CARING Family Medical Insurance Application Form

%

B R ERRMERR

Please tick as appropriated s&BE2 N v 1 57

Applicant's Name Effective Date (DD/MM/YYYY)

GEIN REBEREI(E/B/F) L
HKID/ Passport No. Date of Birth (DD/MM/YYYY) / / Contact No.:

51918/ HETREREE () | wEBmBE/A%E) )

Email Address

Esklbzubils

(Claim Adjustment Statement will be sent by email if email address is provided. {1A IR BES I > B8 BRE(EIRIE R G LB T iXiE )

Applicant's Address
EREE Atk

BirZ KEREYRS
Applicant

i

Choice of Benefit {RfEi5iZ
Basic Hospitalisation Benefits (A1)

BE(ERERE

Name of Family Members to be Insured

HKID/Passport No.
S15:8/:8 RS

[ Ward (HS7002)

Date of Birth (DD/MM/YYYY) Sex Height (m) Weight (kg) Occupation
HERR(B/B/EF) %R FECK) BETR) B

Ditto Ditto
SN [El=

[] Semi-Private (HS15002)

[] Private (HS20002)
ThRE

[ Private (HS28002)
EKE

Supplementary Major Medical
Benefits (Optional) (A2)
FihngaSh BRI IR (B IE)

[ Note: Same as the level of the Basic Hospitalisation Benefit. fif3E : EIE A F BriRFE S 4R AR

Ward (MZ1) K&

Semi-Private (MZ2) —% &

Private (MZ3) AR & FARE Private (MZ4)

Supplementary Outpatient Benefits
(Optional) (A3)

[[] Economy (OP2207)

[] Economy (OP2607)

[] standard (OP320Z2)

iy

[[J Standard (OP400Z)
214

B SFEMRE (B )

; K HHE
P R (i) . :
Supplementarv Dental Benefits
(Optional) (A4) O %é;zr;omy (DE500Z) | [ Sga;rldard (DE800Z)

A {RE4E%E Total Premium: % HKS
(A=A1+A2+A3+A4)

RRZRERSNS

Spouse
BB

Choice of Benefit {RFE5EE
Basic Hospitalisation Benefits (B1)

B ERRE

Name of Family Members to be Insured

HKID/Passport No.
S5 38/ RS

O Ward (HS7002)

Date of Birth (DD/MM/YYYY) Sex Height (m) Weight (kg) Occupation
HERK(B/B/E) 5 BECK) BEFR) LS

[[J Semi-Private (HS15002)

[ Private (HS20002)
KFE

[ Private (HS28002)
TKE

Supplementary Major Medical

] Note: Same as the level of the Basic Hospitalisation Benefit. 3% : EAEA(F B RIEZ AR BIBE

Benefits (Optional) (B2
M;;%é;ég%};gégg Ward (MZ1) K& Semi-Private (MZ2) —% 5= Private (MZ3) AR & FARE Private (MZ4)
Supplementary Outpatient Benefits | ¢\ (0p2207) | [ Economy (0P2607) [ Standard (0P320Z) | [J Standard (OP400Z)
(Optional) (B3) P, g e o 5
MIMPIzZIRME(RE) i - T o
Sup[':lemlentarv Dental Benefits (] Economy (DES00Z) | [J Standard (DES00Z) B {RE44%E Total Premium: % HKS
(Optional) (B4) ©E = (B=B1+B2+B3+B4)
N FRHRE (B 3EE)

Name of Family Members to be Insured HKID/Passport No.  Date of Birth (DD/MM/YYYY) Sex Height (m) Weight (kg) Occupation

RIFZREMEHSE S15:8/ER5RE HERK(B/B/E) %5  FSCK) BEFR) e

Children (1)
FL
Children (2)
FI

Basic Hospitalisation Benefits (C1)

B (ERERRE

Choice of Benefit {RF&i5EiE

[J Semi-Private (HS15002)

[Jward (HS7002)
KB

[ Private (HS20002)
FRE

[ Private (HS28002)
FhRE

Supplementary Major Medical

] Note: Same as the level of the Basic Hospitalisation Benefit. i3+ : EAEA(F B {RIE L AR BIAEE

MiNZFEHRER(BE)

;;;;éé;gggﬁ;? éﬁ; Ward (MZ1) K& Semi-Private (MZ2) —% & Private (MZ3) AR = FRE Private (MZ4)
fgggﬁgﬁ'}?g Outpatient Benefits | -, Economy (0P2202) | L] Economy (0P2602) [)Standard (0P3207) | [J Standard (0P4002)

AP R ) R o e =

Supplementarv Dental Benefits (] Economy (DE5007) | (] Standard (DES002) C {RE425A Total Premium: & HKS

s - - -

fRIR3ESE R B RMERN R B R E M E R AEMN R BB R A E - BRI EE (RS R E (Y

FRIBEEEE B 5157528 bolttechinsurance. hk gk Bif4& (852) 3123 33440

Levy collected by the Insurance Authority has been imposed on relevant policy at the applicable rate. The

(FEIE{RE & excluding Insurance levy)

4824 Grand Total (A+B+C): & HKS

payment received for such levy will be remitted to the Insurance Authority under the prescribed arrangement.
For further information, please visit bolttechinsurance.hk or contact: (852) 3123 3344.
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Please read the following questions carefully & answer in full. 555FRI LA FRIRENE 2 2R1EZ o

1. Inthe past 5 years, have you or any of your family members to be insured ever been advised to be hospitalised, undergo surgery OYes®EH [[ONo&
or undergo investigation of any kind or had medical investigation which may indicate a health disorder?

EBRESERN CHENENRRRENEE D BEREZERIEZEAF N REEAREERBETRERE?

2. Have you or any of your family members to be insured ever been suffered from, or diagnosed to have, or been treated for, or CYes & ONo&
having any indication or symptoms of cancer or tumour (including polyps of any kind), high blood pressure, stroke, chest pain or
heart disease, liver problem (including but not limited to hepatitis C and hepatitis B carrier), lung disease, kidney disease, diabetes
mellitus, epilepsy, respiratory problem, rheumatic fever, thyrioid disease, blood disease, or any disorder or disease of brain, central
nervous system, pancreas, bones, or Uro-Genital, HIV, AIDS or AIDS related complex?

THREHNERRFARERSAE BB LHNELEA NP 2 BRI ER B T IR AR R EE (B EERE
FA) 5 MO B ~ R L s B0 BB S ~ T B ST (L 1R (B PR S PR BUAT S e £ BURT K S A 5 B ) ~ s ~ B B PR B PR IR R
ARIPRIE DR 35 20 FRR BRI ~ IR0 (R RA DA A BB s PR 1A  BRMED BB PR AETE R 4 AR TR Z M55 S B AwEY
FRRERIE Y SR E R A RV HHEEAE ?

If your answer is “Yes” for any of the above questions, please give full details below: % it BB B ZEAH & HefiimT:

Name of person to be Name of Date diagnosed Details of treatment and Date of full recovery Please advise the stage of
insured condition/Diagnosis A% operation (No ongoing treatment follow-up)  recovery (if not recovered),
ESZRAYE JERR/ S B (DD/MM/YYYY) b=t I E SRS (if applicable) ongoing treatment etc.
(B/R/%F) SERFEERN SERRMLFRTE 2 RRERSER (IR
(REFHEARRRE)(NER) BEE) EEgETaRS
/o
/o
/o
3. Has any of your parents or brother or sister ever had diabetes, breast, cervical, ovarian, colon or other cancer, high blood pressure, ClYess [INo#&

heart problems, stroke, muscular dystrophy, Huntington's disease, polycystic kidney or any other hereditary diseases? (If please
complete the table below in details.)

TR ER— (I R/ IR A S BEIREER LERAIUE F S TN S IR el E B thieis S mE - D iEs R E A
SHRE T ERCESE S RERUVEAEMBEER? (TR 5HER MR BRER R ARINLET)

Current Health In the case of death, plesae specify
Condition (1) Casue of Death & (2) Age of Death
BRIt EIAR EXESH BERRMRAC) SRR R (2) &M ELS

Relationship Age of Onset Type of Disease

RERAR ki Skt HimaE

4. Please provide average stay of the person(s) to be insured in Hong Kong per year R ASEFIIEHRR: ___ months B
If the average stay is less than nine months, please provide the place of residence outside Hong Kong:

WRFRAZSFTIEBREDNER FiRMtzEIMS 2 E:

5. Bank Name & Account No. for claim settlement (Account-Holder must be the Applicant) B {EB5FR A > $R1TR B RIR D SERE (B A ANBARFEAN)

Bank Name L L N

RITETB Bank Code $R1T#R5% Branch Code D1T#RS% Account Number 1 2 558
Credit Card Payment +3¥48A---=HWastercard- - Gard-Bxphy Date-— - —- -4 -+ -+ - - Sredit-Gara No- - —- -4 -+ -+ - e e B e e e e
Authorisation: ERFRBEMHRE U_-‘ m BRI r r_ ‘ ﬂ -T T T r N -T T T r HEN ‘
ERRAIRUERE: AMM Yy
Mode efRayrrent—— —=FYeary - £ 4 Monthly- Note: If payment mode is monthly, the monthly premium is equal to annual premium times 0.09.
fITREREL: F B# sIMBEES AN ABSHNEERN0.09.

| hereby authorise Bolttech Insurance (Hong Kong) Company Limited to charge my above credit card account for the premium of this insurance, including
renewal premium.

FANLERERFRR(ER)BRABDNAN LR Z EARIRA PEULREFREHZ RE SEERRE

---------------------------------- O RNl T ——

FE AR Cardholder's Name FFE AZE Cardholder's Signature E#A Date (DD/MM/YYYY)
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Declaration and Authorisation £ RIS

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 iliness 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.
RAEILEBRTEARBRNERZ —T) IR A Z AP 2 E B EN - A ARRILRFERAB TR RS RE(EE)B R
RNEMRFERIE ) Z BRI SN2 fkif- A NE—FIRBEE AR L B R A B SEE IS B D NEEBRAENG
BZRE(EFBEARNZIE S ERER - EH UaREN AT RIERENEBEREZ B ILRIESE 2 B4 IE
RERFM e

2. lundertake that | will inform/have informed the Family Members to be Insured about this Policy and the Personal
Information Collection Statement of bolttech Insurance (whether contained herein or otherwise obtained) before
transferring their personal data to bolttech Insurance. bolttech Insurance shall not accept any liability for the Family
Members to be Insured not having been so informed. | further undertake that | will comply with the Personal Data (Privacy)
Ordinance and confirm | have obtained the consent from the Family Members to be Insured for the transfer of their
personal data to bolttech Insurance for the purpose of enrolling them in the CARING Family Medical Insurance Plan.
RANEERERFARZEABRFRERERA B/ BBRRRZREN BB BARE RREFRR 2 WEBAERZA
(Fem B E N I ERER S HEMRCES) RIS RS R 2 REN B REBHNE AR E A EE A AEE
FETEANER FARR) RO TR EEFRRZ RERENRAR HEEAABRBE X RERBUFRFEREREBER
fEatEZ Ao

3. Ihaveread, understand and accept this PICS. | consent to the transfer of my personal data outside Hong Kong and |
understand my personal data may not be protected to the same or similar level in Hong Kong.

RABMHEIRA AR ER AREEABRZR - AARRERANEASHNERESBRIN BERAABEEANEAE
iR B LU IS B R AR SR AR E RIS

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.

QB RIGARL:

FFEARR EARAR R RSN HFFEABE MBS HEENRE WREAREIN(EEERR) na S LA RRENE
RRERBRELZ (MAT NFEHEAAE AR BIURBFE A BENEEEA SRR RS Mt/ i B Z0E A\ E s
BB AT R RS R BRIS RSB ANRER A A U IR ERE HEe

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.

RERERA BERE M EXEENE NENRIRBEREE A BB RS8R FIRERE TAEA B MR N REEIA R
EREH A EERFREMZEERE TREAER BEUTERARANL (V) 56 B TER T RR IR ZHn#ER

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

BRI EA B NER R FREREIZ B EREARNEAER -

Union Faith Insurance Agency Limited UFOAHH

Applicant's Signature FRz5 A %5 Adviser / Broker FERFEERE/AIEA Account Code 1&/5 SRS
/ / service@unionfaith.com.hk 28023138
Date HEA (DD/MM/YYYY) Email Address BBt Contact Tel Bf48 2555
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Personal Information Collection Statement (“PICS”)
WEREAEF=0H

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.

BRHEUT ZHEBEERTREEB)BRRAE (I A28 NREBABERER LR AIRBARBNE R RFBAE
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 RRHEAAREEERERER(EB)ARAR( A8 BEARMIEZEEZFE WARERTEEEFE
EREABEMNMGR BRZFFERE RARZMREBRNE( BREILRFARERIA(FLCHE) UBERRIF2EZR-
RERIMEF o (BN E 2|RFAEAMER SAILRER B A RMIPIENRE EEF SE S E UL REEN-

About bolttech Insurance

Bolttech Insurance (Hong Kong) Company Limited (“bolttech Insurance”), previously FWD General Insurance Company
Limited, is an established general insurance company authorised by the Hong Kong Insurance Authority. bolttech Insurance
offers a wide range of general insurance solutions to meet the evolving needs of individual and business customers. In 2023,
bolttech Insurance was rebranded and renamed as part of the international insurtech group, bolttech.

For more information, please visit bolttechinsurance.hk

BRI R4S (R

RERER(FB)ARAS( MRERE)IEAEFRBAERAT BREXEEREEN —REBREB AT REFREREMH
ZTIER—RRREE S 2 LU B A ER P BB RREF RN 2023F K REEEIL 7 % RERRFRENRERFREE
B HP—8e

BN RBRMZERKMRFENEZE S 5548 bolttechinsurance.hk

Bolttech Insurance (Hong Kong) Company Limited {R43 (R (F:8) B[R A H
9/F, FWD Financial Centre, 308 Des Voeux Road Central, Hong Kong & & HRIREEHE 308 =R AL F 0918 | T 3123 3344
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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




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 EmaBEN s LU T 2 BER R E miEER AN/ B CPRER

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. &R A /B E AR K BEEA A /FFIPTEE . BB R E R E S/ M B Bk
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 PIFTEIE 2 B (Rig A m (BB R 2 BB E SRR E SE S Em) e A /3
I IRIR TR B A 8 B B R R A mn Y B AR (BB B RBRAL () (EFERR R UM AREE ; (i) AR SR B 2 A R B EE A
) AN/ BB SN T EPRRHRE

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/ FIFTEE BRARRERETRARE=EB N 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 i i2
TERARN/BRPIFTRE 2 ERMEL R BRI AMER RIS RER(EB) B RAB 2 Ef&E

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/HF)

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

ZEZ AR AL R (Rt ARE)

Union Faith Insurance Agency Limited

UFOAHH

Name of Agent / Broker
o

Agent's / Broker's Code
KA amat

Agent's / Broker’s signature






