Liberty International Insurance Ltd
M oEEEBEREREASRLSA

Liber' y 13/F DCH Commercial Centre

25 Westlands Road , Quarry Bay, Hong Kong
Tel : (852) 2892 3888

Fax: (852) 2572 8071

Website: www.libertyinternational.com.hk

Member Application Form g 5 H# 55

Part A - Insurance Scheme Details (To be completed by Employer) HE - REEE (HETFER)
Name of Policyholder and Policy No. must be filled. Employer could either complete and sign this part or furnish the information by separate Group Insurance

Enrollment Form/ENDOEX Form. 5{E 32 L) EIHS B BRIt / ENDOEXFAR AT TR &) » ILHn NI R ERE N\ A58 B AR B AmST -

International.

Member of Liberty Mutual Group

Name of Policyholder {#EE£7G A\ X4FH Policy No. {£EE Rk

Full name of Employee {g&#:4 Marital Status #54Rik | Date of Employment {igF H & Monthly Salary H#f
(M/D/Y H/H/4E) (For Life Insurance =i )

Selected Plan Zjizf#]  |Plan Effective Date Z18#(4:%% H #{ Occupation 2% Employee Bank A/C No. (g &3$517 5 5515
(M/D/Y FI/H1/4F)

Application should be submitted within 31 days from date of eligibility and no back date of more than 31 days from our received date would be allowed.

BRI REEENEESRT B A I RARLRRIBAT - AR EIENH MELGREATMEZ AT H R -

Date
Policyholder / Authorized Signature HH#{  Month H Day H Year £
REFFEA | EANEE

Part B - Employee & Dependent Information (To be completed by Employee and for each covered dependent if applicable)

ZM - EARFZBEE (HESEN - AFXWAEBREA - FHERARER)

Name (Employee/Dependent) Relationship|] Sex |HKID /Passport No.| Nationality [Date of Birth (MDY Height Weight
() B 1% 1 B | EEES RS 2|00 5 & B E
Self
BEARA cm ik kgs 4317
cm JEk kgs /7]
cm JEk kgs /7]
cm JEk kgs /7]
Employee Email Address (& = w5 =L HE AL |[Name, Address and Telephone of Family Physician 52 e be 2k 4 - HEHF K et ehs

Part C - Health Declaration (To be completed by Employee and for each covered dependent if applicable)
Pﬁ"ﬁ RREH (HESRR - MXBAETEREA - FHEERRER)

Have your weight changed more than (+/- )4.5 kgs in the past year? If yes, pls. state the reasons.

WEE-FEREESLELSS AT R ? W e R ERE -

2. Have you smoked any cigarette, cigar or pipe within the past 12 months? If yes, pls. state the average number of sticks per
day. B+ EHE T EERATE - SHisE} ? 102" FHREH T ERERN ST -

3. Do you consume alcohol on a regular basis? If yes, please state type of alcohol and the average consumption per week.
PN R A RCHE O ? a0 27 0 FHR AV RERE K g R IR O & -

4. Do you participate in, or do you intend to participate in any private flying, any hazardous sports, or races?
M T G52 MR E 2N EETRIT R ERIEED) - HiR?

5. Have any of your parents or family ever had cardiovascular diseases, diabetes, stroke, cancer, hereditary diseases or
mental disorder? If so, please state family member, disease, onset age or cause of death.

R T SRR E T G0 A LB ~ BERRE ~ PR - BRE ~ REHEEREE ? A 2

6. Have you ever had, or been told you had or been treated for:-

BTG5 B2 T VIR GRS S HE T 5:

a. Asthma, emphysema, tubercu|05|s or other lung diseases?

W 0 RIE 0 AR EC HoAt i

b. Diseases of heart and blood vessels such as high blood pressure, chest pain?
Ol - MEFREATEILER B AE ?

c. Hepatitis or hepatitis carrier, ulcer or bowel, liver or gall bladder disease?
TR B2 E 15 RS - I EiEErs?

d. Renal stone or any disorder of the genito-urinary disorders?
B B AR SRR IR AR IEH?

e. Epilepsy, stroke, mental or nervous disorders?

A > RE - RN TR SRR
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Part C Continue ¥ & YESE No

6. f. Diabetes, veneral disease, cancer, tumour, or any blood diseases?
WERP - MR - FRE - IR BRI s ?
g. Severe injury, gout, back pain, or other musculoskeletal disorders?
ARG 0 R ERECAL e E?

7. In the past five years, have you had any or you are planning to undergo:
TEEERAE » B N E GBS EH T maE:
a. diagnostic tests such as X-ray, electro-cardiogram, urinalysis or blood study?
LR » LER 0 PROTEERIN?
Test Findings : Normal / Abnormal - Delete as appropriate BHERAER . IEHE / RIEH smsrumig
For abnormal test findings, please provide medical report copy. #IEHIERFE RN ER » FBECAERREEIA
b. illness, operation, medical advice, hospital treatment not mentioned above?
G ST BRIEE BRGS0 e Ll RE A R

8. Are you currently being treated or taking medication for any reason?
TR & R S R R E s R R s IR ) 2

9. Have you ever had an application for any form of insurance declined, postponed, modified or rated up?
B TGS I PR R RH AT IR b T BN S S RIG TR ~ WA - BUEIE SRR S S R ik 2

10. Female only

o FEE Ty

a. Are you pregnant now?
M N RO EER?

b. Any abnormal findings in prenatal check up? If yes, please state the details:
M T ROEERGEFANERRSE ? 12" F AR

c. Have you ever had any disorder of the breast or reproductive organs including abnormal pap
smear and abnormal haemorrhage?

M NG5 A 2L SR EHRE BN IE R R e sk 3 52 ©

If any of the answers from question 1 to 10 is "yes", please give full details below, noting the question(s) and name of respective insured i.e.
Employee or dependent(s). If more space is required, please use a separate sheet for declaration and endorsed with signature and date.

WRRE—EELE TR 09 - FEVIRTE E AR AR ESRERE) AR » WM - WAERE - FEATHIMEAK - WnPEEE R RERE T -

o og o oo b o
o og o oo b o

No. Name of Related Insured Details (Date, Reasons or Cause, Results/Reports, Current Conditions, Physician's name & Address / Hospital etc.)
AR BRI ARES FEE (CERIHH - RIS ~ #ER /R SIS IR R s il | BB )

Part D - Personal Data Collection Statement T&f - {EIAZEAEEA

The information you provide to us is collected to enable us to administer any insurance product or service applied for, or any alternations, variations, cancellation or renewal
of such product or service; any claim or investigation or analysis of such claim; and exercising right of subrogation. The said information may be transferred to (1) any
related company or any other company carrying on insurance or reinsurance related business or an intermediary or a claim or investigation or other service provider
providing services relevant to insurance business for any of the above or related purposes and our direct marketing. (2) any association, federation or similar organization
of insurance companies (Federation) that exists or is formed from time to time for any of the above or related purposes or to enable the Federation to carry out its regulatory
functions or such other functions that may be assigned to the Federation from time to time and are reasonably required in the interest of the insurance industry or any
members of the Federation, and (3) any members of the Federation by the Federation for any of the above or related purposes.
You may contact Liberty's personal data privacy officer for any request to access and/or correct any information supplied to us. Moreover, Liberty International Insurance Ltd
is hereby authorized to obtain access to and/or to verify any of your data with the information collected by the Federation from the insurance Industry.
Rl R TTE AR AL vlBR L ORI A RS LA TSI » BGRUAE  BRAB ROAE R SR ~ B~ WO - BAIN) ~ ARARISRME S Bl AEB T 5 1T
AT RO LA EZRE » WA (TR A R » BUTT R B R e iR B s A BN A F 5 BRBCRER A B Hh > A SR (B B A s e s
FEHEE > DUEBIEAT Ll al 7 B H A s S, (2) Bl s AN BT B AT GRS 2 Rl e sl iy sl IR I DUBEMET Ll sl B H A DAE T I
T PUTHEAE TR » BUH TS RIS TR & BRI NIRRT BESR NI TR nOIRAE s (B)EGEE TIBher ) IR T e R
» DU FENFMERECERE R o BN G AN FHE ARG AT SRR AR/ ST 48 T AN AR FROE A&l Bbat - AEILRAER B B R B A TR A ]
Fh T ) PRI AIBUERY B R AR R s R R AT

Part E - Declaration and Authorization [REZf - BB RZHES

| hereby authorize any licensed physician, medical practitioner, hospital, clinic or other medical or medically related facility, insurance company, institution or person, that
has any records, or knowledge of me or my health to give any such information as Liberty International Insurance Ltd may require. A photographic copy of this authorization
shall be as valid as the original.

A NFEULIMETATRACE AL BEBIE R A Bt > 2207 0 CRBR A wI AR A HETR DAL S AR B AR A A A 8 N ZOR T A2 BB R b
BN H] o BLEHZMHES AR E AR

| hereby declare and agree that all answers given to all questions are, to the best of my knowledge and belief, complete and true and that | have not withheld any material
facts. A NZZEFH - LR L H0H Y0 e A B PLET G B AR AN AT EREA A o St -

Date

Employee's Name in Block Letter Signature of Employee HHA Month H Day H Year 4
fEEE4 G FEREEEET) REHE



