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PRUChoice Medical Insurance — Variation Form

RBB/EBFE | BERRENE -

FRERE

Please complete Section 1 and 2 as required and return the completed form to Prudential General Insurance Hong Kong Limited

ERETEBRE -RFE_8  REEZZBBERTORBIBRERAA

Name of the Insured Telephone No.
REFBALS BAERTS
Policy No. Facsimile No.
TRE SRS B XX {E A5k

Section 1 - Types of Chclnges % - %B ﬁ - E E& IE E (Please tick the change(s) requested and fill in details as required. 5 “v" SFiEBAFRENR - WHEZBRER )

. 3 (Apphcut\on is only aIIowed at renewal. Please make sure that this form is received by us 1 month before the renewal date.)
O A. Deletion of Insured Person(s) BBRSZEARA (st s - 200 642 50855 — (77 455038 £ SHEA AT « )

Name

e

(Application is only allowed at renewal. Please complete Section 2 as well and make sure that this form is received by us within a

O B. Change of Level of Cover EE&E{%%?& month before the renewal date.)
(RATRERF RS - WHRERRKEEE =

B0 RRNERDEF —EANERBFRFEAR

Name for Insured Person Height (cm) Weight (kg)
ZRALE S (EXK) BE(AT)
[J Private Room [J Semi-Private Room [J Ward Bed

FFKE FIKEE NN

* Applicable to level upgrade only
RBRmEE &R

O C. Change of Claim Reimbursement Method E X B E A RS &

[J Cheque [J Bank Account  (Please complete the bank account details below.)
s RITF A (BEZU T RITP OAR <)

Bank Name

RITHRTE

Account No.

F OaiES

1. The holder of the bank account must be the Insured.

RITPORBALABREFEA

2. Cheque shall be issued to the Insured only should no bank account be designated for claim reimbursement. The Insured must report to the Company in writting in case of the loss of claims cheque. A

handling fee of HK$100 shall be charged for each cheque reissuance.

EARARBEETRITLOR  BREARE[FAABHBESZE - WHERREXE  REFEAZUEDBAALE] - AREHE ASRMEFUIHKS1001THE -

3. For changing direct debit account premium settlement, please fill in the Payment Details Amendment Form.

AR A B BV BREUS R B MVIRIT P O3RAS - EREE M AR R E

O D. Change of Correspondence Address/ Telephone Number 3 i@ th i/ EE SRS

New Address
Fribuk

New Telephone No.

BRI

. . . oo (Application is only allowed at renewal. Please make sure that this form is received by us 10 working days before the renewal date.)
O E. Termination of Policy A IERE  (Qapmmmees - s iR s Ma BT X e g RS AR - )

Note : Premium paid is not refundable.

AR BEARE —BIARE-

GI3/FRO030B/PO1 (04/25)



(Please fillin the details of your required changes that have not been covered in above section.)
O F. Other Changes — HAE R (10 1 snpkam Frsserns - it s B Bas - )

O G. Addition or Cancellation of Oggtional Medical Plus Plan/ Hospital Cash Plan “pplication is only allowed at renewal. Please make sure that this form is

“wle N a A received by us within a month before the renewal date.)
SNHBCHRE [BRELE | o8/ [FREAL] T8 (RATRERIS 5% - SPEIREIHERT—ELA P AR BEAAT - )

Name for Insured Person Height (cm) Weight (kg)
RN g& (EX) - ENVNIOY
Optional Medical Plus Plan B3 [B&EE L8] | &8 Optional Hospital Cash Plan B [1XfzH & | &8
[0 Twould like to apply for Optional Medical Plus Plan [0 Twould like to apply for Optional Medical Cash Plan

RAMBFEE [BREE LS 58 RAMBFEE [EREE] 58

(Please complete Section 2 as well. 5 FIBHE S — 557 <) (Please complete Section 2 as well. 5 RIBHEESE — 5517 <)
[ Twould like to cancel Optional Medical Plus Plan [J T'would like to cancel Optional Medical Cash Plan

RARBUEEE 258 L8] 58 RARBUEEE [(ERBRE ] 58




Section 2 - Evidence of Insurability 58 — &8 {3 - 7] 4R FE B8

(For change of Level of Cover and addition of Optional Medical Plus Plan/ Hospital Cash Plan only.)

RHERBREQ|RAFEE [BHRELE] 8/ [ERES] FEEES )

Please read the following questions carefully and tick as appropriate. Please sign next to the box whenever any correction is done.
EABLATRE - WIEEEERAE Vv o AN - FRAESEEESE -

1. Has any person to be covered had any symptoms, illness or disorders of the following:

REREFRAMBEZZRAGER MIBH - RHRMHEE

(a) The musculoskeletal system or skin, e.g. arthritis, rheumatism, gout, sciatica or any disorder of the bones or spine?

HYARBE ARSI EREORR - 0 AL - BURR - RE - LBER - REMEESEHERRE °

(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 epilepsy?

BIBE RS - Mk A e - IRE AR - 0 R - B ERR K K SRR °

(c) The circulatory system, heart or blood, e.g. palpitation, murmur, chest discomfort, raised blood pressure, stroke or anaemia?

HBRAG  LHEMBARMOKR - 0 DBAIER  OME - WEE - MEBAIES - PRESER ?

(d) The respiratory system or endocrine system, e.g. asthma, bronchitis, emphysema, diabetes or goitre?

BEIFIR R AN B RSB BNRR - 0 B XREX - HRE - BRAETFRRER °

©

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?

BOEE ZMBOUIREST - ILE R EERERAOER - 0 85 - X (BREZAFLTFEE) IUBX  FRRA  F=2
RNRBAEEMS - -5 BRERARE?

3

Enlarged glands, tumours, cysts, cancer, growth or other malignancy?

BRIRA - AR ~ K2 - e EMERIMRE ?

2. Apart from the symptoms, illness or disorders mentioned in question 1, has any person to be covered had any other illness, injury,
physicalimpairment/deformity or condition requiring in-patient treatment, operation, or consultation with a doctor?
BRARIRER R 2B - RSN RRFRAMBEZZRAGTEEMRR - X5 - FEIE/BELHMBER - MHA
BrieXam - Fl7 - R ARD ?

3. Has any person to be covered taken or been advised to have X-ray, ECG or blood test, biopsies, ultrasound, mammogram or PAP smears, etc?

REFBRAMBEZZRAGEEIIWEREZOL  DEESMMRS R8RS  BEK - IEXERFERAREN RRE?

4. Has any person to be covered had or been recommended for tests or counseling in connection with HIV, sexually transmitted disease, AIDS,
AIDSrelated complex or any other AIDS related conditions?
TRBRAMBREZIRAGEREFEIEABRENRZHRS - 10K - BER  BEETEARREMERERMSIB AR
BB BRI SRS 7

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

REFRAMBEZZRAGERAMARREMRE - $AIERM - ER BT MmEFER °

6. Does any person to be covered have any foreseeable need for treatment or for consulting any doctor?

REFRAMBEZZRAREEARLGBEXDRETE?

7. Is any person to be covered currently under medical attention or receiving medical treatment or medication?

REBRAMBEZZRARBRERZ R AL HE - IMAEY °
8. Has any person to be covered ever been insured against Medical Insurance?
REBRAMEREZZRACEEERERR ?

Please specify the name of Insurance Company:

ERE N NCIE

9. Has any person to be covered ever been declined for Medical Insurance or had any special conditions or exclusions imposed?

RERFRAMBEZZRAGERABFRBMBIRBARIEBZR - L IIRF AR °

If you reply "YES" in any of the above questions, please give name(s), date and full details and use separate sheet if more space is needed.
M EmERFRERE R - FBNHEAAE BERRFEER  WARE FRSEES

No &

Yes 7=




Declaration 283

I hereby request to change my policy in accordance with the particulars set out in Section I of this Form.

AR E G Lot 2 (RERIB L R EER E — S PHER A AR RIE R ERT -

I acknowledge that benefits are not payable under the PRUChoice Medical Insurance for any cost of treatment arising from any existing illness, injuries or other
conditions unless complete current details are fully disclosed by me in this Form and accepted by Prudential General Insurance Hong Kong Limited (“Prudential”).
I hereby apply to be the Insured and to include the Insured Person listed above in the Policy under this application. I declare that, to the best of my knowledge
and belief, the statements contained in this Form are true and complete. Prudential reserves the right to ask for submission of more details of health status or
medical reports for me and other Insured Person(s) as listed at my own cost. I have read and agree to be bound by the Policy of the PRUChoice Medical
Insurance and I agree that this declaration and the answers given in this Form shall be the basis of the contract between me and Prudential.

RAHE  BERBEE [B5E] BEREFIZAE  ARESHFEZER  BEREMBERMHEZ6E - BRIERAERBRASFAT L
LESRBEBRERRIR ( [RB] ) BH BRI-BLTEE AALFFASREFAEA  LEARFT 8§ LI ATEMRARENZR
Ao ANBHR - sRAARKAE  ARGBRER —NEMN  UBEETE - RBGEERRHAEZEEAALZRAZBREBEANBERRS -

—EABHAAXN - AABMETRAZETRBBE [BHRE | BRAREAIZREGR  LRBAARBRAZBARERZ — &R

TERA NIRRT A K2R -

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

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?
] 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

BT BAERLA (B (M) ) BELHGFETEAEROLERRE - BANEAERUCEZRARUR TR0 4 =M E BB EAER
K ARERPIE R ZELER - MER MR MR NERFRBS L ZXTISE HBE - WREAERERAERMOEL ZE8 -

https://www‘ﬁirudential‘com.hk/tc/personal—information-collection-statement/index.html °
=1

FWBERZR R - BIRTRRA/ RIRARERMMIE A DL R B REEA B BARNAE o
REFFARERS ZETEAMES ?
o =2
(A TR - FEHEATEENRZE T - IETREATER - B8R ERBEHET/ RE )
O DEIE > ZREAEE - ZIERBEREEAT - BIEMRBARBMEMKRY - TR 2P ERMRINMFHEEREENEARE - &
ZER - B2ERMMERLER ( https://www.prudential.com.hk/tc/china-personal-information-protection-law/ ) °
o %
Signature of Applicant* Financial Consultant’'s Name (Please complete in BLOCK LETTERS)
BAEE" BEEM A (FRERER)
Financial Consultant’s Division and Code
X IR B R R AR B e AR
Date Mobile Number Office Location
HE MENE RS DB,

*The signature of this Application Form is only valid for 30 days from the date of your signature. it EiaE < _FRIZE R EE B #3000 B
For Office Use Only "2 A%
Approved by Date Effective Date

Restrictions 0 No O Yes

i PTERXEE MERNER - AR RE -
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