Room 1105-08, Hing Yip Commercial Centre, 282 Des Voeux Road Central, Hong Kong

~‘ " ® sun Flower Insurance Brokers Limited
& (o

Tel: 2521 1881 Fax: 2521 1919 Email: vip@sunflowergroup.com.hk vwww.sunflowerViP.com
"‘ “. Thank you for considering Sun Flower to be one of your selected intermediaries.

We are pleased to get in touch should you have any enquiry regarding the captioned insurance.

VFlexi Voluntary Health Insurance Plan Application Form
B EIEBBEREMMEETRIRR

1. One application form for one Insured Person only.
BHEBFRIARKFE—BZMRAC

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).
ZRAMERFFA B DHERB T (Fh/N 185 18R E25m M= 2 BHIEAE R 18mIA L2 TRRA L) » R BB /BCBH0 T B Bk (FEe/ it
185% 185 E25m M E#= 2 ARIHBEEN 18mIU L ZFRA L) » ERBFER Z/HE BN R ESER S (FiE55m st Lo F#/ 65 2585 A1)

3. If there is more than one Policyholder, a “Representative Policyholder” 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.
KRB AHA SN —BREFAECNREFEASK - REMEREFEARRAZE—BREFEARMREFEANR D BIEAHART LIS
TEER ARTEREBREA ABBENSRE BRIESBFME LRBERZ FBEARREARERAART HREFA A GEREFAARR) BZHEA
Z BRI BRT S L LS 2REFRTI E SR

4. This policy will be auto renewed on the policy expiry date. The Policyholder has to pay the relevant renewal premium. The Policyholder will be notified on the
renewal premium separately until the policyholders prior written instruction for cancellation.

IERERFEBR BBER REFAATHMNERRE MERFRER S HENREFAARRERAANEK WER) EEREFAEASEENIUES 1L

5. To ensure your future benefits, you have to disclose this application. ALL material fact should be declared at application and will become part of the contract
material. Fail to do that will result in voiding the contract at the discretion of Bolttech Insurance (Hong Kong) Company Limited. please declare all the
uncertain information for your own good.

ARETHRRF B T AAELRES HER AR B8 AR TEREBRR(ES)BRAB(MRERR)) 2 6B MUELEEEARE SAMRIFRIR
ARRMEE Z REEERMCNE T NERE —BEBEREE TR A tFAS LR R

Please choose your benefit(s) and v/ as appropriated F5EH2FTEREINLE v 9 Effective date: 3B

[J FO0078-01-000-01 [J F00078-02-000-01  [J F00078-03-000-01
[J FO0078-01-001-01 [J F00078-02-001-01  [J F00078-03-001-01

Optional benefits (Optional benefits are not part of the VHIS certified plan and cannot be use for tax
deduction) BEE{RIE (B EMRERBI BRBEERD AT RIMVED > REERRES) (For bolttech Insurance use only {R¥F{RIRE )

Supplementary outpatient benefits Ft P32 (REE
["T0P260Z ["10P320Z ["TOP400Z

Supplementary dental benefits M1l FRHMRE
[JDE500Z [1DE800Z

(I) Applicant Details (must be 18 years old or above) (if more than one Policyholder, please fill in “Other Policyholders Information section’, the applicant will

then be the Representative Policyholder.)

EREAEE (FERYAS18REU L) WRERFEASHR— A MEEBHMRE/FE ABRED HE ARREARERFEARR)

Name in English (same as HKID Card) X R (BB S HEER)
Family Name Given Name

HKID Card No. Date of Birth (DD/MM/YYYY) [~ Male [ Female
SRSDEIRS HAEBA(H/A/F) B

Nationality

BfE

Address* #i3it* (Please complete in ENGLISH s8I EESHIER)

Flat/Room E1i1/Z= Floor /8 #k Block &  Building A& / Mansion [/ House 1& / Estate B30

Street #47/ Roadi& District #1E& ™ HKlsland [T Kowloon [ N.T.
EEE hBE R

Contact No. B48 & 5%/ Mobile No. B B sESRHS Email Address” FEEB#IE"

(I) Insured Person Details S{RAE#}

Occupation* Please provide average stay of Insured Person in Hong Kong per year:

L SRAGEFHREBE__ monthsA

If the average stay is less than 9 months, please provide the place of
residence outside Hong Kong*

RRAZSETIIEBREDRER AR fEINE E:
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sf623
Quotation


(1) Insured Person Details Z{RAZEl QNEAHEATR)

Name in English (same as HKID) R (RSB 515 FAER)
Family Name Given Name
HKID Card No. Date of Birth (DD/MM/YYYY) [C Male [0 Female
EBFDEIS HEBA(H/A/F) =
Please provide Relationship with the Applicant Nationality
AR EERE ARG EFE
FootnotesiT##:

# 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.

EZRANBERBDHBEMEE REFEABNERKBIRERE FIRAMEEREMZRAEAER A SRR E JRRMIRRIIRESE k1
fRige

*  PO. Box, hotel address and overseas address are not acceptable.

BV BIEUAS M IR R R

Please provide email address to receive the policy and the corresponding documents, including medical claim statement and renewal notice.
EIRMBEI I LINEURE RARR X 1 BB RERE EERMERBR S
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Health Declaration of Insured Person SR A 2R EH3R

Part A - General Information FRER - EAE K}

1. Height B5: cm EK

2. Weight B&E5: kg AfF

3. Smoking Habit "RIEZ 8

(“Smoking” includes but is not limited to cigarettes, cigars, tobacco pipes, chewing tobacco and the use of nicotine replacement products (such as e-

cigarettes))(TRJE | BIFERIR HNEE B EH BERERES T MR ER (GIa0E

1))

a. Do you smoke or have you smoked in the last 5 years?

THRARERTBELFRBERE?

[ Yes &* O No &
*if answer 'Yes', please complete 3(b) - 3(e) *U1 & 21 :ATEM3(b) - 3(e)

b. Type of tobacco product JE & 2 A FE4E

c. Duration of smoking habit IF/& 3 B85 &R

d. Frequency and quantity of consumption 82 E RIREH &

On average F¥9&H sticks(s) per day

e. If you no longer smoke now, &EIRIFE R B IRIE

. When did you quit smoking?
BT AR MIER ?

i. Are you advised by doctor to quit smoking and for what reason?
ERBREESMNERREAM?

YesZ [ONo&

more than 3 times in a week?

FREATEARN RS FISBRAERRABR=R"?

Reason R
4. Alcohol Consumption BRE
a. In the last 12 months, on average do you drink alcoholic beverage for [ Yes 2* O No &

L

*if answer 'Yes', please complete 4(b) - 4(e) *UNE 217 55524(b) - 4(e)

b. Type of alcoholic beverage ;EfE RN RIELE

c. Duration of drinking habit 8E & 18 Ay 5 &R S

d. Frequency and quantity of consumption S22 E R EVEH &

On average ‘FY9S 21 glass(es) per week #f

(1glass# = Beerl®& 250mI=ZF/ Wine B &E 125mIZFH /
SpiritZ4E 25mI=ZFt)

e. If you no longer drink now, & {TIRRF 2R B ENVE:

. When did you quit drinking?
BRI AR B ?

ii. Are you advised by doctor to quit drinking and for what reason?
EEBREESMBERRERAM?

[MYesZ [1No&

which are not prescribed by doctors (including habit-forming or recreational
drugs such as cocaine, ecstasy, heroin, methadone, anabolic steroids) for a
continuous period of more than one (1) month?

EBRELER CEEREBIE—ER EARER LR S < 21 (BiEmmEE
SUHIE L EEY) BN AR BEE] BRI ERVE B E IR e 8E
EEwMrm ?

Reason [REA
5. Taking of drugs not prescribed by doctors AR FE R4S B8 4 = 75 = BE24))
a. In the last 5 years, have you used any drugs (excluding dietary supplements) | [] Yes 2* M No&

ks

*if answer 'Yes', please complete 5(b) - 5(e) *¥1& 212 5B5E5(b) - 5(e)

b. Type of drugs ZE4)7&48

c. Duration FRZ4F 4855 d. Frequency S8 E

=3=|

2R Time(s) per day

e. Quantity of consumption 3£

months?fE BEERE T —ERAXEESERR T —EARNSRLINES?

6. Have you engaged in the following activities within the last 12 months, or will you engage/intend to engage in the following activities within the next 12 |

a. Any hazardous sports or activities (such as diving, motor racing,
mountaineering or rock climbing, parachuting, sky diving, hang gliding).
EAfEkIEESSUES) (FI: Bk FE B EE B  = =Pk ek
TBIIRAT) ?

[ Yes 2* O No &

*if answer 'Yes', please complete 6(c) - 6(d)
TR 5ETER6(C) - 6(d)

b. Flying activities other than as a fare-paying passenger of a licensed air
service operating within recognised scheduled routes.
FAT/EE) (FEIELU B RE S5 TIEHE £ RME IR ETERATH
EHAMMITARTS)

[ Yes 2* O No&

*if answer 'Yes', please complete 6(c) - 6(d)
BT 5B7ER6(c) - 6(d)

VFlexi Voluntary Health Insurance Plan %5 15 B FEEE B RiS 12



c. Type of activity ;EEHFEEE

d. Engagement in the activity SEEhHIS 6L

i. Duration :H&RF ] ii. Frequency #8223
=23 2R Time(s) per year

Part B — Health Information Z.&B - @&}

Note for applicant(s): Questions of Part B do not require the applicant(s) to disclose information regarding the medical conditions or treatments below —
FRIsEAZER] AR B R B A MRS A R -

Cold / flu / sore throat, gastroenteritis / food poisoning (fully recovered), indigestions (no investigations required), acne, muscle sprained (fully recovered),
thrush, routine scan / blood test for pregnancy (normal result), routine cervical smear (normal result), routine health check (normal result), preventive
vaccination, Hormonal Replacement Therapy (menopause), infertility treatment or uncomplicated pregnancy, myopia / hyperopia / astigmatism / presbyopia.
SR/ RE /BB BEX / BYHhE BERD VHEAR (BRRD) A IIAHRE (BER) - BOE BRERRHE / KRR I8RERER)  BRFE
SEMRRE R AR (B RIER) - BREREE BEERER) - BhEn TR MR EFEH) - AEaRIREERIBERESNEZ AR /2145 / 50t/
ETE

If your answer to any of the questions 7 - 14 below is"Yes”, please proceed to answer the relevant follow-up questions in Part C.

EUTNE 1EI4EEM—EREZEREAR1E AN ABEEERE R ERE

7. Have you ever been diagnosed with any of the following diseases or medical conditions?
B BHHES T Ra R ?

a. Cancer or carcinoma in situ

FEAESR/R (AL [ Yes 2 C No&
b. Brain tumor = -
Egmé@ [ Yes E [ No B
c. Heart disease = -
S [ Yes 2 C No&
d. Stroke (including transient ischemic attack (TIA)) o -
P (DR A 1ATE )\ E,) HYes 2 L No

. H tensi
¢ %_yﬂ[])leéenswn [JYes 2 [ No&
f. Diabetes mellitus or impaired glucose tolerance - -
AR R R Hves® - No@
9 Eg‘dﬁney disease [ Yes & C No&
h. Prolapsed intervertebral disc or degenerative spine conditions o -
HEEE AR LR Lves2 [ No#&
i. Diseases or medical conditions requiring a medical device or prosthesis to be implanted within the body [ Ves 2 C No S
REBARRGRUBRRATRAEEARNR es = 0=
j. Human immunodeficiency virus (‘HIV") infection o -
AERBHRT S (BARRS) BR Hves® L No#&
k. Congenital conditions (medical, physical or mental abnormalities that existed at the time of or before birth) [ Ves = C No &
SRR (BN R AR 2 A B FENE S B e ENEE) es = 0=
|. Physical defects, impairments, deformities, and / or conditions affecting mobility, sight, speech or hearing [] Yes = C NoZ
SRR TR BT & / U B EBIAE ST RS BREEAE B NAIROR es = o=
m. Mental health conditions (such as depression, anxiety, schizophrenia, eating disorders, or bipolar disorders) [ Yes C No &
FEMRERR (BIININE SR B O R RSB RITINED) s e 0=
n. Hypercholesterolemia or Hyperlipidemia o -
SIEERAES S MASE [ Yes 2 L Nod&
o. Liver disorder (such as hepatitis B or hepatitis C (including tested positive), fatty liver or cirrhosis of liver) [ Yes 2 C No&
FF BT (B0 2 B SRR T AT 3% (BB 215 14 I AE) IS AT st AT A1) 8= on
p. Multiple sclerosis = -
L MRRLE [ Yes 2 C No&

[e0}

. Do you currently have any of the following diseases or medical conditions?

TERIREBA NIRRT ?

Hernia

o

= =

PERGE RN =) U Yes 2 L No%
b. Breast lesion (tumour / mass / lump / cyst / nodule / growth) - =
SRR (9 / iR/ B/ BB ) 456 / 192) Lyes 2 L N
c. Uterine or ovarian lesion (tumour / mass / lump / cyst / polyp / nodule / growth) [ Ves = C No &
FEROPERRE (B /R /R / BE /BN /48 /185) es 0=
d. Benign prostatic hypertrophy - =
B MEAISIRAEA Hyes 2 CNo
e. Gall bladder stone or urinary stone (renal stone, ureteric stones or urinary bladder stone) [] Yes 2 C NoZ
BEREONRBRE (BREE HREEEIEMNER) 8= o=

f. Cataract, glaucoma or retinopathy = =
EI PRS- A LB R A D yes 2 L No#
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g. Arthritis or other joint disorder = =
R 3 EL RGBS Lyes 2 L NoZ

9. In the last 5 years, have you ever had or been advised to have any regular or ongoing (such as monthly, every 2
months, half-yearly, annually) follow-up consultations or medical care with a healthcare professional (such as
specialist doctor, physiotherapist, psychiatrist) for any disease or medical condition? O Yes 2 C No&s

EBERERN CRE BENGEZRERNTE GIUSS - SWER S5 - §F) HEARRIERR T ETEE
BEA S (BIIERBE WIEREN BB E) NIRED A B RED?

10. In the last 5 years, have you been advised by your doctor to take any medications (such as to be taken daily / once
per week / as needed as directed by doctor) for a continuous period of more than one (1) month?

. e . _ i . [] Yes 2 C No&
ERERER HRTERBLREEH GIURBEETEE / SA—X / ERER RAANBE—BANES e 0B
22
117. In the last 5 years, have you been admitted into a hospital? o -
EBAEER TR BAEER Ll Vesi= Bl
12. In the last 5 years, have you undergone a surgical procedure (including endoscopy or biopsy) without being
admitted into a hospital? [ VYes 2 CNo&

EBREEFR CREBEIERIER MERIMIER (BENFRREIUEEMEER) ?

13. In the last 5 years, have you ever had or been advised to undergo investigations (such as blood or urine test, ECG,
X-ray, ultrasound, CT scan, MRI, PET scan, HIV test, Hepatitis B test, Hepatitis C test)?
EBERERN BRTBER NG WEEEZINE (Blunssin 5RO BE X S BEK  BiREE R ES [ Yes 2 C NoZ
Tt BRI 2 BT RORIE LT SRORIED) 2 e o=
*If answer 'Yes', do your investigation result(s) include the followings?
ETR ) BB EERESEE FIER?

a. Normal test result is advised .
=
SRERERIEE [ ves @ C No&

b. Abnormal test result is advised
BRERER [ Yes 2 C No&

c. You are still awaiting test / test result = -
GESEESNRREER L Yes 2 L N

d. Test result is inconclusive or uncertain (retesting or follow up test is required) [ Yes 2 C No&
BRERAECHUTRE( REENNE—SRR) e o

e. Medical advice has been sought or treatment is required for the test result (such as liver cyst / brain cyst / joint
degeneration or calcification / lung or breast or thyroid calcification discovered on imaging test, that may not require
immediate treatment) [ Yes 2 C No&
MBRERCSREBEERNBEEET AR (BlN—LRNEERABNIE R EE / ISEE / BERIC35E /
R AR 38 IR A 6 3 L 5 ok IR AR L EREB(E)

14. Apart from anything you have already disclosed in Questions 7 - 13, do you have any of the following conditions?
BT EESET Z13 HEERERENERIIN MBS A FIIER?

a. Unintentional weight loss by more than 5 kg (11 Ibs) over past 1 year

AR —E Py BEEEUED 75 AR 11 5) M E Lves2 L No&
b. Abnormal bleeding (such as vaginal bleeding, rectal bleeding, nose bleeding or coughing up of blood) for at least one
(1) month [ Yes 2 C No&

FEFH M (FIEnE R m @l RS mekrzm) =0 —@8

c. Inthe last 1 year, you had or have been required to have follow-up consultation with a healthcare professional (such
as specialist doctor, physiotherapist, psychiatrist) for any medical condition or sign and symptom

; - NS O . = . . " [ Yes 2 L No&
FBE—E P CAEMRERRUSSRER LS N REET SRR A S (GINGRE WA w5 oo o0&
BB L) IRES A
d. Other medical conditions or sign and symptom (such as lump, headache, persistent coughing, chest pain or
epigastric pain) that you are seeking or intend to seek medical advice O VYes 2 CNo&
EAEERAOR SRR AR (BIanAELe - 28 I lfm st _LAeR) MEASTESRBERER
(This question is for female only 58 RiEAR L) [ Yes 2* CNo&
15. Are you currently pregnant?
RIS T Ty *if answer ‘Yes', please provide the
expected date of delivery:
AR BRMTEER:
DDH MMA YYEE
(This question is for insured children aged 6 or below only EBRBEAR7/NE R T 2 ZIRFE) [ Yes &* [ No&
16. Was the insured Ehild born bi‘ore 37th we\ek of pregnancy and / or born with body weight less than 2.5 kg (5.5 Ibs)? *if answer 'Yes', please complete
SRABEENEREIT BAHE & / UHEREEE RS AF 5.58)7 16(a) - 16(b)

“UNETR 2 FE5EM16(a) - 16(b)

a. At which week of pregnancy was the insured child born?
RRREEZA—EHE?

[ less than /% 28 weeks & [ 28-31 weeksi [] 32- 37 weeksi8 [J more than Z#% 32 weeks &
b. Body weight at birth
HARFREE?
[ less than /D78 1kg AfT 0 1-15kg2f [J1.51-25kg Afr [J more than Z7% 2.5 kg AfT
(2.2 |bs ) (2.2-3.31 |bs &) (3.32-5.51 lbs 5®) (5.51 lbs 7)
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age 60:
BUEPRAN > (SRR E R B8 5T S I Ik B B 17T S AR FE RS T SR S R BR AR 7L«

17. At your best knowledge, have any of your parents or siblings by blood been diagnosed with any of the following diseases or medical conditions at or before

= including cystic fibrosis, familial adenomatous polyposis, Alzheimer's disease, familial cardiomyopathy,
inherited blood disorders (hemophilia, thalassemia, sickle cell disease), muscular dystrophy, polycystic kidney
disease or Huntington'’s disease.

= BB SORIE AR S PR R ACERR ECE  SORME OIS  IE M M5 (MR St g B i 7] 3
&) WREGE SEEB RN T IEEHE.

a \Cﬂéger ] Yes 2* C No&
b. %J,rtc;;gry heart disease [ Yes 2* C No&
c. ;{)}%a}%;%es mellitus [ Yes 2* C No&
© Mulple selerosis 0 Yes 2* C No%
f. ?;r}%ke [J Yes &* [ No&
g. ;’Elagg;in's disease [ Yes 2 C No&
h. Hereditary diseases [ Yes 2* C No&
EER

*if answer ‘Yes'in any of 17(a) - 17(h),
please complete 17(i) - 17(k)

“YNTE 17(a) - 17(h) FER—REE

TR 155 73) - 17(K)

i. Which family member?
MERE?

j. Which disease?

M AER?

k. Onset age of disease

e

age at or below 30
30 AT

age 40-315%

age 50-415%

oo iol O
oo jol o
FHrT e

age 60-51

oo|o o
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Part C — Supplementary Health Information ARS8 - fZEERHET

If you answered ‘Yes' to any of the questions 7 - 14, please provide additional information for each relevant question.

WETERIRE 7 - 14 REE—EER ) FiRitE—

NoteszHfi#:

-

N

AL B/R/F BRI B

1FAERARIREN E S Ei o

. 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.

FREBRUEEER (BIUN7ERERIERE B NER MREFEN KA D) UEFRATZRRE
Please provide the date in the format DD/MM/YY.

1. Disease

/ medical
condition / sign
and symptom

IR [ REIRR /
FRERIER

2. Date of first
occurrence

of sign and
symptom
BERERFEER
FEAREY B HR

3a. Treatment

/ investigations

/ tests / scans
that have been
performed
BETHAE /
BE /AR /5

4. Present
condition (such
as whether

fully recovered,
follow up action /
medication

/ next follow up
date)

5.Date of

last follow-

up medical
consultation /
treatment
REBED AR
HEA

6. Name of
doctor who
treated the
disease /
sickness

/ medical
condition / sign
and symptom

7.Name of
Hospital, where
applicable

Bt (0
)

3b. Date of such | IB% (BIMNESE JARA R /
treatment / TEFEE - BERR I /AR /
investigation / it/ R A IRIEEEY) SRR B,
tests / scan /| TxREZBE) EHE
BRAE/ 8L/
AlE /R EER

Question No.

A

Question No.

RS

Question No.

e
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Statement for Collection of Information Z i} i &£ 55 8

i. This questionnaire collects health-related information solely for the purpose of underwriting which is a process for the Company
to evaluate the health risk of the applicants and decide the application results. The underwriting process that the Company adopts
should be fair and reasonable, and the Company should explain the application results if requested by the customers.

ii. Asthe applicant, you are required to provide the Company with complete and accurate information requested in this questionnaire to
the best of your knowledge and belief. Based on the information provided, the Company may have follow-up questions or enquiries
that require you to provide further information for underwriting purpose.

ii. If there are any changes to or updates of the information provided in this questionnaire after the time of submission of this
application and before you receive the Policy, you are required to notify the Company in a timely manner

iv. Even after an insurance policy has been issued upon successful application, the insurance coverage for you may be affected or the
policy may be terminated, voided or rescinded, or claims may be repudiated by the Company, if you have not provided the Company
with complete and accurate information to the best of your knowledge and belief according to (ii), or if you have not notified the
Company on any changes to or updates of the information in time according to (iii).

i EEEREREEAEFENENEFESZEZAR MZREFABFMEFRRAZBEERSORTE FFERIIZF AR BHRMABIZR
EFEAATEIE TERARER EREEFFER-

i ERARFAETHEREFAAE ABENEROEQADRHUTEREENE R A AR REE TRHOER ISR LIERE
BIREREAMEEZE T E—FRHEEN LR Ao

ii. AETERXAFFREEZE TWEIRERNAENARSHREHNENSEANENEN B TRERFBANEAT

iv. BMEDAUTHIR RILERR AR EE > 5/ T RIZ (i) PRl BEFTAIPT SR A A B He B R AR E kD sioR3% (i) PRt sl B R B E Ik
HEMMARENRAT B TRRRIREDEER B E AT TR SER LA L (FRE S BN A IR EE » SUIE/ERE(E
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Cooling-off period RIS

Calculation of cooling-off period

The cooling-off period is the period of 21 days immediately following the day of the Delivery to the Policyholder or the nominated representative of the
Policyholder, of :

(a) the policy; or

(b) the cooling-off notice,

whichever is the earlier. For the avoidance of doubt, the day of Delivery of the policy or the cooling-off notice is not included for the calculation of the 21 day
period. However, if the last day of the 21 day period is not a working day, the period shall include the next working day.

AR 5
SRR TI R F RBHE AL REFAADISER R DI 50 21 ROMR:
(o) I3

(b) ZEFHRIEAE
DERBE BT R RS ZfHRERSHRABNEERLAEEESt B 21X (VRN A B3 2R RR —RIWIFTIER AL F IR 6 FEERR
TERBI—KRER-

Declaration and Authorisation RIS

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.
RNEBAZRAFRAAE U LNERE T2 BEREEEN MULEARARPFEN—HD LB RREREZER AN TRILRBNERRIRES
B LR L BERATR RNRMIMNEESRE IEREEEEY RERRINFRDR LRERMILEIMEREE S —REMNEF EARZ R
AEREEABRE B RIEA B SEE TR SO R BERAZRAGEZRE (EBRRNZE S ERER EAHSUARER) AT REFFRBIE
BERE R A IRE BIARIERAREN I

2. lundertake 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.

RANEGERIERZ PR ZBAABR TR RER BRNZRAREMRERFE A WER) BAARERMASREZKEBABRER (F aﬁ%é‘&tﬁéﬁtﬁ%
Ko A EMBRTES)  REFREF T ERZRAREMRBIA ARMBANERABRTAST - AAFEGEFEAEE FARR) K6 WHER D ESZR
AREMRERE ANRR & EEABRE RS R ER AR B2 Ao

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.

RAERREN BERARRIEFFRAZZRAEHEAREE WBER) -ARATABEN BB EA RS REEZILREZ 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
Policyholders) 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.
BAERPBEA BERIEARERFAARRK ER) BHARAATHAREMREREAHBIARSES TERARERAREZERENZIEBHMEH
MUREEFFE 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.

AR EREREB L BRERRERNER MR FREEFRNAD AARDIEERRREREERTARZRANEE.

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.

AR KR EBRREHEDA RN (RERET BRI A (RIEI 2 IRE A « (R8I NPT B (RIS H B R AR (IR E B R SR B AR B B IR R a& IR o X A M FED
BAH MRS ST RBIRVIRIE S B2 B R R O S R R 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).

ANABBB IR 2 25 BFEERT2INEE A &M W o] RBMHBEE (51128) » shRE S BRI RIFRE R EP N L AR ERFE R R -AAE
BRANRBEBEARNBEZ MR E— S B EAFHERFBHEE (www.ird.gov.hk) K BFEE RSB E (www.vhis.gov.hk) ©

8. I'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.

RABRBERREL WA ERERRFNE G5 A AFREZ ERA B A BIERNABER AABEELBNENRE R HZEMEHEIE.

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).
FARARBIEL A0 LA RERBIULZMEFMRENAREE R REERITRHRERTZERRERH LN (BERERZRIGHEMBEMH
REINEHARE) ©

10. I have read, understood and accepted the Personal Information Cdlection Statement of bolttech Insurance.
FAEMR BBRREZRERR IRER/AE R ER.
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.
RERER B T EEEENEREM RREWEE A BN ERFE R FEIREARM TREAE R - MEA TR RRARIEENE R TR B RS REEM
ZENERETHEAER FEUATERABANL (V) 95 ZLUTEE T RRR IIEZHREF] o
L iEERIOEER S E R R R REEAARANEAEHEE R Ak

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

VFlexi Voluntary Health Insurance Plan %5 15 B FEEE B RiS 12



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.

RBARREEL:

AR EARER RFREEHRFFABERETESENRE WMREENEN(BEERE) N a ST EMRENERBREBCLZ(AE IHE
A#ENERS AR BB A B ENERE A ST ARG RIERE /i BB 2R B - E AT AR R R U ARG REANRR A B MUREER
o

Cancellation Rights and Refund of Premium(s) within Cooling-off Period

I understand that | have the right to cancel the policy and obtain a refund of any premium(s) and levy paid by giving a written notice to Bolttech Insurance (Hong
Kong) Company Limited. | understand that to exercise this right, the notice of cancellation must be signed by me and received directly by Bolttech Insurance
(Hong Kong) Company Limited at 9/F, 308 Central Des Voeux, No. 308 Des Voeux Road Central, Sheung Wan, Hong Kong within the cooling-off period. |
understand that the cooling-off period is the period of 21 days immediately following either the day of delivery of the policy or the cooling-off notice to me or my
nominated representative (whichever is the earlier). | understand that the cooling-off notice is a notice that will be sent to me or my nominated representative
by Bolttech Insurance (Hong Kong) Company Limited to notify me of the cooling-off period around the time the policy is delivered.
SRHANEUHRENEFRRERE

RABBAAEABERUEMENERRFRE (E8)BRABEICHREBLEIRE i ERREBRREBE A APRATEEIEEN ZEUHRENVBEH L BHA
ANEBLRRFRER(ER)BRASLEE LIREEHER308RIEN S ARERIE A ABR L A SRHREI L FRBMNE XN FAASEANIEE
RERZBHIEEHH 21 RAVERRE (UERFERE) AR AFHBNER ARERE(EE) BRADEXMREFRFRAREANEERRN—HBEH 2> MU
ML —EEAAR A

Applicant Signature EREEAE Signed in Hong Kong on IR &E%2Z 2 HHADD/MM/YYYY B/A /4

Advisor/Broker’s Information {32 A /484354

Advisor / Broker Name fCIE A /4&SAC 152 Account Code 1R F 8%HS
SUN FLOWER INSURANCE SF1APH

Email Address B Itk (Required field HFFIEE) Contact No. 485
medical@suntiowergroup.com.nk 29211881

Please provide email address to receive policy and medical claim statement.

AR It N ER R B K B R R IR A AR o

Credit Card Payment Authorisation Form {S B {1igiEE

Ovisa-£ [OMaster Card B5EF

Cardholder Name

FRASR
Credit Card Account No. Credit Card Expiry Date (MM/YY)
SRS ER-REERE

I hereby authorise Bolttech Insurance (Hong Kong) Company Limited
RANZLRRREFRER(E B BRABRAA L 2 ERRIRF ZEULRIEFIEH 2 RERREEE (BEERRE)  EERTIBA

Cardholder Signature FEAZEE DD/MM/YYYY B/B /&

VFlexi Voluntary Health Insurance Plan %5 158 B B 88 B (R b 51 21
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Personal Information Collection Statement (“PICS")
WSEEATH SN

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 2603 9435.

AREUT ZHEBEERBRE(EE)BRLAE (T £28))) NEEAENZR -GN EBARDHEF IR
2603 9435 REVUREE A B FIZEFE A

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.

EEFIR

REAN MR D RREFAAEDEFEFRFRE(EB)ARLAE( AR ) ERARKIEZERRTE NAREREEREE
EREABEMNMGR BRZFFEEE RARZMREEBNER  BEILRFARERIA(FLCHE) UERRIFSEZA-
RERIMEIF o BN E 2|RFAEAMER SAILRER B A RMI BN RE EEF SE S E UL REEN-
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.‘7" ® Sun Flower Insurance Brokers Limited
. Room 1105-08, Hing Yip Commercial Centre, 282 Des Voeux Road Central, Hong Kong
Tel: 2521 1881 Fax: 25211919 Email: vip@sunflowergroup.com.hk  www.sunflowerVIP.com

.' ‘ Thank you for considering Sun Flower to be one of your selected intermediaries.

We are pleased to getin touch should you have any enquiry regarding the captioned insurance.

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 HMERIEREABH USRI EERR BHRARELNFE UERHSBENBRFRERZ -TPE
iE%Jttﬁ?Fﬁ%zE% ARSI E kAR BAERFRBRFRR(ESR) BRAT ZEASNESER T UEE.

Applicant's name: Proposed insured's name: Proposed Insured's | Proposed insured's | Proposed insured's
BREE AR ERRALS: Age: Sex: relationship to
EZRANEFR: EZRAMER: applicant:
N e
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 RRR R E UZ AR RRRRERFHEE R RIEIE B AR R RIEAR R A A b IR 2 Bmal B RS ?
a) Yes HEE
b) No FFEE

2)  What is your annual budget for medical insurance protection?

CHEFERREERAREA?
HKS B

3) Do you have any existing personal medical insurance(s)?

THERAENEABRRENS?

a) Yes B
(If yes, please indicate no. of in-force policy)
B FREERZREHE:!

) Medical expense reimbursement insurance B &R BREHRE
i) Daily cash for hospitalization insurance & B {EFrIR &R
i) Critical illness insurance Z&{R%
iv)  Personal accident insurance 18 A Z4MRER

b) NO/XE

4)  Why do you want to purchase a new medical insurance?
TR EREE— DB REREE?

a) Forinsurance protection of the increasing medical treatment costs 2 H %1 hlAYE& & & IR RIS (RIE
) For income protection during sickness A BIRHAREI BIUR A (R

c) My existing medical insurance cover is insufficient F VIR A BBIERIGRIEL B
) To enjoy tax allowance of VHIS compliant product (“Voluntary Health Insurance Scheme”) BHEZ S MEEE

RIPTIRHERRINER
e) Others, please specify Efh: 508 :

5)  What are your preferred benefits and coverages for your newly applied medical insurance?
AR ENEERERRET CEE2ZE RBNREEEMREEEZRTE?
a) Basic hospitalization and surgical benefits {5 FiTfRiE 2 TB8E
) Comprehensive medical insurance protection 2 & Y B8 {RBR (RBE
c) Income protection during sickness SR HIRIBIR A FREE
) Annual deductible or co-insurance options to lower the annual premium SEU B &N REEF KR E
B MR EREFENRE
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Step 2: Insurance intermediary product recommendation after product suitability assessment

B EmaBENTEER REPHTAZERES

Insurance intermediary product recommendations: 1RBEFT A 2 E R

Step 3: Customer selected product after product suitability assessment

B 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 LY Ema@E s T 2 BERIREE mEER AN/ B CPmRER

Plan namest# &%
Annual Deductible option (if applicable) &4 B &EZWNA): HKS
Optional benefit (if applicable) BEREWNA) :

% FEPA Customer Declaration:

1) 1/ We have read and understood the product brochure, information sheet and policy provision of the medical
insurance product | / we selected. 2R A /B E AR K BEEA A /FFIPT EE L BB R E MV E S/ M B Bk
FARBIFRZ 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 iliness or injury), and | / we can afford to pay the required
premium. ZX A /FRPIFERA A /R PIPT SR 2 B (RIG A mn (BB R 2 BB E SRR E SEE Em) fFa R A/HM
BRI R 2 5 0 B B R R E Y B AR (BFEER IR () EB BRI R WA GREE ; (i) ARm e R e 2 Al B R & RF
) AN/ BB RN T EPRRNRE -

3) I/ We confirm the medical insurance product I/we selected is my / our own decision with no forced pressure from any
third parties. " A/ FIFESB AN/ PIFFEEY BRARBRERETRAARE =B N TEAN/HFIBITREN-

4) 1/ 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. 7= A /3 FIBE B IERIR RFTR >
BRI AEDTAN/HANBREREFRESR WA N/ EERE B R RE S EERER2Z AN/ HFITRAB L
RSN ZERERBRERREB)BRATNWEE AT RIZBAT LEE.

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. s A/FAFIBE I IE3RA& = DAf Kk 15242
TERARN/BEPIFTRE 2 ERMEL R B8R BRI RR(EB) B RAR 2 E & T

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/ IR ANER A EREREN AN/ HABEREEVRIBNFRERE(EB)BRAT

I / 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. 4< A/
HAEARFEAES DR KA RE 2 AR AR B 2 B RN/ RERZRAMMU L HEIEHEERER B

/ /
Applicant's name Applicant’s Signature Date (DD / MM / YYYY)
SR PN BREEAE HER(H/B/%)

/ /
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 R (e ARE)

SUN FLUWER INSURANCE

SFLAFH

Name of Agent / Broker
o

Agent's / Broker's Code
Bacmat

Agent's / Broker's signature
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