Universaldealth 100 @

MEDICAL INSURANCE PLAN

2421008 BB 2 ZURICH
& et

® 9 INDIVIDUAL AND FAMILY APPLICATION FORM fEA R ZREE 75

e Please complete the name(s) and address(es) in the relevant sections of the form in English.

5B SO F AR RS Y 2t 2 T ot
o*PROPOSER Hi:E
Name (last) #: | | [ | | | [ | | [ | | | [ | | | | | | [ | | | | | | | | | | |

Name (first) & 1| |1 1 1 ]

Name (middle): 111 @1 @ | @ @[ @ e

ID/PassportNo.: I 1 1 || [ | [ | | Nationality: 11 I |11 @@ @@ @ [ | |1 /1]

B/ EREE Eif =
Date of Birth (dd/mm/yy) HABEA(B/B/E): 1 1 11 | Height (cm) & (A4):__ I | |

Weight (kg) 888 (A Fr): 11| Gender (M/F) M4 3I(B/%): 1| Smoker TR4E: Yes 21 No &[]

Occupation (specify nature of duties): |___ ||| |1 |1\ 1
3£ (RR AR B e )

Country of Residence: I | 1 I 1 1

B

+°LOCATION AND CONTACT DETAILS 331t 7 B4 & 4
Email BES: 111
Telephone (Home) B&& (fE=): ||| |11 111 I (Work)(#=Es): 1| || |11 11 1
Mobile FHE=E: |11 11 FaxEE L

Residential Address {¥4it:
Line 1 &£—17: | [ | | | | [ [ | | | | [ | | | | | [ | | | | | [ | | | | [ | |

Line2 8247 11 1

Line3 =471 |11 Gty 3R ]

State/Region &/[&: 1| |1 |1 |1 1|1 1| Country®ZHR: |_ ||| 1|1 1 I |

Correspondence Address (if different from residential address) @b (2nEL{FEUEARE)

&A A

Line U SB—17: 11

Line2 8247 11 1

Line3 $=47T ||| 1|11 City BT
State/Region &/E: ||| 11111111 1 1 1 1 Country AxR: AN I ) A Y A N NN
«*PLAN SELECTION OPTIONS =H&IiE#ZIHRE

%:gg;%ﬂan [ Hospitalisation {EBr Rk

[[] Hospitalisation & Out-patient Benefits {¥B5z X P92 REE
Area of Cover - Upgrade to a Worldwide plan [dYes &
{REZEE B — FHRZE = IKRERTE
Deductible (HK$) [CINil £
B8/ 4nkR 58 () [] 2,000

15,000
Dental Option [t i1 RHFRE [ Yes (selected deductible does not apply)

= (B EN BN/ REREA)

Requested Policy Start Date (dd/mm/yyyy) ERREAZBAEA(H/B/E) - V1 /1 11|
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e *FAMILY MEMBERS TO BE INSURED #Z{RFERE

Details &#l Dependent 1 RE1 Dependent 2 xE2 Dependent 3 xRE3 Dependent 4 RE4

Last Name #
First, Middle Name %

Relationship to Applicant
BB AR

Marital Status &R
Nationality BI%&

Passport/ ID Number
R/ B DEE RS

Date of Birth (dd/mm/yy)
HAERE(B/B/F)

Gender 145l Ome Orx Ome Or% Oms Ofrz | Ome Orx
Height (cm) & Weight (kg)

B D) RBE(AFT)

Smoker TR f® OvYes2 ONo&w | OYes2 CONo®& | [ Yes= CONo& | []Yes2 [ No&

Occupation Bz

e« *MEDICAL QUESTIONNAIRE #FEME

Important Note about filling in this form: BN IEBE ARIBHNEE S
The answers you give to the questions contained in this Application will form the basis of any insurance policy issued, and will be incorporated into the
contract. It is essential that you give accurate, truthful, and complete information for all persons to be insured, as inaccuracies may jeopardise coverage

orinvalidate a claim. Bl TAERRBRIERNER, HERAQ BRI EMRENKE, EFFAASAN—B0H. BURREMGEIRRALHE
. EERTEEN, UENKENEZERRRERRERN.

1. Does any of the persons to be insured reside outside the Usual Country of Residence as shown above? If [dYes2 [INo&
“Yes”, please state which country. 2EFEMERBFRRBA T BENR LR MEEEEER] BHIEMBE? ME 2]
AR AR ERER.

2. Does the occupation of any of the persons to be insured include any activities involving offshore, underwater, [JYes2 [INo#&

underground, or manual work, or work in a remote location? If “Yes"”, please give details. 27 & {E@% B EWR
MATHEEGEEMIREER. KE. HTHSENIIE, RERBBENTE? 0B 21, FRBFES.

3. Have any of the persons to be insured previously applied for or held a GlobalHealth policy? If “Yes”, [OYes2 [No#&
provide policy number. 274 H FA % R RR A T BERFERFEGlobalHealthRE? W/B 2] , FIRHERERE.

4. Do any of the persons to be insured have health insurance with another company? If “Yes”, please attach [JYes2 [INo&
a copy of the policy and benefit schedules, and indicate if the other coverage will be continued if the
GlobalHealth application is approved. @& BEAERBFRRRA LHBEE MR FANERRE? NE (1, HREER
BRRERREIA, UERAMGlobalHealth{REMEH, HRIBEBHEE.

5. Have any of the persons to be insured ever had a policy or application for life, sickness, accident disability, [JYes2 [INo&®
critical illness or medical insurance refused, postponed, declined, withdrawn, or had any special terms
(including extra premium or exclusions) imposed? If “Yes”, please provide full details. & &&F# R FH W IR A
THEXBEFENASZ. BF. BIMEE. EXRAREBERRREES. EIE. MM s pER (EFEEIMRE T AR
FIH)? W (2, ARPEFEE.
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Continuation of Medical Questionnaire ##ER%E — &

6. Within the last five years, have any of the persons to be insured experienced, been treated for, sought
advice on, or had symptoms relating to any of the following conditions? {Ef#mEREMATBEREN, EEEREUT
R A ER AR, SAERERKERERNHER?

If the answer is “Yes"” to any of the following, please write the medical condition and complete the relevant questionnaire where indicated.
For other medical conditions, please provide details in the table on page 3. U TEA—ENERE (2] , BHPERZBRKEBIERES
THRNES. EftERRESEIENR .

a) Cancer, leukemia, tumors, cysts or a growth of any kind? (If “Yes", please complete the Tumor/Cyst [JYesZ []No&
Questionnaire) #iE. BIMF. fERE. EESEMERAEEY? (WE (2] , FESER/EERS).

b) Asthma, persistent cough, coughing of blood, pneumonia, chest or breathing complaints, chronic bronchitis, [JYes2 [JNo&
chronic sinusitis, allergies, deviated nasal septum, tuberculosis, or any disease or disorder of the lungs?
(If “Yes", please complete the Respiratory Questionnaire) B, XMk« Bz Fhk. BOSFERERE. 184
REX. BMEEX. B BhREH. MEZSEMHHBERKES? (WE (2] , FEEFRAARE).

) Chest pain, raised blood pressure, raised cholesterol, heart murmur or heart condition, breathlessness, [dYes2 [JNo&
abnormal heart rate, rheumatic fever, varicose veins, or circulatory disorder? (If “Yes”, please complete
the Cardiovascular Questionnaire) fifs. SME. SEEE. OREESHORK. FE. ODERES. BB,
BiRMSRRBERRASER? (WE 2 , FERLOEEREE).

d) Indigestion, gastritis, gastric or duodenal ulcer, blood in stools, fistula, hernia, haemorrhoids or any disease [dYes2 [INo&
or disorder of the bowel? SHEFR. B#&. BRTiBES. E. BFER. UK. FEREABERIIEESE?

e) Kidney stones, urinary tract infections or complaint, blood, protein or sugar in urine, or any disease or [dYes2 [JNo&
disorder of the kidney, bladder, prostate or genito-urinary tract? B4#A. REXARFNE. MR FHRIFER,
SAEME . Bt AIFIBRE A TE W R RIS S TR R 7

f) Jaundice, hepatitis of any form or any disease or disorder of the gall bladder, pancreas or liver? #i&. {E{A [OYes2 [INo&
BB A SEMIEE . RS RS T R 5

g) Diabetes, thyroid disorders or any other endocrine disorders? $EFR%E. FARER KRS EME b Py 5k Sk 77? OYes2 [No&
h) Anaemia, thalassaemia, haemophilia, or any other disease or disorder of the blood? &in. HifgHE M. [JYes2 [JNo&

MAFRAAE A MR MR E &2

i) Disease of the brain or nervous system, stroke, epilepsy, paralysis, weakness of a limb or prolonged headache? [dYes2 [JNoz&
(If “Yes", please complete the Cerebrovascular/Nervous System Questionnaire) B§si &R 4K HE.
B ()« BERR. PREERBIRMTEAE? (NE (21, FESMLE/ MERKRE).

j) Mental health disorder, depression, anxiety, nervous condition, stress, post traumatic stress disorder, [OYes2 [Noz
behavioural problem, alcohol or drug addiction? 15#ikEsE. & £E. B Bh. AIGERE KA.
ITRMIRE. B HEEmE ?
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Continuation of Medical Questionnaire f#ERI%E — &
k) Back or neck pain or strain, spinal condition, sciatica, slipped disc, whiplash, gout, arthritis, bone fracture, [JYes2 [No&
joint injury e.g. knee, elbow, wrist, shoulder, hallux valgus (hammer toes) or any symptoms of a muscle
disorder? (If “Yes"”, please complete the Musculo-Skeletal Questionnaire) &=k 45E. BENE. L7
AR ERRRE. GG, BE. BELA. 8. BEEEG, fIE. N . B, BUSNES R ERBER?
(0 T2l , FESNAEERSE).

) Malaria, dengue fever, typhoid or any other tropical disease? . B#h. {HENTME A ERT? OYes2 [No&
m) HIV, AIDS (Acquired Immuno Deficiency Syndrome), AIDS related condition or had any positive blood test for [JYes2 [No&

HIV (also called AIDS or HTLV-IIl) virus? AfEREGHZHE. BiE(ERRENRZE). BRHARERIARR
RHIERE (X BERREHILV-IERES) BN ERER1E?

n) Psoriasis, eczema, dermatitis, acne or any other skin condition? 4. B2. HEX. BERTMEMEEER? [dYes2 [JNo#&

0) Ear discharge, nose bleeds, double vision, impaired sight, hearing or speech or any other disease or disorder of [dYes2 [JNo#&
the ear, eye, nose or throat? B4, REM. ERKR 1. BENKESENTIE. SEMEME. B. SRERERSR
e RE?

p) (Females only) Pregnancy or any complications of pregnancy, abnormal smear test or any gynaecological [OYes2 [No#&
disorder e.g. fibroid &/or cyst of the female reproductive system? If “Yes”, please complete the
Gynaecological Questionnaire) (Rl FIRTHNEZSIERMHAEE. KARSEREENIMHENER, HUTFEIEE/ 5K
MHETERGEE? (B (21, FEBRERESE).

g) Any other ailment, impairment, injury, accident, condition(s), medical investigations, or hospital treatments [JYes2 [No&

not mentioned above? {RfAEfh EiAZHRLMEMBER. EiE. BE. B B BRREREREE?

If you answered “Yes” to any of the above questions that did not require a Medical Questionnaire , please give details of the condition in
the table below. A EEM—IEMERE 21 BEXFFTEHEETRRES, BENRKIPFEB.

Applicant’s concerned | Q.No. | Date of first | Details of Medical conditon, including Name & Address of doctor, Do you
BRARFEA misE | consultation | nature of treatment, results and if you hospital or health require any
4meE | BRI have fully recovered? professional consulted follow up
=R:] IR, BIEAEME. WREERE | XL, BiiiEEREASNY | treatment or
TEREE? 2/ 2R Rt consulation,
if so when?
AFEEIA,
MER, R
ET?

(please use an extra sheet if more space is required) (BB, 7] B AR A)
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Continuation of Medical Questionnaire {#EEfE — &

7. Other than for those medical conditions mentioned above, has this person been admitted to hospital for [dYes2 [INo&
treatment or observation or undergone any surgical procedure? If Yes, please provide full details, including the
date, diagnosis and nature of treatment or surgical procedure. Bx_EREEMITIN, ERBWRBATUTEEARE
ZRRENERE . BITEMMNIFN? B T2, SRS, OFEAH. 2HARIFNER.

8. Is this person taking any medication or receiving any form of treatment at the present time? If Yes, please provide []Yes2 []JNo#&
the medical condition, name of medication and dosage, and/or treatment. %ZEFREH{RIR A TIRIEF 25 IERR M
BREMAR? WE T2 , ARPE, OEER. ENEBREE, R/EEK.

9. Has this person been advised to have or do they intend to seek any medical advice, test, investigation, surgical [JYes2 [JNo#&
procedure, hospitalisation, or treatment in the near future? If Yes, please provide the medical condition, attending
physician and recommended treatment. ZERBEHREA T EERBEBN S EEHANGASERR . B2 RE. #AS.
SMEEFT. ERE0RE? WE T2, FRAER. T2BERERNEER.

10. Please provide the following information about this person’s current usual doctor/ personal physician/ medical centre or hospital:
IR ERBTRALTEIEERENEE/ REEE/BETROHERNER:

Name @& /&% | | @ &+ &+ ‘& &+ &+ ‘e
Telephone &&&: I 1 | || @@ ||| || |

Address it A A T T A T A A A S I S N S N N Y U SO Y N NN NN N
City . o 0 Country EZR: I 0

How long has this person been under this physician’s care?  |___|_ | | | 1 b bl
EIRERA DS EZERBRERAZA?

Date of last attendance & reason: |__ | | | | | b b b b
EREZBERER:

Intermediary’s access to online records w4 A B4 &0 8%:
[] In the event that our family is represented by an insurance intermediary, | hereby agree that our intermediary will be granted access to
our UniversalHealth100 policy’s documents. 7R A—RTHARER A MAEEREK, KARBREH N AFRIE 21008 EIRE M
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¢*BENEFICIARY (IF APPLICABLE) =25 A (30 FH) *Delete as appropriate *s#fil =%

Name in English (as shown on HKID card): #3244 (8 5458 Fr = A2

Surname: || 111 PFRirstName:l L L1 1 111 11 1 |Dr/Mr/Miss/Ms./Mrs.*

i # /S MR/ AR
H.K.I.D./passport number*: 11| 1| @ |+ || & | & &\ & |\ @ | I Agel__l I |
EEG DB/ EREE F5

Relationship to proposer E&H 55 ARF:

[[] Spouse [[] Mother/Father [] son/Daughter** [] others (please specify) I__ 1 I 1 1 || 11| | |
iRy R/ FlT* Hh(FERREA)

Please attach a completed ‘Beneficiary Designation Form’ where required. WMEHEERMIEZH MTEEFHARSE] -
** Child under age of 18 should be nominated on a ‘Beneficiary Designation Form’. ** K% 18N FLEEE MTEEZHmARE] fEHIEE.

<°DECLARATION BY PROPOSER Hiz5 AEHA

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.

EANBORBEARFRNERNAFHRRRE, UEPIIXMEMENSRERAR, YAREER. RASHIBRASN, FERBRRRATRELY
BERIF. AA/RMRZHERNRESEMBMR K. HERERFER. HFERTENANEMRBRLAFERFEEXER. LHZERRER S
IR

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:

RITREPIZRTH:

BA/FRHEGIobalHealth Asia Limited@B&Be. P LBRAT. B4 HAEAE. FE. BMWCREBE. $EIaRM. MIEARMRAhRsEEE
#EEGlobalHealth Asia Limitedfrac#r [ #8%1 ERY MRRIRAL ) @& HAEBHS. R BRE/RSBERBERAFRABEMTEL, UERE T
WIRR AL MEENTERSE. SA/BRMZBARELREE, DEIUTHAR [RE) G

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.

BRf1E:

WEFARERA TRE ] RREENRE. BHERUERRER (FRB)HOENR, IREBLARRBHEESE, FRERREE(FE)REENEEE
& ERFIET R, BN SRERRNA [RE ] ARHANMREAMRENRERER R LRENREEE. MRZTBIOKRMDARMN, GlobalHealth
Asia Limited B (= EENRRB T HEBITERA.

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.

BERIFAREE:

WREW T8 BTEELAEER-HEERES, B THERAL] AR [A28] TFRESFENEAZR, RUTHEBEA/SBRENE=S
(BHABNIERN, CATAEFE. FARKE, WERERERRHARELAMEMERRRBNEERSE . EH. SRR, MURHMILE MR
AL Bfl. THWRBRAL) AHEEREEREEMEM [AQF] FEN MHRERAL] FAREASEN. BETEE [AA8) WENLBIE,
it FAEIBHARREFEA565%.

Printed Name/Title # & /7% Signature %2 Date H#A
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For official use only &/ &% H:

Producer Name: Producer Code: Address:
REHZ RIBARSE Hozik

Phone No.: Facsimile No.: Email Address:
et Fa EERHbLE

o *PREMIUM PAYMENT {RE{TEX

[] A. Cheque Payment or Money Order. ZE&RIFAZ [

Please make your HK Dollar cheque or money order (drawn on a HK clearing bank) made payable to “GlobalHealth Asia Limited”.
BRAATXRHRTAZ(AEBHEERITHAL), BWHRAR"GlobalHealth Asia Limited”.

[] B. Local Bank Deposit. ZithR1TE5k
Bank $RfT :
Account Name 1R 5 &#5:
Account No. 1R F95HE:

The Bank of East Asia, Limited. Hong Kong &Hi#&EERT
GlobalHealth Asia Limited
015-521-40-400296-1 (HKD Account) (ETiRF)

Please fax copy of deposit slip with your Policy No. to (852) 2526 0769 for issuing Official Receipt.
RS BRARERREREEEZE(852) 2526 0769, A FHEHERXIE.

[] C. Bank Transfer. $Ri7&EiR

For direct premium remittances, please send full payment (inclusive of all bank charges) to:

MEHNRZTRE, SXAE2H(QERFRITFERE:

Premiums by remittance may be accepted from Chinese bank subject to a limit of US$5,000 for the initial premium
BRUFEZRENRITRRFEMMARE, B8N EXREBETEIBS000%E T EEE BRI

Intermediary Bank 48R 1T

Beneficiary Bank Ug2i$RT

ABA No.: 026009593 Bank: The Bank of East Asia, Limited. Hong Kong
ABA #w3E $RIT HARERIT

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

SINERIT USA CHIPS UID 009953 i SISEST=PN

Account No.:  6550-4-90452 Account No.: 015-521-40-400296-1 (HKD Account)

IR FSEES R A5G (BTERF)

Swift Code: BOFAUS3N Swift Code: BEASHKHH (SWIFT MT103)

Swift K78 Swift K78

Note £ : 1. All bank charges will be borne by the remitter FTE$R1TFEE —RANRAZN .

2. Please indicate your Policy Number as payment details to your bank $R4TERE #5575 R E 4% o
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. B RITHERES IS FEERREHEEHESE

(852) 2526 07 691F & =triek, A2 AlFEEH EX AU,

[] D. Credit Card £E+

Premiums may be paid by Visa or MasterCard using the Credit Card Authorisation overleaf.

VSAEBEERINRE. FEET - ENERFRE
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o *CREDIT CARD PAYMENT AUTHORISATION 1§ FFR{T3IgHE

I/We, the undersigned, authorise you to charge my credit card for payment of insurance premiums as stated below:
RN/FARERANNERRMRNA T RERE:
Policyholder RERFHA: (Y S I Y S A s A A S A N O O

Policy Number (if known) SRE&RSEANFZ): 1 1 1 1 1 1

[ visa [ mastercard E=iz+
Card Number {5HR55: - - -

Name of Issuing Bank:
ERIRIT:

Card Holder’s Name:
FRAEE:

Expiry Date:

ZHHE:

m m A y y &

Credit Card Country of Issuance 15 F&#EB%R:

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.
BIPERARFEER. RREFESIHEANMBRITEENEARENRE, BUVSARBEFEREHNERRE, BETRIBS5000ETHEEER
BRoh

[ For HK$ AT

| 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. | 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. ZX AIEFXiEGlobalHealth Asia Limitedi® AR AR EREZIHES, ERAANERRARTEESENRENT, BEESTBHR
1E. MM{REFEMFEE, GlobalHealth Asia Limited&TRSCBHAA. ARABAFERERRIREBR, BAELHERRHOIERTIRER, FTHHR
ER—BUERERTERETFH.

Signature %2 Date HEA

@® ® GlobalHealth Asia Limited ®
@ Suite 1401-3, Chinachem Hollywood Centre, @ Z UR]C H
1-13 Hollywood Road, Hong Kong
BEAMEEM -SRI TIE DL 1401-3% 5 e it
Telephone E & : (852) 2526-0918
Facsimile {$X:(852) 2526-0769

Email % : globalhealthuniversal@globalhealthasia.com Because change happenz.
Web #31it: www.globalhealthuniversal.com LB EES

Underwritten by
Zurich Life Insurance Company Limited
FERZRtH AR IR
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