Employee Voluntary Critical lliness Insurance Plan
Enrollment Form

EBEBBRAKRRE

BREARRE

Enquiry no. E#E5E © +852 2903 9391
Please tick the appropriate box and * delete whichever is inappropriate.

Fax {88 : +852 2968 0639

I. Proposer’s information R A& ¥

BV IERABEN T RMETERE -

Please complete in BLOCK LETTERS.

Z

ZURICH
B E2 i

AR EHERFELR -

Mr./Mrs./Ms.* Surname: First name: Chinese name:
FHE/AK/ L > o B2 P
Name of Employer
BEEM
HKID card no./Passport no.*: Date of birth: D M Y Sex: O Male O Female
BA D BRI/ ARG HAEHER H A F MR e z
Residential address: Flat/Room Floor Block
EEHAE =/ 8L 12 3
Building
AE
Estate name/Street no. & name/Lot no.*
B a4 RPIRE/ R
District HK / KLN / NT*
2] BRBINFEIFRR*
Correspondence address: Flat/Room Floor Block
WAL =/BAL & 223
Building
RE
Estate name/Street no. & name/Lot no.*
B aTE /a8 R/ R
District HK / KLN / NT*
Hh[E IR L i
Day time telephone no.: Night time telephone no.:
Sl e e RIS AR B AE
Mobile phone no.: Email address:
BB RS - BEHDAL

Il. Insured person’s information & A & %!

Insured person SR A 1

Insured person 4R A 2

Insured person 2R A 3

Insured person 1R A 4

Surname

&3

Given name

#

Sex

%]

O Male 5
(O Female &

O Male 8
(O Female %

O Male 8
(O Female %

O Male 8
(O Female %

HKID card no./Passport no.*:

BB G DRI /RIS

Date of birth (dd/mm/yy)
LAEREI(R/A/F)

D M
=} H

<

D M
=| H

<

D M
H A

<

D M
H A

<

Relationship with proposer

BURIR A RRE

Self AN A

(O Spouse Fi @
O Child* F*

O Child* F#&*

(O Child* F#&»

Height (cm)
gEm(EX)

Weight (kg)
BE(QT)

Non-Smoker/Smoker

FERIEE S RIEE

(O Non-Smoker FETR (& &
O Smoker & #&

(O Non-Smoker JEIR & &
O Smoker R /EE

(O Non-Smoker JETR & &
(O Smoker /&E#E

(O Non-Smoker JETR & &
(O Smoker /&

Occupation & Position

LEEJSE i

Do you have Group Critical lliness cover?
MTEEZRNEEBERRETE ?

(¥ Yes =2 — sum insured is
{RIFEE(HKD T )

O Yes 22— sum insured is
IRIEEE(HKD T )

ONo &

(O Yes 22— sum insured is
IRIEEE(HKD T )

ONo &

(O Yes 2 - sum insured is
IRIEEE(HKD T )

ONo &

“ Child(ren) must be aged at or below 17 years, unemployed and unmarried.

S FLRMERITEIAT - REBRKREZAL -




Insured person can choose either (A) Insured person SR A 1 Insured person SR A 2 Insured person 4R A 3

or (B )only
FIRARERIZE (A Eh5E B) AT E
A —EIRAR o

itical lllness Insurance Plan B ;EEE BB KRR8I

A) Application for Employee Voluntary

Please specify sum insured (HKD) (1) 150,000 (1) 150,000 () 150,000
B RAIRERE (B7T) (0 300,000 (0 300,000 (0 300,000
() 450,000 () 450,000 () 450,000

(0 600,000 (0 600,000 (0 600,000

(0 750,000 () 750,000

lll. Choice of sum insured” & {7%8*
#

Insured person R A 4

() 150,000
(0 300,000
() 450,000
(0 600,000
() 750,000

B) Application for converting sum insured of Group Critical lliness Plan to Employee Voluntary Critical lliness Insurance Plan B ;EE 8 &%

REHHREEEEEEE ABBRRBREE

(i) Please specify converting sum Converting sum insured (HKD) | Converting sum insured (HKD) | Converting sum insured (HKD) | Converting sum insured (HKD)
insured” (HKD) ERRERE (BT) ERRERE (BT) ERRERE (BT) ERRERE (BT)
(Only applicable for converting () 150,000 () 150,000 (0 150,000 (050,000
sum insured and maximum at (0 300,000 (0 300,000 () 300,000 () 300,000
HKD450,000) (0 450,000 (0 450,000 (0 450,000 (0 450,000
BrrREBREE" GET) Employment termination date
(REAREFERRETERER | EEHEBRAEH
/5450,00077T )

D M \%
A A F

(ii) If you require additional sum insured | () 150,000 (1) 150,000 () 150,000 () 150,000
of Employee Voluntary Critical lllness | (O 300,000 (0 300,000 (0 300,000 (0 300,000
Insurance Plan, please specify total () 450,000 () 450,000 () 450,000 () 450,000
sum insured®” (HKD) (0 600,000 (0 600,000 (0 600,000 (0 600,000
EBRTRIEE BBEEERREIA (0 750,000 (0 750,000 (0 750,000 (0 750,000
WBEINORIERE - EARREE?

(%)

" Converting sum insured must be same or less than Group Critical lllness Sum Insured.

BRXRELBRER DR EEEKRRET EIHREE
@ Total sum insured = Converting Group Critical lliness Sum Insured + Employee Voluntary Sum Insured.

RRMER = BRARRIEEEBE + (B8 8 BAKRRBEBIRER -

The total maximum sum insured for both Group Critical lliness Plan and Employee Voluntary Critical lliness Insurance Plan is HKD750,000.

B R RIS R B B Wk Rt EIME RARISHE SR /750,000 87T ©

Insured person 4R A 1 Insured person SR A 2 Insured person Z{R A 3

IV. Premium payment RE X ¢

Insured person 1R A 4

Total premium payable (HKD)
EAREAE(ET)

(Minimum annual premium per policy is HKD300
BREGFRITRER300/87L)

Annual B4/ Monthly & A Annual B4/ Monthly & A Annual B4/ Monthly & A

Annual 4/ Monthly & A

Effective date of insurance cover

RERAE BB

m o
m=Z
<
m o
m=Z
4 <

M Y
A F

m o

m o
wz
<

The following insured person is exempted from answering the Medical Questionnaire in Part V.
INTRRALFIEREEVE N ERRS -
1. If B(i) Converting Sum Insured is the same as BJii) Total Sum Insured;
ERRA LT B() EEEEE IR B(ii) 48IIRER
2. If medical questionnaire has been answered and submitted to Zurich Insurance Company Ltd under Group Critical Iliness Plan.

R FE AR RIS BN BRI 2 BRI S EHRERRAR AT

V. Medical questionnaire E&f%

). FIBZRAEBFALE THME -
please give full details below. (If the space provided is insufficient, please use a separate
BRI o (BEMATR - FBASEFF N )

All questions must be answered in full by all insured person(s
If the answer to any of the below question is “Yes”,
sheet to give details.) Z1A MEMEELS 2% -

Yes &

1. Have you ever admitted into hospital or sanitorium, or undergone or been recommended to undergo surgery (other than that associated with
a full term pregnancy)?

BMTREOEAEERIFEER BRI RNREREZ TN (AR ANERRI) ?

2. Are you currently under or have you been advised to have medical observation, treatment or require medication or follow-ups due to any
iliness or effects of any accident?

BTREEENXEEREARZERER ARIARRRBITEMHRZENREDLR 7




V. Medical questionnaire B&f%

All questions must be answered in full by all insured person(s). FT AR AYSZEFEMO1% T 51 2 - Yes & No &
If the answer to any of the below question is “Yes”, please give full details below. (If the space provided is insufficient, please use a separate
sheet to give details.) SIA T EMBERBRE [ E - B NFHANAT o (EZ=ATR - BSASMEFIMHA)

3. Have you ever had or suffered from or been treated for any of the following disorders or diseases? If yes, please tick the appropriate box below.
HTRELEBBAMA TN A —EHEBIELAANRREZBARE B[R] BEANERIBINEVIE -

Tuberculosis Bronchitis Diabetes Malaria Stroke Epilepsy

B Ol xsmEs Ol ez Ol mm Olpm, O| s O
Chest pain Spinal problem Herina Nasal sinusitis Gout Arthritis

W O\ 3mm Olm Ol g Ol am, O | pasn O
Thyroid disorder Rheumatic fever Varicose veins Alcoholism Drug addition Venereal disease
Pk O mER O| smanze O mm Ol s O s O
Haemorrhoids Anaemia Haemophilia Hallux valgus Anal fistulae Hereditary disease
5 Olamn Ol nzs O| sarovm Ol e Ol aterm O
Raised blood pressure Asthma or respiratory diseases Stone of kidney / bladder / gall bladder
B0 Ol wwsogmem Ol sr/maa/me O
Cancer or tumour(s) of any kind Gynaecological conditions Duodenal or ulcer of any kind

LA A Ol i Ol +=smaspuns Ol o O
Any form of hepatitis (or is Hepatitis B carrier) Acquired Immune Deficiency Syndrome (AIDS)

BT (KB ABEE ) O| g O
Mental disorder or psychiatric problem / disease Congential abnormalities and/or disease

A RN O\ wxtemm® /w5 O
Any chronic disease O

Al MR E

Disease or disorder of the /&G ak & B2 h ALK -

Eyes iR (O | Ears B O] Kidneys & (O | Bladder &t O ‘ Arteries &% (O | Lung i O
Brain &0 (O Pancreas &) (O | Liver FFHd (O | Genitor-urinary organs MR AETEZE S O

Gastro-intestinal tract &5 & (O] Central nervous system Fig##4AE R (O | Muscular skeletal JLA & & 8% O
Heart or cardio vascular or circulatory diseases /' k0B 1M & 8k 18 3% R Gk R (O | Other £t O

Please attach complete details for any material health or physical conditions not mentioned above.

B EAA LR R 2 BRI ok & B8 AER - S50 _ERFAREHY -

4. Have you gained/lost weight of 5 kg or more in the last 12 months? If yes, please specify the reason and exact figures.

BMTHRENBE12EANGEEN /RS ATRALE?ER - FEAREREE /HZ DR - O O

C )

5. Are you having any critical illness insurance (excluding group critical illness insurance provided by the insured person’s employer) with Zurich
Insurance Company Ltd or any other insurer? If yes, please state the benefits, the sum insured and the company name of the insurer (including
Zurich Insurance Company Ltd).

HTREESEAHFRERRERAASEMREARRRZERRRE (MBEIXRAZEIRHEZERERRR) & R ] SRR O O
RRBAREH( EHRBERBRER QR -

C )

6. Have you ever been refused enrollment, renewal or reinstatement of life insurance, medical insurance, hospital income insurance, or critical
illness insurance, or subject to special terms and conditions or additional premium? Q O
ATREENRR - BRIVEMEMAS - BE - FRESHEHRRBREIER T W INEFRIER SIS MR B B ER ?

7. Are you currently making an inpatient claim for medical insurance benefit? @) @)
TR A M ERERRERRAREATERRE?

8. Have any of your natural parents, brothers or sisters died or suffered from heart disease, stroke, hypertension, diabetes, kidney disease, mental
disorder, hepatitis (or is Hepatitis B carrier), cancer or any hereditary disease before the age of 60? O O
ATHHAERE - RBiid - REBKER60FAEBE LR - PR - SME - FERE - BR - BeXH - L (RORFAFR
&) BESEAEERSE R R A ?

9. Have you ever smoked cigarettes? If yes, please specify the daily consumption. If you stopped smoking, please also state when and for what

reason.

HTEAERE?E(R] #ASGHRES - METERE @ BEARHERERA -

Consumption: piece per day for years Date ceased smoking: )

RER : BH *fE - W 3 /@B O O
Reason for stop smoking:

T RA -

Have you smoked any cigarettes in the last 12 months? O Yes 2

BTHRBA 12EARNRE SRE ? O No &

3/7



V. Medical questionnaire B&f%

Name of insured person SR AZEH :

Question 1 58 13&
Reason(s) of being subject to special terms and conditions or additional premium or being refused for enrollment or renewal of life or medical insurance
IR AR R (LA A 753K B AR B B 4 4B = 75 PR D5 P IR sl I AR B SR i B2 A ) R I

Question 2 552 3E
Details of diagnosis & treatment received (including any kind of medication treatment)

FERPERRRE TR E AR R EERREEYAR)

Question 3 583 3&
Period of medical treatment
A AR

Question 4 5458
Last consultation date and present health condition
R&EY B RS RIREKR

Question 5 55538
Will you plan to or have you been advised to undergo other treatment or investigation in the future?
BMTRATEREERERSE A RETEMARIRE ?

Question 6 % 6&
Name & address of attending doctor
T B AR R iE

VI. Payment Method 575 3%

O By cheque X E# Cheque no. 37 Z5kHE - Bank name 1747 :

(Only applicable to annual payment mode

RERARESFHNIR)

Cheque made payable to “Zurich Insurance Company Ltd” X ZHRBEAFES [ HRHHRBRERAF ]
If the cheque issuer is not the proposer, please fill in the following information. % X Z2% H AW FEIRIR A« FHEBIUTER ©

Relationship with the proposer £2&{# A #8{% :

O By credit card SME A4 | O Annual payment BF#1 (O Monthly payment & A &/
(The first 3 months' premium will be debited in the first billing & A BERAGIIERE =@ A 2 RE )

Credit card type {5 O VISA O @'
Cardholder’s name ¥~ A%
Credit card no. 15 FIR97E5 ‘ Credit card expiry date S RAMAHZE : M A Y&
O By bank account O Annual payment &4F 51+ (O Monthly payment & A %11
BURITEE B 84 (Please pay the first three months’ premium by cheque B AT Z#IH E=EARE )

(Please fill in the direct debit
authorization form 5B % B3

BHEE)
Account holder's name R1TERF35H A5 ¢ Account no. SRYTHRF SRS

| hereby authorize Zurich Insurance Company Ltd to debit automatically the premium due from my credit card / bank account above on a monthly / yearly basis, including
payment for the subsequent years / instalments upon my acceptance on renewal of the insurance plan(s) applied above until further written notice from me. | accept full
responsibility for any overdraft on my credit card / bank account which may arise as a result of such transfer. | agree that should there be insufficient funds in my account to
meet any transfer authorized here, the Bank has the right not to effect such transfer in which event the Bank may make the usual service charge.
FANLERHRERBERARNAA LR ERAR/RITEFBA/GFERERINEEGRESE  BRAAREARERNEHRE  EEAARE—SEMAA
BUH - AARBEZSEEMSAAGAR/RITRPHERES - AABERESBER : FARBOAAGAR/RITESRARMFIEXNRFER - RITEETTHER -
BRI % 2 RIS E -

If credit cardholder / bank account holder is not the proposer, please fill in the following information. & 1EFAF158 A/RITIRFPEHE AW IHERA » 5
Relationship with the proposer £2#&{# A #8{% :

B LA TER o

T

Signature of credit cardholder / bank account holder:

ERRRRA/RITRPHEARE Date H & : DH M A YE

4/7



VIl. Declaration &85

1. I/We declare that to the best of my/our knowledge and belief the information on this enrollment form is true and complete in every respect. I/We understand that this
enrollment form and declaration will form the basis of the contract between me/us and Zurich Insurance Company Ltd (the “Company”).

2. I/\We authorize the Company to obtain medical information from my/our medical practitioner(s) and l/iwe agree to supply additional information relevant to this Plan at my/
our own expense.

3. I/We understand that I/we shall refer to the Policy for details of the insurance coverage, exclusion clauses and terms and conditions.

4. 1/We understand I/we must complete and provide all information requested in this form, failing which the Company cannot process my/our application for the Policy.

1. AN/ EEFUERARICREROER DIRERAN/ EEMNRAEARE R T2 MER - BEEN - AA/EFHARA/EFEHRBHRBER AR ([ERQF])MRR
BRERUARIREZAE LB RMAT AL ©

2. RA/EZRARN/EEVRALZEE ERAARAARN/EE2BEZMEMBEER - AA/ESFHRERMEME et EIEE 2 BRI BPARER -

3. KAA/E Eﬂélﬁﬁﬁﬁéﬁféﬁﬁﬁ TAREIE - ER R AR AL IR ST BIIREE A2 o

4. K)\/iﬂﬂ BAAAN/BESEVETRIRFUEREZAEER  ERATBTEXRBAN/EEFENT2ZRERE -

This insurance application will not be in force until the application(s) has been accepted by the Company and the premium has been paid.

WREERFANS BEARER  RRRRENMKZRERAEER

BER(RLR) &P ([ RG] ) HE FEA

VIIl. Notice to Customers relating to the Personal Data (Privacy) Ordinance (“Ordinance”) B &

1. The personal information of customers (include policy owners, insured persons, beneficiaries, premium payors, trustees, policy assignees and claimants) collected or held
by Zurich Insurance Company Ltd (“Company”) may be used by the Company for the following obligatory purposes necessary in providing services to the customers
(otherwise the Company is unable to provide services to customers who fail to provide the required information):

1) to process, investigate (and assist others to investigate) and determine insurance applications, insurance claims and provide ongoing insurance services;

2) to process requests for payment, and for direct debit authorization;

3) to manage any claim, action and/or proceedings brought against the customers, and to exercise the Company's rights as more particularly defined in applicable policy
wording, including but not limited to the subrogation right;

4) to compile statistics or use for accounting and actuarial purposes;

5) to meet the disclosure requirements of any local or foreign law, regulations, codes or guidelines binding on the Company and/or its group (“Zurich Insurance Group”)
and conduct matching procedures where necessary;

6) to comply with the legitimate requests or orders of the courts of Hong Kong and regulators including but not limited to the Insurance Authority, Hong Kong Federation

of Insurers, auditors, governmental bodies and government-related establishments;

) to collect debts;

) to facilitate the Company’s authorized service providers to provide services to the Company and/or the customers for the above purposes; and

) to enable an actual or proposed assignee of the Company to evaluate the transaction intended to be the subject of the assignment.

2. The Company may provide any personal information of customers to the following parties, within or outside of Hong Kong, for the obligatory purposes:

) companies within the Zurich Insurance Group, or any other company carrying on insurance or reinsurance related business, or an intermediary;
) any agent, contractor or third party service provider who provides administrative, telecommunications, computer, payment or other services to the Zurich Insurance

Group in connection with the operation of its business;

3) third party service providers including legal advisors, accountants, investigators, loss adjusters, reinsurers, medical and rehabilitation consultants, surveyors, specialists,
repairers, and data processors;

4)  credit reference agencies, and, in the event of default, any debt collection agencies or companies carrying on claim or investigation services;

5) any person to whom the Zurich Insurance Group is under an obligation to make disclosure under the requirements of any law binding on the Zurich Insurance Group
or any of its associated companies and for the purposes of any regulations, codes or guidelines issued by governmental, regulatory or other authorities with which the
Zurich Insurance Group or any of its associated companies are expected to comply;

6) any person pursuant to any order of a court of competent jurisdiction;

7) any actual or proposed assignee of the Zurich Insurance Group or transferee of the Zurich Insurance Group's rights in respect of the policy owners.

3. Certain personal information of policy owners and insured persons collected or held by the Company, in particular, names, contact information, age, gender, identity
document reference, marital status, policy information, claim information, and medical history may be used by the Company for the following voluntary purposes:

1) to provide marketing materials and conduct direct marketing activities in relation to insurance and/or financial products and services of the Zurich Insurance Group and/
or other financial services providers, and/or other related services of business partners, with whom the Company maintains business referral or other arrangements;

2)  to perform customer analysis, profiling and segmentation, and

3) to conduct market research and insurance surveys for the Zurich Insurance Group’s development of services and insurance products.

The Company is not allowed to use the personal information of any customer for the above voluntary purposes without such customer’s consent. In the absence of any

“opt-out” request, the Company shall treat the insurance application and continuation of the policy(ies) held with the Company as an indication of no objection of such

policy owner and insured person to the Company’s use of their personal information for the above voluntary purposes.

4. The Company may provide certain personal information, in particular, name, contact information, age, gender and policy information of a policy owner and an insured
person, upon such policy owner’s and insured person’s written consent, to the following parties, within or outside of Hong Kong, for the voluntary purposes:

1) companies within the Zurich Insurance Group,

2) other banking/financial institutions, commercial or charitable organisations with whom the Company maintains business referral or other arrangements;

3) third party marketing service providers and insurance intermediaries.

The Company is not allowed to provide to any third party the personal information of any customer, specifically, policy owners or insured persons, for the above voluntary

purposes without their written consent.

5. All customers have the right to access to, correct, or change any of their own personal information held by the Company, and in the case of policy owners and life insured,
opt-out of the Company’s use and transfer of their personal information for the voluntary purposes, by request in writing to the Company’s Personal Data Privacy Officer at
the address below. Requests for opt-out must state clearly the full name, identity document number, policy number, telephone number and address of the person making
such request. Policy owners and insured persons may otherwise delete both the above paragraphs 3 and 4 (in italics) to indicate their wish to opt-out altogether.

Personal Data Privacy Officer
26/F, One Island East

18 Westlands Road

Island East

Hong Kong

6. In accordance with the Ordinance, the Company has the right to charge a reasonable fee for processing any data access request.

7. In the event of any discrepancy or inconsistencies between the English and Chinese versions of this notice, the English version shall prevail.

1. F4Zurich Insurance Company Ltd([&A T ) ESIFENEF ( BEREFEA - ZIRA - Z:3A f%ﬁﬁ%\/\ CEREA C REZFARREA)EAER - G0 #
RARMERIELTREIMERRE - UEATPRURSE (T RIAR RS ELRSREREMTEMNEPRERS)

1) PR BAE(RBMARE ) MATRERF - RERERRHSENRERS

2)  HHBNRE SN R R
3) RIEEREEFMRE :ﬁr?&&/iﬂiﬂiﬁ FARITEAR B RN (B RERREGRAE) - BIRETRIAARE
4) RGBT SFgR REER
5 NMEHAR T&/iﬁﬁﬁ%ﬁg(rﬁﬁﬁﬂiﬁﬁiJ)EZ’JFIUJE’JEHKW&’J\\}%W HA -~ STRISIESI MR ERE RS ZE TR IR R
6) EEEBERMEERBELNOEERIIES  BEETRNRBEEIZRE  TERRERS - KB - BUFASTIBATEEEE ;
7) EWER,
8) (EFIARRIMRAIRGHER - St Ll B NARAR R /HEFRURS &
)

O

EARDBNERSIRRAGR AT RIBE TS R A RE RN S -




VIIl. Notice to Customers relating to the Personal Data (Privacy) Ordinance (“Ordinance”) HRB{E A EX ( FARE )16 ([ RS WEF B

2. ARFA GRS - A TREBRENIIRIINA LREECEFPEAER
1) HRURREBEKERR  METETRRIBREBEEBHEMARRHNTA
2) EEEFHRYREEERMTR - Bl B IRSREMRAEEEEBNRBNRIEA  ABHRE =TT RESHERS
3) FE=FRBEUER  BIDEARER - S50 BEE B BRAR  BERERER  ERE  FR #EBAS  RERERE
4) EEHHER  MERSRER - EAESERRIERETRERASREORF] |
5 REEEHFRURREBRNEERBEREEORDNOEEED - RUEEIBET - B8 EMKER A B &R RS B S AT BIE B TR RAE TR EAR

7~ FRISIESITE - HRERREES B EMEELRBENEFAL
6) RETEAEEEMERNEARSHERNAL R
7) BHRURBEENEAERSEZEAEAIFRERBEELRESEANENNZEA -
3. AARARESIFEAREFFEARZRANZLEEAEZR - FHHIRLE - BHEEN - Fie - 15| - FUOERXER - BRI - REEH - REBAH - REFLH
& GAHAREEAIEL T ERERARZ
1) RERURBERR /LERRAMIFRLSIBHE IR At BIRE RERAIRER /K BERRIRE - &/ LEMERES (FKEZABRRE - S50t
GIEEER ETTER TS HEEE)
2) ETEPHIASWMEDE R
3)  BARZRU (R S A RIS R AR BE B R T T 5 98 & R ARBR AL o
ABEPRAE  ARBTEEABEMNTFPHOEAEME LR BRIERE - EREREERNRE ] EK - ARFBIEARRRBERFERR  GIEERRERBARR
RAZ T REARRE A EEAERHE LR BRI
4. BREFEARIRAZERER - AREA B EAEEMRR - AL TREBEALRIZIIA LIEHEAZLEANER - R ME - BEAR - Fik - 115 - REF
BARZRABREEHE :
1) HRURREEKEAE]
2) BRREEFFFERSIBAEX ML EMIRTT /S BMEE R EEA
3) B=AGEERGEERRRRT A
AEEFPEARE  ARFTSRAERNSE =7 REEHES CHEREFAARZRANEAERE L 8 FRIEME
5. FTARPHERUEEAARAZBAERIABEECILINT )ERER  BER/XIERARATMHFEERERTNEIMEAALGR - MREFBARZRARK
HARAEARRBHEBABMELAERIERE - TR RARTRE - YREBERYERPELIABRALZES - FHEEXMHER - RERT - BERTHNL
it o REFEARZFRATAREMEIALEIRAR(EMNFIAREEBAEERERGZ REER -

BABERALBEEML
BEBSRERE 185
BERPL 2618

6. RBLBED  AARERKDEEER  FURBEFAERNEHENX -
7. B EARA A EAR RN B BUAR SR A -

I/We confirm that all information provided by me/us in this application form is true, correct and accurate. I/We further confirm my/our agreement to all sections in this
application form, including without limitation, the above Declaration and the Notice to Customers relating to the Personal Data (Privacy) Ordinance (“Ordinance”).

AN/ EEHWRARAN/BEREBBFRBRVCABENIRFELRER - AN/ BEEERRABELABBZREANZAEED - BIEETRR 52 BAMBREEEAE
FHORLER O DI (TR GG ) B S8 -

Signature of proposer:
BIRAFRE - Date HH : DH M A Y&




HLA/VCI/EF/PDP/09/2013

IX. Direct debit authorization EiZf R iBEE

I/\We hereby authorize my/our below-named Bank to effect transfer from my/our account to that of Zurich Insurance Company Ltd (name of beneficiary) in accordance with such
instructions as my/our Bank may receive from the beneficiary from time to time provided always that the amount of any one such transfer should not exceed the limit indicated
below.

AACE)REEAA (FIWTMRT - (REIBAZEERBITRGLETAA (FIRITOET ) BAA (FINFPORERTHEZERBERAT (RRA) - H#
BRERSENMSHBERATHRE -

I/We agree that my/our Bank shall not be obliged to ascertain whether or not notice of any such transfer has been given to me/us.
AA(FE)RABAA (FINRITHAEEZSERBAREERTAA(F) -

I/We jointly and severally accept full responsibility for any overdraft (or increase in existing overdraft) on my/our account which may arise as a result of any such transfer(s).
WEZEEEMSAA (FIHFORREX (HSHRFHOFEIEN ) - AA (F ) BRAARZRFREDESE -

I/We confirm that my/our signature(s) on this application form is/are the same as that/those for the operation of my/our Savings/Current Account to be debited for the transfer.

AN (F ) HERAA (F ) ERRELOFFEAA (F ) AUEERENPONEZER -

I/\We agree to notify Zurich Insurance Company Ltd (name of beneficiary) of any change of bank account or cancellation of payment method and further agree that should there
be insufficient funds in my/our Bank account to meet any transfer hereby authorized, the Bank shall be entitled, at its discretion, not to effect such transfer in which event the
Bank may make the usual service charge to be paid by me/us.

AN (%) AEFBAHRERBARAF (XaA JEARITPONEFLIVERESRX - MABNOAA (F)OHFAWEZHFALNZSREER - AA (£ )R
THEENTEE - BIRTAIREUERHKE -

This authorization shall have effect until further notice or until the expiry date written below (whichever shall first occur).

FERESEEENEESTRANRILREE TFFHAARL (AMETZEHRMRE]

I/We agree that any notice of cancellation or variation of this authorization which I/'we may give to my/our bank shall be given at least two working days prior to the date on
which such cancellation/variation is to take effect and at the same time such notice shall be given to the beneficiary.
AAN(FIRE AA(F ) BUHRERABRENEMRA - BREVH/ ERERBSOMEIER AR TAA (F ) HRITRZHEA °

Account number: Bank name:
P RSRE RITETE

Name of account holder(s):
POREA :
(As recorded on statement/passbook — Please complete in English) ({E45 288 /1748 AT B 48 &8 - BUESUER)

ID no. of account holder(s): ID type*:

FROHEANSHEN S EMHRR >

Limit for each payment/month”: o Debtor's reference:

R/ ARRRE" HKD 7T EBALE

Expiry date: M Y

ZEAA - A F

Signature of account holder(s): Date: D M Y
FOBBAFE : A B A *
* D type HEMHLER | = HKID HEH 7 E P = Passport i

*If limit for each payment/month is not specified, the debtor’s bank will set the limit as “unlimited”.

IR/ ANFHRE] —RHAFEL  AHRITEHEERRELER " TRLER -

Zurich Insurance Company Ltd (a company incorporated in Switzerland) BFERHHRIGERAST (Ain a2 2 a])
25-26/F, One Island East, 18 Westlands Road, Island East, Hong Kong

EBBERERK 18HBERF L 252612

Telephone B © +852 2968 2288 Fax f8H : +852 2968 0639  Website #83E : www.zurich.com.hk
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