PRUchoice MediExtra Employee Medical Insurance Claim Form

RafAE [RRE | EEERREE — BRERGRERF

(FREE=H/ARLE “V" )

Claim Instructions B:ERERT

(Please "\" the appropriate box)

1. Completing Claim Form 1.

Part I: To be completed by the Insured / Claimant

Part Il: To be completed by attending Physician / Surgeon (any cost incurred is to
be borne by the Insured / Claimant)

2. Submitting your Claim Form
Please submit Claim Form together with original medical receipt(s) and all
supporting documents, certificates, information and evidence. In all circumstances,
a fresh claim form is required for follow-up visits at a later date.

Claim Form must be submitted within 90 days of the expenditure being incurred.
Before returning the form, please make sure that all parts have been completed and
that you have attached original medical receipt(s) and all supporting documents,
certificates, and information. Receipt(s) will not be returned unless requested.

All consultation payment receipts must clearly indicate the consultation date,
patient’s name, description of charges, diagnosis and operation, (if any), fogether
with the signature of Physician/Surgeon. Prudential General Insurance Hong Kong
Limited reserves the right to request for medical report, to be obtained af the expenses
of the Insured/claimant, and further information if information on the receipt is
insufficient and to appoint an independent medical examiner at its own expenses.

Remarks: Please attach copies of histopathology, endoscopic, diagnostic /
laboratory tests report, and/or operating theatre summary.

No Reimbursement of Claims shall be made for:
* Claim(s) submitted after 90 days from the date of the expenditure being incurred.

* Insufficiency of required information. 3

3. Returning the completed claim form to :
Prudential General Insurance Hong Kong Limited
3/F, DCH Commercial Centre, 25 Westlands Road,
Quarry Bay, Hong Kong
Telephone : (852) 3656 8322
Facsimile : (852) 2164 8445

4. Getting Your Claim Payment

Approved payment will be settled by autopay to the designated bank account of 4.

the Insured as provided in the Application Form.

New Claim
Follow-up Claim
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Part | - To be completed by the Insured / Claimant #£—&3 - HREFHBAN/ RENES

Name of the Insured /Claimant :

REFEAN/REABLE

Patient's Date of Birth : Sex :
BMPEHERD ]|

Name of Patient :

RPELSE

Daytime Contact Tel No. :
BB AEE

Policy No. of Patient :

BB EREIE
Date of Claimed Treatment : From To
REHRERH 5] z

1. If hospitalization was due to iliness ZEEERFTER
a. Describe the symptoms and /or abnormalities which led to the hospitalization.

DB HRIAER AR/ E AR

b. Name of doctor first consulted for the illiness F B4 1 &

c. Date of the first consultation #]72 B #A

d. When had these symptoms and / or abnormallities first appeared?

R B BRI Elm R /o E AR ?

e. Has the patient been treated by other doctor(s) for similar or related illness in the past?

BRPELDEBLREERRES B EER?

YesﬁD No#ﬁiD

Date of Treatment &% B #i
Name & address of the doctor(s)/hospital(s) B4 /B Bz & 18 R ith ik

If yes, please specify 214 » i&%I88

3. Is the patient making any compensation claim from Group Medical Insurances, Individual Medical

Insurances or other insurances as a result of this treatment ?
FAEARKEH  B2ERTRERERRR - EASREEIEBRIZEFRE?
If yes, please specify the name of the Insurance Company / Organization:

wE - EARBAR/REER

2. If hospitalization was due to accident HFEZEIMTERRE
a. When did it happen? Z/MaEE3 4 ?

Date HHA Time B§R

b. Where and how did it happen? E /M4 fotth BE K 4538 2

c. Please specify the injured areaq, type and severity of the injury.

EFIBBINZ GG - FRIRES -

d. Did the patient report to the Police? B2 & B & R ?

Yes I:, Send us a copy of the Police Report No I:’
=l FRREEREAR—H &\
e. Was there any concurrent/predisposing illness at the time of the accident?

BHNBER - REBEMBFEAZRRE ?

f. Other information Hfth& ¥}

Policy No.:
{REESRIS




Declaration & Authorization i R iS{EE

| hereby declare that the above information given is true and correct. | further authorize any hospital, doctor, insurance company, organization or any person that has any record or knowledge of health,
or that of the named patient, to furnish such information to Prudential General Insurance Hong Kong Limited. ("Prudential"). A photocopy of this authorization shall be considered as effective and valid
as the original. | understand that if | or that of the named patient fail(s) to provide any information requested in the Claim Form, Prudential may not be able to accept or process this claim.

RAEIRAL F R — &R IBEREN  AAZTRERFMBERIF ( “RE" ) QFFLEARDEZRENTHERNER - 84 - RRAF - BBREAATRIEEESR - 1t
BEZHOAREAIAREND - FARD - MAAR HERDERERARBEAFRREAFTER - THSEBRBTEEIIREBRRMEAE -

Personal Information Collection Statement Y 1E A &£l E28H

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.

RAMBERAR (EEH [WREALRRR] 240 - @8 [R27] % [EM] ) TEERBTERMFEFRBAESHRERRRYE  AEEXREIRRERDFEEOMTRE-LEARSR
BEBTRABTHES  FOFRE (REOFEA) - ERRE  BEEN  SKEL - @ENEFEN  URBBER ATHE [BAER] ) - RMETEEE=S  nEMREBABRAE -
BUTHE - BBAS - ERBREEE  ZRIAMCES - WEERETHREALSR -

1. Purpose of Collection & E ¥t Z B 1

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 for insurance, 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 perform a policy review or needs analysis; (h) to conduct research and statistical analysis; and (i) to meet disclosure
requirements imposed by law or regulatory authorities.

RMTESEAMTHEAGETSIAR : () REBTHRE ; (b) EENEERE  RERME - BF  HHARRE (o BEMRIET  (d) ZEETHERE  SRAVEERERRBBENE
15 (e) R RAMTRERE - EMRABNBRBNER ; () BETETENR ; (o) ETREFEIFRDIMN  (h) ETHRNGTIN R () FEERRBEEERHRNBEBEZRR -

2. Classes of Transferees # & ¥ & M55

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 entities whose ultimate parent company is Prudential plc ("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; (1) debt collection agencies; (m) partnering financial institutions; (n) regulators and government agencies; (o) law enforcement agencies; (p) the Courts.

BEEME—HHFFBEZEN RATEEEE=H (EEBENREN) BERTHEAER SEBTRAUTESS  (a) REBRE; (b) BREAT OHbBATARERHEBNEE ([RHE
EREBATF]) ; (d) RERE AT () E=HEEA () F=HRBHEED (BEFEETRAMRIBAT - R17 « 260 - 56 UREIRAITE TR B - (435 IR - EERE IR LS KIS ATLUE
EME= R EER) | (g) TEDERES  (h) BRREFEAT: (i) BERERD () TRAR (k) EEERMREHERE () BRI (m) BHESEEE (n) EEWBRBUTEE (o) BUEHIE | (p) ARk

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.

ERRYEIBRMEPRNEADD EKNEEIE AR ARN/ATENISH IELAFSERNEEREERRT AMTHEESEIMTHEALSR -

3. Consequence of failing to provide Personal Information &8£I 418 A & B /&
Unless otherwise specified by us, it is 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.

BRIRMBERE  BRAMTHXRRERMAZROEAER - ERERMEARSEALS  RMATEELABTRERBSET LBE B RIIHEED -

4. Access and Correction Rights Z 15 [E fYREF]

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 DCH Commercial Centre, 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 or correction request.

RiE (BAEN R &) ([EH]) - BTARERSHREEHTETREGEMNEAZY - BTOREMREEFAES  FARMNERRETCELEDIER - w25 BH
BR25MAEITEHEDLSME < REKLINRE - AMARREESHREEEMEAENNESR - WRESENEAR -

RER

The Applicant/ the Insured/ Insured/ Claimant hereby confirm understanding of and agreement to the contents in this Part entitied ‘Personal Information Collection Statement’.

REA REFEA ZRA REABUEZAOLRBEES [WEREASRRE] 2RBHRNAR

Date A H#i Signature (The Insured/Claimant) %% (REFEA/REA)

Financial Consultant’s Name and Contact Telephone No.:
BRI B R AR B RE SRS
(To be completed by Financial consultant Only)

(HIEBIRERIER)




Part Il - To be completed by the attending Physician / Surgeon ( For Hospital Claim Only)
EEG - HEZBENBBEEE (REERFTEHR)

Name of Patient : Date of Admission :
P ELS PNCACE

1.D. Card No. / Passport No. Date of Discharge :
SRR / ERBRIE ik B H

A. Clinical History 32EfREELTEE

1.

Date on which the patient first consulted you for the hospitalized illness or bodily injury. Fi2 & EXEFRBS S RIEEERDRAN -

2. Please describe the symptoms and complaints of the patient for this hospitalization. &2 R D & (X5 2 K B 5F
3. According to the medical history given by the patient, how long had the patient been experiencing these symptoms before the first consultation?
RERDERUNRE - ERDEERDEAN  ZRBEFESRER?
_ Days(®B___ Month(s) B Year(s) F.orsincesiBr B
4. What was your clinical diagnosis and when was it made? BT & 1EHEESH K £ [AEL ?
5. How long, in your opinion, has the patient suffered from these symptoms? RIEE THWEXER > SR ECEARFHASRER ?
B. Hospitalization History {EFEfmEELLk
Final diagnosis When was it made? Operation performed
BE&EDEER ARl 2 FRYEF M5 B18
Date of operation Name of Surgeon
FiiaH SRHER IR

Recommended treatment & the reason for the treatment B S 6B BB R ER

Recommended diagnostic fests & the reason for the tests EEEZ D E MM E 2 EBRER

1.

If you have referred other Physician to the patient during the hospitalization, please provide the following relevant information. AERREIR] - METEMMLEEN FHMEE - BIRUTIEEER -
Name of referred Physician 7 B84 ¢ % Reason of referral #7) & [# What treatment performed J6E 5 #

2. Brief discharge summary (including onset & duration of sign & symptoms/illness, efiology. types & results of major examination, treatment, complication & follow-up plan).
HRBE FEYEARHRE/ AFNRRREREY  BE - RRMERER A% - SFEERRESE)
3. Has the patient taken any home leave during this hospitalization? X IR - B2 EB B BBING ?
No #& I:’ Yes B |:| Please state the date, time and reason 5&5IBA A « BREIRER
C. Professional Comment H#&ER
1. In your opinion, was the hospitalized illness a recurrent episode or a chronic disease? If so, when would be the first episode?
RETER  RAKRBREAAESMFEREMHE ? 02  MRAENBRREHN?
2. Has the patient ever had the same or similar symptoms(s) before? Fhi2 % LAATE & B8 BB ELUFE ?
No D Yes & D Please state when and describe details 55187 B ¥ R I ML E1E
3. Was the above condition due to or associated with the following problems ? (circle the appropriate answers) FiIERE2FRUTREERE ? GEEHABEER)
accidental bodily injury \ abuse of drugs or alcohol \ AIDS\HIV related iliness \ venereal disease or sexually transmitted disease \ pregnancy, infertility or sterilization \ eye refraction \ cosmetic or plastic
surgery \ mental or nervous disorder \ congenital condition \ hereditary condition \ developmental condition \ self-inflicted injury \ general check up or vaccination \ NONE OF THE ABOVE
BHGBRBEVEREYIBERERERIRZE (BER) \EABERE IR ZAHABERSHVIEFRRALEBREAZERESR - FEREEE I ITH BB EFRES FINB @ @ Em e R B RE
EHERBEEPHREEEREREE - RIBRERFIMULEBERR
4. Had the patient been previously treated or hospitalized for this or any other iliness? If so, please give brief summary (including onset & duration of sign & symptoms / iliness; etiology: type & results of
major examination; treatment, complication & follow-up results) e & B A G AR WRFBHEMRFBMFZZAERER ? 02 0 FREHP EIHEHRFH/ RBNERERERAS BE  BBR4tE
RER - AE - OIERERRERR <)
Date BH} liness/ Disorder / Complaint BiE, 5 /8 5F Details of treatment / hospitalization &E/¥BE##1E  Name of Physician or Surgeon / Hospital B4 sk IMNRIEEE M B/B IR 278
(Please use any separate sheet with the signature of Physician or Surgeon on it if more space is needed) (EEREEE  SREMBEEEILBESIINBENEEER)
D. Others Hft
1. Are you the patient’s usual Physician/Surgeon? BT R2EMDEN R EDEE/IRIEEE 2
i, Yes I:l Please fill in question 2 2 + EEBRIE 2
i. No [] Doesthe patient have any other usual/family Physician(s)/Surgeon(s)? If Yes, please give us the name(s). F2 @ B EEBE LMW E/RELDRIMIEE ? L - BREEES o
2. Please fill in the date of consultation, the symptoms and complaints of the patient for each consultation FEEBZHR B » REXDENHEHR AR
Consultation date R HH# Symptoms / Complaints FH{/F & Recommended tests / freatment 2 HIRE / A5
3. If you are referred by other Physician/Surgeon, please provide the name, contact number and address of the Physician/Surgeon. JIE T I b E B4 /SMRIBA S - FRMUZBEN S BES
FE R o
Signature of attending Physician / Surgeon with Chop / Hospital Stamp Address & Telephone
FHBE/IRBEEERPENE/BRES it BRE
Name of attending Physician / Surgeon Date
ENBE/IREERE =pG)

AR MERXER - B -



S

3/
PRUDENTIAL
% @ 5 B

Please complete all related sections. Failure to do so may result in your request being delayed. EEZERBEHG - BB R TAIERERIRE o
Please allow at least 10 working days from the date of this instruction being approved by Prudential General Insurance Hong Kong Limited to update your records.
HERFRERAPRER A TMLE - FRRED HELEREHENLE o

Prudential General Insurance Hong Kong Limited RATBRERLT

3/F. DCH Commercial Centre, 25 Westlands Road, Quarry Bay, Hong Kong BB AHERER2SH AETHER L3R

Telephone: (852) 2977 3888 Facsimile: (852) 2164 8445 B (852) 2977 3888 BXEE : (852) 2164 8445
PERSONAL DETAILS fEAEH

Name of the Insured (in English) I.D. / Passport Number Daytime Telephone Number
REFAALS (HX) BOE ERRL HEE&RER

PoLicy DETAILS {REE&E

Please select your Policy Type and a new Payment Method (if necessary). The new Payment Method will be applicable only upon next premium collection and/or you have confirmed renewal.
Please tick as appropriate and fill in your policy number and allow at least 10 working days to update the policy record. & RIZEFIRETEHE R NI EQER) ° FHARTERSE T RUE
RER/RERCERMREZER - FEBEEHRNEL [v] > TEERENRERS - FHAEED TEIEXUEHEHRELE o

Prudential Hong Kong Limited is the authorized collection agent for Prudential General Insurance Hong Kong Limited. If you change to settle the premium by Autopay, please also complete the
following Direct Debit Authorization Form, together with cheque for first year premium (yearly mode), and cheque for first two months premium (monthly mode). Please make the cheque
payable fo "Prudential Hong Kong Limited". R B REER D 7 2R HM AR D AIRENBERREA - Ik BBERAMTRE  BRKEEUTHEENREES  TEREFREGEHREMEAIRE
(ABNEEREAATIE - FEPEXERBEAR [RARBERAIT] o

If the selected Payment Method is by either Credit Card or Autopay, the following policy will be renewed automatically on a yearly basis subject to underwriting approval and premium will be
collected from the designated credit card or bank account. For PRUchoice Medical, PRUckice HealthCare (Crisis Protection Plan only) and PRUchice MediExtra, the policy is guaranteed
renewable, re-underwriting at renewal is not required. AEFLUE A+ B BEERAGRE  REMZREKSFEBDBERRLEENEA P ORBTRS AIIRRE o HRHSE [BRE] - RAB
B [ERE] (RRRRERER) RFHMER [EET ] 9RBER  TEREREEZR -

[0 PRUchoice Personal Accident / [ PRUchoice Personal Accident Plus /[ PRUchoice Medical

REBFR [ZRE REEE [ERE] RBFER [BERE
Policy No. [ Yearly by Credit Card [ Yearly by Cheque [ Yearly by Autopay [ Monthly by Credit Card [ Monthly by Autopay
IREESEES PRER St U EFH BB ERF PREYERIEE B BhEER AR
O PRUchoice Travel /O PRUchoice Home / O PRUchoice Maid /O PRUchoice Motor /O PRUchoice Golfers /
REBAERE [HRpEse ] RBER [REH RBER [EREHE] RABE [BHE RBBE [ SIRE
[0 PRUchoice HealthCheck [0 PRUchoice Card Protection Plus [ PRUchoice Home Deluxe
REBEE [ERE REBEE [KFHE] REBE [ERE
Policy No. [ Yearly by Credit Card [ Yearly by Cheque
RERT LERFES DX ZEFH
O PRUchoice HealthCare / [ PRUchoice MediExtra
REBFER [EEHE] RAFE [REE
Policy No. O Yearly by Credit Card [0 Yearly by Cheque [ Monthly by Credit Card
REIE UERFES LR EE B UERFA#

DIRECT DEBIT AUTHORIZATION FORM E 2 {3 FX 2 FE Z (Aoplicable to premium payment by Autopay only. R 25 E BhEBREAHRE ~ F S IES ©)

Name of party fo be credited (The Beneficiary) Wz —F(Z#&A)

PRUDENTIAL HONG KONG LIMITED

Bank Name $R1T &8 Bank No. Branch No. | Account No.
SRATHR SR DITHRE RFE &

N (I S Y S A A B

Name of Account Holder(s) (as recorded in statement/passbook - please complete in block letters) I.D. No. of Account Holder(s)
POBBAZHE CAKE/HFRLMRSE2 AR - HANIERES) FOBEASODEAMRE
|;- TZ;E - [] HKD & 505 [] Business Registration 5% 2 [] Passport s8R
) 7 B3 L=l
[] Certificate of Incorporation 2 &5 & A E [] Others &t

1. 1/We hereby authorize my/our above-named Bank to effect transfer(s) from my/our account fo that of Prudential Hong Kong Limited in accordance with such instructions as my/our Bank may receive from

the beneficiary from time to fime.
BEBANESZLRRT  BREIBATRETFAABERTZER  BARAANESEZERFRERTRERBERDIRZIRS

2. |/We agree that my/our Bank shall not be obliged to ascertain whether or not notice of any such transfer(s) has been given to me/us.
ANEERBAANEEZRITBARBZSHRBARSRTFAANES ©

3. 1/We jointly and severally accept full responsibility for any overdraft (or increase in existing overdraft) on my/our account which may arise as aresult of any such transfer(s).
MEZEWRMSANBE2RFHRBEX(RTRBFZBEZIEM) AA/EEHARRD BIAEEBEE -

4. |/We confirm that my/our signature(s) on this Amendment Form is/are the same as that/those for the operation of my/our Savings/Current Account fo be debited for the transfer(s).
ANESHERRANESHEMPFR L ZEEARBAN/FEZRITRFELRR - -

5. I/We agree to notify Prudential General Insurance Hong Kong Limited of any change of bank account or cancellation of payment method and further agree that should there be insufficient funds in my/our
Bank account to meet any transfer(s) hereby authorized, the Bank shall be entitled, at its discretion, not to effect such transfer(s) in which event the Bank may make the usual service charge to be paid by
mej/us.

ANESERABNMERRTRFRECHLARAXE  SBARBYBRERAT  RTRFYFABNAA/EEZRFI|EAREXFZZERN  AA/FS2RTERTTFER  BRTIWBIER 2 REHEA -

6. This authorization shall have effect until further nofice.

AREEGEBERZESTBEAAL -
7. 1/We agree that any notice of cancellation or variation of this authorization which I/'we may give to my/our Bank shall be at least two working days prior to the date on which such cancellation/variation is to

take effect.
AABZAT  AANBZNASNERERASERE ZATEN  ARBMIN/EREN AR WEATERIRTAABZ 2R -
Signature of Account Holder(s) F O #FB A2 %8 Date R Hf

(Signature must correspond to your bank's record % % £ 78 B8R 1788 R4HE)

CREDIT CARD ACCOUNT DETAILSE A FE O &%} (Applicable to premium payment by Credit Card only. REHRBUEAFEAR B EFEE )

|/We hereby authorize Prudential Hong Kong Limited to collect from my/our designated credit card account for all payment(s) and recurring payment(s)
of this insurance including that/those related to initial instalment, subsequent endorsement(s) and its renewal(s).

RANEBERERBREBERAT  BHANBSEENEAFFOR  MREENMENTEREHRE  BEREAZEEMENREURSFERNRE -
[]visa VISA [] MasterCard @

Credit Card Number | | Credit Card Expiry Date

ERFHRES ERFEMBEHE __ [ (MMA/YYH)
Cardholder's Name Cardholder's Signature
ERAREEALS ERFEEAESE Date B

Policy will be renewed automatically on a yearly basis subject to underwriting approval and premium will be collected from the designated credit card account.

RERERESSFEDHRARRUIEENEAFFORMNBKRE -




Personal Information Collection Statement Y EEE A &£l 2287

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.

RABFRERAR (EEH [WEBAAERRR | 24 MG - &8 (A28 % [HMA]) TEERETAEMAREFREIEBRERRRY  REEHREIFREREREEOB T RE-LEALY
BREETRAETHES - SORNE (RSDERAR) - ERRE - BEER  REL - RENBEEN  URMBEN UTHEE [BAER]) - RMETERE=F  NEGRKRARRNCE
BUFHRE - BEAR - ERBEHE  ERIAMTHRE - WRERBTHEARS

1. Purpose of Collection W& ¥z B #

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 for insurance, 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 by law or regulatory authorities.

EMTRESEARTHEAERMETIIRER © () REBMTHHE  b) EENEERE - RERME - 8F  HHNARRE S o RENRETR ) () XBETHERRE  SRIMETEERRBRBOERL
(e) BRI RAMTRMERE - EMRMBENBRBAER ; () RETETEN () AETRHUBARAQAAUREGSARAARARAEEANER ([RBRKREAANLF] ) IBHSRBBHRERSHRE
SEENT EERERNVERME - | (h) BTREBERFJRDIN () ETHENGHIN R () FELEREEERERNBEEER -

2. Classes of Transferees & K& HiE 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.

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.

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.

RED LRE-HAHIAZEN BRMUTRE[AE=S EEBEAREN BEETHEALR QEEFRRUTE=R () RERIE; (b) BREXHE () HtRAKEANAT ; (d) REBELQH (o)
B=FEEA () F=HRBUER (BEETRRRIBAR - RIT - 260 ST UREMIRATE B B 450 BR ME S HAREUS HMREB TUEENE=HRBHER) | () T#GE
REEE  (h) BERIREEE QAR () BERER () TRAE (K FEERRBHEE (1) WERIIE; (m) BHSEEE . (n) EERBRBUTEE (o) HUEEE  (p) Eik -

EMTREEETHONS  BRENNETERENEREYN BEREZSERNHEERE) @ BXEMRBEEANQRAREMOBASRERE LB TRUGHELERNRE - SRREERNT
EEEERNBRERMY - AT BEMFEREATHEE  AEAHGE=TEERTHEASMFEREHAR -

ERBEYEIARMEDREARS FHNECE  RE  SRAN/RTENRSH  IEXBFREANERREEERT  RMTHSERETHEAES

3. Consequence of failing to provide Personal Information SR AEIRIEAA BRI B S/ &
Unless otherwise specified by us, it is 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.

BRIFEMEZERE  BRAMTLREABRMAEZRNEAES - ERERBEMESEALR  RMTEELZHETRURBRET LMRE 202 FHIHKES o

4. Access and Correction Rights Z B & IF KR

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 DCH Commercial Centre, 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 or correction request.

Rig CEAER B %6 ([&H])  MTEREREMREEEMRTREGRMNEALR - BTOHREHRFEFEALEN  FREMANERRETCFHEARR - IR FEHRHER
B%255% K EITREHET 03 < RIBKGINRE - RMEEMREEEHMREEEAEAZHNER - KRAENEA -

Opting-out Marketing Communications or Materials £ B SR #5= B RER

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. In the 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 DCH Commercial Centre, 25 Westlands
Road, Quarry Bay, Hong Kong.

EMERAMTHEE (BN RS EASRRAN) RESEIER  ERAEHMTHRE  ZMTEERY - MEBTAFEWIZERFEFEENER  FEUTEBEZIHIRAB L [v] KUREMA
BETHER  WHEREAXRBRIEARARKEEBHRBEMK WA ETEEDUME -

O Opt-out box EBEZ H 1%

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

HEA/REFEA/ ZRABUEZNALEBEES [WEAAEHER] 2ABHTHAR -

Signature of Policyholder Date
REFEAEE =p:G]
For Office Use Only | Financial Consultant's Name & Code Mobile Number

NEEA BV ERS AR RS RENE RIS




Please complete Section 1 and 2 as required and return the completed form to: FBRIEREBE—RE_HMD » RSEZZHFERTD :

RBIBERDTF
BRI ABERI25MASTHRF L3R
5% 1 3656 8322 {HE : 2164 8445

Prudential General Insurance Hong Kong Limited
3/F. DCH Commercial Centre, 25 Westlands Road, Quarry Bay. Hong Kong
Telephone: 3656 8322 Facsimile: 2164 8445

Name of the Insured Telephone No.
REFFALR EERES
Policy No. Facsimile No.
REESRHS B SEE RS

(Please tick the change(s) requested and fill in details as required.)

Section 1 - Types of Chqnges %—Eﬂﬁ - EESII,EE (R RREFTEN  LEIEEEE )

(Please complete Section 2 as well. EEEFERE =R )

[_] A. Addition of Insured Person(s) RN

Basic Top Up Medical Plan*
1.D. Card EAERTH B B AR R Optional Hospital
Relationship with No./Passport Date of Birth (*Please fil in the appropriate deductiole & Surgical Plan
the Insured Surname Given Name Sex Height Weight No./Birth Cert. | Occupation HAERH option. FEERMASEENBERIE - ) B3R E0R R F 1T
EREIFHA e % {321 55 ®s BRI / Wiz dd/mmiyy | Pprivate Semi- |Ward Bed (REEEE
B& %"ﬁsﬁﬁﬁ / BIRIF Room | Private | REMK ( Please fick as appropriate
TSRS FAFEE | Room WERRERANL )
*ARFEE "Ez "
cm/feet| Kg /b
seff A2 EXIR DR
cm/feet] Kg /b
Spouse HEifB EKIR gﬁ/@
. cm/feet| Kg/Lb
Child ¥z EXRIR DR/
cm/feet] Kg /b
ER/R DR/

* Each Insured Person can choose one deductible option only. Change of the deductible option under same level of cover is not allowed once the Policy has been effected.
BEZRARGRE-—BREHRIE - RELWE  AER-RREQPWBEERE 2 EIITRIER

# If you have more than 2 children, please provide details on a separate sheet. For the application of children aged under 18, a photocopy of Birth Cerfificate must be submitted fogether with this variation form.
NETEBRBMATL  BRMEEER - EAFRAR1BHENT ZRBRR  EEFZNHERRERLTERERAR—FHER ©

. . (Application is only allowed at renewal. Please make sure that this form is received by
[_]1 B. Deletion of Insured Person(s) BMRZHRA

us 1 month before the renewal date.)
(RATRERIGRE - FARERIMAT —EASPERFEALF <)

Name

3]

(Application is only allowed at renewal. Please complete Section 2 as well and make
sure that this form is received by us 1 month before the renewal date.)

D C. Chqnge of Level of Cover EE&E{%%%& (RATRNERIRE - WERARE _HORMERIMA —EASRERFTEALT <)

D For Insured Person 1R A (Name & )
Please write down the appropriate deductible option on the space provided. ERER HEBEENREBRIE o
D Private Room FARFHERE D Semi-Private Room ¥ FAXFHERE

D Ward Bed KEfFH

[_| D. Change of Bank Account for Claim Reimbursement EZ{{EEZ{E\BRIIERTTE O5KES

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

(BRITFOBAARERRERZEA ©)

Bank Name Account Holder
RITERB FOBEAME
Account No.

F Ak

For changing of direct debit. please fill in the Payment Details Amendment Form.
INERERY L B SRR FHR BRI ERITE OSRES » BRI EEN HRER AR -

[_] E. Change of Correspondence Address / Telephone Number EXri@ bt / E3E57ES

New Address Telephone No.
it ik BRI

I:l F. Termination of POlICY g‘giﬁg (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 pgid is not refundable. (RATAGFRIGRTE - BREREFA T EIERGRBERTIEARDT )

EE CCHBRE —HITRE-

[_] G. Cancellation of Basic Top Up Medical Plan BX;EE 2Rz hnEs & (Rp=E Bl
(Application is only allowed at renewal. Please make sure that this form is received by us 10 working days before the renewal date.)
(RRIAERASEREE o SEHMRRRIEIRTHE L XIS RARTIEAAR <)

Basic Top Up Medical Plan EZ{EBzHimNES B {REsE

[:I I would like to cancel the Basic Top Up Medical Plan* but keep the Optional Hospital & Surgical Plan effective.
ANBECHEAERRHINEE FRRPEET &)+ BIREE AR B B R R F iR 8 -

*Once cancelled, reapplication on this Plan shall not be accepted. {RE— B #EUY @ BETAEB RIEH S -




[_] H. Addition of Optional Hospital and Surgical Plan £7nE & 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 T 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)

RAEEFERDBRRESEGEH NEEREFHNZRANERIBBEFFERERRFNRETE - WEARBRESRE > FRERIMT—EAKRERFTEARDT - MERBE
RHHE  SRALEERBASARER —HBRBSHEIRHNENE—HHER o (BUEKRM

D For Insured Person 4R A ( Name # % )

Optional Hospital & Surgical Plan Bi# &R RFHREETEI

D | would like to apply for Optional Hospital & Surgical Plan
RABRERFEBRERRFNREE
(Please complete Section 2 as well. ERIFHERSE =% )

Section 2 - Evidence of Insurability 5 = &B{} - TI{REEEA
(For addition of persons to be covered and change of Level of Cover only.)
(REEMZRAREIRREREES )
Please read the following questions carefully and tick as appropriate. Please sign next to the box whenever any correction is done.
BHEBUTEE TEBESRREL V' 35 ERY  FRAEEEERE -
1. Has any person to be covered had any symptoms, iliness or disorders of the following: REFERAFIEIEZZRAEEE THIHEE - KRHEE
(a) The musculoskeletal system or skin, e.g. arthritis, rheumatism, gout, sciatica or any disorder of the bones or spine?
HEYAKRBBASREEEEORE - 0 BEHL - BRE  BE - LEBEE  REMBHRABEEEE?
(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?
BRI AR - BOREMERNER  RRNEEME - o fR - BWER - K8 KIR SRS ?
(c) The circulatory system, heart or blood, e.g. palpitation, murmur, chest discomfort, abnormal blood pressure, stroke or anaemia?
BERAR - OWRMBEBOERE - W OBAESR « 0T - WHFE - mMBRER - PRASED?
(d) The respiratory system or endocrine system, e.g. asthma, bronchitis, emphysema, diabetes or goitre?
BIFRASRADBRGEERERE - 40 B - XREL - MRME - BRBERFRIRER 2
(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?
EHLRARBNRRL AEREEREEBENEE - 185 - L (BEZERATESE)  ABEL - FEEX - FEARBURAMS -F BB
REMERE ?
(f) Enlarged glands, tumours, cysts, cancer, growth or other malignancy?
BRBRA ~ ERE ~ OKEE - R HAB RS ?
2. Apart from the symptoms, illness or disorders mentioned in question 1, has any person fo be covered had any other illness, injury, physical
impairment/deformity or condition requiring in-patient treatment, operation, or consultation with a doctor?
BRI 1 B ZBE RRREEN  ARERAMEEZZRABETEEMER - 25 - FRZE/MBEIEMER - MEAREDEE - Fili - @ABERD?
3. Has any person fo be covered taken or been advised to have X-ray, ECG or blood test, biopsies, ultrasound, mammogram or PAP smears, etc?
AHBFBRAMEEZZRAGDES RIRHEEZIXE  OBERHORE  FERR - BB  ABEXARTERMARE S BRRE?
4. Has any person to be covered had or been recommended for tests or counseling in connection with HIV, sexually fransmitted disease, AIDS, AIDS
related complex or any other AIDS related conditions?
KEFRAMBIECZRAGEREZREZTHARREIRZHES - 15 - BBF - BUITERBREMEZHHEN 5| B2 R BN ARS8 E?
5. Has any person to be covered taken or been advised fo abstain from donating blood or received blood fransfusion or blood products on account
of haemophilia or any other reason?
AEFRAMBEZZRAGERNAFREMRER > HE LB - ESHOKECMBER?
6. Does any person to be covered have any foreseeable need for treatment or for consulting any doctor?
REFRAFEEZZRAREBEATRAR AL REE?
7. Is any person to be covered currently under medical attention or receiving medical treatment or medication?
ARFRAMBEZZRARDREESAE AEMDEE - SRAZEY?
8. Has any person to be covered ever been insured against Medical Insurance?
REFRAFMEBEZZRAGETHEERERER?
Please specify the name of Insurance Company:
BHIBARBARER

9. Has any person to be covered ever been declined for Medical Insurance or had any special conditions or exclusions imposed? I:I
REFRATEIEZZRAGEREFRREM BRI D AIEBZR - UM 4SBT ?

Yes 2 No &

UJdud o ool Ud ud do
Udud o ool Ul Uud du

L

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.
mEREARERE [R] - SREBAIHASS BHRFAER - MEBHERS  FERURFR—HHER -

Declaration E8f

| hereby request fo change my policy in accordance with the particulars set out in Section | of this Form.
ARANEMERAEG Ll 2 REMRIFUL R FRE —FRFHASHOMAEL R -

| acknowledge that benefits are not payable under the PRUchoice MediaExtra Employee 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 frue 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 PRUchoice MediaExtra Employee 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 - RERHEE [RER] BEBFREFEHATE  AHCFEZAR BEIHMERMEEZEE  RFEAAERBERACHAIERESRBMBERIF ("RA") BH - T8
—ETTRE - AANLRFRREFAA  LERRFD B LEIALBMEAARENZRA o ZARE - BAAMAFAE  REFRERZ—DER  IBRERE - RAFRIREREZEH
FARZRAZBREERIERERE - —BABBAEALN - FACARLRSETRABE [RRE | EEBFREFEIREFNK  ARBUARFERAZBUARERZ —ER - FREA
SR BATE] B 2 R1E o




PERSONAL INFORMATION COLLECTION STATEMENT W 1B A &4} 288H

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 o 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.

RAFHRERDE (EER [WRBEAGRER] 2AHG B8 [A27] R [#HM]) TEFRBTERRMAREREASHERRRS  PAEAREAFRERZEREROBTRE-—LEAAE
B BECTRRRETHMS  SHFRE (RFNFEIA) - ERBRRE - BEEN  UREL - RENSBHEEN  URPBEN UTHE [EAEHE] ) - RMETERE=ZS - NEMBRBARR
RE - BTHAE - BEAS - EAREHEE  ERIALHEHE  WERBARETHEAER -

1. Purpose of Collection I & ¥z B
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) fo process payment instructions; (d) fo verify your eligibility for insurance, financial or wealth management products and services; (e) fo
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) fo meet disclosure
requirements imposed by law or regulatory authorities.
EMITESEAETHEAESRMETIAR @ (o) REMTHHF (o) EEMEERRE - RBRE - BF  HENEARRET ; (o) BEMRET ) (d) XEMTHHERE - SRAVEEEER LR
BIER ; (o) R RAETRAHARE - EMRABRNRBNER  (H BETETENR ) () AETREBRAAAURAMEATNAXARAEINERE ([REKREAHLATF] ) IBHSHHE
BHRERESHBFREEANT EEEERNEREME > (h) BETREFERFRSN ; () ETHARNFH I & () FEEEREEERBENIEEER -

N

. Classes of Transferees # # EH§ X E1HREI
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; (¢) 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; () debt collection agencies; (m) partnering financial institutions; (n) regulators and
government agencies; (0) law enforcement agencies; (p) the Courts.

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 fo 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.

We may transfer your Personal Information in connection with a fransaction 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.

RER PRE-HAMIAZEN  KMUEERE=F (EEBRARHEN) ERETHEARR  BFEFRRUTE=S : (o) REAE; (o) BREAR ; (c) HtRAKERNDHE ; (d)
REFEDE ; (e) F=HEEA 5 (N BE=HFRBEER (BFEFRMRIBAR - BT - 260 - SEH60 - UREMRATE - B - BH - I DR - FESEABIRKS LS RIS T LUEE
WEZFHIREHER) (o) TEHERKE ; (h) BRIRERENTF ; () BERED ; () FRAS ; () FEERRBEEE | () WERERE  (m) BHSEEE ) (n) EERERBUTHEE . (o) #E
g S (o) B ©

EMAREMTHES BEAENNBTEBENEREN ARBEZSERNHERE) EXHGRASERNNDL A RAMBHSREE - LB TRESHEELERNRE - SRRHRAE
BHMEERERNERERME - A AMATEREHETHEER - AEMEME=FEBMTNEASRHEEREHARZ -

EERYEINBEMEDREABS XBOEEE QR  SBN/AEENISE  IELAFESEANEEREEERT BNTHSEIMTHEALS -

3. Consequence of failing to provide Personal Information k&R {8 A FE R &
Unless otherwise specified by us, it is 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.
BRIRMBERE  SRMTLERERMAEROGEAEGR - ERERUEMLSEAER  RETESEEZHE TIRERERET LMRE I 5 HHOEE o

4. Access and Correction Rights ZRf1E IERY#EF]
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 DCH Commercial Centre, 25 Westlands Road, Quarry Bay, Hong Kong. In accordance with the Ordinance,
we have the right fo charge a reasonable fee for the processing of any Personal Information access or correction request.
BIE CEAER (AR 6 ([&F])  BMTEREREHARFEEMETRAGRMNVEAER - BTORESHREE[AER  FERRMANE/RETEFEEEOESR @ it REBHISF
ERR25RAETHER LML  REMPINFE - RMERMEESHREEEABAENNER  WNSENEAR -

Opting-out Marketing Communications or Materials iE#@# {2 ¥E RRNFE

We infend 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. In
the 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 DCH Commercial Centre, 25 Westlands Road, Quarry Bay, Hong Kong.

EMEEAETER (HRDRWEEAESHBHEN) REESREN  EREHETHREE  BRATEEEM - BREBMTTAEZREZSREESREN  FEUTEBEZHHRAEL [v] HUER
MAEMTHED » XN REAREREAIAREETBHRBEMK 2R ASTEHEH LML -

1 Opt-out box EiBEZH 1

The Applicant / the Insured / Insured Person hereby confirm understanding of and agreement to the contfents in this Part entitled ‘Personal Information Collection Statement’.
HEA/ REFEA / ERABUEZFALRBEES [WEBAAERER] 2ATHRNARR o

Signature of the Insured Date
REFEAEE B

Name & Contact Telephone No. of Financial Consultant 32 Bt BER 4 & & Bt & B 559555
(To Be Completed by Financial Consultant Only. FRIZEIEERER)

For Office Use Only &AXASEH

Approved by Date Effective Date

Restrictions [_] No

l:l Yes

AT EE - WERAR  —HIRARE -





