hong Kong per year 2% A &4 F 195 B0
If the average stay is less than nine months, please provide the place of residence outside Hong Kong:

MRRAZBEFIEBREDINER FiRiEINEE2IE:

months A

Name in English (same as HKID Card) Family Name % Given Name 4 Name in Chinese F1324444
E Y (BB SR BIER)
HKID Card No. Sex [JMale [ Female
BEZD R () L33l e
Date of Birth (DD/MM/YYYY) Occupation Nationality (Optional)
HERB(B/B/F) S BEFECENEER)
/ /
Choice of Cover IZ{RIEH
Core Benefits Optional Outpatient Benefit Optig:a:lltatl)lu;z?‘:::i:\; and
FERE B2 RE B3PI R FRUEE
Plan level Annual Deductible option Note: Must be the same as the level of the Hospitalization Benefit
BE RS FFEENE ML SHEIAR B A BB EBRIRIEAE R
[J Standard (Ward) [0 HKSO
REKE)
[J Advance (Semi-Private Room) L HK$25000 O O
gé(ﬁ”‘g) [0 HK$50,000
[J  Prestige (Private Room)
FHERE) (] HKS$80,000

Grand Total Annual Premium (excluding Insurance levy)

SFEREFERE-NE)

HKS
s

*

P.O. Box, hotel address and overseas address are not acceptable. %2558 ©EE AN BN Mt EC

Please provide email address to enjoy bolttech Insurance eServices app and receive medical claim statement by email.

iR E I LU= AR R eServicesfE B2 U BB B F B U B R R HIREE R
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Health Declaration (To be completed by the person to be insured, if the person to be insured is under the age of 18, it can be completed by the applicant)

REZHHZRMAR  EZMRAR18EU T MIFTHPFEAER)

1. EBNSEREE Height: m: cm: ft: in: Weight: Kg: Ib:
Your Height and Weight g K EXK: R N BEE: NI B
2. Have you ever had or been told to have any of the following: Yes No
BEEL B ERERSE ETFIGRR: -l =
i.  Diseases of the Heart
D - -
ii. ~ Cancer or tumor
BENER = -
iii. Diabetes or high blood sugar 0 0
HEPRYF Sl A
iv. HepatitisBorC O =
ZBIRF KRBT K
v.  Kidney Failure
EINAE I = -
vi. Stroke
P - -
3. Inthe last 5 years have you received medical advice or been treated for any of the following: Yes No
EIBERSFE BATEM FHSFERBRRERIAR: -] &
i.  Carcinoma insitu, abnormal growth or polyps O 0
RiE REERNER
ii.  Asthma, tuberculosis, pneumonia or chronic obstructive lung disease 0 0
MEN fiAE A% Bk SIS M R AR
iii. Stomach ulcer or pancreatitis or gastritis [ &
BB SRR K I E K
iv. High blood pressure or high cholesterol [ 0
B MR EERE
v.  Abnormal liver function
PR - -
vi. Nephritis or abnormal kidney function, prostate enlargement or elevated PSA levels, polycystic ovarian syndrome or
endometriosis 0 O

BRUBINERE FIFIBIEAHPSAMESIK EFE KT L RINBIFSEN FERRRL

vii. Any injury or disorder of the eyes (excluding vision corrected by prescription lens), ears, bones, joints or spine or physical
disability [ O
ERRBNZERFETBEERRE A RRBERN) B 55 eSS ERR

viii. HIV infection or positive HIV test result

BRI B RIS AR - -
ix. Depression, mental disorder or intellectual disability 0 0
HEE - KEREE 1IEht
4. For any conditions other than the above: In the last 3 years, have you: Yes No
1EiBE3IF b LittFIRIN B RAE: -l =
i.  had ongoing follow-up with a doctor or specialist doctor for a period of 6 months or more? [ 0
PR RERBAFEETOEA N E REEMERE?
ii. received medication or treatment, any of which was for a continuous period of 2 weeks or more? [ 0

RAEME AR B EA—EREmENE REE?

ii. had a surgical procedure, or been hospitalized for a continuous period of 6 days or more? (If yes, please provide relevant
report(s)) [ O
BT FITSF A TBIBoR ? (U175 SFR AERIRES)

iv. had an abnormal result or results outside the normal range in a blood test, biopsy, ECG, imaging scan, pap smear,
colonoscopy or other investigation? (If yes, please provide relevant report(s))
ERAE SRRSO BB LR E2FRE T EERA BT EREEET R EMER PR RERHBH ERHEEN
ER? (B FIEXIERBRE)
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Health Declaration (To be completed by the person to be insured, if the person to be insured is under the age of 18, it can be completed by the applicant)

REREABZARANRR B2 RAB18EUT AR HEFAER)

5. Family Health History Yes No

R B

Amongst your biological parents, brothers or sisters:

TRRER B RS ARA

i.  Two or whom have been diagnosed with breast or ovary cancer (for female person to be insured only), colon cancer or
rectal cancer, heart disease or stroke before age 50 O O
I 3 T SORR A AT 22 T B B LRl SN B (A MR A B A) iR B R DR P R

ii.  One of whom has been diagnosed with Alzheimer's disease, Polycystic Kidney Disease, Motor Neurone Disease,
Parkinson” Disease or Muscular Dystrophy before age 60 O O
TEOORE R 2 T B A A IECIAIERIE) L BB R ESMEum MEREINRNEETRE

6. (Applicable to female person to be insured only) Yes No
QBARZEZHEA z &
i.  Areyou pregnant now? O =
CRERSEREE?
ii. If Yes:do you have any complications such as high blood pressure, eclampsia or pre-eclampsia, gestational diabetes or
risk of premature delivery (excluding reduced iron levels for which you are taking vitamin supplements)? 0 0
N2> TEBEBEEROEHE U0 MEE - T8 T ATE (TR MUE) T IR IE RS R E Bl (RSB KT T EmEZARA
MESETRAEIRRIN?

If you answer Yes to any of the above questions, please provide relevant report(s) and details below:

W LR EAIRTRARIE & % TR - SRR A AERR R R s A RN T

Name of condition | Date diagnosed What treatment did you have? | Are you Fully Recovered | Date of full recovery | If not fully covered, please advise
JRIER B 2B Please include treatment with no ongoing (if applicable) stage of recovery, ongoing
(DD/MM/YYYY) period, type of treatment treatment? SEEREEEH treatment, etc.
and the details (e.g. name BEEETE2REREE | (WEA) MARTTER R AR EREIBE
of medication, procedure or | IETEEEITAE? (DD/MM/YYYY) EETHRRS
surgery)
RBEZ IR HL AR
RORENE R ARRERE
sHIE (MEY BB BRIZFS
Firz = #8)
Yes No
/o = & /o
O O
Yes No
/o = & /o
O O
Yes No
/I = & /I
O O
MNEARAERRERBREERE BHEILRERFH L WFER =8IV 57 0 SEME
If you have any medical reports or reports of medical investigations, please enclose them and put a tick in the box. With Attachment
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Bank Name and Account No. for claim reimbursement (Account-Holder must be the Applicant)

ERRFAZRTRBRIREIRNE (FOREABEZRHEA)

Personal Bank account (Hong Kong Dollar only)

BASRTAO ( REET)

Bank Name $R172 718 Branch Code 1Tt Bank account no. $R471RSE
Premium Payment Method {313 & 5%

Payment Mode M Yearly =+ Moerthly

AL 8/F Es3=|

Note: If payment mode is monthly, the monthly premium is equal to annual premium times 0.09.
5 MEESA N BESNEER 0.09.

Pagﬁmept Method Cheque £3- Gredit-Card {Please eormplete-the-below-Credit-Card Payment Authorization™-seetion) -
(377575 E2 ] - EEE GARRLUR SRR B9 (i
i-the-Cardhotderisnot the-applicant; ptease filHn-the followirginformation— = BRI A IEFRE A B BT T &R - —

Relationship-with-the applicant— — — —Reasenforpaying premidm and irstrancetevy-on-behalf-of- the-applicant —

e —_—————————— HKEFALZHREEFREYBNER——

s EE E=] 7( Bﬁ% N

Hspovse Lty ——————————"————————————
thparents RG—————

B chitdrem F & —————

[ I'hereby confirm to pay the premium and insurance levy in respect of this Application.
AANFBRRAEIFFN2HEGRERRESESEE -

Credit Card Account No. Credit Card Expiry Date (MM/YY)
L0 I ERREE A7y T

[EF -Ihereby authoriseBolttectt fnsurarce tHomgKong) Company t fmited to-charge my above credit tard-account forthe prentium armd isurarce kevy-(inctuding
---renewal prertiur) Unti further notice --

- AN REERNE (B ) AIRASHCAR A LR 2 E A RRR AU R R E R EEYE (ERRGRER ) . EEBE -

T5EF NOT APPLICABLE

€ardholder's-Sigratare $-FAHE---------- Bate HHADBAMMAYY )
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Declaration and Authorisation ZEA R 181

1. I hereby declare that, to the best of my knowledge and belief, all particulars and statements given in this Application are true and complete. | agree that this
Application shall be the basis of the contract between me and Bolttech Insurance (Hong Kong) Company Limited (“bolttech Insurance”). | further authorise
any physician, hospital, insurance company or organization to furnish part of or all medical history (including but not limited to information in respect
of consultations, diagnostic test results, prescriptions or treatment) with respect to any illness or injury of me to bolttech Insurance or its authorised
representative. A photocopy of this authorisation shall be considered as effective and valid as the original.

RAGEMBPERPFRRNERZ —Y) AN ZPRAIFE 2 BABE A ARZILHFRA RN AL R RE(EE)BERAB(MRERR)) 2B LS
WA NE— SRR B A B RER A D) SR B LIRS D 2 B A A NE R 2 RE(BEE R RN S U RiRa R A SUaKRER)
BT RERBSHEEREZ REA IR BIRE ERRRE /-

2. lundertake that I will inform/have informed my spouse or child to be Insured (if applicable) about this Policy and the Personal Information Collection
Statement (BPICS") of bolttech Insurance (whether contained herein or otherwise obtained) before transferring his/her personal data to bolttech Insurance.
bolttech Insurance shall not accept any liability for the person to be insured not having been so informed. | further undertake that I will comply with the
Personal Data (Privacy) Ordinance and confirm | have obtained the consent from the person to be insured for the transfer of his/her personal data to
bolttech Insurance for the purpose of enrolling him/ her in the TheChoice Medical Insurance plan.

RNEGERIER PR ZEABR T RS R B/ BB A ANZREBHF L (WER) A BARERRS R WEBA BTN E R RED SRS
RHHEMBREEE) REBRER T ERZRARRENNEREEEOSE-FAFETETEABRRR) R LEIEEFIZRANRR REBA
BERB R R ERRE R ERt8IZ Be

3. I haveread, understand and accept the PICS of bolttech Insurance.

B PFERER RS REZ WEBA B ZR

bolttech Insurance intends to send you marketing communications or materials and use Your Personal Data in accordance with paragraphs 8 & 9 of PICS. If you
do not agree to receive such marketing communications or bolttech Insurance's intended use of Your Personal Data, please tick below to exercise your right to
opt-out

REHRIRA R EE T X ER S E R AR R EE N BRI BRSO AE THEAE R -IIE T AR RN AN ER SRR R REMZ
BENERETEAERD BT TARAEANMN L) ZEUATER T AR LB HR R

] Opt-out marketing communications or materials and bolttech Insurance's intend use of my personal data.

ERERIEEA SN ENRRBREMZ BN EARANEAER-

Applicable to Insurance Broker only:

The applicant understands, acknowledges and agrees that, as a result of the applicant purchasing and taking up the policy to be issued by bolttech Insurance,
bolttech Insurance will pay the authorised insurance broker commission during the continuance of the policy including renewals, for arranging the said policy.
Where the applicant is a body corporate, the authorised person who signs on behalf of the applicant further confirms to bolttech Insurance that he or she is
authorised to do so. The applicant further understands that the above agreement is necessary for bolttech Insurance to proceed with the application.

QBRI RS

HEE AR A R R AR RFRREH RS AR E RESHESNRE PNMREFNHRN(CEERN) Ha S 2 RMRENER BRI 2T MR R
{n\ézi/\%%’E!Uﬁ%%EE%%A%%%E@é%?ﬁ%)\éfﬂtFu]ﬁ’%ﬁﬁﬁﬁﬁ%@fm/ﬁmeﬁaiil\@%ﬁ%oEE%%MTEHEﬁﬁﬁﬁﬁ%iﬁﬁ%@ﬁ%)\ﬁﬁlﬁ%‘\’ﬁﬂu&%@ﬁﬁ
B

X / /

Applicant's Signature FRsE ABEE Signed in Hong Kong on (DD/MM/YYYY) R&EBZEEZ BEE(H/B/5)
Advisor/Broker’s Information X 2 A /&840 &%}

Advisor / Broker/Technical Representative’'s Name Email Address

RIN/EHC /%750 E M Union Faith Insurance Agency Limited | €Etit service@unionfaith.com.hk

Account Code Contact No. EHEAG
1RF%E  UFOAPH HitE BaE 2802 3138

B RBRERRAE
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Personal Information Collection Statement (“PICS”)

WEBA SRR

Please scan the following QR code for review of Bolttech Insurance (Hong Kong) Company Limited's (the “Company”) PICS.
You can also request a copy of the PICS by calling the Company’s Customer Service Hotline at 3123 3344.

AREUT —HBEERFREEB)ABARRE ([ £28)) NEBABERER - EHRAIRBALBNERRFBHE
3123 3344 REVEE A BRI EBARIZ -

English

Important Notes

The Applicant (i.e. You are) is required to disclose all material facts which you know Bolttech Insurance (Hong Kong)
Company Limited (the “Company”) as an insurer would regard them as likely to influence the acceptance and assessment of
this proposal. If you are in doubt whether certain facts are material you should disclose them. We recommend you to keep a
record (including a copy of completed proposal) for your future reference of all information given. Providing correct answers
and making sure we are informed is for your own protection, as failure to disclose such information may mean that your
policy will not provide with the cover you require and may even invalidate the policy altogether.

ERFIA

REANEMR) D RREAAREEZERERER(EB)ARAR( [FA8)BRARMIEZERZFE WRERTEERFE
EREABEMNMGR BRZFFERE RARZMREBRNE( BREILRFARERIA(FLCHE) UBERRIF2EZR-
RERIMEF o (BN E 2|RFAEAMER SAILRER B A RMIPIENRE EEF SE S E UL REEN-
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Product Suitability Assessment Form

EmaiEgsThE=

Please provide the personal information in this Suitability Assessment Form in order for us to analyse your medical, financial,
and coverage needs to make suitable medical coverage recommendations for you. By providing the information below, you
understand and agree that the information provided in this form will be handled in accordance with the Personal Information
Collection Statement ("PICS") of Bolttech Insurance (Hong Kong) Company Limited.

FRBILER BN HMERIEHEABH USRI EERR BB RRELNEE UERHESBENBRFRERRZR -TPE
iEf%Jttﬁffﬁ%:zE# ARSI ERAREAEMFRBRFRER(ESR) BRATB ZEASNEER T UEE.

Applicant's name: Proposed insured's name: Proposed Insured's | Proposed insured’s | Proposed insured's
BREE LS ERRALS: Age: Sex: relationship to
EZRANFR: EZRAMER: applicant:
FEZ RN
R

Step 1: Customer’'s medical insurance needs and objectives:

F—F ERBRERERKRER:

1)  Areyou able to to pay medical insurance premium every year to enjoy the benefits and services as stated in the
medical insurance policy for future illnesses or injuries?
ThEE S FH i (B RRIR R E UZ AR RRRRERFTEERRIEIE B AR R RIEARIR A A th IR 2 Bmal B RS ?
Oa) Yes FEE
O b) No FHEE

2)  What is your annual budget for medical insurance protection?
THNEFEBRREERRES?

HKS B

3) Do you have any existing personal medical insurance(s)?

THRRAENEABRRERIE?
a) Yes B

(If yes, please indicate no. of in-force policy)
B FREERREHE:!

) Medical expense reimbursement insurance B &R BEREIHRE
i) Daily cash for hospitalization insurance & B[R & 1R
i) Critical iliness insurance &R

iv)  Personal accident insurance 18 A ZESMREE
O b) NoRE

4)  Why do you want to purchase a new medical insurance?
TR EREE— DB REREE?
D a) Forinsurance protection of the increasing medical treatment costs # H %1 hl AV E& & & IR RIS (RIE
[Jb) For income protection during sickness R EREARIAVUR A (REE

0 c) My existing medical insurance cover is insufficient FAVIR B BBERIGRIELE

d) To enjoy tax allowance of VHIS compliant product (“Voluntary Health Insurance Scheme”) F#H 2 F= = HFEE

RIFTIRHRRINER

O e) Others, please specify Efths5508 -

5)  What are your preferred benefits and coverages for your newly applied medical insurance?
EEHR AN B ERRT CEEZ RNREEB MR ESHE R ?
0 a) Basic hospitalization and surgical benefits EZAF KR FMiREZIER
b) Comprehensive medical insurance protection 2 FEHE& BRI {RE
c) Income protection during sickness SR EEI IR A (REE
d) Annual deductible or co-insurance options to lower the annual premium S&E L BB FREE IR R 2 5
B L ESFNRE
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Step 2: Insurance intermediary product recommendation after product suitability assessment

B EmaBENTER REPHTAZERES

Insurance intermediary product recommendations: {RBEF A 2 EE iR

Step 3: Customer selected product after product suitability assessment

P EmaBEMTEREREEZER

I/ we confirm that | have gone through the above product suitability assessment and confirm the below medical insurance
product is selected by my / our own decision.

RN/ FHPIFESBAN/BPIBET L2 EmaBEH s LU T 2 BERREE mERER AN/ B CPrRER

Plan namesT&! & #:
Annual Deductible option (if applicable) &4 B{J & EIE(INA): HKS

Optional benefit (if applicable) BEREWNA) :

Z F B8R Customer Declaration:

1) 1/ We have read and understood the product brochure, information sheet and policy provision of the medical
insurance product | / we selected. 2R A /B E AR K BEEA A /FFIPTEE . BB R E R E S/ M BBk
FRARBIFRZ AR

2) |/ We confirm the medical insurance product | / we selected (in respect of any type of indemnity, non-indemnity, or
combo product) is suitable for my / our insurance needs and my / our objectives for purchasing a medical insurance
product (including but not limited to (i) income protection during hospital confinement; (i) preparation for the
hospitalization and medical treatment expenses due to iliness or injury), and | / we can afford to pay the required
premium. A A /FRPIFERA N /R PIPT S IE 2 B (RiG A (BB R 2 B E SRR E SE S Em) e A/HM
I IRIR R B A 8 B B R R A ) B AR (BB BRI () (EREAR AU AREE ; (i SRR SR B 2 A R B EE A
) AN/ B SENZ TEPRRARE -

3) I/ We confirm the medical insurance product I/we selected is my / our own decision with no forced pressure from any
third parties. 2 A/ PSR AN/ HFIFTEE BRARRERETRARE=EBEN THAN/EMBITREN-

4) |/ We understand the information contained in this form was used to analyse my / our medical insurance needs and
provided as reference only for my choice of medical insurance product and premium amount. | / We also understand
and agree that the information contained in this form will be handled in accordance with the Personal information
Collection Statement (“PICS”) of Bolttech Insurance (Hong Kong) Company Limited. Z< A /3988 A b RAR A FRIR A~
BT BED T AN/ RPINERRBEER L AEN/RPTEERES S RRESERIF2E -AA/RMTBELL
RN Z BRI ERBRERR(ES)BRATHIWEE A S RIZAT LR

5)  We understand that the analysis and choices made in this form were based upon the information provided and it
does not create any liability to Bolttech Insurance (Hong Kong) Company Limited. Z< A /3 FIBE H IERIE 2 D R 12
TERAERN/BRFPIFTRE 2 ERMEL R BRI AMER RS RER(EB) B RAB ZE & T

6) |/ We understand that | /We am required to inform Bolttech Insurance (Hong Kong) Company Limited if there are any
substantial changes to the information provided in this form prior to the insurance policy being issued. Z< A /3588

B A A/ B IR R ANERN A EREREN AN/ HAFEREEVRIBN R RE(EB)BRAT

| / We, as the Applicant, confirm that | / we have read and understood all the contents in this form and provided all the
correct information for the above on behalf of the proposed insured / existing insured listed in this application. Zx A/
FPERRFFE D DR KRR RE 2 AR WARIL B 2 EREA/RERRAMMU LB ERER &

/ /
Applicant's name Applicant’s Signature Date (DD / MM / YYYY)
FREE AL FEAEE HER(H/B/5F)

/ /
Proposed insured’'s name Proposed insured’s Signature Date (DD / MM / YYYY)
(if different from the Applicant) EZRAEE HHER (H/B/5)

ZEZ AR AL R (Rt ARE)

Union Faith Insurance Agency Limited

UFOAPH

Name of Agent / Broker
o

Agent's / Broker’s Code
KA amat

Agent's / Broker's signature
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