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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.
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Section 1: Policyholder information

RRANES ¢ IR P RS

Policyholder name: Policy number:

SEED - ABEFRREALFIE
Section 2: Add Dependant details

=x e

First name(s): Family name:

FAI R LOEIARIF A/ b ?
What does he/she like to be called?

(L0 ARN 89245 25John Andrew Smith, AR T 867 EHATFRI AJohn2iSmith SE £ Andy , (REG A ST AT B BIR P LU T 2 HF M . )
(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.)

il el O pead o ELEBE(B/A/E)

Gender: Male Female Date of birth (dd/mm/yyyy): / /
BEER : Ef(PRELER)

Country of Residence: Nationality (Country of passport issuance):

SHIE/ RS

ID/Passport number:

g (EX/ER) RE(RT/BE)

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

R : Al

Occupation: Occupation industry:

BAARREBNEAMEMR, NERERRRREERRAESH REUAXE ?

(IR, R — 5B 20 B0
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=%n : 2REH
Section 3: Entry Date

& BERINETR R AR OEXRBEA(B/R/F) - / /
Date the applicant wishes cover to start (dd/mm/yyyy):

RN SR EIRRRERIEFHIRE, ARRABEI AR SN2 IERRE Cover cannot start until the applicant has accepted all of the insurer’s terms

5, IRB S AR . and conditions following the insurer's receipt of this application form and
(RO ESRARM TEAR A T S (608 P FFOS A3 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.
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Section 4: Frequency of premium payment

BER, WRFRAIBBIERERNMEL AR, ERATERARRES, NMTEATEIRERD .

BIRNINERG BT8R, BRI SZAERENRE . EHFRRRANRELN D AMREER R ANRBEVRI A . BEERRAZNREDNR
X, EEBEEREFT(I3%HPMII0ZE .

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. Please note that quarterly premiums have a 3% surcharge.

REGHRFFERRSERIRIOKRALA, BRI, NMRBSE BIBTHN - BRI DES BIENRER, NIRRANIZ A EIRET TS IR o
EIEATEHZR B30RGERHNI LIRS, NARKSRMDEFEL o

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 HE S (MIH02E3%)
Annually Semi-annually Quarterly (3% Surcharge)
SRATEL M Bank transfer O O O

FEAREHAXEESE, BE2N — "ATRARKFRHBXREX .

The matters related to fapiao issuance, please refer to — “The Payor and the Issuance of Fapiao Request”.

SRED - REEFIF

Section 5: Insurance details

BELOZE LA RRB IR TSR IS TR AR A 8081 o
Please answer these questions in respect of the dependant the insured member wishes to add to his/her policy.

5.1 BINETRIRK A ERTRSTE S —KAIRBRERRK ? 2 Yes & No
Does your dependant currently have health insurance with another company? O O

WREZ, BREFS .
If yes, please give details:

5.2 IRIER R A ST F U RAEFIH R0 ? = Yes & No
Does your dependant intend to continue with the existing insurance? O O

5.3 BENETHIRIG AR S BREW AN R BRA SR RRRK ? 2 Yes & No
Has your dependant (s) insured previously with health insurance provided by Asia-Pacific Property & Casualty Insurance Company Limited? O O

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

5.4 REDETRIRIG N\ B DA EAIRA B 4B 1 IR TR Z KB D0AF AR IR S B/ SUERSMR 2% 7 2 Yes & No
Has your dependant (s) ever had an application or health Insurance declined or had special terms imposed? O O

WRZE, BRIVFS .
If yes, please give details:
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Section 6: Health declaration

T ESRIRG AT
The applicant does not need to disclose matters related to common colds, vaccinations or hayfever.

BEXTERE., REEMNSEYIHNEER .

EHFRRIEA
Dependant
6.1 FEEDFRETHRLARSSEEZTEAITASEER. L. Tk, PERIEBETHIMERIEZIET, IE
IfE IF TR — A, R/ 10 REVEST ? = =
Has the applicant in the last five years ever undergone any surgical procedure, been a patient or been treated in a hospital, clinic, Yes O No O
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 EHEHRRIGABAIRSIEEEREOEANY (R ORERLSN) SiEZ it MIEZEEE TR, RERAHEEBRS
Beal{EBTI6YT ? = =5 O
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?
EHRIR A GBS RET LN ER, SR TNERNET. WlZiRE, Sl AEB U N R B TR fEb:
Has the applicant ever suffered from, received treatment, tests or investigation for, been diagnosed with, or been hospitalised for:
6.3 BElG, XRER, SR RSTEEMIFRRGLR ? 2 o £ o
Asthma, bronchitis, tuberculosis, pneumonia or any other respiratory conditions? Yes No
6.4 R, PR LMEESR. RBWER. BN, SRSUEREABEINA ? = = O
Anxiety, depression, psychological, psychiatric, mental condition, drug or alcohol addiction or abuse? Yes No
6.5 MRKE. RN MARK. HPERMEEMMBMNRFET ? EBRREA RS SR B MR RSN ALAT R 2314 ? o -
= [m)
Blood disorders, anaemia, haemophilia, thalassaemia or other abnormal blood tests? Has the applicant ever been tested positive Yes No O
for HIV, Hepatitis B or C?
6.6 R, Bl BATEARMHIRMENEEIEE? = O = O
Cancer, cyst, polyp, or any abnormal growth whether cancerous or benign? Yes No
6.7 HURGERSIIERE, QEEM. BH. BER. WSSETEMBERR ? 2 5 O
Digestive disorder including stomach, colon, rectum, hernia or any other bowel problems? Yes No
6.8 'BAE. BRAT. AFAE. RRAE. BERE. RISUIR, RE VMR, FERGOERAINERE ? = S o
Disorders of the kidneys, spleen, liver, pancreas, bladder, prostate, and urinary or reproductive conditions? Yes No
6.9 HERB. PREBEADDERENFERS ? 2 £ o
Diabetes, thyroid disorders or weight management problems? Yes No
6.10 BUH. ZRMBUFESTHMISE REFR ? = O = O
Epilepsy, multiple sclerosis or other neurological conditions? Yes No
611 BIIE ORESVBEARGER,. PXIEEEKTIS ? = = o
High blood pressure, heart or circulatory conditions, stroke or higher than normal cholesterol level? Yes No
6.12 BREDNIE, B, REEOR. PUR. BN, XPRIEB, BE. XD, VNSRREEXKNER ? 2 £ o
Knee, back or skin disorders, rheumatism, gout, arthritis or disease of the bone, spine, joint, muscles and skin related disease? Yes No
6.13 FENEDSF, BUNAEER. BEWDRASELLNER -
REWRE, 1SHEu. SR B FREESEMIFRAGER, BR. KR K. KE. HREE MR E8IK.
RERB. ®WKIBLZ, BT, RAURR, B BRH. Kifl. BE @, 28 SEEE. ME SRR
TEOKAPSIE PR ERSK, MENETON. SR, KURASUOERS. BT 20, XE. FREM RTHMm. 825
B, [BE. BRERR. 2T, 2R 2R WTFEN LHF. BRE. K2 2R CZRE. UAOEE B
B IR MR BRERE. ORE BARIEMERE. WORK, TOSMSE, SRMS0EEMIEE. T,
SRMENR, BRifE, EEHANP TR, OERFALEARLILBEURE. EXRBTETIOR ?
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 O No O
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  WALM, EHWRN AR D ERBEOIASHNGERERE ? = O =5 O
Females only. Has the applicant ever suffered from any breast or gynaecological disorders? Yes No
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Additional information

WETEE6NAE6.14 BPNEA—FBBNQERS (2] . BELUTNHERNREFE .

BIRERFRAD, OELW BHRRM R, FEREIAER ~S5RE. ORMEEHUREAIRE B=iEANBEETIFE.

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.

SRAME

Member name

S

(REBRM, BHEA
FEIREVER LD M)
Diagnosis

(If none made please
describe the exact

nature of symptoms
suffered)

#MizeH

Date of consultation

BReT
Treatment received

R8Ty B BAER
Date of last treatment/
symptoms

EIBENIRE

Any underlying cause

SE L RFMNE,
aEEmHEM
Specific location on
body including left or
right

ZR

(l4D: IETEHITIENS,
TLRE, TRSER)
FEBHSIRA IR
(BE—RIB6TB—R)
Outcome

(e.g. on-going complete
recovery, likely to recur)
or for smears, frequency
(annually, 6-monthly)
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Section 7: Doctor’s contact details
BRI FERD N E £ B DR AT E E19¥S .

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

Y

Name:

HodlF
Address:

REFAYHBBRER :
Date of last attendance and reason:

FEN\Ep : EESZE

Section 8: Important notes

o IEERBOREIT IR ARRREEOR N AARER (R EEELGRIRE
FERBARORIRIER)

RRFBORNE N AETERRIRBERE I B HARSHRERBH:
1. BEZETT. WASHE: ABHMBINSE: NERIIERIEST; B
2. SEIIER, TR RESH L HIIDRT

o TEEMFBERATNEN R, RIMEEI0RABER, BRNIZIBI AN Rk
ARADNZERDASKEETRITUOFRR, FHERRERBRERRYE .

o FIRRBRBBEAT RN BPNFITE . WEET AN R BRAS
BN A S ZE BT RE I 31690 ST A2 2 B BT, (E A A THFIR B TG,
RETERFLTRE . ERRE A SV ARRERIEWRE  BEEIAK
R A SN L BMERREFMST, REEDTER o

o FIRRERRBENNSHREIEMTERRENEZRE -

o RT IR R B R SRS RE DT
TAWF=REBERATRORESETRENAREIDAZ| BEER, WEFFH
TR AV R B IR SIEFEENET R IEERNRGETFREREE X
1850, BEF AN R ER A S E M (http//Awww.apiins.com) [15 S 8-
TREE-REEEN] TL£EH.

ERRYP

1R ARTEE BIRRANRBEPIBEIRPUORREAZRIRBELRAIBRIGAS

2 RORRE, WEERBRASHRA G R T (RIFRI A BB REFEANKE,

1018 ) HRLENANGREE  AIBXEFEH B 892 RIRBIRI A B IR (RAE

S, BEZRNEAREUREERIER . WRANEE TR ZEHMI R

ErEHATDEL. REA. BRIERE. RRA. EFRSNETMERHEE.

EfFEpae, F=7EBAR. BREBAR. BRARDETREABTHRE

BEHBHNSE .

EEHEIER NIRRT N E = AT HBRBERNRERE .

AR A B9 B KBRS RAPE A R0 EANIIBEE (LR IBRERIN) o

BZREIAINRBABE, LIFED TRANOETERENER

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

B FEHNAEMITRIRFZ ST . XRREF R B OHIRAEH

% . StEREARRN REBAA DL, LEOERNALE (RIBEBORRRP

TETE N ) LR A2

HRAHAMERNE=T . IRHUTHIERNENRS - ZEE=7THEABETER

NEIRRIPZEENER o

RHTIN(18) FHERNBREBHEP NAZFES « WREET EARFER, BET

FEL, ABRBEHAE [HRER] BN, MG RERBIERMRENIEA

RNBERWEE, HARMLINRT L BIE .

O #HEE O #HARE

B REN U e SBRB/E, RS TERBN R RIRSHIF BN - WREIE,

BATTRERBEEBE ~ BIFHE FEUH-SEERR o

O ZRE O FrEE

BIESH

Telephone number:

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.

e 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.

e 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 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 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.

O I consent O | 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.

O I consent O I do not consent
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Section 9: Declaration and authorisation

AN RE AR REDIISHHTEN L LSO T AN ~REERA T HLRE

TR SERE .

ANBMEBHEEATINORE— SR, FRREH, B, RENFIRREBN &

ABERRE, RETE RE-EE HEREAFRURN G UERREH

RGFHR, HORRNTH 2 BHS AR IS ANFERS . AASEREEES

EARIBIILIRGE .

o FAFHFARRESARSOEMIEER, WARRENESAHERORET
ExE, DEFRENET ARHERAREDS  AARE, FATESHRRA
AR EIET AN =R AR A AMATAMFRRARADRIER, T
SEGERSUNBIAHBMES . COLENE. TR BLRR DEBE
RBEREBLE .

© FABOAATESBREDS, TIRROENENBWBROPORRENE)
o, BRWAN=RE AR L DX TFARRE N ABSOE AL, BIERRRER
SR A THRBIREL .

o BERROETE, KABREEWRRRENFISOEFA DTSRI
BWERE E, AN REERA DR TERRE, SATUTRRAR
IEALITHIE . AR SAANHERE RSN ERRRR SRR
RBHOEHR, BAARFELEA T RRBLURBARTBIRGHE 758 .

o« RABG, AABREHHORERROUTED -

- BURTOLLLATR

- BRASRERENERRAITEX

- MASRERS BT ERNNES

- R

- HERB

- WREEER D) BRADRRLAMSREARA AR RERRE R
TS

o RABPB, WTAMREBRASEAEAREITEWIMAANRE, BRAREL
AW PRI B IR A Bl MHE AEAMX AN BERGHERA, MM REER
NERFHE BRI E, DS AR TR, WA R RA SR LA
AERETARTF L GEREEE .

o AARBORASRAGEAERR RS AFIEEET MEAETGT, BEFERLE
TIIVEN, MEEFKERSE, MREIRETUETRNNT RO A, RIBRIIT
UWHERRFFEREANTENN, ZARBRAROIAM R ERASEER
ERYHE LR .

o RABBFHA, WARARRET KN R E RN SETIRE RO TREEE
Bz R8T E R, NAARTNEIRE S IE TR AN REBR 2GR
TR R/ A A BRI 2 T AR L L E E B RS RIS HEEE o

o AANFOA, WA IR B IR A ST — TR ERB ARRVE, RABE TR R
THEA L, EIRRIPBIBIAERL .

o KABREEZSE.

o AARBLAFHHBORE DIRBIAM~REGRADSERET RO FER
RAFR A

o FAARBEDRZHFEENPIRIABHFEN—HET, DIPXIRONE A o
o FRADNERRAER DA (RERMT) OAE, FBETHHSHNS .

o AABB, WRAFAEBOAMRGRE RIBEAEST 2R AEMRE, WA ~R
AR A DNATEBSMPAEMLLEIES .

o FARRREITUIREOA RSIFARROG T R REFED N JRENRS
HEP—HHOFEERS 2R . Bk, SHMNDBERRQ L, RREENRE
FRER A S TR £ 60 B (AMRINAT MR BTN R TR BOGURE
B WRFEFBOEREE, NIDERBREMURHRS . FRESLEBERR
TRENETEXER. EFRS. B8RS .

o AARBEBTERNVRP, WEDEBANNHNORBIINIOR T
REN P ANGRUEREE . AABE(WFE)BFH EHMNHAINRERIN
HRIFFBH NG STBRE SSEMN REFED N SNBL, REA. &
RGN, RIRA. EFRENETMBRHEHE, EFEIAG. B HREEE
A BREEBA, BRARUBTRENBNRESHEHYS .

o KRABBGEHEILTEREHTBRE .

o ERBFFDREFWHBANOEAEE, WETRENENFTERIRNEA (185
IR P ARBRE R, FAWNERRRFANKKIEREPA, DRFARR
MREANRKIEE LA, AR EREERXG/FE L ANRE, 0y RER
EARNDRUEBRTREMBTHREEHNEOYSHES .

o RABADDEIIE N RERE DA S0 RFABRAIARA OALF):
http://www.now-health.cn/en/privacy-policy/ .

o AARZWEFFBERRE SR, LERNFRERE. BRRANS. BEREANX
5. BERT. RBM. BNLHZRE A BRATRIIRHRERARKIERN
WB, REGAD R TIRIF0RRRE, RAREBIRFH AT ERER, WREFREBR
i A RRAFEINEBBONARRE R, AALLADERVERREFRNE
HRE . DAFPASHEHEEX, BELURRSIEAIT R S B OKIE .

EEBRREA/RRAN)

Signature (Insured/main applicant):

I 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 SimpleCare 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.

+ ldeclare 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.

I 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 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 I 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 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 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.

I 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.

I'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.

| 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://Awww.now-health.cn/en/privacy-policy/.

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.

BE(B/B/%) :
Date (dd/mm/yyyy):

R SR B AN TR BRATEL, HELNRESEMD(EE)ERAHTRESHE
WA F=REBR A SHAE © PEFRYITHEBX P/LXBE—BRHRESKE29-304, B4 : 518048
By BREEERRID)(_E8) B PR A Sl : chE BRI DX RMEE218S £ ErAE1141105F , B84 : 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.
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