
PROPOSER  申請人

Company Name:  I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I

Company Registration/Tax Identifier:   I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I
 

LOCATION AND CONTACT DETAILS  地址及聯絡資料

Company Address  公司地址:

Email  電郵:        I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I

Telephone  電話:    I___I___I___I___I___I___I___I___I___I___I___I___I___I Fax  傳真:   I___I___I___I___I___I___I___I___I___I___I___I___I___I

Address  地址:

Line 1  第一行:     I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I__

Line 2  第二行:     I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I____

Line 3  第三行:     I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I  City  城市: 

State/Region  省/區:      I___I___I___I___I___I___I___I___I___I___I___I___I    Country  國家:     

Correspondence Address (if different from company address)  通訊地址(如與公司地址不同):
Telephone  電話:    I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I   Fax  傳真: 

Address  地址:

Line 1  第一行:      I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I

Line 2  第二行:    I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I_

Line 3  第三行:     I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I_ City  城市:  

State/Region  省/區:     I___I___I___I___I___I___I___I___I___I___I___I___I___I___I   Country  國家:
  

PLAN SELECTION AND EMPLOYEE ELIGIBILITY  計劃選擇項目及僱員資格

Please use the table below to indicate your coverage requirements. For different grade levels of staff please use different rows. The first row 
is the example. Please provide the full census in a separate document. For groups where underwriting is required, one Employee and Family
Enrolment Form must be completed by each employee.  請在下表列明您的保險需要。不同職級的僱員請分別填寫於不同行列，第一行是
範例，並請另附文件詳列全體僱員。投保團體中每名僱員均需填寫一份僱員及家屬投保表格。
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COMPANY APPLICATION FORM  公司申請表

I___I___I/|___I___I/|___I___I___I___IRequested Policy Start Date (dd/mm/yyyy):
要求保單生效日期(日/月/年)

Option Eligibility Number of
Employees

Core Plan 
(Plan 1; Plan 

2; Plan 3)

Optional 
Out-patient

Optional 
Dental

Upgrade to
Worldwide

Dependant
Cover

Annual Deductible HK$

E.G. Unit Managers 8 Plan 1 Nil / 2,000 / 5,000

1 Nil / 2,000 / 5,000

2 Nil / 2,000 / 5,000

3 Nil / 2,000 / 5,000

4 Nil / 2,000 / 5,000

5 Nil / 2,000 / 5,000

6 Nil / 2,000 / 5,000

公司名稱

公司註冊/稅務編號

 I___I___I___I___I___I___I___I___I___I___I___I

 I___I___I___I___I___I___I___I___I___I___I___I

 I___I___I___I___I___I___I___I___I___I___I___I

I___I___I___I___I___I___I___I___I___I___I

I___I___I___I___I___I___I___I___I___I___I

自選項目

例 部門經理 計劃1
是

是

是

是

是

是

是

是

是

是

是

是

是

是

是

是

是

是

是

是

是

是

是

是

是

是

是

是

無

無

無

無

無

無

無

僱員資格
僱員人數 附加門診計劃 附加牙科計劃 升級至全球計劃 家屬保障

年度自付額/扣除額(港幣)

核心計劃(計劃1、
計劃2、計劃3)

Please complete the name(s) and address(es) in the relevant sections of the form in English.
請以英文填寫相關部份的姓名及地址

MEDICAL INSURANCE PLAN
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PERSONS TO BE INSURED  準受保人士
Name (last, first, middle)  姓名

1. I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I

2. I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I

3. I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I

4. I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I

5. I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I

Please use a separate sheet if needed. Alternatively please supply the group census in a separate document.
如有需要可另附紙填寫，或另以檔案列出團體所有人員。

DECLARATION BY PROPOSER  申請人聲明

I/We hereby apply for a policy to be issued based on the statements contained in this application form and declare that all answers to the 
foregoing questions are correctly recorded, and that they are full, complete and true. Except as declared herein, all persons to be insured 
are currently in good health. I/We agree that the policy as issued including all schedules, endorsements, and this application shall form the 
whole contract and that no insurance shall be in force until and unless the application has been accepted, and the appropriate premium paid.

本人/我們根據本申請表的資料申請簽發保單，並聲明前文所有問題的答案均填報無誤，並且完整正確。除本文特別聲明外，所有申請被保險人士目前均
健康良好。本人/我們同意將簽發的保單包括所有附表、批單及本申請表，並構成完整的合約，任何保險必須在申請獲正式接納並繳妥有關保費後，方始
生效。

Cashless Out-patient Facility: I/We authorise GlobalHealth Asia Limited to release the names, dates of birth, sex, passport and/or 
identification number, any information provided on the Application and any records GlobalHealth Asia Limited may have regarding the 
Insured person(s) shown on the Namelist to hospitals, clinics, laboratories, physicians, specialists, dentists, chiropractors, acupuncturists, 
physiotherapists, or other medical practitioners for the purpose of providing direct bill paying services for the Insured Person(s). By signing 
this Authority and Release Form, I/We also acknowledge the specific Policy term listed below:

免支付現金門診服務：
本人/我們授權GlobalHealth Asia Limited向醫院、診所、化驗所、醫生、專科醫生、牙醫、脊椎神經科醫生、針炙治療師、物理治療師或其他執業醫生
透露GlobalHealth Asia Limited所記存「名錄」上的「被保險人士」姓名、出生日期、性別、護照及/或身份證號碼及申請表所載任何資料，以便辦理
「被保險人士」的直接付款服務。本人/我們簽署本授權及免責書，即確認以下的具體「保單」條款：

Right of Recovery: In the event of authorisation of payment and/or payment is made by Zurich Insurance Group (Hong Kong) for a claim 
which is not covered under this Policy or when the limit of liability of this insurance is exceeded, Zurich Insurance Group (Hong Kong) reserves 
the right to recover the said sum or excess from you. This recovery includes but is not limited to deducting the payments owed from other 
claims made by you during the Policy period. If the amount owed remains outstanding for more than 90 days, then GlobalHealth Asia Limited 
reserves the right to suspend the direct billing service to you without further notice.

追討權：
如任何不屬於本「保單」承保範圍的索償，獲蘇黎世保險集團(香港)批准付款，或索償超出本項保險的賠償責任，蘇黎世保險集團(香港)保留追討上述款
項或溢額的權利。追討權包括但不限於本「保單」效期內所提出其他索償的賠償款項中扣除上述已付款金額。如欠款逾90天仍未繳付,GlobalHealth Asia 
Limited有權暫停直接付款服務而毋須另行通知。

Data Privacy: It is hereby declared that as a condition precedent to the liability of the Company, the Insured Person(s) has agreed  that any 
personal information collected or held by the Company is provided and maybe held, used and disclosed by the Company to individuals/
organisations associated with the Company or any selected third party (within or outside Hong Kong) for the purpose of processing the 
application and providing subsequent services for this and other financial products and services, direct marketing, data matching, and to 
communicate with the Insured Person(s) for such purposes. The Insured Person(s) has the right to obtain access to and to request correction 
of any personal information held by the Company concerning the Insured Person(s). Such request can be made to the Company’s Data Privacy 
Officer at GPO Box 456, Hong Kong.

資料私隱權：
現聲明「本公司」履行責任必須遵從一項先決條件，即「被保險人士」同意「本公司」可將收集或持管的個人資料，提供予相關個人/機構或個別協力廠
商(香港境內或境外)，並可由其持管、使用及披露，以便辦理申請及提供本保單及其他金融產品與服務的後續服務、直銷、資料配對，以及就此與「被保
險人士」通訊。「被保險人士」有權查閱及要求更正任何「本公司」持管的「被保險人士」相關個人資料。申請可致函「本公司」的資料私隱主任，地
址：香港郵政總局信箱456號。

Intermediary’s access to online records  中介人存取網上記錄:
In the event that our company is represented by an insurance intermediary, I/we hereby agree that our intermediary will be granted access 
to our UniversalHealth 100 policy’s documents.  如本公司乃由保險中介人擔任代表，本人/我們同意中介人存取我們的全健100醫療保單文件。

Printed Name/Title  姓名/稱謂	 			   Signature  簽署					     Date  日期
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Producer Name:				    Producer Code:			   Address:

Phone No.:				    Facsimile No.:			   Email Address:

For official use only  本公司專用:

代理姓名 代理編號 地址

電話 傳真 電郵地址

PREMIUM PAYMENT  保費付款

C. Bank Transfer.  銀行轉帳

For direct premium remittances, please send full payment (inclusive of all bank charges) to:
如直接入帳支付保費，請支付全數(包括所有銀行手續費)至:

Premiums by remittance may be accepted from Chinese bank subject to a limit of US$5,000 for the initial premium
蘇黎世不接受中國內地銀行賬戶繳付保費，但繳付首次保費且不超過5000美元等值者則除外

Intermediary Bank  中介銀行				    Beneficiary Bank  收款銀行

ABA No.:            						      Bank: 		  The Bank of East Asia, Limited. Hong Kong

Recipient Bank:  Bank of America N.A., New York, 		  Account Holder: 	 GlobalHealth Asia Limited
	            USA CHIPS UID 009953

Account No.:      		   				    Account No.: 	 015-521-40-400296-1 (HKD Account)

Swift Code:    						      Swift Code: 	 BEASHKHH (SWIFT MT103)

Note 註 : 	1. All bank charges will be borne by the remitter  所有銀行手續費一律由付款人支付。
	 2. Please indicate your Policy Number as payment details to your bank  銀行付款資料請列明保單編號。

	 3. Please fax (+852 2526 0769) or email the bank remittance advice or instruction slip with your Policy Number to 			 
GlobalHealth for our accounting records and to issue an Official Receipt.  請將銀行存款單或指示單連同保單編號傳真至

          (852)-2526 0769作會計記錄，本公司將發出正式的收據。

D. Credit Card 信用卡

Premiums may be paid by Visa or MasterCard using the Credit Card Authorisation overleaf.
VISA或萬事達卡支付保費。請填寫下一頁的信用卡授權.

A. Cheque Payment or Money Order.  支票或銀行本票付款

Please make your HK Dollar cheque or money order (drawn on a HK clearing bank) made payable to “GlobalHealth Asia Limited”.
請開具港元支票或銀行本票(由香港結算銀行開出)，收款人為“GlobalHealth Asia Limited”.

B. Local Bank Deposit.  本地銀行存款

Bank  銀行 :			   The Bank of East Asia, Limited. Hong Kong  香港東亞銀行

Account Name  帳戶名稱:		  GlobalHealth Asia Limited 
Account No.  帳戶號碼:		  015-521-40-400296-1 (HKD Account)  (港元帳戶)

Please fax copy of deposit slip with your Policy No. to 852-2526 0769 for issuing Official Receipt.
請將存款單副本連同保單編號傳真至(852)-2526 0769，本公司將發出正式的收據。  

ABA 編號 銀行

受款人銀行

帳戶號碼

Swift 代碼 Swift 代碼

帳戶號碼 (港元帳戶)

帳戶持有人

香港東亞銀行



I/We, the undersigned, authorise you to charge my credit card for payment of insurance premiums as stated below:

Policyholder  保單持有人:        I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I

Policy Number (if known)  保單編號(如知悉):  I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I___I

Card Number  信用卡號碼:		

Name of Issuing Bank:	  

Card Holder’s Name:	  

Expiry Date:		

Credit Card Country of Issuance  信用卡簽發國家:

Please state your Credit Card Country of Issuance. Zurich DO NOT accept premium paid by any credit card issued by banks in China, except 
for the initial premium at the maximum of US$5,000 or equivalent by Visa/ Master Card. PRC credit card will not be accepted for renewal.
請列明信用卡簽發國家。蘇黎世不接受中國內地銀行簽發的信用卡繳付保費，但以VISA或萬事達卡作繳付首次保費，且不超過5000美元或等值者則
除外

For HK$                   					           港元		

I also authorize GlobalHealth Asia Limited, until further notice in writing, to charge my credit card with unspecified amounts in respect of my annual 
premium payments as and when these become due. GlobalHealth Asia Limited will inform me in advance of any premium adjustments. I understand that 
credit card payment and effectiveness is subject to the credit card centres approval and that all charges will be made in Hong Kong Dollars at the exchange 
rate(s) then in force.  本人並授權GlobalHealth Asia Limited於本人的年度保費到期時，在本人的信用卡扣取不指定金額的款項付款，直至另行通知為
止。如保費有任何調整，GlobalHealth Asia Limited會預先通知本人。本人明白使用信用卡付款及過帳，必須經由信用卡中心批准方始生效，所有相關
費用一律以當時匯率折算為港元計算。

Signature  簽署							       Date  日期

CREDIT CARD PAYMENT Authorisation  信用卡付款授權

m m y y

Visa		                 Mastercard  萬事達卡

發卡銀行：

持卡人姓名：

到期日： 月 年

本人/我們授權本人的信用卡扣帳支付以下保險保費：
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GlobalHealth Asia Limited
Suite 1401-3, Chinachem Hollywood Centre, 
1-13 Hollywood Road, Hong Kong
香港荷李活道1-13號華懋荷李活中心1401-3室
Telephone 電話 : (852) 2526-0918
Facsimile  傳真: (852) 2526-0769
Email  電郵: globalhealthuniversal@globalhealthasia.com
Web  網址: www.globalhealthuniversal.com

Underwritten by
Zurich Life Insurance Company Limited
由蘇黎世人壽承保


