
TheChoice Medical Insurance 智釆醫療計劃 TheChoice Medical Insurance 智釆醫療計劃

Product Suitability Assessment Form 產品合適性評估表 
Please provide the personal information in this Suitability Assessment Form in order for us to analyse your medical, financial, 
and coverage needs to make suitable medical coverage recommendations for you. By providing the information below, you 
understand and agree that the information provided in this form will be handled in accordance with the Personal Information 
Collection Statement (“PICS”) of Bolttech Insurance (Hong Kong) Company Limited.锞呏亙姽欴ㅷざ黠䚍鐱⠮邍䲿⣘⦐➃须俲⟃⸔䧮⦛ⴕ區䝡㖈醫療頿⹡⿻⥃ꥻ♳涸꨾銴⟃⤑䲿⣘ざ黠涸醫療⥃ꥻ䒊陾㹐䨩㖈㞅㻨姽ⴕ區邍儘⽰邍爚䝡僈涯⿻ず䠑剤ꡠ顑俲㼟呏亙⥃暶⥃ꦖ(껺度)剤ꣳⰗ぀⛓⦐➃顑俲佐꧌耫僈✮⟃贖椚

Applicant’s name: 歍锞➃㨺そ Proposed insured’s name: 彋「⥃➃㨺そ Proposed Insured’s 
Age:彋「⥃➃䎃룲

Proposed insured’s 
Sex:彋「⥃➃䚍ⴽ

Proposed insured’s 
relationship to 
applicant:彋「⥃➃莅歍锞➃ꡠ⤚

Step 1: Customer’s medical insurance needs and objectives:第一步：客戶醫療保險需求及目標：
1) Are you able to to pay medical insurance premium every year to enjoy the benefits and services as stated in the

medical insurance policy for future illnesses or injuries?䝡焷㹁嫦䎃鿪腋佅➰醫療⥃ꦖ⥃顥⟃❧欽醫療⥃ꦖ⥃㋲⚥䨾䭸㹁涸⥃ꥻ갪湡ㄤ剪⹡⢵⥃ꥻ劢⢵〳腋ⴀ植⛓氭氻䧴⫊䝖㌨
ӎ a) Yes 焷㹁
ӎ b) No ♶焷㹁

2) What is your annual budget for medical insurance protection?䝡涸嫦䎃醫療⥃ꥻ顥欽갸皿捀
HK$ 度䍤 ___________________________________________

3) Do you have any existing personal medical insurance(s)?䝡剤植剤涸⦐➃醫療⥃ꦖ㌨
ӎ a)  Yes 剤 ___________________________________

(If yes, please indicate no. of in-force policy)㥶剤锞㻨ⴀ欰佪⛓⥃㋲侸湡
i) Medical expense reimbursement insurance 醫療顥欽㻜㜡㻜ꌼ⥃ꦖ�___________________________________

ii) Daily cash for hospitalization insurance 嫦傈⡞ꤎ植ꆄ⥃ꦖ�___________________________________

iii) Critical illness insurance ⽭氭⥃ꦖ�___________________________________

iv) Personal accident insurance ⦐➃䠑㢫⥃ꦖ ___________________________________
ӎ b)  No尝剤

4) Why do you want to purchase a new medical insurance䝡捀➊랃䟝飑顠♧⟨倞涸醫療⥃ꦖ
ӎ a) For insurance protection of the increasing medical treatment costs 捀傈渤㟞⸈涸醫療顥欽䲿⣘⥃ꦖ⥃ꥻ
ӎ b) For income protection during sickness 欽倴氭氻劍꟦涸佐Ⰵ⥃ꥻ
ӎ c) My existing medical insurance cover is insufficient 䧮涸植剤醫療⥃ꦖ⥃ꥻ♶駈
ӎ d) To enjoy tax allowance of VHIS compliant product (“Voluntary Health Insurance Scheme”) 䧮䋞劆❧「չ荈격醫⥃պ䨾䲿⣘涸⯝玅겙 
ӎ e) Others, please specify Ⱖ➮锞鏽僈 : ___________________________________

5) What are your preferred benefits and coverages for your newly applied medical insurance?㖈䝡倞䫏⥃涸醫療⥃ꦖ⚥䝡껷銴罌䣂涸⥃ꥻ갪湡ㄤ⥃ꦖ眕㕠僽➊랃
ӎ a) Basic hospitalization and surgical benefits 㛇劥⡞ꤎ⿻䩛遯⥃ꥻ⛓갪湡
ӎ b) Comprehensive medical insurance protection ꬗涸醫療⥃ꦖ⥃ꥻ
ӎ c) Income protection during sickness 氭氻劍꟦涸佐Ⰵ⥃ꥻ
ӎ d) Annual deductible or co-insurance options to lower the annual premium 嫦䎃⟃荈➰顥䧴Ⱏ➰⥃ꦖ䕎䒭䫏⥃⛓鼇갪⟃꣮⡜嫦䎃涸⥃顥 

Step 2: Insurance intermediary product recommendation after product suitability assessment第二步：產品合適性評估後，保險中介人之產品建議
Insurance intermediary product recommendations: ⥃ꦖ⚥➝➃⛓欴ㅷ䒊陾 :

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

Step 3: Customer selected product after product suitability assessment第三步：產品合適性評估後客戶選擇之產品
I / we confirm that I have gone through the above product suitability assessment and confirm the below medical insurance 
product is selected by my / our own decision.劥➃/䧮⦛焷钢劥➃/䧮⦛䊺鹎遤♳鶤⛓欴ㅷざ黠䚍鐱⠮⚛焷钢⟃♴⛓醫療⥃ꦖ欴ㅷ鼇乵僽劥➃/䧮⦛荈䊹䨾对㹁涸
Plan name計劃そ珖: _____________________________________________________________

Annual Deductible option (if applicable) 嫦䎃荈➰顥鼇乵(㥶剤): HK$ ___________________________

Optional benefit (if applicable) 荈鼇⥃ꥻ(㥶剤) : ____________________________________

客戶聲明 Customer Declaration:
1) I / We have read and understood the product brochure, information sheet and policy provision of the medical

insurance product I / we selected. 劥➃/䧮⦛䊺稣ꠗ⿻僈凕劥➃/䧮⦛䨾鼇乵⛓醫療⥃ꦖ欴ㅷ涸欴ㅷ㼭ⱁ㶩须鎝㋲䓹⿻⥃㋲哭妵⛓Ⰹ㺂
2) I / We confirm the medical insurance product I / we selected (in respect of any type of indemnity, non-indemnity, or

combo product) is suitable for my / our insurance needs and my / our objectives for purchasing a medical insurance
product (including but not limited to (i) income protection during hospital confinement; (ii) preparation for the
hospitalization and medical treatment expenses due to illness or injury), and I / we can afford to pay the required
premium. 劥➃/䧮⦛焷钢劥➃/䧮⦛䨾鼇乵⛓醫療⥃ꦖ欴ㅷ⺫䭍⟤⡦珏겳⛓颦⮉ꬌ颦⮉䧴穉ざ欴ㅷ痘ざ劥➃/䧮⦛涸⥃ꦖ꨾銴⿻飑顠醫療⥃ꦖ欴ㅷ涸湡垦(⺫䭍⡎♶ꣳ倴(i)⡞ꤎ劍꟦涸佐Ⰵ⥃ꥻ(ii)捀氭氻䧴「⫊⛓⡞ꤎ⿻Ⱖ醫療顥欽⡲彋⪔⿻劥➃/䧮⦛剤腋⸂佅➰Ⱖ䨾꨾涸⥃顥

3) I/ We confirm the medical insurance product I/we selected is my / our own decision with no forced pressure from any
third parties. 劥➃/䧮⦛焷钢劥➃/䧮⦛䨾鼇乵⛓醫療⥃ꦖ欴ㅷ僽㖈尝剤「痧♲罏㠺⸂♴歋劥➃/䧮⦛荈遤对㹁涸

4) I / We understand the information contained in this form was used to analyse my / our medical insurance needs and
provided as reference only for my choice of medical insurance product and premium amount. I / We also understand
and agree that the information contained in this form will be handled in accordance with the Personal information
Collection Statement (“PlCS”) of Bolttech Insurance (Hong Kong) Company Limited. 劥➃/䧮⦛僈涯姽邍呔Ⰹ䨾䲿⣘⛓须俲⛇欽⡲ⴕ區劥➃/䧮⦛涸醫療⥃ꦖ꨾宠⚛捀劥➃/䧮⦛㖈鼇乵⥃ꦖ計劃⿻⥃顥ꆄ겙儘⡲⿮罌劥➃/䧮⦛❠僈涯姽邍呔Ⰹ⛓须俲剚呏亙⥃暶⥃ꦖ(껺度)剤ꣳⰗ぀涸佐꧌⦐➃顑俲耫僈✮⟃贖椚

5) We understand that the analysis and choices made in this form were based upon the information provided and it
does not create any liability to Bolttech Insurance (Hong Kong) Company Limited. 劥➃/䧮⦛僈涯姽邍呔⛓ⴕ區⿻鼇乵⛇㛇倴劥➃/䧮⦛䨾䲿⣘⛓须俲罜⡲ⴀ涸殹⚥⚛♶圓䧭⥃暶⥃ꦖ(껺度)剤ꣳⰗ぀⛓⟤⡦顑⟤

6) I / We understand that I /We am required to inform Bolttech Insurance (Hong Kong) Company Limited if there are any
substantial changes to the information provided in this form prior to the insurance policy being issued. 劥➃/䧮⦛僈涯㥶劥➃/䧮⦛㽠姽邍呔Ⰹ涸须俲剤⟤⡦ꅾ㣐刿佖劥➃/䧮⦛꨾㖈⥃㋲欰佪⵹鸒濼⥃暶⥃ꦖ(껺度)剤ꣳⰗ぀ 

I / We, as the Applicant, confirm that I / we have read and understood all the contents in this form and provided all the
correct information for the above on behalf of the proposed insured / existing insured listed in this application. 劥➃/䧮⦛⡲捀歍锞➃焷钢䊺稣ꠗ⿻僈凕姽邍呔⛓Ⰹ㺂⚛➿邍姽計劃⛓彋「⥃➃/植剤「⥃➃㽠⟃♳㉏겗䲿⣘姻焷搂铐⛓须俲

/           /
Applicant’s name Applicant’s Signature Date (DD / MM / YYYY)歍锞➃㨺そ  歍锞➃砞縭 傈劍傈/剢/䎃

         /           /
Proposed insured’s name Proposed insured’s Signature Date (DD / MM / YYYY)  
(if different from the Applicant)  彋「⥃➃砞縭 傈劍傈/剢/䎃彋「⥃➃㨺そ	㥶騈歍锞➃♶ず


Name of Agent / Broker Agent’s / Broker’s Code Agent’s / Broker’s signature 竤私㨺そ  竤私管贫 竤私砞縭
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