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Section 1: Name of Insured Person

&

First name(s):

AR L0 FRIF AR 2
What does the applicant like to be called?

API TRk

Asia-Pacific P&C

ERFARETRE
BAHERI(ESZR) : BRP

WorldCare application form:
Group (FMU) employees

FESH :
Fax number:

=202 s cha]
Email address:

EHHE :
Official stamp:

Please complete this form using BLOCK CAPITALS.

Full medical underwriting (FMU) is the process whereby the insurer
assesses the declared details in deciding if any special terms apply. All
employees and eligible dependants must complete an application form.

The applicant must disclose all material facts. Failure to do so may invalidate the
group policy. A material fact is one which is likely to influence the assessment and
acceptance of this application. If the applicant is in any doubt whether a fact is
material, the applicant should disclose it.

The insurer advises the applicant to keep a record of all information they supply
to the insurer in connection with this application.

Please enclose any medical reports or test results with the application.

The applicant may be required to complete a further medical questionnaire
if the insurer needs more information. All information will be treated in strict
confidence.

The insurer relies on the information that the applicant provides in this form to
decide whether or not to accept the application, and whether or not the insurer
needs to apply special terms. Special terms are exclusions or conditions that the
insurer may apply to the applicant’s cover. If the applicant submits a claim for the
treatment of any existing condition which the applicant did not tell the insurer
about here or did not tell the insurer everything about, the insurer may refuse to
pay that claim. The insurer also has the right to declare the applicant’s membership
to the group policy void, or the insurer may impose special terms on the applicant’s
group policy which the insurer will apply retrospectively. Please take the greatest
care to ensure that this application form is completed fully and accurately.

If, after completing the application form and before the latest of either our
written acceptance, payment of premium or the applicant’s start date/entry
date, anything occurs which affects the information the applicant provided

in this form, such as a change in the applicant’s state of health or the state of
health of any of the applicant’s dependants, the applicant must tell us in writing
about the change.

The insurer reserves the right to decline or accept the application or to accept
the application form with special terms.

Please send the completed application form along with a copy of Your
government issued identity document to the insurer via the applicant’s
intermediary or direct to Asia-Pacific Property & Casualty Insurance Co., Ltd.,
c/o: Now Health International (Shanghai) Limited, Room 1103-1105,

11/F, BM Tower, No. 218 Wusong Road, Hongkou District, Shanghai 200080, China.
The applicant can also scan and email it to ChinaSales@now-health.com

or fax it to +(86) 400 077 7900.

%

Family name:

(20&H925 9 John Andrew Smith , 1&5] gE7 BFATHE John 2t Smith E430 Andy . 1REG A NG 4 BT BB P LU 5 ZARFE L )
(If the applicant’s full name is John Andrew Smith, the applicant might like to be called John or Mr Smith or Andy. The insurer will address all correspondence to the applicant in this way.)
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E_TD : BIREAFEIE
Section 2: Insured Person details
NE)ERR

Company name:

A .
Address:

== b

Email address:

BR85S0 (BFERAED) :
Preferred telephone number (including country code):

LSRR A8 FHLEBIE 0 RESBIE 0 PDRBIE 0
Is this insured person's Mobile Home Work

il s it

Gender: Male O Female O

BEER :

Country of Residence:

S/ RS :

ID/Passport number:

5% (E4/%R) :
Height (cm/ft):

BNV -

Occupation:

(202, BIREUHE—H N A™)

BRI I RS
Group policy number:

L0/&7EBLUDT T HIRFEA

B E LB FHS -

If the insured person would like SMS notifications,
please tell us his/her mobile number:

HEBH(B/B/F) -
Date of birth (dd/mm/yyyy):

B (PREREZR) :
Nationality (Country of passport issuance):

1RE (AfT/5E) :
Weight (kg/Lbs):

e

Occupation industry:

% 7

BHARRBNEAIERR, NEREMRRIRBRRABSH R HBE X

2 Yes & No

Are You or any intended member of this policy, or any family member or close associate a politically exposed person? ] L]

(If yes please provide further details)

F=TD : EHERRLAFIE
Section 3: Dependant details

[ RES
Spouse details

=
First name(s):

AR ZOEFROE b/ 4, 2
What does he/she like to be called?

MR : S g
Gender: Male O Female U

BEER :
Country of Residence:

SE/ RS
ID/Passport number:
57 (BK/HR):
Height (cm/ft):

BRAL -
Occupation:

H b EHWREAEIR
Other Dependant details

£ First name(s):

% Family name:

HAIRLLOEIFRIF AL/ 7A1] ?
What do they like to be called?

S/ PRSH :

ID/Passport number:

4 ¢

Family name:

BEBH(B/B/F) -
Date of birth (dd/mm/yyyy):

B (PBEXER) :
Nationality (Country of passport issuance):

1RE (AFT/FE)
Weight (kg/Lbs):

A -
Occupation industry:

EFRRIEA EHFRREA 2 EHFRRIEA 3 EFRREA 4
Dependant 1 Dependant 2 Dependant 3 Dependant 4

MBI B Male M Female B Male %t Female 3Pt Male it Female S Male it Female
Gender: ] O O ] O O O O
EEBH(B/B/F):

Date of birth (dd/mm/yyyy): / / / / / / /
BEER :

Country of Residence:
EH#E Nationality:

5% (B4 /%R) :
Height (cm/ft):

F2M , H6T Page 2of 6
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EAETRRIEA IS EHFREREA EHFRRIEA 2 EHFRREA 3 EHFRRIEA 4
Other Dependant details Dependant 1 Dependant 2 Dependant 3 Dependant 4

K& (RNT/BE) :
Weight (kg/lbs):

SRRALREK :
Relationship to policyholder:

H (1651 EF) -

Occupation (ages 16+):

FOED : EERBKEREN
Section 4: Doctor’s contact details

TBRER R A B BIR2 89 & £ SRR A 897 2 S AE I E £ 693515 o
Please give details of the insured person's current usual doctor or the one who is most familiar with the applicant's medical history.

E 4 1¥1% Medical practitioner’s details

e BIESH

Name: Telephone number:
A .

Address:

ARV B BERRER :
Date of last attendance and reason:

FhIH : REFIE
Section 5: Insurance details

5.1 RN BRI RDE S —RADRARRRK ?
Does the insured person currently have health insurance with another company?

WRZ . FREFS .

If yes, please give details:

5.2 BRGNS TEHSREFI ARG ?

Does the insured person intend to continue with the existing insurance?

5.3 BRI A RSB ELAEI AN R BRA DRBBRRY ?

Have You been insured previously with health insurance provided by Asia-Pacific Property & Casualty Insurance Company Limited?

WMRZ  IFRERREFRRESH .
If yes, please give details of when insured and previous policy number:

5.4 BIRK A B SR ERRR N EM RO IEL IR AR Z R WAFRIARE AR/ SAIMRTE ?

Have You had an application or health Insurance declined or had special terms imposed?

WRZ BT -

If yes, please give details:

ENED : RERFH

Section 6: Health declaration
RS AB BT AADEHWREA  BEAB KK , HRGEMEN T ARDERE o

If the applicant has more than five dependants, please use a separate sheet of paper and attach it to this application.

WRMATREEERERRE  FOENSEHIHNEE .
The applicant does not need to disclose matters related to common colds, vaccinations or hayfever.
R ) owmm | EER
speieA | BEA | grA | grA2

(&18)
Dependant
(Spouse)

Direct Insured Dependant | Dependant

61 FEEAEREEDBEBTEMIMTFRIAEER .
DA TR - PRGN E RSB R BT .

MEELETHEBE—F , &/ S8 10R69857 ? = = = = = = = =
e e b T O eongina Y No  Yes No  Yes No Yes Mo
y sUIgIca. b : P O O OO OO OO

hospital, clinic, sanatorium, nursing home or other medical
institution where the applicant was off work for more than
one week, and/or received more than 10 days' treatment?

62 GENRBEARZEEARNGY (ROBBRLHN)
LEZ I BRSNS BE R HHET

B @RS 57 2 - I IR IR
Is the applicant currently taking any kind of medication Yes No Yes No Yes No Yes No
(other than oral contraceptives), or is any treatment or tests O d O d O d O d

currently being performed or planned, or any day or
in-patient hospitalisation scheduled?

Yes & No
[ ]

il

bl

EHR
REEA3
Dependant

3

Yes & No
U U
Yes & No
U U
Yes & No
U U

EHR
RIS A4
Dependant

= B
Yes No
O O
= B
Yes No
O O

, 2671 Page 30f 6



BESBILITER - L LINORNEST « MRE0EE . Siao it ABRE U TN EOREE LU N EowiEk :
H

e the applicant ever suffered from, received treatment, tests or investigation for, been diagnosed with, or been hospitalised for:

6.3 Bln X S[ER . FEZ « IRSUEAEMIFREA SR ?
Asthma, bronchitis, tuberculosis, pneumonia or any other
respiratory conditions?

6.4 & . B . /Dﬁf% SBHEA  BEIRR  BRE
B AR EOR A

Anxiety, depre55|on, psychological, psychiatric, mental
condition, drug or alcohol addiction or abuse?

6.5 [MEFIAE. B MANR « HhPERMIFEAM MR RE ?
AR EBEWRN L BRI/ BUSR BT 5 28 ?
Blood disorders, anaemia, haemophilia, thalassemia or other
abnormal blood tests? Has the applicant ever been tested
positive for HIV, Hepatitis B or C?

6.6 FRIE . BiP . SRSEQBMIRMENZBIRE ?

Cancer, cyst, polyp, or any abnormal growth whether cancerous

or benign?
6.7 HUWRGER . BIEEH . B . B WKSUEEEAM
POESIA °

Digestive disorder including stomach, colon, rectum, hernia or
any other bowel problems?

6.8 'SHE . JRAE . FTAE . BRAR . BERE . BUSUAR . RETIMER .
FHRRGNERBIERE ?
Disorders of the kidneys, spleen, liver, pancreas, bladder,
prostate, and urinary or reproductive conditions?

6.9 HEESA  PIRIRIDEER R AEFH?

Diabetes, thyroid disorders or weight management problems?

6.10 Bl . SR MBWESEMISLR ARG EIR ?

Epilepsy, multiple sclerosis or other neurological conditions?

6.11 BM/E  DIESEA ARG EOR . PXEEE KIS ?
High blood pressure, heart or circulatory conditions, stroke or
higher than normal cholesterol level?

6.12 REPAE . B . BB . U L BN . KPREE
BAE XD | ARSI RREBREREA ?
Knee, back or skin disorders, rheumatism, gout, arthritis or disease
of the bone, spine, joint, muscles and skin related disease?

6.13 TEHERE AL NERER . BRI NER
SRR | IBIO L T L 8 | ORI R
IR . BB SRR RS L SR « RO | R\ BEIR
RERE RIS . IV . SAURE . B L IR .
IR « 24 . (B . 8 SR . OB B -
RGPS | BB NESMIN . B . RS,
DHIERE  DEARF . 5, kS SRR | &2 NI «
Spr B IEE . ANEE BT SR, BR.
NERE. B EENE BR BT CL DAL
WS | B8 i . B R . R
%%@ﬂHMEﬁ%\%Eh% EeR . AARS:
SEISHIEES | Fk . AR . BRI . FETHANPLE

TR AR RESS) LEEARE  EXRIRGETR ?

Any health problems or complaints, been diagnosed with, or had
treatment for any of the following in the past 5 years:

Repeated pharyngalgia, chronic cough, expectoration, hemoptysis,
difficulty breathing or other symptoms of the respiratory system,
back pain, frequent urination, urgency of urination, pain in
urination, difficulty urinating, blood or protein in the urine,
abnormal amount of urine, nocturia, swelling in the face,
chronic loss of appetite, abdominal distention, abdominal pain,
hematemesis, melena, hematochezia, jaundice, difficulty
swallowing, palpitation, tachypnea after exercise, edema or
varicose veins of lower extremity, chest discomfort or pressure,
syncope, rheumatic fever or heart murmur, arrhythmia, fatigue,
dizziness, subcutaneous, hemorrhage, purpura, pain in bone,
neck pain and lumbar pain, abnormal appetite, hyperhidrosis,
polydipsia, polyuria, tremor on hands, obesity pigmentation,
vertigo, syncope, hypomnesis, disturbance of vision, tremor,
convulsions, seizure, paralysis, sensory abnormity, cataracts,
glaucoma, or any eye disorder, hearing loss, or any physical
impairment, congenital or hereditary disorder, disability,
recurrent illness, currently pregnant, termination of pregnancy,
any complications of pregnancy or abnormal of the fetus,

major injury or medical condition.

6.14 ALK | BREB BRBEMILEHBRER ?
Females only. Has the applicant ever suffered from any breast
or gynaecological disorders?

=
=
Yes

O

& Ho

OF o

=
=
Yes

O

il

Yes
]

2 z B =
No Yes No Yes

UJ 0 o 0

1/

i
0

i

& = B =
No Yes No Yes
[ O O ]
= e B =
No Yes No Yes
] O O ]
5 = B =
No Yes No Yes
[ O O ]
= e B =
No Yes No Yes
] O O ]
a = B =
No Yes No Yes
] 0 o ]
& 2 5 =
No Yes No Yes
[ O o [l
& = B =
No Yes No Yes
[ O O ]
ES e

AN = AN =
) =)
No Yes No Yes

AN

No
[

ol

O Z ol

Oz [OZ o

OZ o

OZ o OZ o [IZ o

ol

D
o
D

0 O ]
= B =
Yes No Yes
0 O ]
= B =
Yes No Yes
0 O ]
= B =
Yes No Yes
O O ]
= B =
Yes No Yes
0 O ]
= B =
Yes No Yes
O O ]
z B =
Yes No Yes
O O ]
2 5 2
Yes No Yes
O O [l
z B =
Yes No Yes
0 O ]

o

=] E\ =
Yes No Yes
0 O ]

= é =
Yes No Yes
0 O ]

o = B
No Yes No
[ O O
= = B
No Yes No
[ O O
B s B
No Yes No
[ O O
5 = B
No Yes No
] O O
5 R B
No Yes No
[ O O
@ s B
No Yes No
] O O
& = B
No Yes No
] 0 o
5 R B
No Yes No
[ O o
a = B
No Yes No
[ O O
5 s B
No Yes No
] O O
& = B
No Yes No
[ O O
& = B
No Yes No
[ O O
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Bt DOZE 44

Additional information

WATEE6.1ZE6.14 AP EA—FKBEIANLEES [R], BEUTNHENRLLTS .

BEREBIERAT, FLH BHRER. EREINAERERE, RLRMEBHAMUREMIE. Ba=EAN 88T 0TS .

If the applicant answered ‘Yes' to any of questions 6.1 to 6.14, please provide details in the box below.

Please provide as much detail as possible, including the date and nature of diagnosis, frequency and severity of symptoms, date of last episode as well as

details of any past, current or known future Treatment.

LAY

Member name

ZHR
(WRRBRME, HHET
FEIREVTR LDHERR)

Diagnosis

(If none made please
describe the exact nature
of symptoms suffered)
#izey

Date of consultation

BRia
Treatment received
RIT8T B HAEIR

Date of last treatment/
symptoms

ETBENRE

Any underlying cause

Sk L RFNE,
BEFEEMNNEM

Specific location on body
including left or right

&R

(flaD: IEEHITIBNS,
TERE, TESER)N
FELSTRH AR
(BFE—REB6TA—R)
Outcome

(e.g. on-going complete
recovery, likely to recur)
or for smears, frequency
(annually, 6-monthly)

Etasy  BESE

Section 7: Important notes

EE:

BTREHRIT A A RBRITER R EEXER (FBEBLEE

1R A BE R EAROBRIRBTER)

RARITERNE L AR SIR B TR BSOS SR B BH] -

1. BESITET MR SRE ; ASWHRIDOW BB ERIETT
oE

2. BEILIEIR

BEHRE:

FEERBIRRPIFLUR SRS AR (B mE SRR ITR) 693

2o, R ARWEZ D SR ABXNER « ZESRR BT A
BOREEE |\ BEEERNREITMLIRAMERR . BIREANESY
BERA LR BB EZRA  EE | BT EAGRIBBEERA .

ERI DB SRR 1T QB E =T IR FRIBBR Y RER(E o
Br EMRESN | R A M ERBRA R A RO EMARKE -

NZERESHBEE:

1D ENE T MEE B 22 /AT http/www.now-health.cn « 282 SJ3T
Y ENESTMEERSS s T A EEIEE . 72D ENUEATEY
TYENETMBERSSE , BURBAHEARKAREGFREA o
RO WIRE AR RS FREERIO IV ENETNEERS
2, B ENETNBERER L SER IR NRE ZEZ
NS REBRT o

TR OB IHIIDET

Remark:

Pre-Existing Medical Conditions

Your policy does not cover you for treatment of Pre-Existing Medical Conditions

and Related Conditions unless accepted by the insurer in writing.

A Pre-Existing Medical Condition means any disease, injury or illness for which:

1. You have received treatment, tests or investigations for, been diagnosed
with or been hospitalised for; or

2. You have suffered from or experienced symptoms; whether the medical
condition has been diagnosed or not, at any time before your start date/
entry date into the plan.

Data Protection:

The insurer will collect certain information about the insured member in the course

of considering the insured member's application and if a policy is issued to the insured
member, conducting the insurer’s relationship with the members. This information will
be processed for the purposes of underwriting the insured member’s insurance coverage,
managing any policy issued and administering claims. The insured members' information
may be passed to underwriters, medical practitioners, medical assistance companies and
claims administrators for these purposes.

The same duty of confidentiality is required of any third parties to whom the
administration of your policy may be subcontracted. The insured members’ name and
contact details will not be disclosed to other organisations (except as stated above).

The Out-Patient Direct Billing list:

The Out-Patient Direct Billing list can be found from the web site at
http//www.now-health.cn. This list may be updated from time to time. The changes
made in the Out-Patient Direct Billing list is deemed to be available and known to the
policyholder and each respective insured person. The insured person should check for
any changes in the list before selecting a medical facility and prior to each medical
visit. The insurer is not responsible for billing procedures or other consequences
caused by changes to the network list.

57 , #£67 Page 50f 6



FE)\ED : FHREN

Section 8: Declaration and authorisation

RAAREARETRREPHIBPEAEA LTI EIEBEN T AU =RIEE R

LI LRRAKRETRE TR BIFRE o

AACSWERHARADFEREITNORE—RR . FRAREH . EX .

RIEFORRINE I . AARINRIRSE . REEITE . RE—KE . 2IESA

FHURMBRDEREITRIZERIOBRHORERERRN  BEEENINAG 2

BEEURABDEREITRITNVEITELD - KAXERFCER

RIBIHUR M .

o AAFHERREZIMRENBEINESSE  REARRLNSIZA
TEEMIRBLDBRTE  MEARHNETENHERAEZESLS .,
AABEB . RASEFRIFEADERVES EBEVET KU ™= RSB R
L2MBITAVFRIEBREAIRHBR FAREBEIAFTRSHNSIE
RPIBBIEE . ETRITRE . I . BEZFR . BEREREER
ERE .

o ANBBAANFEVEEZOH XARBOPIEROL/HBER
B (URBEE) Bl . BHTAMRIEBRAIX T ARERRAME
EXELTED) . BEFREERISHETALOHRRINTEL .

© RABRRGWMES . AABERSEHRRRELKISOETA LB
LSRR EINENESE  ATANFREERADREL
EEZM . SEUHTRBEXOEMETAN . SASSEADE
BRARBENDAFEERREA T CABRBHER . AAAE
FREFALNEABURESBNBRHEEETAN .

« AAEH . FACHEHBOLRREKET RRERWLITED .
- EUMALRILAA
- EXRDARLNERRDEERK
- BHREATRENGES
- et
- RERMR
- WEERRALEERAIRRIAMS REERATZHR

ERDARERZARE

o FABE . NTARFREERADRERBIERREADRE
BFARETANF REARADREERD R D EOERED
XA . AIANSREARADREATINAE . BMOEAD
BFRIEISAN . TAMF REERATHLTAERERBILTE
ERATEESHE .

o AARBUAASIEANETEFTRREAZEEETS NBAERE
5. BEEARLETIIVEN . IAFZERFE  MELEREBAE
SRS R | RIBRIETUNRARFARAE SR TR
2  AAREREBIAMFREBRLIREELCRNME Lk
J\m o

o AABBHBHI . ARARBETAM=RIEERADETHEMRY
NAEREEE2AINETSER  WAARCHARRE R ETHRRY
AT 7= R A6 PR A SJRIFRIAATIH R/ A AR ARG R T B2
RIFEERARIBEHES -

o AN MMAMRIEERAIHEZDIRIE BB NERIE
FANBEREITR TEERERIE . BZRIDEIIBIER -

* AAEBHBEULMAARRE.

s AARBLAFHABUBREDRELIAM=RIEBRAILIKER
BARETS RIEMFRRF R .

s FARABNRBREENIENATEER B UPXXEDN
RNEDE .

s AABB . ARFAEBAEMERRFESRBETETEANEM
RIE . WAMF=RIEBRRRAFZEE DHPEMLEGIEIED -

o FANFRLEMOBREARBZIEEERINREN FEWE
BNOTAGRAEREN . ERSEETEZEDERNBTAL
EE5HREEMANT  REA . EFHNANEMSHTUSEERET
HWIHABIRS - BAAFA . BN TABRERLZEWRE  HE
BRI .

o FABEWRIHCBRERIERR  LEENFRERE . BRRA
N RIREANS . WBEIRE . 2B . B LLAIFRIEAR
RAEFTHIMTBREFARIIEHAS . RIEASEHTRBFIE
B FARBERANGERER  NRERFEEREARRES
BITHBINABTRER . FACERIERIBERREERE
2HAT . LRFFEERSHREEE . BB ULKRREMENITIL
RIS R -

EE (BREA) :

Signature (Insured person):

REGEFE BT AN ~REFRATER |, H R REEBAEN DG AR AT TREEE
WA RGBS . PEFRIITEBX PO E— IR S AE29-301% | B4 . 518048

| hereby apply for cover on behalf of all the persons named in this application form
for a Asia-Pacific Property & Casualty Insurance Co., Ltd. group WorldCare policy as
specified above.

I have received and read the benefit schedule, terms and conditions, definitions, benefits
and exclusions of this group policy. | understand that the application form, certificate of
insurance, benefit schedule and WorldCare Member's handbook and the policy wording
incorporating the group policy terms and conditions make up the contract between the
insured member and the insurers and all form part of the group policy agreement. | am
aware that cover shall be provided in accordance with the agreement.

I declare that the information given in this application is true and that disclosure in
respect of each person included in this application is complete, even if some of the
information provided is not in my own handwriting. | understand it is unlawful for
me or my dependants to knowingly provide false, incomplete or misleading facts
or information to Asia-Pacific Property & Casualty Insurance Co., Ltd. for the
purpose of defrauding or attempting to defraud Asia-Pacific Property & Casualty
Insurance Co., Ltd. Penalties may include imprisonment, fines, denial of coverage,
rescission of benefits and legal damages.

1 understand that | must notify Asia-Pacific Property & Casualty Insurance Co., Ltd.
of any changes in the facts contained in this application form, such as a change in
the state of health of any person named in it, before the latest of either written
acceptance, payment of premium or the start date/entry date.

For the purpose of this application | authorise any doctor who has ever treated
or advised any of the persons named in this application to provide Asia-Pacific
Property & Casualty Insurance Co., Ltd. with any information they may require
in connection with treatment related to any claim under this group policy. | have
discussed the terms of this authorisation with my partner and competent adult
dependants, and | have obtained their consent to the release of their healthcare
information pursuant to this authorisation.

| declare that | have been made aware of the importance of and read and

understood the following from the policy wording:

- cancellation and termination rights

- law and jurisdiction of the group policy

- language of the group policy and our service

- compensation arrangements

- exclusions

- Now Health International (Shanghai) Limited is acting on behalf of
Asia-Pacific Property & Casualty Insurance Co., Ltd. for the
purposes of preparing and administering group policies, and paying claims.

I understand that Asia-Pacific Property & Casualty Insurance Co., Ltd. cannot be
liable and therefore will not pay claims if my group policy is lapsed should
Asia-Pacific Property & Casualty Insurance Co., Ltd. be unable to collect my
premium for whatever reason and | do not provide Asia-Pacific Property & Casualty
Insurance Co., Ltd. with an alternate method of payment within seven days of
Asia-Pacific Property & Casualty Insurance Co., Ltd. requests for alternative
methods of payment.

| agree that where medical treatment is received within the provider network,
including but not limited to out-patient direct billing, pre-authorised in patient,

etc. by me or any of my dependants and, if the insurer determine in the course of
treatment or when receiving the final invoice and medical records that the medical
condition is excluded from the terms and conditions of the policy, | agree that | am
liable to Asia-Pacific Property & Casualty Insurance Co., Ltd. for all claims settled
for such medical treatment in connection with any non-covered claim.

I understand and confirm that where | have not repaid funds disbursed in good
faith by Asia-Pacific Property & Casualty Insurance Co., Ltd. in respect of
non-covered medical treatment, valid claims may be offset against outstanding
funds due to Asia-Pacific Property & Casualty Insurance Co., Ltd. and/or my group
policy may be suspended until the outstanding amounts have been settled in full.

I acknowledge that if it is determined by Asia-Pacific Property & Casualty Insurance
Co., Ltd. that a claim was fraudulent my group policy may be terminated with
immediate effect.

I have read the Data Protection section.

| agree to the declaration above and understand that cover is provided in
accordance with the terms and conditions of the Asia-Pacific Property & Casualty
Insurance Co., Ltd. group policy.

| agree that if there is any inconsistency between the Chinese and English
version of the insurance application form, the Chinese version will prevail.

| understand that if any persons named in this application is able to claim
any costs from another insurance policy for the cost of any treatment

or benefits, Asia-Pacific Property & Casualty Insurance Co., Ltd. will

only be liable for a proportional share of the total costs.

1 and those covered under this policy consent to the collection and use of our
personal information in the administration of our policy. This may include
sharing our personal information with Now Health offices, our insurer,

medical providers and other parties to the extent needed to fulfill our policy.

| understand that our data will be kept securely and handled in strict confidence.

I have received and carefully read the insurance policy, especially for the insurance
exclusions, the policyholder and the insured’s obligations, maximum claim amount,
co-insurance, deductible, excesses etc. which the sections have been bolded by the
insurer to alert the policyholder to be careful in the content. The insurer has already
explained and clarified the terms and conditions of the insurance policy. | am fully
aware and understand the legal consequence. | have no disagreement to the
particular sections including the policy wordings that are bolded. | fully understood
and | am aware the content of all the policy wordings. All the above sections signed
are truth and facts and | agree to use this application form as the base for our
insurance contract.

BH# (B/B/E):
Date (dd/mm/yyyy):
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