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Private & Confidential

PolicyNumber| | | | | | | | | | | PersonInsured Policyholder

Please submit copy of the Policyholder’s valid identity document (unless submitted before).
Policyholder signature is required and ensure the consistence of your signature with our record for verification if change of Premium Payment Frequency.
This form is only for subsequent premium payment only. Please complete in Block Letters and tick where applicable.

|:| A. Direct Debit via Savings/Current Account (Applicable to subsequent premium payment only)

Name to be credited
Cigna Worldwide General Insurance Company Limited (The Beneficiary)

I/We hereby authorize my/our below named Bank to effect transfers from my/our account to the account of the above named beneficiary (hereinafter referred to as the “Beneficiary”) in
accordance with such instructions as my/our Bank may receive from the Beneficiary from time to time, including the settlement of policy premium, levy, or other relevant charges under
the relevant policy(ies). This authorization shall remain valid until further notice.

I/We further agree and confirm:

1. my/our Bank shall not be obliged to ascertain whether or not notice of any such transfer has been given to me/us.

2. my/our signature(s) on this authorization form is/are the same as that/those for the operation of my/our Savings/Current Account to be debited for the transfer.

3. to notify the Beneficiary of any change of bank account or cancellation of payment method.

4. to jointly and severally accept full responsibility for any overdraft (or increase in existing overdraft) on my/our account which may arise as a result of any such transfer(s). I/We
agree that should there be insufficient funds in my/our Bank account to meet any transfer hereby authorized, the Bank shall be entitled, at its discretion, not to effect such transfer in
which event the Bank may make the usual service charge to be paid by me/us.

5. that any notice of cancellation or variation of this authorization which I/we may give to my/our Bank shall be given at least fifteen (15) working days prior to the date on which such
cancellation/ variation is to take effect.

BANK NAME:

YNNI Yolo'o 0] e A I Y e O I O O O R e e
Bank Code. Branch Code. Account No.

Please note:

- It takes 6-8 weeks to process this authorization, as such two (2) months' and all outstanding premium, levy, and other relevant charges under the relevant policy(ies) are requested
to be sent along with this Authorization Form.

- At least fifteen (15) working days’ written notice in advance is required for termination of this payment instruction.

- This facility is applicable to the Policyholder or Person Insured/Proposed Person Insured only.

|:| B. Direct Debit via Credit Card

NAME OF CARD ISSUING BANK: COUNTRY OF CARD ISSUING BANK:

VISA/MASTERCARD CREDITCARDAccount: || [ [ | L L [ [} L [ 1 J L[ | ]

CARD EXPIRY DATE (MONTH/YEAR): [ V4

Please note:

1. The Issuer of the credit card identified above is authorized to pay the amount as requested by the Beneficiary upon proper presentation. The Cardholder promises to pay such total (including policy
premium and levy under the relevant policy(ies), together with any other charges due thereon) subject to and in accordance with the agreement governing the use of such credit card.

All outstanding premium, levy, and other relevant charges under the relevant policy(ies) are requested to be sent along with this Authorization Form.

This facility is applicable to the Policyholder or Person Insured/Proposed Person Insured only.

This payment method is for regular premium and selected products only.

Annually premium will be debited on the same month of the premium due date. In case of unsuccessful transaction, premium will be debited again (if applicable).

At least fifteen (15) working days’ written notice in advance is required for termination of this payment instruction.

Prior approval is required for non-Hong Kong issued credit card.

SNEQRCER N

C. General Information

I.D. NUMBER OF ACCOUNT HOLDER(S): L.D. TYPE: [[]HKID [JPASSPORT  [[] BUSINESS REGISTRATION
[C] CERTIFICATE OF INCORPORATION [J OTHERS

NAME OF ACCOUNT HOLDER(S) IN ENGLISH: SIGNATURE OF ACCOUNT HOLDER(S): Date (Y/M/D)

(AS RECORDED IN STATEMENT/PASSBOOK/CREDIT CARD) SIGNATURE MUST BE CONSISTENT WITH YOUR BANK'S RECORD

D. Change of Premium Payment Frequency

[] Annually [] Monthly

SIGNATURE OF POLICYHOLDER: SIGN DATE:

Please ensure that your signature is consistent with that in your policy record.

Confidential, unpublished property of Cigna Healthcare. Do not duplicate or distribute. Use and distribution limited solely to authorized personnel.© Copyright Cigna Healthcare
EHRERZEE  FRRER FUBRRIDE - RPERBEALERARD % - OMEREHEEKME

Cigna Worldwide General Insurance Company Limited 5B KRG AR A S

P.1/2



HiEfREEs -’-

16/F, 348 Kwun Tong Road,
I Kwun Tong, Kowloon, Hong Kong
e hea'thcare Tel: 2560 1990 Fax: 2886 3722
i iﬁ www.cigna.com.hk

PA018/202509_v1/(G)

FThANBH

fRemer L L L 1 | [ 1 | [ 11 =RA REFBA

BEXREFBANBNBPENG ZREBEL WEERAERI) -
WERREZAER, REFBARBOARRESEAERELCE -BUIZE - BREREANREHRREZZSNIFRE - BRALCKER - UEBGHMSITS -

[] 2. Rps/caEsEEfR QEARENREE Y SHRE)

WHZz—H
Cigna Worldwide General Insurance Company Limited (%% A)

ANESRERAN/EEZTRRT  RELEZBEACITERE "REN" JABATANEERTZER  BANBSZEFRERTREAZRF  UBNRE - #ESHMARREER -

AERSRAELVEZSTEA -

FNEERBRER

L ANEBSZROTBEEERSERBNEECRTANES -

2. FANBERMANESELRES LZBRARARNESZRE/FRERFPERIE -

3. MEXRTRPIIELARSAR - BBHNZEA -

4. MAZFERMLANESZRPUERBEX(ALRR ZEIEM) - AN/ESRABRERNAEZHRE - AN/ESTEATNAN/ESZIRPLRRANESATZSERE - AN/BEZRT
BEATER  RRTUWNERZREER -

5. RAAN/ESHABNARESZEMTEN  ARIE/ERENRRD T ARIERZARFEN/EEZRT -

SR1TRM

S): Y I I O O N O O
RIS DITHRS BR PR

FEE

- BERETRELEESERN6ESEEY  JUHEEMERRERMBMRZRE - HEREMEHREERR—HRD -
- URIELAEET mﬁ”“lﬂﬂ’ﬁiﬂu%ﬁﬁﬁ"
- BERREARRESBASZRA -

[] z. semEaEtz

SRIBAEHE ; SERAES ;
VSA/EERERREEREE: | | | L L L Ll Ll Ll L]
EREERAS (B/4): Lo/ 1]

il
ﬁllh

$M§1&§%tmcﬂ-§2%ﬂé EWREBBERE  IXUREAMERZER - AAFEREABERFZGAANZEREERERRRORE - #E  REMEHRESRER) -
ERIEREEERMAZRE - HEREMABEREER-HRE -

LRBEREARREFBAARRA/EZRA -

EARAERERREBEN 2 REREE 2 RRE 3 -

FERURZRERNRENAR ZR—RNBY - IAENNEY - REREBNRWER) -

WRIHLNRETR - FREVISELERAMEERSE -

ﬁﬂfcﬁﬂﬁﬂﬂﬁﬁiﬁﬁﬁéﬁ DEBRFEARTIEL -

No vk wN g

A —RER

RERBAS MRS | SO GER . O&FE8hil 1R eSS
CASEMERE e

RERBARNES RERBEAESR REA(E/A/H)

(ERLE/BB/EREREE 28R SN ARETREAR

T.ERREZMNER

O &% 0 sA

REFBA HREH:

BTE22EN  BERELHZES B DR -

Confidential, unpublished property of Cigna Healthcare. Do not duplicate or distribute. Use and distribution limited solely to authorized personnel.© Copyright Cigna Healthcare
EHRERZEE  FRRER FUBRRIADE - RPERBALERARD % - OMEREHEENKME
Cigna Worldwide General Insurance Company Limited 5B KRG AR AT

P.2/2



	Text Field 386A: 
	Text Field 143: 
	Text Field 153: 
	Text Field 154: 
	Text Field 248: 
	Text Field 359: 
	Text Field 371: 
	Text Field 374: 
	Text Field 384: 
	Text Field 385: 
	Text Field 386MM: 
	Text Field 386B: 
	Text Field 386C: 
	Text Field 386D: 
	Text Field 386YYYY: 
	Check Box 52: Off
	Check Box 110: Off
	Check Box 111: Off
	Text Field 258: 
	Check Box 113: Off
	Check Box 112: Off
	Text Field 383: 
	Text Field 412: 
	Text Field 410: 
	Check Box 56: Off
	Check Box 58: Off
	Text Field 411: 
	Check Box1: Off
	Check Box2: Off


