<

MR B
ASIA INSURANCE

Application for “Asia Unique”
Comprehensive Employee Medical Plan

"BRE PIEESEEFRRETEIBEE

Please complete in Block Letters 5 AFH#EIEES

(1) Policy Holder Details {REEIFE AFIE

Name of Company XS4

Business Nature ZF514EHE Contact Person F#& A

[] with Business Registration GIEEEEC

Tel. EB&E Fax EE Email Address 5 E}

Address ik

Policy Effective Date {REEEINHE (DD/MM/YYYY H/B/4) Total no. of Employees {ES#2 A £{

(1) Affiliated Companies [fiEAE]

Name REIETE

Address it

Name RE)ETE

Address itiir

(1) Participating Classification 211& 875!

For EXISITING Permanent Full-Time Employee IR{EZI#{ESE For FUTURE Permanent Full-Time Employee #52k 2B S

H On Policy Effective Date O On Employment Date
RELME2N =i
[] Immediate cover after month(s) of employment [ Immediate cover after month(s) of employment
2fE__ {EBR®E2Mm = ERE2M
Basic Cover Optional Cover
BARRE B2 RME
Class Type and ool Medical Dependent
Class description | Hospitalization | Supplementary | Out-Patient ) Card* Coverage
EE%ER Benefit Major Medical Benefit DentOJ B.:.e leﬂt Conc?i o RERE
B nefit . s | FEMREE | Benefit =
1IB7‘E177<B§ Benefit Faué{xﬁi (Plan 1to Plan 5) EE{%B A
(Plan1toPlan5) | ZB4NE2E(RIE | (Plan1to Plan 5) = =
Y 2 Y 2 Y 2 Y 2
e'ﬁ' Class 1- Director Plan1 L = Plan 2 - 80% Plan 2 4 = 2 = v =
# O N& O ~Nas |O N& |0 N&
1 0 vz O ve |0 vye |O Y=
Ll N& 0 N& ] NT O N&
5 L[l YR b Yy= | 0O Y= ] Y=
[ N&H 0 N&A 0 N& [0 N&
3 ] Y= Oy=R |O YR O Yg
[l N& N7 J N& [l N&
4 N O Ye |0 vYeE |O ve
[l N& ] N& ] N& 0 N7’

*

If “Y", please fill in and sign the "Asia Unique” Applicant’'s Health Statement as stipulated in the Appendix II
B BEBISRENER |1 TEE RRARE -

If"Y", please sign and submit the Asia Medical Card Service Agreement together with the application form

mE T

o T

2. BEETNES

IR IES 0 WERRGER R -




Plan Rules 5t &I578I

1. This insurance plan is only applicable to company registered in Hong
Kong with minimum 3 covered employees.
IRIBETENE BB EEEMIONT  ROSEAHR 3EES -

2. Optional Supplementary Major Medical Benefits must be purchased
together with the same level of Hospitalization Benefits (e.g. HS Plan1 +
SMM Plan 1), while there is no limitation on the combination of Optional
Outpatient, Dental and Cancer Benefits.
WNERGE BRI EERIRIE © /REEEE ST BBIRVERIE—HHRIR -
MEEFIRZ  FRREERERI T B RS -

3. No standalone purchase of Optional Supplementary Major Medical,
Outpatient, Dental or Cancer Benefits.

TRERBI I E BRI EPIRRIE » TRIREERRE

(IV) Additional Services Bi& RS
[] E-Claims Statements BFHEEIREES

All eligible employees must be on a full-time basis and actively-at-work,
and must participate in the plan.
FrEaEREEAREMABSUWIERERTIE  Bu/a2Mitstsl -
If dependent coverage is provided, all eligible dependents must be enrolled.
MBREBRE  FFEEERKBIIY/AS NS -
Full time employee and spouse from the age of 16 to the age of 69
(Maximum entry age is 64), and their unmarried children from 14 days to age
18, or up to age 23 if in full-time education with proof are eligible to enroll.
16 — 69 A2 E S RHRB(EVIRRER LRA 64 57)  REEER
14 RE 8 FHRETFL » R BEREEEZSZAEIHENFLIIETFER
200 - SR 23 R EEES ERHHENFLI9EFERSM -

(can select more than one option E[3&Z[R—IE)

to Employee toHR to Intermediary
H BayESE H BT AEEL 0 = ile s N

[ ] Medical On-line Enquiry Services #J_ &38R 75

Noted: Medical On-line Enquiry Services for both the policyholder and employee are inclusive; Details of the login information and the user manual will be

provided to you 3 working days after the issuance of the policy.

IR RESEARBEIOERRE LSRR 5 BRBNSHREERBFFMISHRER T 3ETFREEXEE -

(V) Claim Settlement Mode ZEEEF I
[] Autopay to Employee EEiEIEL TR
[] ChequetoEmployee BIE¢S ZAFRE

(For policy with hospitalization plan only SEFEH R 2 E{(FzE18I 2 (RE)

If select Autopay, plecse provide Bank Account information by completion of the attached member enrollment form.

INEEEEBEER - BN L2 EEBREFRRMEIRTAOER -
The Applicant understands this EBZEABER :

1 The applicant agrees to furnish Asia Insurance the information in related to
the eligible persons or insurance plan thereof;
HBARSRZBESERALIRBE BINE RIS MRR -

2. If members are required to contribute for insurance (Contributory plan),
all the eligible persons will be given an opportunity to contribute for the
insurance; and the number of the participation shall not be less than 75% of
the total number of the eligible persons of the company;
EREERNRBEI - BIFFESBESATIIRARBRLTIA - BEF2M
NEHERDRBEBRALTH 75% » FEINREFZLUBEEHS L -

3. According to the new regulation of Insurance Authority (IA), an additional
levy will be applied on all the medical/life policies with effective from
1Jan 2018.

TRIERER %ﬁ*‘%ﬁ?iﬁﬂx 2018 £ 15 1 HREA » PTERER ASHIRE
FEA SEEN—EHE -

4. Any personal information collected by the Company may be used, stored

The Applicant declares this Ei5 A B IR R &R

1 On acceptance of this application by Asia Insurance, the policy is to be
issued to the policyholder named in accordance with the information
shown on this application.

DR —EEZIRE  RISIRIBRESBANSZIAASREE
BRI -

Commission Disclosure Statement (B £ & EEH

or disclosed to any individual or organization to evaluate this application,
to provide our services and products to you, including administering,
maintaining, managing and operating such services and products, or

to provide subsequent services. Requests for personal data access or
correction may be addressed to Data Protection Officer of the Company.
RABFTERMEDEAER - AR « FERSTAEAREEURRE
R REHBRBRERQESE RN REREFERRBRER R
RHERRBASE - BTUBEARTNEAANEHRETE  EREY
FIRZRTFARBREANER -

It is our policy to comply with the requirement of the Personal Data
(Privacy) Ordinance (Cap. 486) of the laws of the Hong Kong Special
Administrative Region. The applicant read and agreed the Personal
Information Collection Statement (“PICS") at Appendix | of this brochure.
RATEET MEANER (FAIR) &6, (EBIEGIE 486F ) < HFE
ACRRENEEN | PAIEAERHEERZR (PICS)

The information relating to the eligible employees and/or their dependents
(if applicable) provided in this Application is correct to the best of my/our
knowledge.

MANESHN > EltRFERHNEER/SAERE (MEA ) &R
RIERERER -

The applicant understands, acknowledges and agrees that, upon taking up this Policy, Asia Insurance will pay the authorized insurance broker commission(s) during the
continuance of the Policy including renewals. The applicant further understands that this agreement is necessary for Asia Insurance to proceed with the application.

RBARA  #AOREE  DMRBRESHEBAEZEERORE  RREEWHA (BEERY ) Da SR FARRENERRRIBELCZUMR - MBATEA

SRR /BEVS BB AL EER » A R LURIBERIRERS ©
Agent/Broker's Name {{IE A /{&4CitS

Applicant EZE

Signature &

Authorized Signature & Company Chop #EISEASERZE

Agent/Broker's Code {{IE A /{EiCiRERE

Name & Job Title of Authorized Person & #E A itk 35 & B 187

Date (DD/MM/YYYY) HES (H/B/E)

Date (DD/MM/YYYY) BHER (B/B/€E)




“Asia Unique” Employee’s Health Statement o
HE, EEZREERRE S—rF

Appendix Il
By g1

BONR R
ASIA INSURANCE

7/F & 8/F, 118 Connaught Road West,
Sheung Wan, Hong Kong

Health statement for the group size of 5 employees or less / with the purchase of Lump Sum Cancer Benefit, Email: medical@afh.hk
please fill in this health statement. The copy of the health statement is also accepted. www.asiainsurance.hk

INEBIRIETE 5 AU/ ERE—SBRERE - ARSIRERARE - IRERREZRATER -

Name of Company A& TE

Employee Name {ES#&

Job Nature and Title T {E{EEFI{Z

Staff No. {EE#RE

Details of Proposed Insured 2R A Z¥0E+}

Full Name in English 223245

Full Name in Chinese J13Z#&

Date of Birth 44 H A
(DD/MM/YYYY B/B/5)

[ Male @i | [] Single 3k |Dateof Marriage #58%H 43
(DD/MM/YYYY B/B /%)

[J Female ZztE | [J Married 45

Relationship with Employee E2{g £ F3{&

Height (CM) B&(EK) | Weight (KG) B2E(F57)

Health Condition and Insurance History of Proposed Insured % {R A Z 2 Bk i B % (R EC 8%

Have you been rated, declined, postponed, or added exclusion by any other insurance company? [ Yes 2
| | MTEEERREBHRNE B8 TS RNERIME TS 2 O No &

What is your average daily consumption Have you ever taken If yes, when?

of alcoholic beverages? treatment for alcoholic habit? 0 Yes 2 LUESIRR IS

FHEEHREHE? BERBMIRAERS J No &

MBEEZAER?

What is your daily consumption of tobacco?
3 | BRREHE

Have you ever taken any drugs other
than those prescribed by a doctor?
EABRKRAIFEEESEY?

If yes, please provide the name and dosage:

L) Yes 0+ IR EY S B IR RS |

[J No

03 #D

Female Only #zif/E1E

Are you currently pregnant? 0 Yes 2
S| rRERTEE? O No &
Any menstrual disorder or symptoms of disease of breast, uterus, cervix or ovaries? O Yes 2
O | RERERBER FUFE 0 75 FEERINEERR? O No &




Have you ever had/been treated for any disease of disturbance of: Have you ever suffered from or had the followings:

BATEREEETIERmESGE: BATEBEETFIES:

7 The brain, nerves or mental system [1 Yes 2 13 Gout, rheumatism, tuberculosis, or syphilis [ Yes 2
PSR, MRS R R (] No & Bl EURR  ERRsiEE O No &

8 The throat or lungs L] Yes 2 14 Vertigo or dizzy spells O Yes 2
MR R 55 At [ No & RENFAKE O No &

9 The heart or blood vessels L] Yes 2 15 Raised or spat blood O Yes 2
O EEMmE [ No & 0t [ 5k, M BE O No &

10 The stomach, liver, intestines, kindeys or bladder L] Yes 2 16 Thyroid gland or lymph node enlargement O Yes 2
B 15 BEEht 0 No & IR B sloitk 2 fE K [ No &

1 The genito-urinary organs L] Yes 2 7 Surgical operation O Yes 2
AIERR BN RES [ No & Fi 0 No &

1 The skin, bones, glands, eyes or ears L] Yes 2 18 Any other iliness not mentioned above O Yes 2
B8 B REE (1 No & L RIR R 2RI [0 No &
Have you ever had or have you ever been advised to undergo investigations

19 (such as ultrasound, cone biopsy, fine needle aspiration, etc.) or to repeat tests within 6 months? 0 Yes 2
MTEONRRESEERE (BB #IER  AHEFNRES) - [0 No &
HHETE 6 ERAIFEERIE?

20 Have you ever been counselled or medically advised in connection with aids or had an aids blood test? O Yes 2
BT ESEFZEHmAETIRE ? [ No &

1 Has any of your parents or brother or sister ever had cancer diagnosed before age 55? O Yes 2
BT 2RE5 X BIEREEBE 55 B BIMZ R EE? ] No &

2 Have you ever experienced any weight loss of more than 5 kg within 6 months? O Yes 2
BTBEE 6EANEETRIBBE S AF? [0 No &

23 Have you ever been consulted with physician or treated for any chronic or critical illness during the past 5 year? O Yes 2
ETEEOFANEEESELEZHABETARMEBRERR? 0 No &

| agree that the foregoing answers shall form part of my proposal to the Asia Insurance Co., Ltd., and that the foregoing answer shall also
become part of any policy that may be issued on the strength thereof.
RAABELRBRPREEXNDNRBBRATZRRERREZNEEYNZ—EMD -

| authorize any physician, hospital, clinic or any organization of person that has any records of knowledge of my health, to give Asia Insurance
Co. Ltd. any such information. A photocopy of this authorization shall be as vaild as the original.

RAEREOEE « Bt - A TEBREOUAL  FEABRARRER U LUEZREFAERMEDINRBEIRAT -

IS EE Z HEATBEY -

Signature of Employee {EE % Signature of Proposed Insured $Z{R AZE

Date (DD/MM/YYYY) HEl (H/B/E) Date (DD/MM/YYYY) HER (B/B/E)




Supplementary Health Information

BRERMT

Appendix Il
By g 11

If the answer to any of the questions 6-23 in Appendix Il is “Yes", please provide additional information as applicable -

IR 126 6 E BEAU-IEREZERR TR & FEEREERRESEN

Question No.

R

Disease/medical condition/sign and symptom

RS/ B e s R AR

Date of first occurrence of sign and symptom

ERHIRBEUREAR R H A

Treatment/investigations/tests /scans that
have been performed
EETRGE/ B/ R/ FE

Date of such treatment/investigation/
tests/scan

BaE/aE/ AR/ BEEER

Present condition (such as whether fully
recovered, follow up action/medication/
next follow up date)

Bk (FIINREE=2RE  BRIRE/RA
IRELEY)/ TIRBEZHED)

Date of last follow-up medical consultation/
treatment

REER/AEAH

Name of doctor who treated the disease/
sickness/medical condition/sign and symptom
AEA R/ /R R R RERIER
BEAEME

Name of Hospital, where applicable

EhratE (@A)

Please provide information as detailed as possible (e.g. provide year and month if exact date could not be recalled) for the sake of fair assessment in underwriting.

FEERME2EN (PINERERERERPNER MREFORAN ) MEFHATRRRE

| agree that the statements made in this form shall be the basis of the proposed contract between the Company and myself and that if anything
contrary to the truth be stated or if any information which would be regarded as likely to influence the assessment and acceptance of this form be
withheld or concealed, the Company will be entitled to make any policy issued void.

KRBT A 2 - 19 ARNRBERA BB ENER « R TUERESEAR SRR A e ETRRIENRRS
FRE  BERARARSIREEY -

Signature of Proposed Insured 1ZIRAZHE

Date (DD/MM/YYYY) BEA ( B/BI/E)






