Civil Servants and Non-civil Servants Employed by the HK Government

BELBERBEHNABERANELABE

Asia Maxicare Network Outpatient Benefit Service Application Form

Asia Maxicare #4&PI2RIERISEFEE

<

CHI I
ASIA INSURANCE

Personal Information of Applicants B:& ARY{E A E

Name of Representative Policy Holder (as shown on HKID Card)

Mr. 5t &£
BBEAlE (MEEBSHRRE) HMS. ¥ 3E

Mrs. K&K
Miss/)\88

HKID Card No.
EBB MR

Date of Birth (dd/mm/yyyy)
LEHB(BH/B/ %)

Residential Address
JEEE

Personal E-mail Address

{EPNGRES: k1S

Contact Telephone No.
B4R EBRE

Mobile 7 &N E &

Home * &

Expected Policy Effective Date (dd/mm/yyyy)
FREHRELEMBEH (B/B/ &)

Information of the Proposed Insured Person #¥5Z{® A&}

Name of Insured Person
(as shown on HKID Card)
HE (UBESHERE)

HKID Card No.
HESMFERS

Date of Birth (dd/mm/yyyy)
HERB(H/ B/ %)

Relationship with the Policy Holder(s)
BRERFAANR%G

Proposed Insured Person’s Residential Address
EZRABEMIE

Policy Information fREEEH}

Plan Option

et [ class 1 stan

[ crass 2 a2

|:|Class 3 &tE

13 [ ]class 4 sta4

Combine No. of visit

[ Jso [ Iso

Payment Mode #ffREAS

|:| Annual £ 8

I:l Monthly B #4 (By Credit Card Only ZRERF)

Payment Method HBHRERE

Bank Name $R17%%E

|:| Cheque < &
Cheque No. ZE5RHE

Please attach a cheque make payable to “Asia Insurance Co., Ltd.”
X =ZROARE XFHRBAR ToONRBBRAS .

I:l Credit Card 1§ A8 £
Please fill in below part 55385 M~ &85

Credit Card Payment Authorisation EFRETIBES

Credit Card Type =F-E485I |:| VISA B+

[

Mastercard 855 E <

Credit Card No. {SFH-E5EE

Expiry Date (MM/YY)
BRHR (B /%)

Iiull Name in English of Cardholder
ERRFAAEN SR

| hereby authorise Asia Insurance Company Limited to charge the above credit card for the required premiums of this insurance policy and Levy
éi

ncluding payments upon policy renewal) collected by the Insurance Authority.
RABEEIDNRBEARASERA LR ERRIRPXNARRBRENRE MRBEEEFSWINNEE ( EERER )-

Signature of Cardholder
ERREHEEAZRSE

(Signature must be matched with the bank’s record) ( 744 /EEAFRREBIRITAEERMER) )

FZEBH

Signature Date
(DD/MM/YYYY)

(B/R/%)

MXCVAPP2024



Out-patient Physician's Visit (including3 days basic medication) - GP Copayment

FELERIE (83 FEAEY) - GP B3 0 0 0 0
Extra medication coverage per visit
EIN IR IEIREE (S R) SEED SRED &0 S0

Out-patient Specialist's Consultation (including 5 days basic medication)* - SP

Copayment 0 0 0 $60
3  ERPIR2(8 5 REARZEY)* — SP B

Extra medication coverage per visit

EINEIIRIEIRER (ER) el wed &Y el

Out-patient X-ray & Laboratory Tests* - XRL (per Policy Year) $3000 $2500 $2000 $1500
X FALEPIR* — XRL (BIRBEE) . : : :

Mental Wellness Program

B R ESIERY Free 2%

*Written referral letter from the attending physician is required.
DWRARKATZBERRIENE -

30 $3,751 $3,433 $3,099 $2,732

30 $338 $309 $279 $246

This Standard Premium Schedule does not include Levy which is collected by the Insurance Authority. IHRBRITREERRGEESHHWNNRBEHE -

MXCVAPP2024



Declaration & B

The Applicant understands this B35 ARBR:

1. The applicant agrees to furnish Asia Insurance Company Limited the information in related to the eligible persons or insurance plan thereof;
BHEARRRBESESA TR EINERNEIDNRBRBIRAT ;

2. According to the new regulation of Insurance Authority (IA), Levy will be applied on all the medical/life policies with effective from 1 Jan 2018;
REBREEEEBMAIE - H2018F181HAK - MIABRERASNRERAA  HRAN—Z2RERE ; &

3. No cover will be payable under the Policy unless this application is approved and premium is received in full by Asia Insurance Company Limited.

IRFERFLDMNRBERA DI ZARE RN ZE - RESRREXM -

The Applicant declare this EB3E A AR & fER2:

1. On acceptance of this application by Asia Insurance Company Limited, the policy is to be issued to the Policy Holder(s) named in accordance with the
information shown on this application.

SDNRBARAT —BERZILHFE - REBEREBREFAANZRLUREFRANER KT -

2. | agree that the foregoing answers shall form part of my proposal to the Asia Insurance Company Limited, and that the foregoing answer shall also
become part of any policy that may be issued on the strength thereof.

AARELHBRREEXNENRBRBRAT ZRRERMREZEFERNNZ—EMD °

3. Any other facts known to the Insured Person which are likely to affect acceptance or assessment of this insurance cover must be disclosed. Failure to
disclose such information may mean that the policy will not provide the insured person with the cover the Policy Holder(s) require and may even
invalidate the policy altogether.

SRANERCPHREFIA TS ENEMNEE ILREEXXWER - RRARNBZHRAMER - BRIRER olpef AR HEE FEmmMRIE - EE0lkE
BHUILRERY -

4. | hereby authorise any hospital, physician, insurance company or organisation that has any records or knowledge of me or my health, to furnish to Asia

Insurance Company Limited or its authorised representative, any and all information with respect to any illness or injury, medical history, consultation

prescriptions or treatment and copies of all hospital or medical records for application and underwriting purpose. A photostat copy of this authorisation
shall be considered as effective and valid as the original.

RABREFARARENETUER 2B - BE - RIBATSEE  JUREOHAEHBERAANGRZRE - SERSERESSERG TDMRRAIR
AEHEEAFRBERZRZA - IEEEZFNARBIERBRENN -

EEER

Commission Disclosure Statement £k ZEEHR

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

BB ARRR - HERIKER - SRR EIKE" \SEM R ARESHERNRE - NREAVHN(EFEAERN) NS B L ARRENERERRETCNAE - 85
ATRERE R R EBE’\TM ARSERFE AL FWER - A ol DUERERIRERS -

aE 2

Cancellation Rights and Refund of Premium(s) BGHRE#E RS K E2IERE

| understand that | have the right to cancel and obtain a refund of any premium(s) paid and any Levy by returning policy (if applicable) and giving written
notice. Such notice must be signed by Policy Holder and received directly by office of Asia Insurance Company Limited at 8/F, 118 Connaught Road West,
Sheung Wan, Hong Kong within 21 days immediately following the delivery of the policy or the cooling-off notice to me or my nominated representative,
whichever is the earlier.

Z NI EiKAE*ELX%%%%%EG%@?E%D%S‘EHY%%@&HY@ﬁﬁﬁE*%Qﬁ%&ﬁ%&i% B JZ\’ELW?% FHREI(EER) - TREARIDMRRARATIMUIRE
B LETeEfn—a— /SR RS ER T RN B ZEZE ;:&1?%%9%5 MERMFARAFAEANIBELREFTH21RA - PLBREES

Signature %% &

Name of Policy Holder(s) E\‘Aagn;elgfoprrggg\slg;i Insured Person* Name of Agent / Broker (Agent's / Broker's Code)
REFAAHSZ ESEAEZ (18wl k) HKEA / Ria&ics (EBA / RRE&ECHEE )

. . Signature of proposed Insured Person and Date* . .
Signature of Policy Holder(s) and Date (Age 18 or above) Signature of Agent / Broker with Company chop and Date

REFBEAZERHH ERRAZZEREABR (18 FELILE ) REA / RBRECERERLTIEERHE

* |, as the Policy Holder, understand that | declare and sign on behalf of the proposed Insured Person listed in the application under this plan who is under
the Age of 18.
KANLZBFEHREFAA - BARARRIE EBFRAIIL Z 18 mUTEZRAFLEBREES

MXCVAPP2024
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