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Personal Information Collection Statement Contact Us

B f2EECEF Personal Health Record Form

S FFMABRRBRENNZRACAARIERARSUESE (REAUETOAR) - EREZRE - E+F (BK) ®RBRERAR ( [E+F] ) BTEERE - FEZZRE
ABRIEER B B30 RAREE +F

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 by Blue Cross (Asia-Pacific) Insurance
Limited (“Blue Cross”) unless the form is duly completed and return. Please return to Blue Cross within 30 days from the effective date of the coverage of such insured.

(1) A Z#} Personal Information

REFBAREATE REGRIS

Name of Policyholder/Employer Policy No.

ZRAAE (ARITP O RYE) HAERE (B/R/F) | 1E5 EBHNE ERRIE BRI
Name of Insured (as shown on bank account) Date of Birth (dd/mm/yy) | Sex HKID Card/Passport No. Marital Status
¥ TEME BE U

Occupation/Job Nature Email Address'

EE#HE (WRRAZEERE) ZRANBREFHAREZBIR’

Name of Employee (If Insured is a Dependant of Employee) Relationship of Insured with Policyholder/Employee *

1. REZ40075 AT FE © Maximum of 40 characters is acceptable 2. Bi{Z Relationship Code : E - {E & Employee S - B Spouse C - F% Child

(1) fEFEARN Health Details
1. FEBESFAR  LREGERATIERRREZEMAE S [R] @ SR TIEEEERNE LV L5 O& ox

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
O BA%ER O FiR R O iz REAR %M For Female Only :
Stone or kidney diseases Varicose Veins Rheumatic Fever O #RERE
[m} ﬁlﬁﬂ/‘?%fi g ] Eﬁ O E%E Gynecological conditions
cer of any kin emnia_ priepsy . O SRS B 2 R sk B OF e
O SRAEERER O &hEdsFER O BRRENRZIERSRER Diseases/complications or conditions
Cancer or tumours of any kind Deviated nasal septum (or turbinates) :nfectiondb? Humar:/l V) associated with pregnancy
O SM%ERIERER O SuHNE mmunodeficiency Virus N . .
Asthma or respiratory diseases Hallux Valgus O FE Eﬁl’fll*;’%&z;ﬂbﬁﬁ » GAB B
O fE# O R Gout SR -
Mental disorder or Diabetes O Please attach complete details for any
psychiatric problems/diseases O =mE Anal Fistulae other disorders/diseases not listed here.
O % Hypertension O sk s
Venereal diseases O O M S sk ER R 5 ER Alcoholism or drug addiction
O BAfiR Cardio Vascular or circulatory diseases O ZARF#
Arthritis O BkiRE Hepatitis B
O E& Thyroid Diseases O Hity
Malaria O ASHEsHA R EBE Others
O =& Spinal or muscular skeletal
Hemorrhoids conditions/diseases
2. ERESFR  CRELEBRIFRRARIFN  SRIBE ? O &Yes O % No
Have you ever been in a hospital or sanitorium for surgery, observation or treatment within the last 5 years?
3. BREBIEEZZE  AFRSRFAZEY ? Are you currently under observation or taking any treatment or medication? O &Yes O & No
4. BERZERRER  ER - BHNIASRBIIER - REBREGKIVY - EMREXMNBRY 2 MERA [Z] & FHRARA - O =2Yes 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).
B E4ERENERR [R] & SAlRNATERRN « CEZUANE - FREFMSH)
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] B2 BN, B LR FRIE T P o #32 MG R REMER ST —RKZ A
Question | Medical History/Date of Occurrence Diagnosis Care & Treatment Received Present Conditions Date of Last Consultation

(1) E3EA R #%#E Declaration and Authorisation

ARAECBALEE :

1. BAERMENSEREMAAN MY ERER  ABENAEEZ 28 THRRARAMMEMEMESH - AAWRERMEMNERER -

2. ZIS)\%%H%EMS/\/WF?EF CABRRRABETT (TX) RERERAFNKEMAERESR ( [ZBHB] ) - ZBANTEEBTARERZENRAATRRB LA —#
BTHRA R -

I 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/We confirm that I/we have read, understood and agreed to the Personal Information Collection Statement of Blue Cross (Asia-Pacific) Insurance Limited (the “PICS”). The updated
version of the PICS which complies with the relevant rules and regulations is available for download using the QR code on this form and upon request.

A (H/A/F) ZRANEE
Date (dd/mm/yy) Signature of Insured

FAME A R SRR SR AN A R - DUESCRANA%E o 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.
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