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Name of Applicant (Mr./ Mrs./ Ms.)*Surname Name
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HKID no./ Passport no.* () Date of birth (dd/ mm/ yy)
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E-mail address Day time contact no.
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Night time contact no. Mobile phone no.
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Correspondence address
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District HK/KLN/NT*

TR X * ¥R Information of Insured Person(s)
PR RS S >~ FIE ErIA o Please fill in applicant’s information if he/she is also an insured person.
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AR (?%Ff’?‘/ﬁ) Total premium (HK$) (1+2+3+4+5) :
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Remark: You may cancel the policy by giving 30 days’ written notice to the Company. In the event of the policy being cancelled by you in the first policy year after the 14-day policy
examination period, no premium will be refunded. You should be responsible for paying the outstanding balance of the annual premium for any policy year during which you

cancel the policy.
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#4443k Payment method
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| hereby autlﬁonze Zurich Insurance Company Limited (“The Company to charge my credit card or bank account below for the “Fubon Outpatient
Medical Plan” quarterly/ annual premium (as the payment frequency that | have selected) and subsequent quarterly/ annual payments including
quarterly/ annual payments for the subsequent years upon any acceptance on renewal of Fubon Outpatient Medical Plan. | understand that | may
withdraw the authorization by giving, one month in advance, written notice of cancellation to the Company. If any premium is not being debited
successfully, the Company reserves the right to cancel the policy(ies).
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[] VISA [] MasterCard [] MyCard

Name of the credit cardholder Relationship with applicant
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Cardholder’s signature

[] #AALS B=T Fubon bank account
Lg;ﬁa, VB MR R T BT i
Fi FI=/F

Please fill in the Direct Debit Authorization Form and pay the initial quarterly/ annual premium by cheque.
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Name of the bank account holder Relationship with applicant
LSRRI IBRAE FRETR T

Bank account no. | | | | | | | | | | | | | | | | | Bank account holder’s signature
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| declare that to the best of my knowledge and belief the information given on this Enrolment Form is true and complete in every respect and all information disclosed have been

verified by me as true and correct. | declare that I have full and complete authority from my spouse, children, sister(s), brother(s) and parent(s) if they are insured persons to sign the
application and disclose any personal information being requested for the following purposes: (1) to assess and service this application; (2) to process the Direct Debit Authorization
or Credit Card Payment; (3) to provide marketing material of Zurich Insurance Company Limited(“The Company”) or its associated companies and (4) to conduct insurance claims or
analysis (“The Purposes”). | agree that this Enrolment Form and declaration shall form the basis of the contract between me and the Company. | understand that all the personal
information collected or held by the Company, howsoever obtained, may be used by or disclosed to any individual or organization within or outside Hong Kong for the Purposes.
Policy effective date will be indicated on the policy schedule. This insurance application will not be in force until the application(s) has been accepted by the Company and the

premium has been paid.

[ 1 Date: % Signature:
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[ 18 BRHELENFl 1= 24-27 48] - The Applicant or the Insured Person shall have the right of access to and to request correction of any personal information concerning themselves
held by the Company. A request for such access and correction may be made to the Personal Data Privacy Officer of the Company at 24-27/F, One Island East, 18 Westlands Road,

Island East, Hong Kong.

Zurich Insurance Company Limited (a company incorporated in Switzerland)
24-27/F, One Island East, 18 Westlands Road, Island East, Hong Kong
Customer Services Hotline: (852) 2903 9470 Fax: (852) 2903 9340 http://www.zurich.com.hk
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