Member of Liberty Mutual Group

To: Medical Department

Liberty International Insurance Ltd
o2 R RREASRLE
13/F, DCH Commercial Centre

25 Westlands Road , Quarry Bay, Hong Kong
Fax: (852) 2572 8071

Tel : (852) 2892 3888
www.libertyinternational.com.hk

Individual Medical Change Request Form

AN BRI B BB AT
Name of Policyholder (In Block Letter)
PRELRFE A GELABE SRR EY)
Policy Number HKID Number
PRELRHS TS (D RESERS

Please complete your recent change of information as below:

e i AR R

Home/ Office (XN E

Mobile &

] New Address (English)
Mkt (3E22)
] New Telephone Number
E-
] New E-mail Address
[ oRiCIS: bl
] *Change of Occupation
T OAAT
Name of Employer/Association
i - /EES R R AL R
New Occupation & Job duties
AL B TR
*Change of Coverage
L P
(A) mediTop Plan Room Level:
ok 5 B AR
Deductible:
IR
(B) #proMediLink Plan - Room Level:
IR Y
] Other (Please specify) Hthl (F5aEi)

L ward 4
[ 1 HK$30,000

Plan 1 1 1

] Ward K&

L1 Hospital £
[ smmprpsssss
[ Outpatient 432

L] Semi-Private 4EFLZ E [ Private f.ZZ =

] HK$50,000 1 HK$100,000

Plan 2 ={#] 2
Semi-Private 2£F.% &

Plan 3 f# 3

] L private 1.5 5

L1 Hospital
[ smm s
[ Outpatient 432

L1 Hospital {2k
[ smm s
] Outpatient 432

* Acceptance of change will be subject to the Insurer’s approval

AR HE AR N BB RRR ST RE A

#Health Declaration is required

AR SO A AL AR

Signature of Policyholder / Date (MM/DD/YY)

RERAEANEA

H#(A/B/H)

Signature of Insured /
ZHRANEL
(If not Policyholder Zj17F(R#FFE )

Date (MM/DD/YY)
H# (B /8 /4 )



