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PRUChoice MediExtra Medical Insurance — Variation Form
RUWE [REE ) REERREIN  BARESSH PRUDERTIAL

Please complete Section 1 and 2 as required and return the completed form to: BEXIEREBE —RE-LD » RGEZ CHBERTD :

Prudential General Insurance Hong Kong Limited RBETBRERA T

Part of Prudential plc (United Kingdom) IR EERK B

P.0. Box No. 28162, Gloucester Road Post Office, Hong Kong BEAETITEHBBEBIEMH2816255
Telephone : 3656 8362 Facsimile: 2164 8445 BiE 0 36568362 {HEA : 2164 8445
Name of the Insured Telephone No.

REFHEALE BEEES

Policy No. Facsimile No.

REESRES B EERE

. (Please tick the change(s) requested and fill in details as required.)
Section 1-Types of Changes H£—#B# - FXIEB  u5 v umersss . wazsmes-)

(Application is only allowed atf renewal. Please make sure that this form is received by

l:l A. Deletion of Insured Person(S) })&ﬁ';ﬁﬁ* us 1 month before the renewal date.)
(RATRGRIFRE o FREREIA —BAKRBERTEARQE )

Name
e
?rl. 4 (Application is only allowed atf renewal. Please complete Section 2 as well and make
B. Chan f Level of ver Z sure that this form is received by us 1 month before the renewal date.)
D Cha georlevelo Cove EE& xﬁ%'& RARFRIE R o WERERE B0 RNEREHA — @A ERFERFEADQT )
I:I For Insured Person Z{& A (Name #& )
Please write down the appropriate deductible option on the space provided. FEREE HESEENBEERE -
I:l Private Room #FHERE l:l Semi-Private Room ¥ FKFE l:l Ward Bed XERK

[_] C. Change of Bank Account for Claim Reimbursement BB {EES{E A BREIERTTF O5RES

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

Bank Name Account Holder
SRITERB POBBEAKSR
Account No.

FOSRE

For changing of direct debit, please fill in the Payment Details Amendment Form.
InERER I BB EIRAHR B RIRIT S OS5 » AR EERARERBER -

[_| D.Change of Correspondence Address / Telephone Number EZriE bt / E:E5HES

New Address Telephone No.
it B

D E. Termination of PO"CY "@{lltﬁﬁ (Application is only allowed at renewal. Please make sure that this form is received by us 10 working days before

the renewal date.)
Note : Premium paid is not refundable. (RAYRNERERE - FRERIPA HETHERSRERFTEARRT <)
AR EARE —HITEE-

[_] F. Cancellation of Basic Top Up Medical Plan EX;&E 2 {EFr Bt hnEE & (R 5+ EI
(Application is only allowed at renewal. Please make sure that this form is received by us 10 working days before the renewal date.)
(RATHHERASERES o SBHMRRRIEIRTHE L ER S RARTIRAAQR <)

Basic Top Up Medical Plan B3N ERESE)

l:l I would like fo cancel the Basic Top Up Medical Plan* but keep the Optional Hospital & Surgical Plan effective.
AAMECHEA(ERHINEE AR RREET R BRR R BB AR R F iR

*Once cancelled, reapplication on this Plan shall not be accepted. {RE— B#EUY @ EETEEE /RIBH RS o

[_] G. Addition of Optional Hospital and Surgical Plan £1nE Bz & FHiRE 8

Application of Optional Hospital and Surgical Plan is allowed to the Insured Person(s) who has/have successfully Insured with Basic Top Up Medical Plan at renewal or
resignation of current employment only. Should the application is submitted at renewal, please make sure that this form is received by us 1 month before the renewal date.
Should the application is submitted at resignation of current employment, the Insured Person(s) must submit this application together with a reference letter issued by the
employer within 45 days after the resignation. (Not applicable fo cancellation)

REHFERDRRESEGEH NERERE BWZRANERRBBN A FDEERRFNRETE - MEERBREFE  SRERIMI —EAKRERFTEADT - MBI
RHHE  ZRALEERB4AS AN ER —HEBRRBSHETRHNENE—OHER - (BUEKRM

|:| For Insured Person 4R A ( Name % )

Optional Hospital & Surgical Plan E3& R R FHRE S

l:l | would like to apply for Optional Hospital & Surgical Plan
RABRRFBRARRFMREE

(Please complete Section 2 as well. ERIFHERSE =% )

GI3/FRO0304B/P0O1 (04/25)



Section 2 - Evidence of Insurability £ — &8 - ST {R:EEA
(For change of Level of Cover only.)
(REERRREFEES )
Please read the following questions carefully and tick as appropriate. Please sign next to the box whenever any correction is done.
BT RS LEBEERAELE V3 ERY  BERARSEBEE -
1. Has any person to be covered had any symptoms, iliness or disorders of the following: ZEERAFTEFEZZRAGSEE THHE « KHEHEE
(@) The musculoskeletal system or skin, e.g. arthritis, rheumatism, gout, sciatica or any disorder of the bones or spine?
BENARBRASIEEERNER - 0 X - BRF - AR - LEWERE - AEMBHRRNBSHERE?
(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?
BERR  BUREMERNES  RUEE/EE - 0 R - B9RR - K8 KIE SRS ?
The circulatory system, heart or blood, e.g. palpitation, murmur, chest discomfort, abnormal blood pressure, stroke or anaemia?
BRERAS - DEMRERENER > W ORAER - 0T MHTE  MBREE - PEREM ?
The respiratory system or endocrine system, e.g. asthma, bronchitis, emphysema, diabetes or goitre?
R RARRADWREBFEANEE - 1 B XREX - WRE - BRBSFRRER ?
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?
ESHCRBRBUBRAS  IESEEREEENGR - M 8% L (BRECEFAFEE)  AEL  FEEX - FERNEBARHEMBE -F BB
RAEB A RIRE ?
() Enlarged glands, tumours, cysts, cancer, growth or other malignancy?
BRARA ~ FEFE - kT - R EAMEMREE ?
2. Apart from the symptoms, illness or disorders mentioned in question 1, has any person o be covered had any other iliness, injury, physical
impairment/deformity or condition requiring in-patient treatment, operation, or consultation with a doctor?
MRARE 1 RR2FH - RFEREEN  FARERATEEZZRAGTEMRS - 215 - FRSHMBESIEMDER - MEAREZAE - Fif AMBERD?
3. Has any person to be covered taken or been advised fo have X-ray, ECG or blood test, biopsies, ulirasound, mammogram or PAP smears, etc?
AHBRAMEEZZRAGTEIIPRBEZIXE  OBESMMRE  FRER - BBK - AEXKERFERMARE A RRE?
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 complex or any other AIDS related conditions?
THBRAMEBEZZRASEREBEZTRARLRIRZEFES 105  B2F - 2UTERBREMEZS LGNS B2 RBENamARHSaE?
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 haemophilia or any other reason?
REAEFRAFEIEZZRABGETRMAFREMER - WEILBM - EZERHMRECOEER ?
6. Does any person to be covered have any foreseeable need for treatment or for consulting any doctor?
AHBRAMEEZEZERARBEAIRER ZAERDREE?
7. s any person fo be covered currently under medical attention or receiving medical freatment or medication?
KREFRAFBEZZRARTRIEEZEE AEHDEFE - IRBEN?
8. Has any person to be covered ever been insured against Medical Insurance?
KEFRAFTEIEZZRAGEHREERRE?
Please specify the name of Insurance Company:
BYIRRBARERE
9. Has any person to be covered ever been declined for Medical Insurance or had any special condifions or exclusions imposed? l:l

FHBERAMEEZZRABTHBREREMBRIBARIEEZR - RHNERIRK?

(c

~

(d

=

(e

~

Udod o o Ul Uud do

If you replied "Yes" in any of the above questions, please give name(s), date and full details on a separate sheet. Please also provide the relevant medical report, if any.
WmEREMRERE (2]  FRSEINEERE - ARRFABR - MEBREE  FERAUBRER—FHER -

Uy U UL U UouUu oo g
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Declaration and Authorisation = 87 & 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.

AN BEEATEER - BREFRERN—EHN  DBEEETE AN EELRBALBEFEREAN EZERBITREBR IR ZMAAETAKHNRE

1/ 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.

?}A%ﬁﬁ;%ﬁiﬁfé&ﬁﬁ REBRARAERA RF) BERIMEEAA ARERMEHAMERERRSE K/ RPHL I RE R/ AR MG RORE - itREENHZ AR
HMEARAEBRFYRN -

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

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

RBEBRAR AR (R (8] ) REEGE TEABERALE RRE - HOWEA BRI EEREL T M0 AKENERENEAE
K ARG R ELER - MER MR UPRNERTRBLZXTISE HBE - WEEAERERAERMOMILE L& -

https://wwwgudential.com.hk/tc/personal-information-collection-statement/index.html °

EZWEFRZARE  BIRTERA/ RRABZMMAEAALR B REBABHERPHAR -
REFHEAREREZEPENMES ?
o &

(TR @ FRATERENRE T o ST RENNER - B8 AR S MIE~ HE )
O 2@petE - KREEE - RMEABBRERAR - ARARREBERIRY - TEEE2ETEAMBIMFRIEREENEAES - &
ZE  BLHBFIREALER ( https://www.prudential.com.hk/tc/china-personal-information-protection-law/ ) ©

o %
Signature of Applicant* Financial Consultant’s Name (Please complete in BLOCK LETTERS)
RBARE IBMEMEE (FRERER)
Financial Consultant’s Division and Code
X 12 B R AR 51 K 4R 5%
Date Mobile Number Office Location
=] TENE RS WAL

*The signature of this Application Form is only valid for 30 days from the date of your signature. [tt EisEc _FHIZEE R E B #IE30A B L
For Office Use Only "2 A1 5 A
Approved by Date Effective Date

Restrictions 00 No O Yes

i TETRXARE  MEEXER - AR -
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