PRUChoice HealthCare — Variation Form

RAFE [RBRE| BRERETE — EXREPH

R B R B

Please complete Section 1 and 2 as required and return the completed form to: FRIENEBE—RFE =M » RAGEZ 2HFERFTE -

Prudential General Insurance Hong Kong Limited RBIABRARAR
Part of Prudential plc (United Kingdom) RBEBKE

P.0. Box No. 28162, Gloucester Road Post Office, Hong Kong
Telephone: 3656 8362 Facsimile: 2164 8445

HAETITEH R AHBREH281625%
E5E 0 36568362 {HHE 2164 8445

Name of the Insured Telephone No.
REFEALE R
Policy No. Facsimile No.
RERS EER

Section 1-Types of Changes $—#3{ - E(IEH

(A BRBENEEN LWHXEEEN )

(Please tick the change(s) requested and fill in details as required.)

_] A.Addition of Insured Person(s) EINZ R A

(Please complete Section 2 as well. FERIFHERSE = <)

1.D. Card No/ Hospital Care Protection Crisis Protection Plan
Relationship Passport No./ Date of Birth Plan (per day)* (Level of coven)*
with the Insured | Surname Given Name Sex Height Weight %Birrh Cer‘r./ Occupation AR FRBEREGER) BRRETBIRRER)
= | 5 1D RE SIS dd
LT e & = HeE hkpiiey e /M 7Y K880 [ iS00 | FKS1600 |FKSZE0000 | FKSSE0000)] 1 000D
B&R B/ B/ %
H A SRES
cm/feet| Kg/Llb
Self B2 EXIR DT
feel| Kg /Lb
Spouse EiE E”/ﬁ?s /ag E//ﬁ%
. cm/feet| Kg/Llb
Child ¥%& EXR/R DR
. cm/feet] Kg/Lb
Child ¥%& EX/R DTS
cm/feet| Kg/Llb
EXR/IR DR

(* Please tick as appropriate (EEEEZHAELE V" 5)

(Application is only allowed at renewal. Please make sure that this form is received by us 10 working days

BD | fl n fln r P r N N ‘Fﬂ‘. before the renewal date.)
D elefion o sured Perso <S) lﬁ%x{ﬁk (RARNERERE - FRERIPF HETHERSRFERFTEARRT <)

Name

]

(Application is only allowed at renewal. Please tfick the plan(s) you would like to apply and complete Section
2 as well and make sure that this form is received by us 10 working days before the renewal date.)
(RAREREGERE o B0 V' HREMENE THPRHASE-_BHRNERIBAHELEXRGEBERTERAT )

D For Insured Person Z{& A (Name # % )

_] C.Change of Level of Cover BRI IRZEH

D Hospital Cash Protection Plan {¥fRIR&REHE
Daily Cash Benefit & A1ERESRE

Crisis Protection Plan fgf&{REEst#l
Level of Cover BIRER

[ Hkss00 [ HK$250,000
[ Hks1,000 [JHks$500,000
[ Hks1.500 [ Hks$1,000,000

_| D.Change of Bank Account for Claim Reimbursement Ea e (E\ BREYERTT E O57ES

(The holder of the bank account must be the Insured.)

(RITFARAABARREFEA )

Bank Name $R17T &8 | Account Holder F OB A&

Account No. F 08515

For changing of direct debit, please fill in the Payment Details Amendment Form.

MARE R A BERAGRENRITE ARE  FREETRATRERRFR ©

_] E.Change of Correspondence Address / Telephone Number @b / E3E5RTS

New Address #fith i

| Telephone No. B:EEE

(Application is only allowed at renewal. Please make sure that this form is received by us 10 working days

_] ETermination of Policy # 1 {RE8

Note : Premium paid is not refundable.

before the renewal date.)
(RITRBEREFRE o FRERIBATHETERERERFTERDLR )

IR CHRE —HITRE-

] G. Addition or Cancellation of Hospital Cash Protection Plan/ Crisis Protection Plan

S s EH R IR & RIEET 8 /AR RE ST

(Application is only allowed at renewal. Please make sure that this form is received by us 10 working days before the renewal date.)
(RATRBRIFR T o FRERIPAHEIEXERBERTELAAT <)

l:l For Insured Person 1R A ( Name & )

I would like to apply/cancel* for Hospital Cash Protection Plan
RARERF/BUEERRERESE [Jpion A HKS500 daily cash benefit
&l A 8 BERBESREHKS500
DPIon B : HK$1,000 daily cash benefit
5t# B : B ERREMREHKS1,000

[rion ¢: HK$1,500 daily cash benefit
it# C: S AFRRESREHKS1,500

I would like to apply/cancel* for Crisis Protection Plan
RABRERTE/BUH R HRRIETE ] Plan A HK$250,000
FTEl A HK$250,000

[ Pian B : HK$500,000

=T# B : HK$500,000

[ Pian C: HK$1,000,000

sT#l C: HK$1,000,000
EMETERE o

*Please delete whenever appropriate

GI3/FRO031B/PO1 (04/25)



Section 2 - Evidence of Insurability % — &8 - o {RsEEA

(For addition of persons fo be covered, change of Level of Cover and addition of Hospital Cash Protection Plan / Crisis Protection Plan only.)

(REUEMZRA - EXRRERRPFERRERETB/ BRRETBEES )

Please read the following questions carefully and tick as appropriate. Please sign next to the box whenever any correction is done.

=
CE]

1.

FHMUTRE  TEEEERAEL V8 MERY - RS REHEFE -

Has any person to be covered had any symptoms, illness or disorders of the following: ZNEERAFIEIE 2 SHRALEEE THHE - KRREE :

a. The musculoskeletal system or skin, e.g. arthritis, rheumatism, gout, sciatica or any disorder of the bones or spine?
BENARBHRASIEBARNES > W A - BRF  BE - LEWERE EMESHRNEHERIE?

b. The nervous system, psychiatric or brain function disorder, or impairment of the eyes or ears, e.g. paralysis, anxiety states, blindness, deafness,
giddiness or epllepsy?
B AR  BUREMERNER  RUEEREE - 0 & - B9RR - K8 KEE - SR ?

c. The circulatory system, heart or blood, e.g. palpitation, murmur, chest discomfort, abnormal blood pressure, stroke or anaemia?
BERAS - OWMBRMREENERE > o OBAESE « 0T - WHTE - MBRER - RRASEN ?

d. The respiratory system or endocrine system, e.g. asthma, bronchitis, emphysema, diabetes or goitre?
BEIFRASRADBRGEREIRE - 2 B - TREX - MRE -« BRBRFIRIRER 2

e. The digestive system or urinary system, breast or reproductive system, e.g. ulcer, hepatitis (including hepatitis B carrier), mastitis, cervitis,
endometriosis, other disorders of the stomach, liver, bowels, kidneys or bladder?
%ggiggjﬁz%ﬁ?*ﬁ CAEREERERANKS W ORE X (BEZERAFEE) AREL  FEEA - FEARBARAMS -F B B
SEMAERRE ?

f. Enlarged glands, tumours, cysts, cancer, growth or other malignancy?
BRARA « FBIE - kT - BREMTMEREE ?

DVes;Ee'
D Yes 2

DVes;EE'
D Yes 2
DVes%

l:l Yes 2

2. Apart from the symptomis, illness or disorders mentioned in question 1, has any person to be covered had any other illiness, injury, physical impairment/deformity l:l Yes 2
or condifion requiring in-patient freatment, operation, or consultation with a doctor? .

MRIARIE 1 R 2FE - RBREEN  ARBRAMEEZZRAGTEEMRE - 215 - SRZE/BERAMER - MBAREZAE - Fii - @BERD?

3. Has any person fo be covered taken or been advised fo have X-ray, ECG, blood fest, biopsies, ulirasound, mammogram or PAP smears, etc? D Yes £
AHBRAMEFEZZRASTESIIPEEEZIXK  VEE - MRS  ERRR - BB - AEXARFERMREABRESE?

4. Has any person to be covered had or been recommended for tests or counseling in connection with HIV, sexually transmitted disease, AIDS, AIDS related D Yes =
complex or any other AIDS related conditions? ) . )
FEFRATEEZZRAGEREREZHARLRNIRSHES 15 - 2R - BEITERBRAMEZEFN 5 B2RBNEEAHREE?

5. Has any person to be covered taken or been advised to abstain from donating blood or received blood transfusion or blood products on account of D Yes 2
haemophilia or any other reason?

REFRAFTEFEZZRAGEAMAFREAMERR - HHILEM - EZHNNEECOEER ?

6. Does any person to be covered have any foreseeable need for freatment or for consulting any doctor? D Yes £
REFRATEFEZZRARBETRAR ARSI RER?

7. ls any person to be covered currently under medical attention or receiving medical treatment or medication? D Yes £
KEFRAFTEFEZZRARDREES AR - IEHDTFE - URAEY?

8. Have the parents, brothers or sisters of any person to be covered had or died from stroke, heart disease, diabetes, kidney disease, multiple sclerosis and D Yes 2
inherited disease before the ages of 60?

RHBRAFEBEZZRANKE R RBEHHRS » BEN60BATBERENPE « DHRE - BR% - B - SRMEREL - BF - BERHE?

9. Has any person to be covered had the following habit? If so, please list out his/her name.

FHBRAFEBEZZRARBTEUTEE ?M [R] » FVHZIRAZHSE -
a. Smoking TRZ (within the last 12 months f£:8 &8+ = 1{E A ")

(Name # 4 :

If"'Yes", please specify the amount consumed per day. 21 [2] - #FXAESAZHE :
b. Drink alcohol &

(Name #4 : )

If"Yes", please specify the amount consumed perday. 21 [2 ] - #E RS2 HE :
c. Use any habit-forming drugs or narcotics i A{EAIRBEEY RS R

(Name #4 - )

If "Yes", please specify the name and dose of the drug. 21 [ £ ]

ATARENNEBREIE

10. Has any person to be covered engaged in any hazardous pursuit (e.g. motor car, motor cycle racing or diving etc.)?

If yes, please complete related questionnaires.
AHBRAMBEZZRARDESNELRUEZEHWESE BEERBEKS) 2% [B] - FEAAREEDS -

. Has any person fo be covered ever been insured against crifical ilnesses or with any Medical Insurance? If yes, please specify the name of
Insurance Company and advise whether the person's application has been declined, deferred or accepted at special terms.
REFRAMEEZERARTEBETABERE  IFBLEBERR?E [R] - FHARBARDZEBRZZRAZHFG B TR E NSRBI ST IN4S BIRRK
Name of Insurance Company REED T &5

If you reply 'Yes' in any of the above questions (except question 9), please give name(s), date and full details in the spaces provided below.
Please also provide the relevant medical report, if any,

an

EUERREEE (2] (RREORRSN) - T HIIMESS  BHRFAER - MERERS @ FERLAER—HEX -

If you need more than one sheet, please fick this box.

D Yes 2
l:l Yes 2
l:l Yes 2

D Yes 2
DVes%

DNOE\
DNO§

DNO§
I:INOE\
DNOE\

[No&
[INo&

|:|No7£\
DNO§

DNOE‘

I:INOE‘
DNO’.:'?
DNOE\

[Now
[No&
[INo&
[nNo&
DNO’.:'?

5% - DERERARE/ ENER

MFERMAAAR - BEUREL S
; ; Nature of Condition, Diagnosis
N Relat ith N & Add
Question No. Gmﬁg ﬁ\s%:gg W and Related Treatment/ Date of Onset/Recovery Degree of Recovery orgfeDOdorress
MERE | e/ SERAZEE et i w8/ ERAH B B B R

Name of Insurance Company/
Policy No./Special Conditions
REBEDE BT/ RERIE/ HIIER

o AT IEE - MERRAR - —HIESRE -




Declaration and Authorisation 83 [ 1% #&

The statements and particulars given in this application are, to the best of my/ our knowledge and belief, true and complete and that this application shall form

the basis of the contract with Prudential General Insurance Hong Kong Limited.

:{L%%\/ﬁj ZMEHEN - SRBFRERN—ER - HERETE  AA/ EZFARBUARBRBRIEAAN/ ESREMIMBER AR ZHEAET
= o

I/ We hereby authorize Prudential General Insurance Hong Kong Limited to access, obtain and utilize all of my/ our information from any person, company,

authority, enterprise and/ or legal entity for the Company's reference, and/ or processing of this claim and/ or other claims submitted previously and in the future.

A photocopy of this authorisation shall be considered as effective and valid as the original.

AN AR B ZB AR R B BB IR 2 R W_Icﬂ/\/ NF EIBRIABAAN RRINEAER AMEERT2E R/ SPIR UL RE K/ 3 ART K 2

RfE - HERENTIAREAASRS

Personal Information Collection Statement (“PICS”) W& B A E X 22 81

Prudential General Insurance Hong Kong Limited (referred to as “our” or “we”) takes the privacy and protection of your personal information seriously.
Our Personal Information Collection Statement (“PICS”) outlines how we will collect and use your personal data and with whom we will share it so we can
provide the required products and services and send marketing communications. The PICS is available on our website at
https://www.prudential.com.hk/en/personal-information-collection-statement/.
By completing and progressing with this form, the policyholder/ insured person confirms that they have understood and agreed to the PICS.
Is the policyowner Currently a customer in mainland China?
L] Yes
(If "Yes", please tick below box to agree the following statement. If you disagree with this statement, we may not be able to process your request / application. )
[] By ticking this box, you agree that as an international group company, in order to provide insurance-related products or services, we may
need to store and process your personal information outside of mainland China. Please refer to our Privacy Notice
(https://www.prudential.com.hk/en/china-personal-information-protection-law/) for more information.

] No
REABAER AT (B8 (KM ) REAFETNEAERTLERRE o ﬁzf?ﬁﬂ'ﬂl/\ﬁﬂuﬁlﬁ $E5E LT B API A AR el I S RN {50 FR AR O LA B
B LR s s m e gk | L B R FIA R T O E S A RIS S B TR R R ANE R R M Au_ EER

https://www.prudential.com.hk/tc/personal-information-collection-statement/index.html ©

EZWEERTARE - BIRTZRA/ RRABRMMEAALRBRERBEABHBBHENE
REFFEARERORETREAMES ?

O 2
(n [R] - BEATEEARE TR - HD"TTH AT - AP R AR IR A ER/EREE © )
O ZEULE - ﬁxT\Wﬂﬁ BIMERBIREERR  RIRHARRIEEERSRT - AJEFEEFRAMIBIMFRHIEECHEAAGEE - &
ZEN 0 B2ERMIRIBEFEET ( https://www.prudential.com.hk/tc/china-personal-information-protection-law/ ) ©
o %
Signature of the Insured Date
REFAEARE HEA

Name & Contact Telephone No. of Financial Consultant 38 &} RS 2t & & Bt 48 BrE SRS
(To Be Completed by Financial Consultant Only. FHI2 B EERSE )

i AR MBRRXER B R -
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