VChoice Voluntary Health Insurance Plan Application Form

BiE B AR RAIE s8I

B R R0 A & SR AR 5% - S00012-01-000-03 (2#E5H#]) VHIS Plan Certification Number: S00012-01-00-03 (Standard Plan)

1. One application form for one Insured Person only &7 AR RRKFR—ZZHRA

2. Insured Person must be applicant himself or his spouse, children (aged below 18, aged 18 to 25 with full-time education or aged 18 or above disabled),
siblings/siblings of spouse (aged below 18, aged 18 to 25 with full-time education or aged 18 or above disabled), parents and grandparents/ parents and
grandparents of spouse (aged 55 or above or aged 55 or below disabled).

ZIRANAZFEAB CHER B FLR (Fi/ )\ 18H 185 £ 255 MIEZ 2 BRI BEE 185U L 258K A L) » B e BB k/BBaY e sp 188k (Fie/)\it18

PR 18BR E 25 MEEZ 2 AHIHBEEN 18R LZRRA L)  ERBFERE/HE BN AR S (FHeESSm BN s FE N5 ZFRRA L) ©
3. This insurance plan allows more than one Policyholder. If there is more than one Policyholder, a “Representative Policy holder” must be jointly designated

by all the other Policyholder(s), the Representative Policyholder shall be authorised to give instructions or notices, and receive notices or benefits on behalf

of all the Policyholders. The Applicant here will be set as the Representative Policyholder unless otherwise is specified. The relationship between the other

Policyholder(s) (non-Representative Policyholder(s)) and the insured person must be the relationship listed in the above point no. 2.

TMRBEA B AT LN —BREFA N MREFAEAZR— A BEMEREFEALBEEI—EREFAANEAREFEARK D BEAHAATE WIS
REIBR] W ARFI A (REFA ABWUBRHISURIE BRIES BFTIE LA R 2 RiE AR EAMRERA AR HMREFA A GEHRERFBANRR) BRFRA
2 BRIV ERT & I LB 28FRFIE R

4. This insurance plan is an automatic renewal policy. The policy will be automatically renewed on the policy expiry date. The policyholder will be required to
pay the relevant renewal premium. Th« Policyholder or Representative Policyholder (if applicable) will be notified on the renewal premium separately until the
policyholder's prior written instruction for cancellation.

IERBEET B2 B BB R ZREREN I HR EBER REFAATUTERRE MERRER S RBNREFAARREFEARRK WER) EER
BREASEBMEUEALL.

5. To ensure your future benefits, you have to disclose this application ALL material facts, which shall form the basis of our contracts; otherwise the policy
issued may be declared void at the discretion of Bolttech Insurance (Hong Kong) Company Limited (“bolttech Insurance”). If you are in doubt whether a
particular piece of information is a 'material fact', please disclose it on the application form.

AIRE T BORRF m B T BRI REE BER YA E B AR TERERRR(EB) B RAB(MRIFRIE) 2 58 e LR E AR SRS R
BB REEEEM R T N AR R ERSER AR I PAS E 2 -

For bolttech Insurance Effective date:
Please tick as appropriated 5558520 il v/ 1 5% use only B ’
RERREA ’

Personal Details of Applicant (Applicant's age must be 18 years or above) (If there is more than one Policyholder, the applicant will be set as the Representative
Policyholder and pleas© complete the other Policyholders information section)

HEAEH (REAFRGAR18mUL) MREFAASH—A BHEARREAREREARR LFRTHMRERE AT E7)

Name in English (same as HKID Card) #3444 (B &8 515 :5487)

Family Name %% Given Name & Name in Chinese X%
HKID Card No. Date of Birth (DD/MM/YYYY) Sex [OMale [JFemale
B17 55 5%05 HER(B/B/F) s3]l E 7
Occupation* (Applicable to Applicant who is also to be the Insured Person) Nationality (Optional)

B (EARRRAZERANBREAN) ElFE GENEIER)

Address* #3it* (Please complete in ENGLISH sELAZESIER)

Flat/Room E3i/ZE Floor B#X Block & Building A/E / Mansion B/ House 1 / Estate E%8

[T HK Island [ Kowloon CIN.T
N et
Street #7 / Road & District & 88 X nEE K ik

(Required field AFBIER)

Contact No. Bf48E 5% Mobile No. JRENE AR Email Address” T EB A

Details of Insured Person SR AE}

[ Myself (Details as above) Please provide average stay of Insured Person in Hong Kong per year:
Please tick one and AN (ERELLEER) REANSEFIIEBRB months =

provide average stay in If the average stay is less than nine months, please provide the place of

Hong Kong per year i i .
§§§%§_££}5¥#§¢$ [ Others (Please provide Relationship with the residence outside Hong Kong:

it P MERAZSF TR BHHORIES BRESINE S
Efth (IR 452088 AR

Name in English (same as HKID Card) X% (578 52 :548E)

Family Name Given Name & Name in Chinese X i
HKID Card No. Date of Birth (DD/MM/YYYY) Sex [JMale [JFemale
S8 HER(B/B/F) 5 %

Occupation* Nationality (Optional)

ey ElFE GENEIER)
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Choice of Cover & {RIEE

K VChoice Voluntary Health Insurance Plan o HKDAHE
o E R E SRR IS [J Annual Premium S&ERE
3 Monthly Rremivm SR 4R E- -

(Excluding Insurance levy) (N ELE (R E#IE)

Levy collected by the Insurance Authority will be imposed on relevant policy at the applicable rate. The payment to be received for such levy will be remitted to the
Insurance Authority under the prescribed arrangement. For further information please advise bolttechinsurance.hk/en/insirance-levy/ or contact: (852) 3123 3344.
RIBEEE RS ENBEZAEMNREBNGRER SR ETNEESRRTEN T RIBEEE R 5+1555 8/ Ebolttechinsurance.hk/Ic/insurance-levy/§,
Bi4%(852) 3123 33440

Footnotesif&:

# Inthe event of any changes in the insured person's place of residence or occupation, the policyholder must notify bolttech Insurance at the time of renewal.
It's important to note that such changes will require re-underwriting, which may result in a modification of premiums or certain terms and benefits or even
termination of the policy. &2 R AWV ZESIE M BFTE S REFEABRERSBENRE R -FIEAMEEEENRRREE RS SR RESER
R IR SR I IRIE

* PO. Box, hotel address and overseas address are not acceptable (S48 /&S A E MR BT S

* Please provide email address to enjoy bolttech Insurance eServices app and to receive the policy, medical claim statement and renewal notice. 512 B E#iiE
MZ AR RRReService EAE T R BB B T I VR & ~ B R R B IR R R (RIE A

Health Declaration of Insured Person Z{% A {2 BT FA

1. Insured Person's Height and Weight B Height A8E Weight:
RRANSBREE
Km: EEKem: Rft: <finc NFKg: BElb:
2. I;‘as the Insgred Person ever had or beep told to have any of the following: Vemis No 75
RRAESBBAERETSZE TIIER:
i.  Diseases of the Heart \)\BEJR O ]
ii. ~ Cancer or tumor FEESAERE U U
iii. Diabetes or high blood sugar #EFR L M O O
iv. Hepatitis B or C Z BT K SR BUAT % ] O
v.  Kidney Failure BIIRE=18 O O
vi. Stroke &, O O

3. Inthelast 5 years, has the Insured Person received medical advice or been treated for any of the following:

FEBANSEE BRABT G T RES B R RRRAR: s E Mo
i, Carcinoma in situ, abnormal growth, cysts or polyps R BEEEE EENER 0 0
ii.  Asthma, tuberculosis, pneumonia or chronic obstructive lung disease B0~ fiE 1%~ i & s 1814 FEZE MEAHIB O O
iii. Stomach ulcer, pancreatitis or gastritis B &% FRIZXR B K ] O
iv. High blood pressure or high cholesterol & B s} & A& EIEE O O
v.  Abnormal liver function FFIHAE R & 0 U
vi. Nephritis or abnormal kidney function, renal stones, gall bladder disorders, prostate enlargement or elevated PSA
levels, polycystic ovarian syndrome or endometriosis | O
BERABINEERE BEA BEER BIYIREARPSAESN EREKE-LEIVEESIIHFEAREREEN
vii. - Any injury or disorder of the eyes (excluding vision corrected by prescription lens), ears, bones, muscle, joints or
spine or physical disability O O
EFRBENF LSFRE (FEE@RESRRBERD) B B85 IR BB 5885
viii. HIV infection or positive HIV test result 2z m RIS E m g RIS O O
ix. Depression, mental disease or neurological disorder or intellectual disability ¥NEE 5 RS R ARERES O O
FIREHR
x.  Any disorders of the breast, thyroid or large intestine {E{a %L 5=~ FRAR IR S A IS BIESH | a
4. For any condition other than the above, in the last 3 years, has the Insured Person: Ves75 No 75
TEIBAESFER fF EAUSIEIN ZIRABRA !
i.  Had ongoing follow-up with a doctor or specialist doctor for a period of 6 months or more? 0 0
HRLNENBARAETOEANEREEMNERE?
ii.  Received medication or treatment, any of which was for a continuous period of 2 weeks or more? [ [

IR ZEY = AR AP EA—BREMERERERE?

ii. Had a surgical procedure, or been hospitalised for a continuous period of 6 days or more? (If yes, please provide
relevant report(s)) 0 0O
EITFMSFHRERRBIE6X ? (N5 AR REMERE)

iv. Had 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))
AMRAEEESRE BB R REE FEEKR R Eh R HM AP ERERNELER
HEMER? (B BRIABRIRS)
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5. Family Health History -
R T Yes B No &
Amongst your biological parents, brothers or sisters 2R AMFRERX G BB REHELRE !

i, Whom have been diagnosed with breast or ovary cancer (for female Insured Person only), colon cancer or rectal
cancer, heart disease or stroke before age 50 O O
TESORR MR T B A IR IN R E (MR R AER) SRR ERE DR E

i. ~ One of whom has been diagnosed with Alzheimer's disease, Polycystic Kidney Disease, Motor Neurone Disease,
Parkinson’s Disease or Muscular Dystrophy before age 60 O O
TEO0RE MBI 2 T B BSOS BIE GRAIIERVE) 2 BBH ESHEH MEeRERNNEBFRIE

6. (Applicable to female Insured Person only) -
REAR LSRN Esed No &
i. Isthe Insured Person pregnant now? SR ARERTRESZ? ] O
ii. If Yes, does the Insured Person has 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)? O O
M2 ZRABDBEERFEE s M- FHFRANE CERE IE) - IERERESE Z Rk (REE KT T
FEMBERAMEEREREIRIN 2

W LA EIE A TR ) AR e BRI
If you answer Yes to any of the above questions, please provide details below:

Name of Date diagnosed | What treatment did the Insured Is the Insured Person Fully Date of full If not fully covered, please advise
condition BEli=kr] Person have? Please include Recovered with no ongoing recovery (if stage of recovery, ongoing
RIESTE treatment period, type of treatment? applicable) treatment, etc.
treatment anq th? details (e.g. ZRARGTERZEENEBE |=2FEERR | UXRE2EE FRHEERE
name of medication, procedure TifETaE? (4niEm) ErEBTHARZ.
or surgery)
SRAGEZAEAE  F A
B2 AR AR R
SEiE (s A IR BT
2 #58)
Yes & No &
O O
Yes & No &
O O
Yes 2 No &
(| (|

If you have any medical reports or reports of investigations, please enclose them and put a tick in the box.

MIEAERRRRS HBRIGERE AREILRIERII L WA =0TV 155k

Bank Name and Account No. for Claim Settlement (Account-Holder must be the Applicant)

[ With Attachment BB M &

BRMRPFER AR Z SRIT R IBRIR A SRES (R OIFA AU ERHEAN)
Personal bank account (Hong Kong dollar only) LA 8172 O (RBR#ETT)

Bank Name $R1T7&718 Branch Code 2171HS Bank account no. $R4TERSE

Premium Payment Method &i{HRE /A%

(IR EABPayment Mode {FF 77 7% Payment Method
[ Yearly &4 [0 Cheque&zZ
Please mark cheque payable to “Bolttech Insurance (Hong Kong) Company Limited” and must submit with this
application form. Policy will be issued after payment has been settled.
ZEFER RFRR(EB) B R AR L BEEARAR—HHER RERFI RSB 5o
[J Credit Card 5B
Please complete the credit card payment authorisation form. Policy will b© issued after payment has been settled.
HERMERRIRURES  (REFNITFEIH B RS
L Monthly B 5-- El- CreditCardfEf=4~-
Pleasecomplete-the credit card-authorisation form.-Rolicy will be issued afterthe-lst installmentpayment has been
-settled: - -
AR AR TR E - RERS R E— D SRR B s e -
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Other Policyholders information section (Policyholder’s ago must be 18 years or above) (This part only applicable to mere than one Policyholder)

HfREE NERHR3 (RESA A FR B AR 18U L) (BB RRRERFEASK—ARER)

1 Policyholder fREEFFA A Name in English (same as HKID Card) 33445 (B2 58 515 :548F) Name in Chinese F X4t

Relationship with the Insured Person HKID Card No. Date of Birth (DD/MM/YYYY) Sex M5!

BRZRARMA S5 5k HEBBE/B/F) [Male [JFemale
3 %

| hereby designated the Applicant to be the Representative Policyholder of this insurance policy and authorise him/her to apply for this policy application, to give
instructions or notices, and receive notices or benefits from bolttech Insurance for the policy to be issued on behalf of me. | confirm that | have read, understood
and accepted the Personal Information Collection Statement of bolttech Insurance.
N NGEIIEE R A AR RENREIFTAE AR WM/ M ER LIRE R Wit BB H 2 REFHIERSUBH T ARA A ZBRFRBIVBMN I RE A
AFER MR BB B R B R R R Z A A BRI B RR
[[J Opt out from marketing communications or materials and bolttech Insurance to use of personal data for direct marketing purpose.

1EABIE WO B BB E R R R R E A A E A B EE R AR

Signature & Signed in Hong Kong on IW&#E%ZE 2 B (DD/MM/YYYY H/B/4E)

2 Policyholder fREEHFA A Name in English (same as HKID Card) 25444 (£2538 51 :818R) Name in Chinese X2

Relationship with the Insured Person HKID Card No. Date of Birth (DD/MM/YYYY) Sex M5!

BRSRARMA B B4 BB/ B/5F) Okl CEamele
= %

| hereby designated the Applicant to be the Representative Policyholder of this insurance policy and authorise him/her to apply for this policy application, to give
instructions or notices, and receive notices or benefits from bolttech Insurance for the policy to be issued on behalf of me. | confirm that | have read, understood
and accepted the Personal Information Collection Statement of bolttech Insurance.

KNAGEIISE R B AARRENRERTA AR WSt/ M EH IREERE Wit BB H 2 REERIERIUBEH TR A B RIF REA BN RE o2
ANFERE4HRBE E R 2R R 2 WS B A B R &R

[[] Opt out from marketing communications or materials and bolttech Insurance to use of personal data for direct marketing purpose.

EERKEEABHENRFEFREHETANBASEEREHEN AR

Signature 22 Signed in Hong Kong on iR &#E%Z 2 BHf (DD/MM/YYYY B/B/4)

3 Policyholder fREEFFE A Name in English (same as HKID Card) X8 (S8 55 :848E) Name in Chinese X2

Relationship with the Insured Person HKID Card No. Date of Birth (DD/MM/YYYY) Sex MR

BIMR ARG S5 A BE(H/B/F) CIMale  [Female
%

| hereby designated the Applicant to be the Representative Policyholder of this insurance policy and authorise him/her to apply for this policy application, to give
instructions or notices, and receive notices or benefits from bolttech Insurance for the policy to be issued on behalf of me. | confirm that | have read, understood
and accepted the Personal Information Collection Statement of bolttech Insurance.

AN N\FEIHEE BB A ARRBINREIFA ART Wit/ it IR B R Wit BB H H 2 RBIERIERIEN WARS A BB RFHRIEABEH SR B oA
AR AR AR REZRE R IWEEA BB

[] Opt out from marketing communications or materials and bolttech Insurance to use of personal data for direct marketing purpose.

BAERUHEEAE BN AR REE T ANBASEEREHE AR

Signature &£ Signed in Hong Kong on IR &#£%ZE 2 BH7 (DD/MM/YYYY BH/B/4F)

4 Policyholder fREEFFA A Name in English (same as HKID Card) 32X % (2578 510 :548R]) Name in Chinese XX

Relationship with the Insured Person HKID Card No. Date of Birth (DD/MM/YYYY) Sex M5!

BAZRARR B ETE HEB(H/B/F) ONek OFEamEs
%

| hereby designated the Applicant to be the Representative Policyholder of this insurance policy and authorise him/her to apply for this policy application, to give
instructions or notices, and receive notices or benefits from bolttech Insurance for the policy to be issued on behalf of me. | confirm that | have read, understood
and accepted the Personal Information Collection Statement of bolttech Insurance.
AN NFEIHEE BB A AR RENREITAE AR Wit/ thF IR B RE Wit BB H 2 RBIELIERIEN ARSI RSRIRABE ISR B oA
AFESREARR R R R RIF R 2 WE B A B IR
[[] Opt out from marketing communications or materials and bolttech Insurance to use of personal data for direct marketing purpose.

BBt BT S S B R R R RIS AN A BV E AN B RHEE R IHRI AR

Signature 22 Signed in Hong Kong on W &#E%ZE 2 HHE (DD/MM/YYYY H/B/5)
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Cooling-off period /% 5FHA

Cancellation within cooling-off period
The Policyholder may exercise the right of cancellation with full refund of paid premium and levy without interests during the cooling-off period. The cancellation
right is subject to th© following conditions-
(a) The request to cancel must be signed by the Policyholder or Representative Policyholder and recerved by bolttech Insurance within 21 days after
(i) the delivery of the Terms and Benefits and the Policy Schedule; or
(i) the issue of a notice to the Policyholder or his representative stating that the Terms and Benefits and the Policy Schedule are available and when the
cooling-off period would expire; whichever is the earlier, and
(b) No refund can be made if a benefit payment has been made, is to be made or impending.

SEHNEGHRE

RERA AL EHRTEENBUEARERERELHENRE BT EILERNE KA a U Tt

(a) EUHERDARAREFAAIREFAANRES WRFRFRFREILUT BERIE 921 BRWEIZER MR E B %!
() REGRRFENFREEHEINEREFAA S
(i) MREFAASEARZELENS JAREFRRFRENREEN BEAZ A CHRRRER; &

(b) EBEREIAFERE A NERERERFRREE

Declaration and Authorisation BEAR i%1E

1. I declare to the beet of my knowledge and belief that all the statements and answers in the above are full, complete and true and form part of the
application and the basis of the policy to be issued. | understand and agree that if any of the statements and answers grven in the above are inaccurate or
I'ha\e not disclosed any material facts, bolttech Insurance shall be entitled to cancel the policy or to reissue the policy with changee even after the policy
has been issued, I/we further authorise any physician, hospital, insurance company or organisation 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 the Insured
Person to bolttech Insurance or its authorised representaive. A photocopy of this authorisation shall be considered as effective and valid as the original.
RNEBREZARAFIHFAGE U ELNERET2BE REEEN DULEARRPFEN 0 LA BB REREZER AN TRILRABNERRIREF
Z it L2 EEE I RRMERNEERE AMORECERESE RISRIE 1)’JT$%%’Stﬁﬁiﬁtﬁtﬂi‘ﬂﬁi%ﬁﬁﬁ%—f%%ﬁ’ﬂ%ﬂ RAFZAR
NI A B RIS AR SAE (IR B2 BB RA BB ZHRE (BIFEFRNZE 2 e RER B 3UaRER) BT RIS REHE
BREEE RIE A IRIEZ BIABIEARRREXN S

2. | undertake that | will inform/have informed the Insured Person and other Policyholders) (if applicable) about this Policy and the Personal Information
Collection Statement (“PICS") of bolttech Insurance (whether contained herein or otherwise obtained) before transferring his/her personal data to bolttech
Insurance. bolttech Insurance shall nol accept any liability for the Insured Person and other Policyholders) not having been so informed. | further undertake
that | will comply with the Personal Data (Prrvacy) Ordinance and confirm | have obtained the consent from the Insured Person for the trarefer of his/her
personal data to bolttech Insurance for the purpose of enrolling him/ her in this insurance plan.
ZIKAKG%'.EALQFEﬁZ@)\%H%ﬁﬁﬁ'—ﬁﬁ%ﬁ7’EL%D;T?/\&H%@%%EA GnsEm) E%ﬁZM?E&T?%FB&EZH&%@A%&EEH (R aE R L EREE
Rl A EMBTES)  RIEFREF T EREZRAREMRBIFA ARWBHNERARTAST - AAFEGEFEAEE FARR) K6 WHER D ESZR
/\&Eﬂﬂﬁ'—%hﬁ)&ﬁ’]ﬂ 2R EEANBRHE SR REE LU EERsE AN ST 8 2 A

3. |, as the applicant, understand that | declare and sign on behalf of the Insured Person in this Application (If applicable). | also understand that the coverage
effectrve date shall be the date when this Application is accepted by bolttech Insurance.

RAERPEN BEAARRIEFFRAZZRAFLBAREE WBER) -AATEBRENBREARSREEZILREZ B

4. 1, as the applicant, am willing to be the Representatrve Policyholder (if applicable) and understand that | also declare and sign on behalf of the other Policy
holders) in thifl Application. I will notify oil tho othor Policyholdor(s) on oil tho information | rocoivod on thic Application and tho policy to be issued.
ZEM’EﬁEﬁEﬁ/\ ERERAREFAARK WER) BARSATAREMRERSAMFLBRRES TR AFERHRER RENDTEBRREE
MUIREFTFA A

5. I confirm having read and understood the product brochure and policy provisions. | acknowledged this medical insurance product’s suitable for my and the
Insured Person’s insurance needs.

FANERE BRI ILBRRRERNER M FREREFRIAD FARDIEERREERESTAKRZRANTER.

6. | confirm that | understood that all benefits described in the insurance plan are applicable worldwide accept for psychiatric treatment and all benefit
described in this insurance plan are not subject to any restriction in the choice of healthcare services providers and ward dass. | also confirm that |
understood that there is the Coinsurance arrangement of Prescribed Diagnostic Imaging Teets under this insurance plan.

A AR R PR E RS RLAR SN (RIS B DR A (RIS 2 BRE A (Rt B POBOFT 5 (RIS B R AR RS (A 5 B S R R AR B BB R AR IR o 75 A ISR
BAH MRS STRBIRRIE S S B R R O S R (RE Ze Bk

7. lunderstand that this insurance plan is a Certified Plan under Voluntary Health Insurance Scheme and is eligible for claiming tax deduction under the Inland
Revenue Ordinance (Cap.112). bolttech Insurance and its intermediaries do not provide tax advice ard | shall consult my tax advisor for any tax advice. For
further infoTnation, | shall visit the website of Inland Re/enue Department (www.ird.gov.hk) and the website of Voluntary Health Insurance Scheme (www.
vhis.gov.hk).

A ABRR LRI ST EIE N BB R 2R A AR WA ZARBERHERE (551128) ' MRE L HIRHR IR RS REBEEP NI MR ER B R A A
FEAANREERSARNEER NRE— S ER AA R BERBEFEAAE (www.ird.gov.hk) K BB R EIEE (www.vhls.gov.hk) °

8. | have the duty to immediately inform bolttech Insurance and correct the above information | provided if they have become incomplete, untrue and
inaccuratesubsequentJy before any policy is issued.

RABERRELENA EREARENE G EAAFFRHZENABRE - FNHERNAEER AAB AL BARFRRL S ZEMEHEE.

9. Any payment made in connection with this Application does not guarantee immediate approval of the coverage applied for. The insurance coverage applied
for shall only take effect when the relevant policy has been issued and the initial premium paid (including any additional initial premium payable due to
revisions of the policy terms and conditions).
A R B AR E (30 AR R AR T A A A R B A AR ER AR HRER T T B R EN S N (O ERER SRR
FESNEHARE) ©

10. | have read, understood and accepted the Personal Information Cdlection Statement of bolttech Insurance.
RABHE BB RER RS R 2 WEE AN B R R
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.
REHRRA R A A T X ER RS E R RARRNEE N BRI BB KR B IR AR THEAZR B TR E R RN A RN EEN SRR R R RR
MZENERER THEAER AEUTAERASRINL (V) 50 BUITER T ARR LB HERIER]

O Bzt ER RS ER REFRREARANEABRHEEREHN Ak
Opt-out from marketing communications or materials and bolttech Insurance to use of my personal data for direct marketing purpose.

VChoice Voluntary Health Insurance Plan %5374 & BB S (R 51 8|



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 perion 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.

QUBARMREA A

RB AR BARER RERBERAFABERETHERNRE RNREFUHN(LEFERE)Da SR IKE MRENERRRBEL LS ME - wHE
ﬁiﬁi}&@%’EJMJC?%EEé%)\ﬁ%ﬂ’ﬂ2%?%%)\é?ﬂtF:UT%#—?}f%Kﬁﬁ&%ﬂﬁt/ﬁﬁ@%éﬁiﬁ)\@ﬁ%ﬁ@oEE%%MTEHEf%#%f%ﬁﬁ%iﬁﬂ%% FANRER 7 P LUREER
B

Cancellation Rights and Refund of Premium(s)

| understand that I havo tho right to cancel and obtain a refund of any premium(s) paid (less any markot value adjustmonts, if any) and any levy by giving written
notice. Such notice must be signed by me and roceivod directly by Bolttech Insurance (Hong Kong) Company Limited at 9/F, FWD Financial Centre, 308 Dos
Vooux Road Central, Hong Kong within 21 days after tho dolivory of tho policy or issuance of a notice to tho Policy Holder or the Policy Holder's represontativo,
whichever is the earlier.

BUHRER TR EERE

FEANBEFABRUEEENZRECHRERDFE BMREHSFTSEERRERAE WER) RMREYE, BRAAQRREEZEEBEN LHEE WHER
RS RER(EB)BRABNEETIREEETISREFZRPOIMBRN U THRABRREIZEMEN  REXNEASEANARE BB ETFAA
AR ABRRE HREI21 R UBR L& Ao

Signed in Hong Kong on R&EBEE > HER

X DD/MM/YYYY B/B /&

Applicants Signature Hz5 A RE

Advisor/Broker’s Information {XI2 A /&840 &k}
Advisor / Broker's Name f{EE A /4842 Account Code 1R 5 5EHS

R
2802 3138

B RBRIERRAR

Union Faith Insurance Agency Limited

UFOAHH

Email Address B E it (Required field) (NFEIER) Contact No. #8385

service@unionfaith.com.hk 28023238

Please provide email address to receive policy and medical claim statement ty email.
SATE HEE TR DA ER (R EE K7 BE R R (B IR A R o

Credit Card Payment Authorisation Form SRk {15higiES

[Jvisa & [ Master Card B+

Cardholder's Name

FrAlSE
Credit Card Account No. Credit Card Expiry Date (MM/YY)
EFR-RIEHS ERA-REIEAR

[J I'hereby authorise Bolttech Insurance (Hong Kong) Company Limited
ENLELERRFFRE(EB)BRARNAA L2 EARIRS TEULRBFIES 2 RERRGEE (BEERRE) BEESTIEH-

X
Cardholder’s Signature F £ A%E Date B8

VChoice Voluntary Health Insurance Plan £33 /5 5 BB R R R 51 8



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 recommmendations 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
iEfé_,Jttﬁffﬁ%%E# 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
EZRANEFE: 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 ie 2 (T ERRRRE U AR RRRRERFHEERRIEIE B AR R RIEAR R A At IR 2 Bmal B RS ?
Da) Yes BBE
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 FREERZREHE:!

) Medical expense reimbursement insurance B & A EREBIHFRE
i)  Daily cash for hospitalization insurance & B{E[tIRE 1R
i) Critical iliness insurance & & R

iv)  Personal accident insurance 18 A ZE5MREE
O b) NoRE

4)  Why do you want to purchase a new medical insurance?
TR EREE— DB R
[Ja) Forinsurance protection of the increasing medical treatment costs 2 H &5 1% AV B 5 & 1R HRGRE
b) For income protection during sickness FFAEREARIAVUR A (REE
0 c) My existing medical insurance cover is insufficient F VIR A BERGRETE
d) To enjoy tax allowance of VHIS compliant product (“Voluntary Health Insurance Scheme”) & 2= 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 ?
O a) Basic hospitalization and surgical benefits EZA{F 7K FHREZIER
b) Comprehensive medical insurance protection 2 ER B E{RIGRE
c) Income protection during sickness SR EE IR A (REE
d) Annual deductible or co-insurance options to lower the annual premium &M B E (T REF IR R 2 5
B L ESFNRE




Step 2: Insurance intermediary product recommendation after product suitability assessment

B EmaBENTER REPHTAZERES

Insurance intermediary product recommendations: {RBEFN A 2 E 2

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; (ii) preparation for the
hospitalization and medical treatment expenses due to illness or injury), and | / we can afford to pay the required
premium. ZX A/FPIFESDA N /IR PIPTEIE 2 B (RIG A (BB A 2 B E JFRE S S Em) fa R A/H M
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\/FRPIHESE RN/ K FIFFEE BRARRERETRARE=EB N THAN/HMBITRERN-

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 F 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 F9B8 A LERAE =2 D7 B 512
TERARN/BRPIFTRE 2 ERMEL R BRI AMER RIS RER(EB) B RAB 2 Ef&E

6) |/ Weunderstand 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. Z< 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 HER(H/B/5)

ZEZ R AL (e ARE)

Union Faith Insurance Agency Limited

UFOAHH

Name of Agent / Broker
o

Agent's / Broker's Code
KA amat

Agent's / Broker's signature






