Please complete Section 1 and 2 as required and return the completed form to: FERIERER R —RE-BM » REEZ cHBERTE :
Prudential General Insurance Hong Kong Limited RBEIBEERD A
3/F, Berkshire House, 25 Westlands Road, Quarry Bay, Hong Kong EBHLORERRK26R AR KE3ME
Telephone: 3656 8362 Facsimile: 2164 8445 B 1 3656 8362 {HE : 2164 8445
Name of the Insured Telephone No.
REFEAMLSR BEERS
Policy No. Facsimile No.
REESRTS B EERES
. Pl tick the ch. ted and fill in detail ired.
Section 1 — Types of Changes % — EB{Q i § EiIE E (Please tick the change(s) requested and fill in details as required.)

(FBR V" SREREMTER  WAZBEER <)

] A

Addition of Insured Person(s) A0SR A (Please complete Section 2 as well. & RBE B =215 )

1.D. Card Basic Hospital and Surgical Plan* Optional Plan*
Relationship with No./Passport Date of Birth EARER R F TR 2T BRI I AREE R Bl
the Insured Surname Given Name Sex Height Weight No./Birth Cert. Occupation AR
BERBEFEA i A 1451 55 BE SRR / (23 dd/ mm/ yy | private Semi- | WardBed | Medical | Hospital
B9 HEIRSRS / B/ B/ % Room Private | KEHHK Plus* Cash”
AT SRS FARBE | Room BEE |ERRs"
EARBE iy
cm/feet Kg/Lb
self B2 EXIR N
Spouse BEfB Jiirrlg/e)e%t Z}gﬁ//l}l;
cm/feet Kg/Lb
Childa F2Zm EKIR DI
(* Please tick as appropriate ETEEEREEAEE V" ) + For below aged 75 BART755 AT A+ " For below aged 65 i FI658E A T A+
. o = (Application is only allowed at renewal. Please make sure that this form is received by us 1 month before the renewal date.)
(] B. Deletion of Insured Person(s) BEREIRA (e ol mmamami mA s amasmEans -
Name
e
(Application is only allowed at renewal. Please complete Section 2 as well and make sure that this form is received by us
D C. Change of Level of Cover EE&E&%%& witph’?namonth be?‘/orethe renewal date.) P ’
RARERSRFE - UERHEARE O RNERIBAT—BEAASRBERFEARRR <)
D For Insured Person Z{R A ( Name #& )
Height (cm/feet) & (BR/R)* Weight (Kg/ Lb) B8 (A fr/ B)*
D Private Room FARIERE D Semi-Private Room ¥FFRKHE D Ward Bed KEHK

* Applicable to level upgrade only RERRARERBIRFA

] D.

Change of Claim Reimbursement Method EXEEENRA A

( Please complete the bank account details below. )

D Cheque X5 D Bank Account #4750 (EEZUTRFEOEE )

Bank Name Account Holder
RITER FOBBARE
Account No.

FOSRES

N

N

w

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

RITFARFABRBREFEA ©

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.

EAARBHETRITIFOR  SREAREFFTARDBHIR - MEELARHEIR  REFFAFUBEABAALE - AR AB AT KRBT RKEHKS1001THE

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

MHBERABERYGIRENIRT A ARE - FREEUIRERFER -

1 E. Change of Correspondence Address / Telephone Number @bt / EZEIRES

New Address

Hritik

Telephone No.
BIERES

GI3/FR0030B/P01 (05/17)



H H H == (Application is only allowed at renewal. Please make sure that this form is received by us 10 working days before
[_] F Termination of Policy #XIE{REE  (peicetoneny / B

RAURBRERE - FRERDMAT HETERERBERTIERQF )

Note : Premium paid is not refundable.

ER O EBRE —HITRE-

[l G. Cancellation of Policy during Policy Review Period 2 {RE8 5 1% 5 Py Bl R EE {plicabie o sew Pofcyonly.)

Note: Premium will be refunded if (i) the Policy, the Certificate of Insurance are submitted together with this form signed by Policyholder within the Policy Review Period (i.e. 30 days from the Policy
Effective Date) and (ii) no claims have been filed under the Policy.

AR REKERE - H)IRE  REFERBREFEABBZRRANREFRRBANBREERAAEAB=1TARN)—HREAXQT » R(i)EARE T REMRERFLE

[_] H. Addition or Cancellation of Optional Medical Plus Plan / Hospital Cash Plan
MmEHEE [BRELE | 518 / [ERIRE ] 513

(Application is only allowed at renewal. Please make sure that this form is received by us within a month before the renewal date.)

(RATREREFRE - FRERIMAT—EANSRFERFTELRF <)

l:l For Insured Person ZR A (Name #£ & )
Height (cm/feet) S B (ER/R) Weight (Kg/Lb) B85 (A fr/BE)

Optional Medical Plus Plan Bi% B8 L8 | 53 Optional Hospital Cash Plan B3 [{Efz3& | 518
I would like to apply for Optional Medical Plus Plan l:l 1 would like to apply for Optional Medical Cash Plan
BARHEFERE [BFELE] 53 BAREBFRE [ERRE] 58
(Please complete Section 2 as well. sEFIEHEZ F =25 ) (Please complete Section 2 as well. FERIFHEB$E = ©)
I would like to cancel Optional Medical Plus Plan D I would like to cancel Optional Medical Cash Plan
AAMEUERE [B8HRELE ]| 53 AAMEUERE [ErRE] 58

. . ol —_— e
Section 2 - Evidence of Insurability 58 —&B{% - TJ{R&EBA
(For addition of persons to be covered, change of Level of Cover and addition of Optional Medical Plus Plan / Hospital Cash Plan only.)

(REEMZRA  FERRAREARPFEE [BFEELE] 58 / [ERES] FHEHES )

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

BREUTEE WEEEERANEL V" K- MERY FRARERENRE-

nf
z
S
o

1. Has any person to be covered had any symptoms, illness or disorders of the following: "B FERAFMEIEZZRAGEE THHEE  HHREE : Yes =

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

SEYARERASREETRNERS - 0 BEL - RRE - AR LENEE  EHOBRREERRE?

(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?

BMRRG BN REAE BN - RREERE - 0 M BHERER - RS KEE - SRR ?

(c

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

BERAL - DERMREERRS - 0 ORAESR - OB - MEBAE - mEBERER - PREKEM ?

(d

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

SRR RRRADSLRSEBRGORE - W0 B REX - HRE - RS RIRER ?

(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?

%gﬁzgglﬁﬁ?% HEREBEREERNRE N OEE X BEZENAFEE) ABL FEEL FERNEBNRHME BB
LB R EE 2

[ I Ry I I
[ I Ry I I

(f

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

BRIRA - [ERE ~ KE - E - EREMBRESE ?

2. Apart from the symptoms, illness or disorders mentioned in question 1, has any person to be covered had any other illness, injury, physical
impairment/deformity or condition requiring in-patient treatment, operation, or consultation with a doctor?

MRAREIRR ZHE - RERRESN  ARFRAMBEZZRASTEEMRS - 216 - SEIZE/RESHEMER - MBEARRZEE - Fii - AQBEERD 7

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?

FHERAMEEZZRABTEIIREREICL  CEERMNRE  JEERER - BRIE - AEXERFIRMREFRRE ?

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?

FHERAMEEZZRASTREREZIRARRENIREFS « 15 - BHK - BATERRRAME LRSI M2 RBNERIRAREE ?

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?

FHBERAMEEZZRABTEAONRFREMRE - HE BN - FREORECOEER ?

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

FHERAMEEZZRARSETRR ZERRDHER?

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

FHRERAMEEZZRARSREEZER RERDHEE - RRAED ?

8. Has any person to be covered ever been insured against Medical Insurance?

FHBERAMEEZZRABTHEERRRR ?
Please specify the name of Insurance Company:

FIARBAT A

I e Iy I e I i
I e Iy I e I i

9. Has any person to be covered ever been declined for Medical Insurance or had any special conditions or exclusions imposed?
FHRERAFEFEZZRAGTRERREMIRRED AEEZR - HMISHIRK 2

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.

mEREMRERE R FFIMESE AARFAER WEEE FARSEER

L
L




Declaration E28f

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

A AGELERM Bl 2 REMK B UL R ERE —BOFTESAARIELR SR

| acknowledge that benefits are not payable under the PRU choice 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”). | hereby apply to be the Insured and to include the Insured Person listed above in the Policy under this application. | 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. | have read and agree to be bound by the Policy of the PRU choice Medical Insurance and | agree that this declaration and the answers given in this Form shall be the basis of the contract between me and
Prudential.

RARE  RIBREGEE [EHRHE | BRERENAZRE MRS FEZAR BEIEMBERMSI R EHR  RFAANERFRACHFASHRESRBMBERAIE (RA") Bk TR —ETTRE -
FALRBERREFAL LEARFFR 8 LI ATBMBAAREOZRA - AABRR  RAAFAAE ARFREARZ—DER BHERE - REAHERREHAESARFAARZIRAZRERRE
BRERE —DEARERAZE -AACHHLEZETRAEE [BHT | BRREFHZREER ARBUAFPEFRAZERREAR 2 —ER FRRARRBZ BT ENZRE -

Personal Information Collection Statement Y E{E A\ E#IE58H

Prudential General Insurance Hong Kong Limited (referred to as "the Company", “our", “we", or “us” in this Part entitled ‘Personal Information Collection Statement') may collect certain personal information, including
without limitation your name, identity card number (and copy of identity card), passport number, contact information, family history, health and medical information and financial information (“Personal Information")
from you when you apply for insurance or financial products and services from us, or when you apply to make changes to your policy, or when you make a claim against a policy. We may also collect Personal Information
about you from third parties such as other insurance companies or agents, government agencies, medical personnel, credit reporting agencies, courts or public records.

RAEABERAR (EEA [WEBASNER 2480 - &8 [A27] % (M) JESABTRRMARFREBIASHERRRY - FEERXREIDRERHREEEABTRE-LEAALS
BEETRRETHES  SORRE (REVEEA) - EREE  BAEN  REL - RENEFEL  URMEBEEN CUATHE [EARE]) - RMABETERE=S  NEMREBAFHKE
BUTHE - BBAR  ERAMEEE  ZRILMLDHES - WERRETHEAEN -

1. Purpose of Collection WEE R Z B Y

We may use your Personal Information for the following purposes: (a) to process your application; (b) to administer and process insurance policies, insurance claims and medical, security and underwriting checks; (c)
to process payment instructions; (d) to verify your eligibility forinsurance, financial or wealth management products and services; (e) to design and provide you with insurance, financial and related services and products;
(f) to communicate with you; (g) to provide you with promotional materials relating to insurance or financial services or related wealth management products of the Company, and those of other entities whose ultimate
parent company is Prudential plc ("companies within the Prudential Group" ) or partnering financial institutions; (h) to perform a policy review or needs analysis; (i) to conduct research and statistical analysis;
and (j) to meet disclosure requirements imposed on us or any third parties mentioned in Section 2 below by law or regulatory authorities.

EMTESERABTHEALRMETIIAR : () BEMTHHRFE S (b) BEMEERE - RBRME - 8F - KENEARRE | () BEAKIET 5 (d) KERTRAERR - R EEEERRRBEOHE
1% (e) Rt RAMTRERR - SRRERNBRBNER () BETETER (9 AETREBRA L AURAMSARNARBRAEEEANERE ([RERRAANLTF] ) IBHSRBBORBIER
REREFENSEERERNEREMR - (h) BITREFSZXAFRDN ; () BETHARANGH DN K () FEEEREEERORMRETAE B AFINE=SEROHKRBER -

2. Classes of Transferees # & ¥l #83 & HY 4R 5|

We may disclose your Personal Information to third parties (within or outside Hong Kong) for the purposes outlined at Section 1 above, including without limitation the following third parties: (a) insurance agents; (b)
re-insurance companies; (c) other companies within the Prudential Group; (d) claims investigation companies; (e) third party administrators; (f) third party service providers (including without limitation insurers, bankers,
lawyers, accountants, and other third party service providers who provide administrative, telecommunications, computer, payment, printing, redemption or other services to us to enable us to operate our business);
(g) industry associations and federations; (h) medical bill review companies; (i) professional advisors; (j) researchers; (k) credit reference agencies; (I) debt collection agencies; (m) partnering financial institutions; (n)
regulators and government agencies; (o) law enforcement agencies; (p) the Courts.

RER LME-BAFFIEZEN RAREEEE=S (EEBEANREN BREETHEAAER SFEETRAUTE=ZS () RBARE; (b) BRIRAT: () HtRHEEANAR ; (d) REAEAR:
(e) BE=AER A (f) E=FRBHEER (BFEBTRRMRBAT - RI7 260 S50 UREMRMTE B - TR 70 IR BEISEARBUS RMAWEBILUEENE=AREHED) ; (9) 175
HEREE  (h) BRIREREAQT, () BEBMA () TREAS (k) SEERRBHE () WIRKRE (m) BASEEE  (n) BRBERERBUTHEE (o) UEEE S (p) ke

We may transfer your name, contact information and information about the products you have purchased (including the sales channel from which such products were purchased) to other companies within the Prudential
Group, and other partnering financial institutions, for the purpose of providing you with promotional materials relating to those entities' insurance or financial services or related wealth management products. However,
we will not disclose your Personal Information to any other third parties for direct marketing purposes without your consent.

EMAESETHES BRENNBTCBENEREY (ERBEZSERNHERE)  EXAMKRBEEARNDARAMBASREE U TREFHELEENRE - SRREABENET
EEEERNBREEREMY - R RNFEREHTHEE - AEAEEE=5ERATNEAGMEERREERS -

We may transfer your Personal Information in connection with a transaction with another company which affects the control, governance, structure and/or management of all or a substantial part of our business, or if
required to satisfy applicable legal or regulatory requirements.

EERFEIRMEBREADD EBOEHE B2 - ABA/REENRZE  REXAFSERNERIEEERT  AMNTHESEXMTOEALSR -

3. Consequence of failing to provide Personal Information K EIR A A E R &
Unless otherwise specified by us, itis mandatory for you to provide the Personal Information requested by us. In the event that any such Personal Information is not provided, we may be unable to provide you with the
services or carry out the activities outlined at Section 1 above.

BRIFEMBERE  FAMTLXRRUBRMAERNEARS - ERERGEMESEALN  RMTEEEZHM T RURERET LIRE — 20 F5IHIEE o

4. Access and Correction Rights & B & 1E FIFERI

Under the Personal Data (Privacy) Ordinance (the "Ordinance"), you have the right to request access to and correction of any Personal Information that you provide to us. You may make such a request by writing to
our Data Protection Officer at 3/F Berkshire House, 25 Westlands Road, Quarry Bay, Hong Kong. In accordance with the Ordinance, we have the right to charge a reasonable fee for the processing of any Personal
Information access request.

RiE (BARN FAR) &) ([EH]) - MTARERSMREEHTETREGEMNEAZYN - BTOREHREEFARS  FARMNERRETTERETIER - it 2EBRRREN
BR2557 A5 KE3HE » RIBEAINRE - M EESEESHEMEAERNER  WNAERNER -

Opting-out Marketing Communications or Materials 1E 48 3 2 {2 815 S sk & ¥
We intend to send you marketing communications or materials (as set out in the above Personal Information Collection Statement), but we cannot do so without your consent. Inthe event that you do not wish to receive

such marketing communications or materials, please let us know by ticking the opt-out box below, and returning the form to us in person or at 3/F Berkshire House, 25 Westlands Road, Quarry Bay, Hong Kong.

EMERAETRE (BN DARSEAZNRRY) REFEREN  BREMTHEE - KMTEERY - REMTAFLRIZSERHBEENER  FEUTEBEIHRAE L [v] FGREM
HEMTHER @ WS REAREIEIAREEE B RBEMEETARAREIE -

O Opt-out box BB 1%

The Applicant/ the Insured/ Insured Person hereby confirm understanding of and agreement to the contents in this Part entitled 'Personal Information Collection Statement'.

HEA REFEA ZRABUEZHAALRSIEES [REAAENER] 2ABOHHAR -

Signature of the Insured” Date
REFEAEE" A

*The signature of this form is only valid for 30 days from the date of your signature.

LG EEE RNEE A HIE30B AR

Name & Contact Telephone No. of Financial Consultant ¥ &7 8 8 2 & K B 4% B RE SRS
(To Be Completed by Financial Consultant Only. H32 B EERIER )

AR MERER  —HIESRE -



