YOUR INSURANCE

Group Personal
Accident Insurance

A comprehensive group
accidental coverage
offers employees a
peace of mind and
results in higher working
efficiency.
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Accidental death or injury happens to
employees quite often. Being an
employer, it is crucial to provide your
employees with a peace of mind.

The employees and their families
would also wish for instant
emergency assistance from
employers to tide over the crisis. To
enjoy the benefits, take out our
group personal accident plan now!

Product Highlights

Specifically designed for companies
or organizations with 3 or more
employees

Benefits cover accidental death and
permanent disablement, accidental
medical expenses, annual income
benefit and accidental hospital cash
allowance

Offers a wide range of exclusive
benefits such as compassionate
death cash and burns cover, etc.
Free 24-hour emergency

assistance service
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Personal Accident Insurance Proposal Form

(Please use Block Letters and tick the appropriate box)

Applicant Information (Applicant should be aged 18 to 65)

Name of Applicant (in English) Name of Applicant (in Chinese)

Sex

TelNo. (Home / Office / Mobile) Place/Country of Residence

Policy Effective Date

Correspondence Address (if Policyholder is a Company/Employer, please also state the Company/Employer's Name and Address)

Name and Correspondence Address of Employer

Name of Covered Family Members Date of Birth Sex HKID No Relationship Occupation/Position* | Height (cm) / Left
(EnglishandChinese) (dd/mm/yy) (M/F) ’ with 1st Insured (Exact job Duties) Weight (kg) Handed
* Please state all occupations/exact job duties (including full-time/part-time)
Beneficiary will be the Own Estate of the Insured according to the Hong Kong jurisdiction.
Bene Required Sum Insured (HKS)
1st Insured Spouse
Tailor-made Plan Ovrlan1 O plan2 O Plan3
Basic Benefits Al) Accidental Death and Disablement
Optional Benefits A2) Accidental Medical Expenses
B)  Temporary Total Disablement per week per week
C)  Double Indemnity
D) Broken Bones and Burns

Past Experience and Insurance History
All questions must be answered fully.

If any of the answer is "Yes", please give further details in the space below, noting the question number(s), the name(s), address(es) of any doctor(s) consulted (if more space is required, please write on a separated sheet

and sign your name on the original application form).

1. Do you or other covered members currently have or are you applying for any life, accident or medical insurance? If yes, please state the Insurer, benefit, sum insured, etc.

nYes

2. Have your or other covered members' applications of life, accident or medical insurance ever been declined or postponed, or your insurance ever been modified, rated- up, cancelled Yes

or refused invitation for renewal? If yes, please state the Insurer, benefit, sum insured, reason, condition, etc.

3. Do you or other covered members have any physical or mental impairment or condition? If yes, please state the suffered area or diagnosis, etc.

4. Have you or other covered members ever suffered from hypertension, heart disease, mental disorder, diabetes mellitus, cancer, tumour, ulcer, tuberculosis, asthma, epilepsy, stroke,
emphysema, pleurisy, colitis, rheumatic fever, venereal disease; or any other disease of brain, central nervous system, gastro-intestinal tract, liver (or is Hepatitis B Carrier), pancreas,
kidney, genito-urinary organs, back, spinal column, etc? If yes, please state suffered date, extent of recovery or any recurrence, etc.

5. Have you or other covered members received in the past 5 years, currently receiving or will you contemplate to receive any medical, surgical treatment or medication? If yes, please
state the type of surgery and medicine, doctor's name and address.

6. Are you or other covered members frequent traveler? If yes, please state the traveling country(ies) and number of trips per year.

7. Are you self-employed?
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IMPORTANT NOTE : This form is not a policy of insurance. Please refer to the policy wordings including the applicable terms, conditions and exclusions which will be issued to applicant upon acceptance of this

proposal or upon applicant's request.
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IMPORTANT NOTE : This form is not a policy of insurance. Please refer to the policy wordings including the applicable terms, conditions and exclusions which will be issued to applicant upon acceptance of this

proposal or upon applicant's request.
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| / We declare that the Statements and particulars given in this application are true and that | / We have not withheld any material information. The
information provided by me / ourselves to Taishan Insurance Brokers Ltd. is collected to enable Taishan Insurance Brokers Ltd. to carry on insurance business
and may be used for the purpose of: i) any insurance or financial related product or service or any alterations, variations, cancellation or renewal of such
product or service; ii) any claim or investigation or analysis of such claim; and iii) exercising any right of subrogation; and may be transferred to any related
company or any other company carrying on insurance or reinsurance related business or an intermediary or a claims or investigation or other service
provider providing services relevant to insurance business for any of the above or related purposes.

ST 421 < PAYMENT OF BROKER COMMISSION
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Taishan Insurance Brokers Limited is remunerated for its services by the receipt of commission paid by insurers. Your agreement to proceed with
this insurance transaction shall constitute your consent to the receipt of commission by the Company.
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I / Proposed insured further understand that the above agreement is necessary for Taishan Insurance Brokers Limited to proceed with the application.

H#A Date RB%E signature of Insured

B44& A\ Person to Contact:

& Name:

& & Telephone No. :

B Email Address :
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