WorldCare continuous
transfer form:
HEALTH INTERNATIONAL Individuals and families

HATER — REPNIEERENZE For company use — intermediary details and stamp

IREGPIAE] : EEST
Intermediary company: Fax number:
E8 BRHBAL ¢
Email address:
EREBWU 4 BAHHE :
Contact name: Official stamp:
BIESH :

Telephone number:

MREEBEHNOED—FOTR - MERENRE SEIEREBE - # If You tafe ?Pplwg for Oge OglOlt-"' P}?ns\}/\/ith Ben?fits simtilar t? those of Your
ot BT S (4 (e S (T T s (b it s N current policy, We may be able to offer You a continuous transfer.
MENETABIRGUESRIR - ZFRNAXBRCRATRORRDLF For any new Benefits the waiting period will apply. Any Benefits covered

% - BEORERELIBES: o WHE I3 0RE - SIRAHHER © £ under Your previous policy but not covered under Our Plan will not be
BRSO R TR R RS - RS S A S RENE o 1% Eligible for cover following the transfer. Any endorsements that applied to

TS (R 5 B FE TN 0 5 S0 B RS AT 803 4 Your existing policy will continue to apply to Your new Plan.
) e e ’ Please complete this form in BLOCK CAPITALS. You should attach a copy of

BT IAS AR o, BN ELITN SR EIZR, 3B B9REIE © Your existing certificate of insurance, detailing any endorsements and the

SEANFIBA A HE RO A (R 8 A B AR o Start Date of the existing policy.

— —a — _ . ., Adeliberate or reckless misrepresentation by You may lead to Us voiding Your
FESHNBNERER, TRRSHALNTRBREEER/NEBHOEE plan with loss of premium. Where You make a careless misrepresentation

EHIEN TR , EBETIEREa YA S BB EEARIIES R 2 We may void Your Plan or decline or reduce related claim payments. A

NEESE o e = ERN—— misrepresentation is an untrue statement of fact relied on by one party, in this
BIEX - MERRNAREREXRTBER, RRNEFLEX - case Us, in establishing the terms of a contract (Your Plan). You should ensure

FAEN R E 2R S W EEEX  FEE B S > ARLE 5 o that You complete Your application carefully, accurately and fairly. If You are
unsure on any matter You should contact Us.

IR DY N S A=F S HREY IR ) ) ) )
SEBOIRP RIS RAERAE] Bﬁ%ﬁ}%y‘ BR, ZARFB AL We advise You to keep a record of all information You supply to Us in
REPFEEMBHZREH(LIRIRE E) T, KEEOT2HN0EE connection with this application.

RBAR BB H VAR (BRI SNETHIR N BERPORNAE  If, after completing Your application form and before the latest of either Our
V) IR E S KR A BRETAY, . written acceptance, payment of premium or Your Start Date anything occurs

which affects the information You provided in this form, such as a change
RUWBEHRBNNRE AL, BB REETREEWEN (BITEURE) in Your state of health or the state of health of any of Your Dependants or
BTN BB ENRBRURREE - G ORNNAREEHEE, emPployees, You must tell Us in writing about the change.
o7 4N E = If You have used an authorised insurance broker You understand, acknowledge
T IR RBR DR and agree that by buying this Plan, We will pay the authorised insurance broker
1R85 N B RIE B ESPRE N FAR S, ST SR E RO commission during the life of the Plan including renewals. You also understand
BRI A RS that this agreement is necessary for Us to proceed with Your application.

FEE N . _ N . N We reserve the right to decline or accept Your application or to accept Your
EOEIENRE DN UFEFECRZNRREERIFELZNSMILS  application form \%/ith special terms.

XA E N EN RER (TA)BRAS, ERILARIVEISRA B Please send Your completed application form along with a copy of Your

333301AE, BIR o E E 335 K 88 83 & AsiaPacSales@now-health.com » government issued identity document to Us via Your intermediary, or direct to
Now Health International (Asia Pacific) Limited, Unit 3301A, 33/F, AIA Tower,

183 Electric Road, North Point, Hong Kong. You can also scan and email it to
AsiaPacSales@now-health.com.

E—87 - BRIWETRE

Section 1: Previous Medical Insurance

(RERGS - (REELICBTIR)(B /8 /%) - , y
Policy no.: Date cover expires/expired (dd/mm/yyyy):

PRI A (A E])BIBHR

Name of insurer:

ol

BRI TEARERFNERIS ?

Do you intend to continue with the existing insurance?

= A
O
O

S No

BE_HD - TAERE

Section 2: Individuals and families

21 BRRAESZ
Name of Policyholder
= % -
First name(s): Family name:

AR FROFLE: 2
What does the applicant like to be called?

(LOFHRA 895 5 K5John Andrew Smith, 0] 5E7 EETFRE S John 2L Smith5EA4£ S, Andy o (RS AN EBT BB H P LUX R T ZAR0F A5 o )
(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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22 BRAKIE
Policyholder details

HbdE -
Address:

BB HRHbAL ¢

Email address:

HEBIESHB(EFEERRD)

Preferred telephone number (including country code):

L0 B LR B RGBS, 18 SHBNTELFHISE

iZ“D? g j@ﬁ f% )\E’ﬂ ?HL%% % JEEE]\E d} NESE If the applicant would like SMS notifications, please tell us the applicant’s mobile number:
Is this the applicant’s Mobile [ Home [ Work [

B : B Male “ % Female HEBH(B /B/5F) - / /

Gender: ] ] Date of birth (dd/mm/yyyy):

BEER : EfEFRELER) -

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

SR(EX /ER) : IRE(AfT /BE) :

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

B : A

Occupation: Occupation industry:

BAARRBOETIENR, NEFKEMRARBERRAT S S RBUEXE ?

(102, BR Gt —H N A™)

Are You or any intended member of this policy, or any family member or close associate a politically exposed person?
(If yes please provide further details)

o

= HO

S No

23 EBREFRREAFE

Spouse and Dependant details

BB

Spouse details

& o

First name(s): Family name:

oA B 2OfET FROF-Ath/ 4, ?
What does he/she like to be called?

MR B Male L% Female HEBRB/B/F) -

Gender: ] ] Date of birth (dd/mm/yyyy): 4 y

BEER : BEFRBERER) :

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

SE(EK/ER) : RE(AT /8E)

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

Bl ll

Occupation: Occupation industry:

ETRREAFIE EFERRIEA N EHFRERRA 2 EHRERMEA 3 EHRRMEA 4

Dependant Details Dependant 1 Dependant 2 Dependant 3 Dependant 4

=

First name(s):

%

Family name:

BAIRLLOEIFRIF A/ ] 2

What do they like to be called?

MBI - FM Male Z* Female F Male Z1% Female FEM Male Z* Female FEM Male Z14 Female

Gender: ] ] ] O] O] O] O] O]
H 8

L AEBH(B/R/E) / / / / / / / /

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

B :
Nationality:

Fa(EXRHER) :
Height (cm/ft):

RE(AfT/ES)
Weight (kg/lbs):

SRFEANXE :
Relationship to policyholder:

Biv(16 5L EE) :
Occupation (ages 16+):

2.4 fBFR7S9 Health declaration
R AEBY ARDEDWRIEA  BEAB KK , FIGEMBN T RPBERE .

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

BRALHFRBEEXTBRE  RoEMSEHIRNER .

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

BERA EHRRIEA EHR EHR EHR EHR
ERREA (B2f8) REEAT REEA2 RIEA3 RGN

Policyholder/ Dependant Dependant Dependant Dependant Dependant
Direct Insured (Spouse) 1 2 3 4

241 IELE, BREGLEIEMIFIFARNAEERE,
Y. 75k, PERSEME B REERET,

MEWEIE TEBE—RE, &/ S8BT 1008657 ? 2 =& 2 & 2 & I 2 B 2 B
Have You in the last five years ever undergone any Surgical Yes No Yes No Yes No Yes No Yes No Yes No
Procedure, been a patient or been treated in a Hospital, clinic, ] ] 0O 0O 0O 0O o0 0O o0 0O 0 O
sanatorium, nursing home or other medical institution where
You were off work for more than one week, and/or received
more than 10 days Treatment?

242 EBEREERANER - SRRE, RSB
BERREMEORRE, B, RS RIS, i
R, &IFFR. FERBSETRR MRS
ERRs BT ETT. MRsiE ? 2 & g2 B g2 B = B T B T B
Have You ever been diagnosed with, hospitalised for, received Yes No Yes No Yes No Yes No Yes No Yes No
Treatment, tests or investigations for any type of disease, O | 0O O 0O O 0O O 0O O 0O O
physical impairment, congenital or had signs or symptoms of
or hereditary disorder, disability, recurrent illness, currently
pregnant, termination of pregnancy, major injury or Medical
Condition?

243 EONRBEERSLAXANLY (FORBRE5N)
FER I EREEST A, STERHHETBE o e = o R e = -
BBt EprityT ? = O = B = B e) e) 5
Are You currently taking any kind of medication (other than Yes  No Yes  No Yes  No Yes  No Yes  No Yes  No
oral contraceptives), or is any Treatment or tests currently being 0 O ] O O [ o O O

performed or planned, or any day or In-Patient hospitalisation
scheduled?
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Bt DO T A4

Additional information

WNAESE2 41 BZE243RPOEFT—ZBBNEEN [R] . BEUTHERNRELFS .

BRUBERAT, EFLK BRI R, EREIMENTERE, RIRFEBHALUNEILE. BER=ENN8E8T0F5.

If You answered ‘Yes' to any of questions 2.4.1 to 2.4.3, 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

121

(R FHRME, BREA
AEKEVEREDIERR)
Diagnosis

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

iz B H
Date of consultation

BER6Y
Treatment/Medication
received

Rifi87F B HAERK
Date of last treatment/
symptoms

EIBENRE

Any underlying cause

S L RENE,
BEmEM

Specific location on
body including left or
right

SR

(g0 EEFEHITIELS,
TERE, TRESER)N
FRERPHFEIHEHENE
BME(BFE—RHFZ6D
A—R)

Outcome

(e.g. on-going complete
recovery, likely to recur) or
for pap smear, frequency
(annually, 6-monthly)
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2.5 EXEBYELEE S Doctor's contact details

BRI FERMS O E LR HRATHEE TS .
Please give details of the applicant’s current usual doctor or the one who is most familiar with his/her medical history.

EEHIE

Medical practitioner’s details

- BIESHS ¢

Name: Telephone number:
HiAt

Address:

AN B BERER :
Date of last attendance and reason:

2.6 TB{2755% Claim reimbursement method

4R1TSCERM = For bank transfer

VRESEEPN A= :
Account/payee name: Payment currency:
RITBIR(EAT)

Bank name (and branch name):

RITIKPSAS RATATIK P S8D
Bank code: Branch code:
RATZ AT/ B

Branch address & country:

SR ER ¢ BERRITSAD
Bank account currency: IBAN no:
KPS BEEAS
Account no: Routing code:
AHERATHAD SWIFTHUAD -
Local banking code: Swift code:
EEEMEXESR

Any other relevant information:

F=To  EMBE
Section 3: Start Date
RS AW B ARRE R IFHIRE, BIRRABRREANEBERREHS, REHTEM . BRATERAARRPIBEZGH608 NREFFIBEN

Cover cannot start until the applicant has accepted all of the insurer’s terms and conditions following the insurer’s receipt of this application form and the
insurer has received the correct premium. The applicant can apply for cover to start at a future date within 60 days of completion of this application.

IRBGIT R RI(B B/ FHI6 £
The date the policy will start from (dd/mm/yyyy):

SEED - HAIOFREBR — BHONHBRIXIRE

Section 4: Our environmental policy — Your document delivery settings

- B LUBE NN L2 RF S5 BB NHRE TN A - S5 NR FIE

* You can use Your secure online portfolio to view and download Plan documents, including Your Certificate of Insurance
- BILUBE NN L2 RFE THENEDRZR R

* You can use Your secure online portfolio to download Your virtual membership card

- BTN RGO EETHED

+ Add Your membership card to Your smartphone wallet
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FhED : TRASRENZALR

Section 5: Payor and Frequency of premium payment

BER, WRENIVRBIER RN EL R, EAREFRARRET, NYSRY aEA&AEEEiJJ

RN IRFERR ST 1830, BIBGEZIEBUS RS  BEERRATHRBINE . 5T EETRARBTI3%EN 112, 5 R BB (5% 102 .
Please note that if the payment the applicant is to make now is based on an indicative quote, the amount due may change once the insurer has reviewed this application.

The applicant will need to both agree and pay the revised premium before cover can start. Please select the frequency the applicant would like to pay premiums in.
Please note that quarterly premiums have a 3% surcharge and monthly premium have a 5% surcharge.

FH FEH | A%
Annually Semi-annually Quarterly Monthly

{& Fi-F Credit card

$R4TEEMK Bank transfer O N/A N/A N/A

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

5K« M)ES Visa » MasterCard (553AK) & American Express ((EEIZIEF) ° HAPESESELULEF TN « BHL YT SR
B I FUERIND LR RIRB AL BFRE -

RATEENK B VBEEBFEPEREHN TR TSR - FHFRUUCALLTIRITIK ©

Credit card: Visa, MasterCard and American Express can be accepted. We will contact You to take the required payment. Your card issuer may charge an
additional conversion or transaction fee to process this payment.

Bank transfer: Please make sure You tell Us Your family or company name in the transfer details and send it to the bank account below.

27t 0 USD account

RITBW TEREARAT
Bank Citibank N.A.
RITIKF SR BRER (IX) BRAS
Bank account name Now Health International (Asia Pacific) Ltd
RITHIUE FEPHREETEISTEAE
Address Champion Tower, Three Garden Road, Central, Hong Kong
B =
RIPOSE 00639162577093
Account no.
B
Swift code CITIHKHX
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SENED - RIETTRIIED

Section 6: Plan options

BREMITREROFDEN - BEALRRRE—KR - EHREITHTHEHREAREENEEER X E3ER - AITRIRBEHR Uiz m it

8 - BRI R RIE R - RIS EQEthiED -

For detailed information about the Plan choices available, please refer to WorldCare Benefit Schedule. The currency You pay Your premium in is chosen for You
by Your Country of Residence and the Plan Deductible will also be denominated in this currency. Please indicate Your Plan choice, Deductible, and any additional options.

(i) 1T %% Choice of Plan
{RE Benefit

F &5 )T RIBRAT Maximum annual limit
E8z & B 1812 #7IE In-Patient and Day-Patient care
25 EF51E Organ Transplant

REJE/SST Cancer Treatment

M2 SRR BB E TR
Acute Medical Conditions during Pregnancy and childbirth

)= F03X)R Evacuation and Repatriation

B8 8B 12F K Day-Patient or Out-Patient surgery

I 1= £ %8 A3 Out-Patient Medical Practitioner fees

FRE 547 Rehabilitation

SER MR Congenital cover

12 M%7 Chronic Condition cover

BT R 27T F677 Routine and complex dental Treatment

BT B4REE Routine maternity cover

15 % #2 Please choose

(ii) It X 215 Plan Deductible

WREESE T EHRER, EELE T TP I BB IEFUELR, LFRH 5% BB IEehIsi)

B % Essential

2256 USD 3m

-

0o v v v

B R Advance

56 USD 3.5m

>

v

U v Vv

| =l

Full refund

N Y=

YER

B Excel

225C USD 4m

3

>

|

p rFER

Not covered

B Apex

A& F NIA
A& B N/A
A1E A N/A
AE A NA
TiE A N/A
A& B N/A
T1E A N/A
1@ A N/A
A& B N/A
A& A NIA
TEA NA
A& A NIA
& F NIA
A& N/A

BIRAIR

Subject to limits

MY RREMOE S —IEL AR

R . MREER T 2HREZITRI TS BERBE 1505 7T, 2507, 500%TT, 1,000% 7T, 2,5005 I8k 5,000 0K 1156 4 % RREEIE 1D E
EFRARE — LM 2, BFERIDEAN BN AR P —TUELBIREE .
If You choose an Optional Deductible, on WorldCare Advance, WorldCare Excel or WorldCare Apex, You must also select an Out-Patient Co-Insurance
Option or an Out-Patient Per Visit Excess Option. On WorldCare Essential if You choose an optional Deductible USD 150, USD 250, USD 500, USD 1,000,
USD 2,500 or USD 5,000 and an Out-Patient Charges Option or Out-Patient Charges — Option 2, You must also select an Out-Patient Co-Insurance Option.

T ERIEER Standard Deductible
B% %550 Optional Deductible
375 USD 150

250 USD 250

275 USD 500

2575 USD 1,000

2L USD 2,500

27T, USD 5,000

25 USD 10,000

2536 USD 15,000

IIE RS RIEEEIN Out-Patient Per Visit Excess Option

2556 USD 25

=T USD 15

B2 Essential

= Nil

RNEAH N/A

B M NA

B R Advance

ZNil

B2 Excel

2 Nil

B = Apex

ZNil

TEH NA
AIEF N/A
A& N/A
AEA N/A
NEM NA
AE A N/A
NEH NA

TEA NA

TEHR NA

TEM NA
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B DDIEIGT Additional options B2 Essential

EERNEEMETT

USA elective Treatment/A -
YEEZEMA -
Out-Patient Charges

IWEEZHRA - k2 .
Out-Patient Charges — Option 2

YEEZERS - %Em3 g%
Out-Patient Charges — Option 3

10% [15%% MEVBE S ELH) o
10% Co-Insurance on Out-Patient Treatment

20% [ ERBNENLLE .
20% Co-Insurance on Out-Patient Treatment

BERMEETRES (RERTEBER)

Hong Kong Preferred Provider Network (Hong Kong residents only) =
EBRBRBI(CERTEEBR) -

Hospital room restriction in Hong Kong (Hong Kong residents only)

BERNPERENRERE((REBTPEREER)
Hospital room restriction in Hong Kong and China |
(PRC residents only)

EBBRERKS(ERTEERR)

High Cost Provider Restriction Option (Hong Kong residents only) -
B 015K ISR REEEIN -
Extended Evacuation and Repatriation Option

Fig, BA Bm 2 .
Wellness, optical Benefits and Vaccinations 2

K10, BRA =i - %2 &M
Wellness, optical Benefits and Vaccinations — Option 2 N/A
i, Fren - %EIN3 2 -
Wellness and Vaccinations — Option 3 2

FRHRRE -
Dental Care

Tl BRI ~EA
Removal of Maternity N/A

*IHIE, OREEFE T BRI T80 % BRED1D % BREEI2, ZOEFE 12 MBI .

&R Advance

|

TE
N/A

A&
N/A

TEM
N/A

|

FEA
N/A

B2 Excel

|

TE
N/A

A&
N/A

TEM
N/A

O
BA&R
Already covered

EA
N/A

B Apex
NER
N/A

TEF
N/A

AEM
N/A

AEM
N/A

TE
N/A

T F
N/A

TE
N/A

TEM
N/A

A& A
N/A

TER
N/A

B
N/A

TE
N/A

TE
N/A

&M
N/A

&M
N/A

TEM
N/A

* Please note that on WorldCare Essential a Co-Insurance Out-Patient Treatment Option can only be taken if You select an Out-Patient Charges Option or Out-Patient Charges Option 2.
© BRI 1% % BRE - A3, MRULIYD BN EASIIDERMY RIETETURE . 21t JITHIID % BRE - KI3, RRIIDREFTHRI ISR RIEM255ET .
* No Out-Patient Co-Insurance Option and Out-Patient Per Visit Excess Option is allowed for WorldCare Essential with Out-Patient Charges — Option 3 as Out-Patient Charges — Option 3 on

WorldCare Essential is subject to default USD 25 Out-Patient Per Visit Excess.
N OREER T BERIBE - WEEZRXEHREFEST
A US elective Treatment is not available if You selected an optional Regional Cover.
#AOREESE T ERIT TS % RIS )2 % ARSI - SR RURES o

# Dental Care can only be taken on WorldCare Essential if You select an Out-Patient Charges or Out-Patient Charges — Option 2.

2 EIEFERITRITHE £ FAREEIN SEm2 -
@ WorldCare Essential when Out-Patient Charges -Option 1 or 2 has been selected.
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Bty EEEE

Section 7: Important notes

T ERPBER AR OAET, BUISEI0RNAEM, ERNRBERRETRI T
HOER, SHERTIERBRRLE .

FriRIR B BAMBEATRN BNFRITE . WAL THROSHRETRR I
BYSERR AR B 181, AT OFREIUE, RETERBELTRE  EHAWE]
FRRPIBREWHRE, BEEIBNOEBDERREMNE, RETTEXN .

FIRRBEZREBENSBFRBIEREEERENEE
BIRIBRFABUR
FEFREL R SERR IR A B IRIRPIFERII R, TIPEUEESEFTRIRE

NEXBER(BEFERRERN. RITWFTERL) . v%fgﬁ%)ﬁzﬁﬁ?ﬁ%v)\@ﬁ@@ﬂ%&
REESEE, EREERORIITHILIRAAERIER  BNER TR DR BHmR

HREZRA, BEi, EFEEBASREREEA, @%EW“M??%%%E’] AF] .
A ENEIRIBEVRIIT R E = T7, BIEMLAN TEBEINNA S, INHABIERE
BRETE o B EREIN, B DABZREALTDIBEEHEZROEMEBREE .
BB NE R RERBANIFE SEEROER - WEBRITE AT E—FNF, ES
HAVBR . HANBERXEHNE T 2R ] e A URERRE, TNREE X FpiRaR R &
BRSRESEROER , BRURIPEONTAE XBREAR NREE Y, BIETERY
BT, ERNEHIE T JURIEHBRHE R .

WX BABIRE, BERRIBAOE R TR NE KRR (6
TERRBIHE R, ﬁﬂ]%%%xﬁﬁ@@ﬂﬁ&f% o
HREREDAS TELBLER, RSB T SEERER, SRETERNE
N RS IER TSRS OFDESR . WEFEHNOMAITS, l%/jL
HHE O, ERE T LUERBF NN TR EHER « HIED R IHBLFEE
FORLLUR ZORIB2 FAZL 5 0] _E M www.now-health.com @14 ,
Lﬁffﬁiﬁf‘ﬁﬁéiﬁﬁﬁ?% S, ARG B8R B AL PR BB A S
1RBY o R B REPRED N SIS, AIRFE BN AR (B IS BHHE
BRIP5%), LX&%%/\)\;&TE%@ AL AN RE =T, DURBAIT RIZZATHLER
RS o IXLEE = H I A TIRIBE ARUBRIPEZA B T HIEEAEEERX NER/
X ,

FEARF T/ (18FAFN2RUBEXSH B NIASRES . WREET A
R, ERE. TPERHFTETHH H&ZHE'\J TIHE, I B R G AR PIERMN
BRRANELRRE R, FRERMNRULEE

O #HE=E O #ARE

NREFREDRATESSEERR, SHETERXBORM™RI0RSHIFH
BE . RMTEE I, 2IFUBFBA(WER) SEEKFR .

O #wRE=E O #rRE

BESBHIRERN) .

Quotations are valid for 30 days subject to the above details remaining the same and
are issued in accordance with Now Health International Plan 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 Your Now Health International
Plan. Cover cannot start until You have accepted all of Our terms and conditions
following Our receipt of this application form and We have received the correct
premium.

The premiums quoted have been based on Your Body Mass Index being within
normal limits.

Data Privacy

We and Your Underwriters collect personal information about You and Your
Dependants (including health, bank account and occupation) in the course of
considering Your application and, if a Plan is issued to You, conducting Our
relationship with You. This information will be processed for the purposes of
underwriting Your insurance coverage, managing any Plan issued and administering
claims. Your information may be passed to Now Health group companies
administering Your Plan, Underwriters, Insurers, Your Intermediary, Reinsurers,
Medical Practitioners, Medical Assistance Companies and Claims Administrators
for these purposes, including those located outside theHKSAR. The same duty of
confidentiality is required of any third parties to whom the administration of Your
Plan may be subcontracted, including those based outsidethe HKSAR. Your personal
details will not be disclosed to other organisations without Your consent.

You have a right of access to, and correction of, information that We hold about
You. Please contact Us if You would like to exercise either of these rights. Some
of the information We collect about You may be classified as “sensitive” — that

is information about racial or ethnic origin and physical or mental health. Data
protection laws impose specific conditions in relation to sensitive information,
including, in some circumstances, the need to obtain Your explicit consent before
We process the information.

By signing this Application Form You consent to the processing and transfer of
information (including sensitive information) described in this notice. Without this
consent We will not be able to consider Your application.

Now Health International group companies providing IPMI products may contact
You by letter, SMS or email with details of other IPMI or related products and
services, which may be of interest to You. If You do not wish this to happen please
tick this box (1. You may opt out of future marketing by contacting Us at any time.
A list of Now Health group companies, their contact details and Our Data Privacy
Policy is available at www.now-health.com.

By electing to participate in the Plan via online 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.
[J I consent [J 1 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 J I do not consent
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BN\ED : FHREN

Section 8: Declaration and authorisation

IAFHRFARRE PFIBH A A LR EIEREB RERIRE TR TR
BIBRE o

RADWEGF R IRE—Rdk, FRREH. B RENRERHGRE
. RABBRRE, REFDIE. RE—REK. URNBERETREITIERT
SRR 2, RN 2 B8 SR LR AT LI BT 35 « RAKNE
RIRE S EERRIBIILIZE .

o KRAFPAHARRENIRUSIMRSHNBREESE, BIHE . BIAKRRSE
NESATIELOEETBTE, EMZHNE THRHERAFERS
AABRE, ANASURAGETHARK A B 31 B ERVER R E AR m a6 R ER
REEIR, FTREABRSUNEIIHERTE . ESIOEBHE. S5 B4
IR~ BUBBE R EIREME .

o KRABBRANMEPAEZOH. VREBBFREEMBE/ SREBB LR
WRZE A )71, B A0Now Health International (Asia Pacific) Limited 3T AR E A
FIEFELOEAEE, LR RRERN S ZNEDATORRRZOZW .

o RARRPEMS, KARNEENTRRENFI GO AL FHITTEITH
EEESIEAELE, [ REMEEETEEFEN, ST TREEXE
BT ER . RAESEANHBRTE RBE DN EESRRE TS
ABABEEDR, BARADKEZEA LHRBLURBARABIREEEST

o RAFH, RADNEHBEBLRRETRO LR GF0ELSM™%HE,
5B XFONFEHONSHOFDER - XRBUTED:

— BB AL IEAF

— WFEE

— BRI ER R SEERX

— IHIBIBEE KBRS

— Rz

— EBIRE TR 1T 22 BINow Health International (Asia Pacific) Limited A43%
AXA General Insurance Hong Kong Limited %, &4 & &R E, UTEVR 2 M
EZNEN

o AABY, 0N REFREIREIDAMEAANNIRE, BANKEN REFES
EREMNTNENEREHLRA, BN REFREAEXNTE BMSARA
BRI IT IR, B REFFW AR BRETBRTF X VERESIE .

o FARBOFAIFANEMETRRGAEIEEETNENEZIETT, BF
BARLETFIIDEN, MEERERSFE, MREXTRETRINE RO A,
RIBRIEIT RO FERR AR BEARPREE D, FARBERA TN REREE
HEBNOMELRER .

o FABBHIA, WARAREEN RE FRETREHRYNOAEREBE <HH
BT TR, NAANR B BRERE B8 TR AT R E PR 9 FRIUATHH Re/ A A
EVRBIT R TT BB |E B ZE R RO 455 o

o ANAHBA, 2009 RERHEE —TURISSIE BIE, AANWET IR IT T 883
&\E, Bz DB RIS .

o AABIG, WRAAEBMEMRLRERISEEST R BUEMRE, 87 REFR
(LX) BRRENAFERE S PABR L FIN S .

o FADNARRIER ER (EZRET) AT, BRITBHSONS .

o FARE LR BRI THIRIEN REFRRE I RIBFRRFHRME .

EEB(RREA/RRA)

Signature (Insured/main applicant):

| hereby apply for cover on behalf of all the persons named in this application form
for a Now Health International Plan as specified above.

| have received and read the Benefit Schedule, Terms and Conditions, Definitions,
Benefits and exclusions of this Plan. | understand that the Application Form,
Certificate of Insurance, Benefit Schedule and the Members’ Handbook
incorporating the Plan terms and conditions make up the contract between Us and
all form part of the Plan Agreement. | am aware that cover shall be provided in
accordance with the Agreement.

+ Ideclare 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 Now Health International for the purpose
of defrauding or attempting to defraud Now Health International. Penalties
may include imprisonment, fines, denial of coverage, loss of premium, loss of
Benefits and legal damages.

| understand that | must notify Now Health International (Asia Pacific) Limited 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 Now Health
International with any information they may require in connection with
Treatment related to any claim under this Plan. | 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.

» Ideclare that | have read and understood the following from the members’

handbook:

— cancellation and termination rights

— complaints procedures

— law and jurisdiction of the Plan

— language of the Plan and Our service

— compensation arrangements

— Now Health International (Asia Pacific) Limited is acting on behalf of AXA
General Insurance Hong Kong Limited for the purposes of issuing and
administering Plans, receiving premiums and paying claims.

+ lunderstand that Now Health International cannot be liable and therefore will
not pay claims if my Plan is lapsed should Now Health International be unable
to collect my premium for whatever reason and | do not provide Now Health
International with an alternate method of payment within seven days of Now
Health International requests for alternative methods of payment.

» | agree that where medical Treatment is received within the provider network
by me or any of my Dependants and, except where previously agreed by Now
Health International, it is determined that the Treatment or Medical Condition
is not refundable within the terms and conditions of the Plan, | agree that |
am liable to Now Health International for all claims settled for such medical
Treatment in connection with any non-covered claim.

= lunderstand and confirm that where | have not repaid funds disbursed in good
faith by Now Health International in respect of non-covered medical Treatment,
valid claims may be offset against outstanding funds due to Now Health
International and/or my Plan may be suspended until the outstanding amounts
have been settled in full.

| acknowledge that if it is determined by Now Health International that a claim
was fraudulent my Plan may be voided with immediate effect.

| understand that if | am able to claim any costs from another insurance policy
for the cost of any treatment or benefits received, Now Health International
(Asia Pacific) Limited will only be liable for a proportional share of the total
costs.

» | 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 Now Health International Plan.

BEA(B/R/%F) :
Date (dd/mm/yyyy):

AR NP IHE « WBEEARW, AR RIS T HEAREMES

This document has been drawn up in English and Chinese. In the event of any dispute, the English version of this document shall prevail over any other
language version or translation.

Plans issued in Hong Kong are underwritten by AXA General Insurance Hong Kong Limited and arranged by

Now Health International (Asia Pacific) Limited.

Registered address: Units 3301A, 33/F, AIA Tower, 183 Electric Road, North Point, Hong Kong.

Insurance Agent Registration Number: 10974559.

WC AP individuals 28014 2026
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