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Personal Information Collection Statement Contact Us

BT Ek - (RSB MR E] Personal Health Record Form - Employee Medical Care Plan
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To be filled in BLOCK letters by each person included in the policy. (Parents may fill in this form on behalf of children.) No claims will be processed unless the form is duly completed
and returned. Please return to Blue Cross (Asia-Pacific) Insurance Limited within 30 days from the effective date of the coverage of such insured. Submission of this Personal Health
Record Form is not required if the number of insured employees is 5 or above.

(1) B # % Personal Information

Blue Cross B+ =

AnAlA Company EHREBHRRAT

REFEAEEEE {RESE

Name of Policyholder/Employer Policy No.

BRA (BE/XB) tt2 GUBRITFPOHERE) HERS (B/AME) | #ER EESHEERAH
Name of Insured (Employee/Dependant) (as shown on bank account) Date of Birth (dd/mm/yy)| Sex HKID Card/Passport No.
e Y o3 TEbA

Occupation/Job Nature Email Address’

RITRH BITFARE’

Bank Name BankAccountNo? | | | | LI I I LI 111 1]]
EEAR (WERARERRE) FRABRESEAEEZE®

Name of Employee (If Insured is a Dependant of Employee) Relationship of Insured with Policyholder/Employee’
ZERW (B/A/%) AW (B/A/74F) il

Date Joined Company (dd/mm/yy) Effective Date (dd/mm/yy) Category

1. RER406I8 5 TFE « Maximum of 40 characters is acceptable 2. BT SFXWSHAF —F OfFRBRER2 A « ARS8 FRAT 2 W BRSO « The autopay A/C No. shall apply to all dependants.
Only bank account of employee with 15 digits or below is acceptable. 3. B{& Relationship Code : E - & B Employee S - f45 Spouse C- T2 ' Child* 4. MRAARMRBRLERRENT R EHRE AR
0¥ - The applicant needs to verify the eligibility for enrollment in accordance with the definition of Child as stated in the Policy Terms and Conditions.

(1) #EEARR Health Details
1. ERESER  SKRDEBETIRFALEREWAR 15 [B] BRTIEEEHARLE v L8 og 0%

During the last 5 years, have you suffered from or been treated for any of the following disorders/diseases?

If “Yes", please tick the appropriate items below. Yes No
0O BFR=ER O BiREEsR O AR S@EAR L For Female Only :
Stone or kidney diseases Varicose Veins Rheumatic Fever O SRR
o ﬁlﬁﬁﬁfﬂﬁ. " m} Eﬁ o ’Eﬁf’aﬂlﬂﬁ Gynecological conditions
cer of any 5 n ernia ) piiepsy (m] ﬁﬁﬁﬁiﬂz%ﬁﬁiﬁﬁﬁﬁﬁ
O FREMAE S 0 BeERAT ERE 0 &RERNRTERERL Diseases/complications or conditions
Cancer or tumours of any kind Deviated nasal septum (or turbinates) Infectiogdtey% Human associated with pregnancy
[mpatt 3o S O MRNE Immunodeficiency Virus (HIV)
Asthma or respiratory diseases Hallux Valgus 0 &R EELLERBRZ R %R o ML
O M O R Gout MR -
Mental disorder or Diabetes a Please attach complete details for any
psychiatric problems/diseases O &meE Anal Fistulae other disorders/diseases not listed here.
O #& Hypertension O E#ssige
Venereal diseases 0O OCRNERER 2RSSR Alcoholism or drug addiction
O RRE#t Cardio Vascular or circulatory diseases 0O ZRE#
Arthritis 0O BikER Hepatitis B
O =5 Thyroid Diseases O AHfb
Malaria O HERilA R Eess Others
o Spinal or muscular skeletal
Hemorrhoids conditions/diseases
2, FEBESFR - CREGEERRABREAEZ TN - SRR 7 O &Yes O &No
Have you ever been in a hospital or sanitorium for surgery, observation or treatment within the last 5 years?
3. BREREERZTZE - ARAMRAEY ? Are you currently under observation or taking any treatment or medication? OR&Yes O &No
4. GRTHERER - E5 - BN ARRRFRIERE - KARRE QWDOY - ERBXMINES  mERE [£] # - SHHHARS - OR&Yes O &No
Have you ever had any medical, hospitalisation, accident or life insurance application rejected or policy cancelled, rated or restricted?
If “Yes”, please provide the reason(s).
E M Z4EMENERES (] & BFMRUTERRN  (FEUTE - #REFMEH)
If you answered “Yes" to any of the above questions 1 to 4, please give details in the following table. (If the space provided is insufficient, please use a separate sheet.)
[l BEZ BRI HEBH RES T Fig 52 2 08 AR BRIENTFR BE—RRZHHE
Question | Medical History/Date of Occurrence Diagnosis Care & Treatment Received Present Conditions Date of Last Consultation

(111) BEA R $2#E Declaration and Authorisation

EANE L BAWRE
1. ERFEMBANEReEATENRARS RSN KXEARK 228 ¥ ERBAAFMARAEMESN -AAWRERBEFAEREHN -
2LAANYFEBEAABRETT (BA) ZRARAF ([RAF]) 8 FERAZBERBAMEEALFERAEEZ POARREFOFFERN RSN Y2 RBERATMELRM

Z—HHRRRAE
3.%$%%§%A§E?&ﬁ$$%ﬁ?ﬁ%2*fﬂﬁﬂ AAUERERACHARADAEFE AEAEHSEEN TEQATENELASFZH TOEROEEBAEH (ALE) &HT
4. A NFERRE M RS AR AR R AR N KERATERE - AATEE  MEARREBEA ZRANBAAEREREZERY FA/ ZRAZESIMETEAE-

| HEREBY DECLARE AND AGREE THAT:

1.The answers to all the above questions including all information and particulars given herein are accurate, true and complete and are given to the best of my knowledge and belief. |
have not withheld any material information.

2.1 further agree that payment of any benefits hereunder to the Insured by Blue Cross (Asia-Pacific) Insurance Limited (“the Company”) in relation to all medical claims shall be credited
tolthe banl ac?rm as specified in this application or made by cheque in the absence of such an account, which shall constitute a full discharge on the part of the Company in
relation to such claims.

3.1 have obtained the authorisation from the Insured to provide the information requested in this application. | further acknowledge that the Insured has been explicitly informed and agrees
that his/her personal data will be transferred to the Company for the purpose ;?(tlnis application and has been informed of his/her rights under the Personal Data (Privacy) Ordinance.

4.1 confirm having read and understood the Company’s Personal Information Collection Statement as accompanied with this form. | further understand that my/the Insured's consent
will be separately obtained if the Company intends to use my/the Insured’s personal data for direct marketing.

RE (B/A/%F) RRAEE

Date (dd/mm/yy) Signature of Insured

B A R EREABRERAFES B8 (B/R/%)
Name & Title of Authorised Person Signature of Authorised Person with Company Chop Date (dd/mm/yy)

*AEARBEDSENTRIEANEER  BURIURZEHEE « Should there be any discrepancy between the English and the Chinese versions of this Personal Health Record Form, the English version shall apply and prevail.

Blue Cross (Asia-Pacific) Insurance Limited 5+ (35K) RIBEBELSE
www.bluecross.com.hk




