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Section 1: Policyholder information

RRANKEA -

Policyholder name:

FESH :
Fax number:

B3, Rt

Email address:

EEE :
Official stamp:

A dependant is one spouse or adult partner and/or unmarried children who
are no more than 18 years old and residing with the insured member, no more
than 28 years old if in full-time education (written proof may be required
from the educational institute where they are enrolled), at the start date or
any subsequent renewal date. The term 'partner’ shall mean husband, wife,
civil partner or the person permanently living with the insured member in a
similar relationship. All dependants must be named as insured persons in the
certificate of insurance.

To add a dependant to the insured member's plan, please complete this form in
BLOCK CAPITALS.

Failure to disclose all material facts may lead to cancellation of the insurance
policy by the insurer and/or non-acceptance of future claims. A material fact
is one which is likely to influence the insurer to accept the application or to
increase the premium rate. If the applicant is unsure whether a fact is material,
the applicant should disclose it.

Please keep a record of all information the applicant supplies to the insurer in
connection with this application.

Please enclose any medical reports or test results with the application if they
are available.

The insurer may ask the applicant to complete a further medical questionnaire
if the insurer needs more information. All the information the applicant
provides 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 pre-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 terminate the
insurance contract, or the insurer may impose special terms on the applicant’s
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 the
insurer's 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 the
insurer in writing about the change.

We reserve the right to decline or accept Your application or to accept Your
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 to Asia-Pacific Property & Casualty Insurance Co., Ltd., c/o:
Now Health International (Shanghai) Limited, Room 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.

RGPS

Policy number:
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Section 2: Add Dependant details

= o

First name(s): Family name:

F AR O fET FROF At/ 3t ?
What does he/she like to be called?

(ZORA #9555 %John Andrew Smith, # (RN TTEE7 EF IR ML Zjohn ZLSmith SE4£ 2lAndy o (REG A NG ZEAT B P LOX 705 2ORRIFAL )
(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.)

EIE Bt s BB RI(B/B /%) ¢ , ,
Gender: Male Female Date of birth (dd/mm/yyyy):

BEER : BEFRELXER) :

Country of Residence: Nationality (Country of passport issuance):
FE/PRSES :

ID/Passport number:

55 (BAK/FRR) : RE (R T/8E)

Height (cm/ft): Weight (kg/lbs):

HON ¢ Al

Occupation: Occupation industry:

BHERRENEAREAR, IRFXERRIEFERRAG ST RBUANE ?

(20, BiRAH— T 4T) £, B4
Are You or any intended member of this policy, or any family member or close associate a politically exposed person? Yes No

(If yes please provide further details)

E=%7 : REH
Section 3: Entry Date

1A BIRETRRR MRS EMB A8/ B/F)

Date the applicant wishes cover to start (dd/mm/yyyy): / /

RN SREARRE R IEHHRE, ARRABS NN INEPERRLE Cover cannot start until the applicant has accepted all of the insurer's terms
5, R AT HERL o and conditions following the insurer’s receipt of this application form and
IR E SR AR AR IE T (9600 P FFIS 3 o the insurer has received the correct premium.

The applicant can apply for cover to start on a future date that is within 60
days of completion of this application form.

E0ES - FENZLALN

Section 4: Frequency of premium payment

BER, RRAIRBIERIERMEL IR, AR BFRARIREST, NMYEMITERRET .

BRI R FTTI6H], BBV ERUEHRE  IEHRRE A ORELZ N NIREERRE ABVRBAFTI I o BEFRRAZARELOIE
Please note that if the payment the applicant is makes now is based on an indicative quote, the amount due may change once the insurer has reviewed this application.
The applicant must agree and pay the revised premium before cover can start. The additional premium for this dependant should be paid by the same method as the direct
insured policy.

RETHREFTERN SERIRIOKAZN, BRI, NMREGEE BB « BRIRN AT BENRE, WIRRAMIRD TR TAS RS .
BN EHFE 30K ARG LIRS, WARG SR DL .

The initial premium for this insurance contract should be paid within 30 days of the effective date of the coverage. The insurance contract will be void if the premium

is not paid on time. If the premium is agreed to be paid by installment during policy application, the policyholder should make the installment premium payment on time
and as per its respective schedule. If there is an overdue payment of the insurance installment premium payment, the insurance contract will be terminated automatically.

FH
Annually

SRATHLIK Bank transfer O

FEARZOMEXIRED, BBM — "FTRARKFEHEXREKR" .

The matters related to fapiao issuance, please refer to — “The Payor and the Issuance of Fapiao Request”.
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Section 5: Insurance details
BOE L NERREIT R T EFNISET R RS A BRI o

Please answer these questions in respect of the dependant the insured member wishes to add to his/her policy.

5.1 BHEBRIRE A BRI RS S —RL DRBRRRK ? 2 Yes & No
Does your dependant currently have health insurance with another company? | |
WRZ, BRAGFS .

If yes, please give details:

5.2 IRER BRI A T EURYERFIAF RG0S ? 2 Yes & No
Does your dependant intend to continue with the existing insurance? ] (]

5.3 BMENEH IR AR S BEEW AN R BRA SR BRRRK ? 2 Yes & No
Has your dependant (s) insured previously with health insurance provided by Asia-Pacific Property & Casualty Insurance Company Limited? U ]
WRZ, ERURRBARRESH .

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

5.4 BONET IR A B SR RIRIG R MR IEL R ARSI Z KM DA BIARIR S B/ SIMR 2 2 E Yes & No

Has your dependant (s) ever had an application or health Insurance declined or had special terms imposed? ] ]

WRZ, BREGFR .
If yes, please give details:

ENED  RRFH

Section 6: Health declaration

EENEB R AT TRBEEREBRE. ROENIEHIHNEE .
The applicant does not need to disclose matters related to common colds, vaccinations or hayfever.

EFRRIEA
Dependant

6.1 TEIDFRETWRIEARSEARIEAIMIFTARNERERT. PP, 7ok, FPERSEMETHNBRNERIET, IiE

WAZIE TAEBY— A, R/SREZBI10 ROEST ? = =
Has the applicant in the last five years ever undergone any surgical procedure, been a patient or been treated in a hospital, clinic, Yes U No 0

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

6.2 EHWRGA BRI RS EEERIEMEANEY (R ORERZIN) SRR EMET SR, e iHEaB RS
BEEl{ERTI6YT ? 0 5 0
Is the applicant currently taking any kind of medication (other than oral contraceptives), or is any treatment or tests currently Yes No
being performed or planned, or any day or in-patient hospitalisation scheduled?

D

EHRRI A B SREBL LI TN R, SEZE LN R8T, MLsiRE, SiisiT B8 UM R alE LU N R ikt

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

6.3 Hh XSRER SR HRSEFEMFRRESER Pl 0 % 0
Asthma, bronchitis, tuberculosis, pneumonia or any other respiratory conditions? Yes No

6.4 R, IR LIBER. RBERE. BN, SeslERARINSEA ? = 0 =5 0
Anxiety, depression, psychological, psychiatric, mental condition, drug or alcohol addiction or abuse? Yes No

65 MRFF RO MOARK. HWPERMSEMMRURNFE ? EHHREA RS B 2N E DR B SRR R 281 ? a
Blood disorders, anaemia, haemophilia, thalassaemia or other abnormal blood tests? Has the applicant ever been tested positive Yes U No 0
for HIV, Hepatitis B or C?

ol

6.6 FEAE. EiP. SRSECRMEFIRMENFEIESE ? = 0 B 0
Cancer, cyst, polyp, or any abnormal growth whether cancerous or benign? Yes No

6.7 BURGERTINERT, BFBHM. Bh. B WSSETEMRERR ? = 0 S O
Digestive disorder including stomach, colon, rectum, hernia or any other bowel problems? Yes No

6.8 BRE. BRAE. ATRE. FRAE. RERE. RUSURR, RETBIMR., FEAFNEHRAERE ? = 0 5 0
Disorders of the kidneys, spleen, liver, pancreas, bladder, prostate, and urinary or reproductive conditions? Yes No
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Section 6: Health declaration

EERRG A BSRBT LN, T LI ERRNar. WiRsiEE, Sisiot AEH LI N FORstE LI N R Ik
Has the applicant ever suffered from, received treatment, tests or investigation for, been diagnosed with, or been hospitalised for:

6.9 BB, PREFFNDERBIEERE ? %%D éD
Diabetes, thyroid disorders or weight management problems? Yes No
6.10 BUR. BRMBUFSHMBERTLR ? %[]:§D
Epilepsy, multiple sclerosis or other neurological conditions? Yes No
611 SiE. DESHEARGER. PXNSBEEEKEIS ? = [ &) 0
High blood pressure, heart or circulatory conditions, stroke or higher than normal cholesterol level? Yes No
6.12 RREINE. B, MR, NUZ. BN, XPREE. BE. XD, JIASRREERERIER ? %%D éD
Knee, back or skin disorders, rheumatism, gout, arthritis or disease of the bone, spine, joint, muscles and skin related disease? Yes No

6.13 TENELEF, BUTRNESER. BEROMBSUSTILITNER :
REWR. BMZH. B, B, FREESIEMTRASER R KR K3 R FRER LR Z0R
KRER®. ®KIELZ. BT RARIR. B R, K. 2R #h. 28 SEEE. WME EHESR.
NEROKAPEIERBKERTK, MOERNEEON, R NERSOERS, OEBATT 2. X&. FREM. R TEM £
5. IR BMER. 2T 2R R VNFEH B BFNE. B2 SR SRR, MBS, EEL
BE. FR R BRRERE. DR SERIUEMBESR. UTHRK. TOUSMKRER. SSRESURGMIERS, HEk.
SXRMER. BaifZ. EIROP TR EORRT TSI EEIRE. EXRRATETIRN ?
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 Yes 0 No 0
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 WM, EHRIRN AR S BRBEMISERES ? %[jiém
Females only. Has the applicant ever suffered from any breast or gynaecological disorders? Yes No
B hO BT At

Additional information

WEFEE6NAE6.14 BPOEFT—FBIBNEEN [R] BELUNHENREFS .

BRERTRET, OFLW BARMR. EREINAERERE, RERFBHLUREAIRE. B=EANBE8THFE.

If You 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.

LREE

Member name

HR
(ARRBRM, EHER
FEREVTR DI R)

Diagnosis

(If none made please
describe the exact
nature of symptoms
suffered)
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Additional information

WEFEE6 VB ZE6.14 AP HEG—REIBNLIEA [R] BEUNIERREFS .

BRERFRET, OFLW BARMR. EREINAERERE,. RERFBHLUREAIRE. B=EANBE8THFE.
If You 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.

iz e H
Date of consultation

EX6T

Treatment received

=877 B BAEK
Date of last treatment/
symptoms

ETBENRB

Any underlying cause

Sk L RFNE,
BIEEMNNEM
Specific location on
body including left or
right

ZR

(BI40: IETEHITIETS,
TERE, TESER)H
FEZMHSIRF AR
(BE—RIB6TA—R)
Outcome

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

FLTD - EEMREZEY

Section 7: Doctor's contact details

ERMPEIE FERS 9 E A S R R DA E £ 9FE -
Please give details of the applicant’s current usual doctor or the one who is most familiar with his/her medical history.

EXFIE

Medical practitioner’s details

P BIESET -

Name: Telephone number:
HifE

Address:

REMYHBHRRE :

Date of last attendance and reason:
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Section 8: Important notes

EE
o BEIRBORITIAORRRE R R EBR R (A REELR/IRRADER
BRROBRTER)
RRBIEOROE VAT @ PR R R P68 Bl 24 O 4l
1. BERIDET, WRERE; NBRH IO, NGEZDIERGT; HE
2. BHINIER, TILRSE L HIIOMT

FNEHRPASREETREITUNER, FHERRERHRBRRL .
PrRIR B RIRBEAT RN B PNFRITE o WELT AN REBRASENA

SR EEE FTIRM T RI69 SIBR A58 B BART, AL HERIBIBEK, RETEXE L

WE  ERRKE A SWEIRRE R IEFRRE , BRI AR A SIS IMERRE

5, R TR .

FiRREBZRBENN S HRREIEREERRENEE .

o XTFUAMFREER A SHENT4E RS
WAMFREBRA SR G S ENENFREIDAR I E TR, T T
WAM =R BRA SR EENENENEES RN EESITREREEXER, &
TR AN R AR S B 5 Wb (http//www.apiins.com) [ EIFE-TINEE -2

F8EN) B2EH

BERRP
IR A RTEE IR A MR E BIEI A2 P RO IRIG A RRELIRAMBRIG A 52 R
PXZE , WEFXRRATRRANRT (AR NDBREFEANRE | 10E
) ORENARGREE . MIBXEF LB HRBRBR A ORKIREEE, B2
FROEARELURBTEERR . WRKE ANGE TR RIENREALE., REA.
ZRA. ORI DN, BRENS, EFRSNETMERME. ETEBAS. &
=HEBAR BREBAR BRARUBTRIAMSVRESHIBNHNS .
EAHEE RN RGIT RN E = I TARBAERINRERE .

WARBE A BV B RERB R AR E M0 EE (_ DR ERERIN) -
ESRHANNRFABR . LFEH TRENDETRENES
http://www.now-health.cn/en/privacy-policy/ o

BDEFBMFAEMTEZEZFS ST, ZIRFEFBEB AR NBUE LB

% o EBRFAE R RED N AR, AMNBROME BN ABUE GRIBE BOBURREE
NV)BR N ABRERS A RRNE=T . IR HIEFTAEORS - XEE=T
TR ETE BNBIERPEEEHER .
Fi/\ (18) SNE RMBRXBEF NAZEE

BARREIE, FFARMIBRIILERIE .

0O &EE O #ARE

B RERR U R BB 1L, RUETRRMBH R RARSHITBRR . WREE, K
NITEIIE - BIEL FEIHFSBERR .

0O #&EE 0O #FrEE

FENED : FHREN

Section 9: Declaration and authorisation

FNFURERRRE DI BOPIE AL ISR AN R ER AT
ERRRESTRI T BIBFRR

AANEWEFF AT B RIE— R, £REEH. EX. RENRERK
= AANFORRS, REFDE, RE—ER, 2R [FMLURMAEZR
T RISRASE ORISR, KIS 2 BN S B IR A XIS R 89 PR
FED .

RAFNERIEE ZEHIRBIMILIRHE o

o RAFPIMARRESMBEENFIHRES, MARRENSSA LD
BB D ETE, @RS TRAFFFERNFEEDS . AAHD,
NSRRI A S ERVE Sl EERVEX AN =R 7 PR 2 8] T o) WA 7
REBRASRIEER, FATBENERSENELIHBEESE . IS
B, SR EERR. BUEBEREERSBE .

o FABBRAMEDBER B, IRESHNENBHZMREH
(DIERZ M) 5T, WAL AN R B IR A SR T AIRIRE WP E L
EEEE, BFERRRENINESHEGTALORERINEML

o HARRBIBFMS, FAFNGENARRBAFIEHEGALHTILEST
SEEEEENETESE, T AMRIGARATRMETERTEN. 5
AT T RBEROEDETEIR « FADSEANHBRERBIEIN
MEERRRG NIDEARNBO SR, EAAERIZZEA LN R ELR
AN B EEETHE .

EERFEEFATORMT, RIEEI0RABN, BRNMZBIANM R BRA

o WREER DRER BE N T
B, OIHEHFAE (HEE] ER, LEANEDRERBIBERMASZNMEARNEE

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.

Quotations are valid for 30 days subject to the above details remaining the same and are issued

in accordance with Asia-Pacific Property & Casualty Insurance Co., Ltd. medical insurance

policy terms, conditions and exclusions.

The premiums quoted have been calculated based on each person’s age at the date of the

quotation. Premiums may be subject to change if the age of any person increases prior to the

actual start date of the applicant’s Asia-Pacific Property & Casualty Insurance Co., Ltd. medical

insurance policy. Cover cannot start until the applicant has accepted all of the insurer’s terms

and conditions following the receipt of this application form and the insurer has received the

correct premium.

The premiums quoted have been based on the applicant’s body mass index being

within normal limits.

Solvency Notification for Asia-Pacific Property & Casualty Insurance Co., Ltd.

Our core and comprehensive solvency adequacy ratios both meet regulatory requirements. If

you need detailed information about our company's latest quarterly solvency information and

risk rating results, please visit our official website

(http://www.apiins.com) and check the "Information Disclosure - Special Information -

Solvency" section.

Data protection

The insurer will collect certain personal and sensitive information about the applicant or
applicant's employees (i.e. insured members include policy holder and dependents, if applicable),
in the course of considering the applicant’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 Now Health group companies, the insurer of your policy, underwriters, your intermediary,
reinsurers, medical providers and network providers, medical assistance companies, third-party
administrators, claims administrators and parties required to the extent needed to fulfill the
obligations of the policy.

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).

To fully understand how we manage your information, please refer to our Privacy Policy at
http://www.now-health.cn/en/privacy-policy/.

By electing to participate in the Plan via email or other acceptance procedure, You are declaring
that You agree with the data processing practices described herein. You also consent to the
collection, processing and use of Personal Data (as defined under the applicable data protection
law) by the Now Health group companies as well as the transfer of Personal Data to the third
parties mentioned herein for the purpose of providing the services set out under the terms of this
Plan. These third parties may be located in countries which may not be designated jurisdictions
for data transfer as per applicable Data Protection Laws.

A parent or guardian should complete the consent for any member that is under the age of
eighteen (18). If you accept the above, please sign, date and check the "I consent” box below
which confirms that you have the prior and express consent of all persons to be covered pursuant
to this application form, to submit this application on their behalf.

[ | consent [J I do not consent

Now Health International may contact You with details of other products and services which may
be of interest to You. You may be contacted by post, telephone or email if appropriate.

[ I consent [ I do not consent

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

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

« | 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.

| 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 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.
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o FAFH, AAEERFHOREFROUTET :
- BUBTZLEAUR
- BRDASHKERBHNERNIEEBX
- PASRERERTRAMNOBRS

- BETH

- RERK

- WREERR (L8 BRAARKEAN R BRASRFREER
BRI RE

o RABIB, AW R R A S BEMRETTEBEAR A NIRE, B4R
ARET AN FRIGBR A SR B E MRMI A ENERBHERA, [
WA R BRA SHIREE TN %, BMSARANRKITRIKMN, W
K FARB B BR A S WA FIBRAETE MW H AT EEHIE .

o RABEARARIANETETR IR AEIEEET MERNEZILT, 8
BERETFIIDEN, MEFRARES, MESXETRETRTIT X
%A, BRI N ZFRREREREANR FELN, RABRRTO
VAWM PR BRASIEEEERNNAE LARERA .

o RABBHIA, WARNREET AN R B RA SETWEMRIHA
TERBESEE 2 WHIETT 2R A, NZARA KB K78 MRS 85 4 XA WA
IR G PR S HVRRTUETHEHE B /AR A BIIRBY IR/ BT 88K 2% | F B 2 RAYRRIN
WEHEE .

o RAFON AN PRI ARA T — TR SENHIE, RADEST
1REGIT RO BEAE 22 UL, BOZR IS RIS .

« FARHEEESE .

o AARE ERFEEIHEE ORI TORIBI AN PRk B R A S 2 IRIRETTR
B BIFRB SR o

o RABRMRBRBOPRIABFEA—BET, LIPSO RNE A8 o

o RAEAERBRIER LR (RFME) OAT, FRETHRSEHNSE .

o AABIE, WRAAGEB @ EMRGIRERBEMET 2 Al Z MR, I
AW PRI B R A SMX A IR B AP AB L S BB B o

o ARANAARE T RIRE NN RSAFPAATROIAG T 88 RERER
NEARUNBSOEP—HHBEHREEOLE . B, SHNBFRE
B, BT R RN REREDA S TRK #2608 0BT 1I0K
BEHMNORTOREOFRER - 0RXEIHHOFUR
5=, WIERBREMUIREIRS . SIREREFBERR TR
ErExER. ETRE. BEHES .

o RABBESBRNREN, WEAEBRANRNNKBERILIN
RINKBHTACEOBREE - FABR(WFR)BFS ZHNOHK
MU BN RTORBH DA G SNERE R SEMN RERED
ANEHEL REA, BREAS, ZRA BRSO
ETMSRME. ETEAS. SAREEEA. BBEEA. 18X
ARVBTREFFNRESHTBENNS .

o RABRBEERFILZERFHTTRRE .

o ERFPBVREBIPNNTAEE, 0ETRENENTERIRH
REEN18F LT ANBRER, FAFANRRARMFAL
KEKIEEEP A, WRBEARRAFANFKKIEEEIPA, HEAED
REERXB/ERBIPANRE, 0 REFED R SRUEERTRENE
NWRESHBHNSZNES -

o IRABWAD RBRIHERN REFEDA S8R FABIRFAA LT :
http//www.now-health.cn/en/privacy-policy/ o

o RABZRWEFHFBINIRRIE R, LERNRERR. RERANS, IR
AN S, BERS. RBW. B LLEAFRRABRETRIRERE
RANBINTBHANS, R A EHTIRB MR, I\ AL BIBRITRGE
BER, WRRZFREBRE A BREATHINEABOOARNTRERW, &
ABEFRDERIEBREEZRNEHAND . DRFIESATHESE, [
BLURAR B IET IR S B 948 -

EEBRREA/RRA)

Signature (Insured/main applicant):

« | declare that I 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 policy

— language of the 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 policy, and paying claims.

-+ lunderstand that Asia-Pacific Property & Casualty Insurance Co., Ltd. cannot be liable

and therefore will not pay claims if my 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.

|l 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 policy may be suspended until the
outstanding amounts have been settled in full.

| acknowledge that if it is determined by Asia-Pacific Property & Casualty Insurance Co.,

Ltd. that a claim was fraudulent my policy may be terminated with immediate effect.

| have read the important notes.

| 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.
policy.

| agree that if there is any inconsistency between the Chinese and English version of the

insurance application form, the Chinese version will prevail.

« | have seriously studied and understood the content in the ‘Key Points of application’,

and | have fulfilled my disclosure responsibility.

| understand that if | am able to claim any costs from another insurance policy for the
cost of any treatment or benefits received, Asia-Pacific Property & Casualty Insurance
Co., Ltd. will only be liable for a proportional share of the total costs.

« | and those covered under this policy, or the organisation | am representing, understand

that as part of the services that Now Health provides, this will include the handling of
sensitive information. As such, with our application for an insurance policy, consent
is given for Now Health to process our and our dependents' or our employees and
dependents' sensitive information for the purposes of the insurance policy. Without
the required sensitive information, the services cannot be rendered under the policy
agreement. Sensitive information includes, but not limited to, health and medical
related information, medical reports, genetic data, etc.

| consent to the collection and use of our and our dependents’ or our employees and

dependents' personal information and sensitive information in the administration of the
policy. Consent includes, if required, sharing our and our dependents' or our employees
and dependents' personal information and sensitive information with other Now
Health offices, the insurer of your policy, reinsurer, underwriters, medical providers and
network providers, medical assistance companies, third-party administrators, claims
administrators and parties required to the extent needed to fulfil the obligations of the
policy.

|l understand that the data will be kept securely and handled in strict confidence.
« If at any point in time from policy application and during the policy duration there is the

requirement to provide personal and sensitive information of Minors (under the age of
18) for the purpose of the policy, | confirm that | am the Parent or Legal Guardian of the
Minor, or if | am not, | have obtained consent from their parents / legal guardians and
consent is obtained and given to Now Health for extent needed to fulfill our policy.

| confirm | have read and understood Now Health's Privacy Policy and my rights at

http://www.now-health.cn/en/privacy-policy/.

« | 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/R/%F) :
Date (dd/mm/yyyy):

RSB BT AN R ERA L, HEFE REEM)(8)BRASHTREEIE .
W AN R AR A S - PEFRIIMEBEX P LR BE—ERREmSKE29-30, B84 : 518048
B REERIL(L8)ER AT PELEMIOXRNIE218S Ty ERAE11H£1105F , B848 : 200080

Policies are issued by Asia-Pacific Property & Casualty Insurance Co., Ltd.

Registered Office: 29-30F, Dutyfree Business Building, 1st Fuhua Road, Futian CBD, Shenzhen 518048, China.

Policies are administered by Now Health International (Shanghai) Limited.

Room 1105, 11/F, BM Tower, No. 218 Wusong Road, Hongkou District, Shanghai 200080, China.

WC CH 28018 17/11/2025
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