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Asia-Pacific P&C
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FBEFRERIEA
ChinaCare application form:
Add a dependant

FESHS :
Fax number:

2= s h| 3
Email address:

BHEE :
Official stamp:

A dependant is one spouse or adult partner and/or unmarried children who are
no more than 18 years old and residing with the insured member, no more than
28 years old if in full-time education (written proof may be required from the
educational institute where they are enrolled), at the start date or any subsequent
renewal date. The term 'partner’ shall mean husband, wife, civil partner or the
person permanently living with the insured member in a similar relationship.

All dependants must be named as insured persons in the certificate of insurance.

To add a dependant to the insured member's plan, please complete this form in
BLOCK CAPITALS.

Failure to disclose all material facts may lead to cancellation of the insurance
policy by the insurer and/or non-acceptance of future claims. A material fact

is one which is likely to influence the insurer to accept the application or to
increase the premium rate. If the applicant is unsure whether a fact is material,
the applicant should disclose it.

Please keep a record of all information the applicant supplies to the insurer in
connection with this application.

Please enclose any medical reports or test results with the application if they
are available. The insurer may ask the applicant to complete a further medical
questionnaire if the insurer needs more information. All the information the
applicant provides will be treated in strict confidence.

The insurer relies on the information that the applicant provides in this form to
decide whether or not to accept the application, and whether or not the insurer
needs to apply special terms. Special terms are exclusions or conditions that the
insurer may apply to the applicant’s cover. If the applicant submits a claim for the
treatment of any pre-existing condition which the applicant did not tell the insurer
about here or did not tell the insurer everything about, the insurer may refuse to
pay that claim. The insurer also has the right to terminate the insurance contract,
or the insurer may impose special terms on the applicant’s policy which the
insurer will apply retrospectively. Please take the greatest care to ensure that this
application form is completed fully and accurately.

If, after completing the application form and before the latest of either the
insurer's written acceptance, payment of premium or the applicant’s start
date/entry date, anything occurs which affects the information the applicant
provided in this form, such as a change in the applicant’s state of health or the
state of health of any of the applicant’s dependants, the applicant must tell the
insurer in writing about the change.

Please send the completed application form via the applicant's

intermediary to Asia-Pacific Property & Casualty Insurance Co., Ltd.,

c/o: Now Health International (Shanghai) Limited, Room 11031105, 11/F,

BM Tower, No. 218 Wusong Road, Hongkou District, Shanghai 200080, China.
The applicant can also scan and email it to ChinaService@now-health.com or
fax it to +(86) 400 077 7900.
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E—85  RERAEE ,
Section 1: Policyholder information
BRANBS RGBS

Policyholder name: Policy number:

EEy - FTBETRRMEAFIE
Section 2: Add Dependant details

= 8 5

First name(s): Family name:

F AR ZOEIAREE A/t ?
What does he/she like to be called?

(206535 A 89445 79john Andrew Smith , 615 A BJ 857 B ATFR M2 JohnZUSmith SE£ L Andy o, Fo NG ZEATH B P LUX FTT SOARIFETIBENE B R RIA o )
(If the applicant’s full name is John Andrew Smith, the applicant might like to be called John or Mr Smith or Andy. The insurer will address all correspondence to the applicant in this way.)

1B - I it B (B/A/%) , ,
Gender: Male Female Date of birth (dd/mm/yyyy):

BEER : B (PRELEZF)

Country of Residence: Nationality (Country of passport issuance):
FIEAPIRSHS 55 (BXRER)

ID/Passport number: Height (cm/ft):

SRRALRE TRE (AFT/BE)

Relationship to Policyholder: Weight (kg/lbs):

RV - 7k

Occupation: Occupation industry:

FE=8n . 2RBH
Section 3: Entry Date

EAREERETBR ARG N ENB N (B/B/4F)
Date the applicant wishes cover to start (dd/mm/yyyy):

FERIRR A S B AR B T PR | BRERANESIRR /A 51094%  Cover cannot start until the applicant has accepted all of the insurer’s terms
SRR EHT , RO ER and conditions following the insurer’s receipt of this application form and the

T BRI AR BE TS 9600 (T4 | insurer hés received the correct premium. -
The applicant can apply for cover to start on a future date that is within

60 days of completion of this application form.

EOED  REHOZMALN

Section 4: Frequency of premium payment

BFE, WERRANIRIBIE R MERIMEL NI, EANA ST RE Please note that if the payment the applicant is makes now is based on an

E . R eMata st , RGANRERG S | AR N |n§j|cat|v§ qqote, the amqunt due may change once the insurer has _rewewed
this application. The applicant must agree and pay the revised premium before

ERBHIRE  ETHRLANREL WD XM EEERRDALORE cover can start. The additional premium for this dependant should be paid by

RDX  BEFRRAZNREFORE , BEIEZEREFTLT3% the same method as the direct insured policy. Please select the frequency the

BB P02 applicant would like to pay premiums in. Please note that quarterly premiums
° have a 3% surcharge.

REEEIR BB S ARIFIOEANL | BREESN , NS The initial premium for this insurance contract should be paid within 30 days

R R N f the effective date of the coverage. The insurance contract will be void if the
AR 44T A R IR 2R I R i e 2
BT , BRRSLEDAIRARE | WEIR AR R TS premium is not paid on time. If the premium is agreed to be paid by installment

HRZE , BENTHFE B30 EARBTEINRE | WARKSEMI  during policy application, the policyholder should make the installment premium

EEREII payment on time and as per its respective schedule. If there is an overdue payment
of the insurance installment premium payment, the insurance contract will be
terminated automatically.

=4 (Kin#E3%)

&2 peEg

Annually Semi-annually Quarterly

(3% Surcharge)

FR1TFEMK Bank transfer O O O

5 5hF07% (B80K) AV Direct Debit Authorization
* REAT (BE+) DAETRIERRE o N/A

* For ChinaCare individuals applications only

SRy : RIEFIF

Section 5: Insurance details
BOE L NERREIT R T HNSET RS A BB ,

Please answer these questions in respect of the dependant the insured member wishes to add to his/her policy.

5.1 EHEBERE A BHRSEB—RA TRERERYK 7 25 54
Does the applicant currently have health insurance with another company? Yes No

WRZ | ERMFE -
If yes, please give details:

5.2 [BENETRRE AT ELASEFUE RIS ? 24 B0
Does the applicant intend to continue with the existing insurance? Yes No

CCCH 28018 11/2016 27, H6T Page 2 of 6



BENED  BRRFH

Section 6: Health declaration
BEEBWRM AT B RBEERLBRE OB  THEIH  §EEsmldBRsHTFANER,

The applicant does not need to disclose matters related to common colds, vaccinations, hayfever, uncomplicated fractures, or appendectomy.

EHFRREA
Dependant

6.1 FEERFRETHRARDSEEEZEMIFITARSEER: . 0FT . frrhe . PERIEMETHMERIEZ G |

MEMELET BT , R/EEZBIT10 R8T ? = =
Has the applicant in the last five years ever undergone any surgical procedure, been a patient or been treated in a hospital, Yes | No d

clinic, sanatorium, nursing home or other medical institution where he/she was off work for more than one week, and/or
received more than 10 days' treatment?

62 EHHRMABFRSEERIEMRENEDY (BRORERAIN) NEF IR E TN | TELHHETB B

Bl R IB)T 7 =5
Is the applicant currently taking any kind of medication (other than oral contraceptives), or is any treatment or tests currently Yes — No
being performed or planned, or any day or in-patient hospitalisation scheduled?

ETHR A BB REIU TR , DI TEREEST MRE0EE |, Sk BB U TR E L TR TR

Has the applicant ever suffered from, received treatment, tests or investigation for, been diagnosed with, or been hospitalised for:

63 Bln XRER | E% . MASEIEAMFRALLR ? = - B .
Asthma, bronchitis, tuberculosis, pneumonia or any other respiratory conditions? Yes — No

64 RE IIED LIRS . BRER RIS | BRIUEERRELA ? =05,
Anxiety, depression, psychological, psychiatric, mental condition, drug or alcohol addiction or abuse? Yes — No

65 MRFIA . Rifl . AN . mPERMSTEMMBNNRRE ? EHRIRG A RSB LN L ORRT B SRR 288 ? 5 =
Blood disorders, anaemia, haemophilia, thalassaemia or other abnormal blood tests? Has the applicant ever been tested positive |
for HIV, Hepatitis B or C?

6.6 RE . BiP ERSEITRMESRRMENFEIBE ? I~ - &)
Cancer, cyst, polyp, or any abnormal growth whether cancerous or benign? Yes — No
6.7 EURGZERAERE , BEBH . BH . Ef OLSSEAEMAELERE ? I~ - £l .
Digestive disorder including stomach, colon, rectum, hernia or any other bowel problems? Yes — No
6.8 'BRE . FRAE . BFAE . RRAE . BERE . BUBUAR , RETIMR | EBERGNERIIIERS ? = 0 & -
Disorders of the kidneys, spleen, liver, pancreas, bladder, prostate, and urinary or reproductive conditions? Yes — No
69 MR . PRIBEREDERSRIAERS ? =L g
Diabetes, thyroid disorders or weight management problems? Yes  No
610 W . BAMEWAESE IS F LR ? =B
Epllepsy, multiple sclerosis or other neurological conditions? Yes  No
611 BIE . DESBERRGER . PRSEEEATITS ? = _ 8
High blood pressure, heart or circulatory conditions, stroke or higher than normal cholesterol level? Yes ~ No
612 BRHAE . BB . BRER . XUE . BX . KPR | BAE L XD | LRSI REERERAESR ? i~ - £l .
Knee, back or skin disorders, rheumatism, gout, arthritis or disease of the bone, spine, joint, muscles and skin related disease? Yes — No

6.13 7EIERF , BUTASER | EEBLM AT I ER
RERR | ASMIZW | B | IS0 | PR EESEMIFIR R GER | BB R BRR KB L HEREXE (MR L RBK .
RERE  RERIBZ  @EFH . RAUNE BB BRI RE . EM . BE . SBEEXE  OF OEHESRE
NEOKAPEER BREIK | RSSO | R KUEREULIERS | OVEAST L 20 KE | FREMm L TEM . RR& .
BE . BE . ARRE ST 2R . 2R . NFEH . L. CENE KT BR OOME . WIS BH .
WmE . RROER  BEEE . ORE | BXRSIEMRKRR | WORK | EESMERS | ERMIERE MRS | FEk |
SRMER . BRINZ | EEERFRESSILEETRE | EXRGIETROR ?

Any health problems or complaints, been diagnosed with, or had treatment for any of the following in the past 5 years:

il
ol

Repeated pharyngalgia, chronic cough, expectoration, hemoptysis, difficulty breathing or other symptoms of the respiratory system, Yes — No
back pain, frequent urination, urgency of urination, pain in urination, difficulty urinating, blood or protein in the urine, abnormal

amount of urine, nocturia, swelling in the face, chronic loss of appetite, abdominal distention, abdominal pain, hematemesis, melena,

hematochezia, jaundice, difficulty swallowing, palpitation, tachypnea after exercise, edema or varicose veins of lower extremity,

chest discomfort or pressure, syncope, rheumatic fever or heart murmur, arrhythmia, fatigue, dizziness, subcutaneous, hemorrhage,

purpura, pain in bone, neck pain and lumbar pain, abnormal appetite, hyperhidrosis, polydipsia, polyuria, tremor on hands,

obesity pigmentation, vertigo, syncope, hypomnesis, disturbance of vision, tremor, convulsions, seizure, paralysis, sensory abnormity,

cataracts, glaucoma, or any eye disorder, hearing loss, or any physical impairment, congenital or hereditary disorder, disability,

recurrent illness, currently pregnant, any complications of pregnancy or abnormal of the fetus, major injury or medical condition.

614 WAL  EBRREARS L RBETILERTRERE ? =S
Females only. Has the applicant ever suffered from any breast or gynaecological disorders? Yes — No

CCCH 28018 11/2016 537, H6T Page 3 of 6



B Do BT

Additional information

WEENETBR R AEL6NAE6 14T PHNEA—HKBBROLDEN R ], BELUTHENRLIFS
If the applicant answered “Yes' to any of questions 6.1 to 6.14, please provide details in the box below.

B4R S BRUSIERAT |, BF BHARMR EREIVRERERE | SOfRFBBLREIE | BRI B BafTHFES .

Question Please provide as much detail as possible, including the date and nature of diagnosis, frequency and severity of symptoms, date of last episode as well
number as details of any past, current or known future treatment.

FLEH: EEMKEEN

Section 7: Doctor's contact details
BIRECIN FEMENEE I BB DRAENE EFFS .

Please give details of your current usual doctor or the one who is most familiar with your medical history.

EXEFIE

Medical practitioner’s details

e BIES45 .

Name: Telephone number:
ok .

Address:

AN BEERER .
Date of last attendance and reason:

CCCH 28018 11/2016 4T, H6T Page 4 of 6



FEN\En . EEEFE

Section 8: Important notes

FE:

c IEIRENREIT A RREREEREREEXER (FEESEER
FURBE N\ B E EEARRRIER)
FARBIEIR 09 E X AETBORSIR TR B2 96 B HisiE R E
pIPN=E- =
1. SDEZWET OURSRE ; SISO ;

NEEEIT(TFEYT ; E

2. SHILTER . TRREBEIHION

s ELERWBERATOEGT  RIMGEIORAEN , BRNZR

WAMFREERADE (RE+) DASKEETRE IR
(=+) BFREFREITINER | FHEERSTERRAL .

c  PIRRERBVIBEATRN BHNFRITE , 0EGT AN~ RE
BRABMETREITRINSIIREM BATET , EEATHFREN
B, REYEAUMAL , AR A SR EI R RE R IEH
Rk | AEESARG NN EEREFNT , RETIEM ,

* RREIRECNSFREEMNELTRENET

HRHRIE

EFRENRRBIBELUN SR AER (WEMELERR L) 891952
b, RENHWRER RO SR ABROER . ZERBE BT AL
HREESEE | BEERRNOREITRIURAERER , R AN EE T8
BN LR BNMHEREZRA | EE | BT EBRIREBEEA ,

EEHEIEREHRGIT N E =D TEREBRORESRE ,
B EREIN | W AU B RERAMIBE AR EMARKE

BNED - FHRER

Section 9: Declaration and authorisation

FAFURRTRREPIIEHMEA LR EIEBHT AT
RIEBRAT (BF+) ESREITBIERE .

FAEWEHBBEFIURIORE—RR | RRRRE | EX .
RENZERRBM . FABBRERS | RIEFKIE . RE—K
=& . (BE+) 2AFHRURMBRITIERAORGHRIERR ,
BRRBENIRT 2BNERURAITIEREAEED
FANEREESCEBREBDIRM .

o FAFHFERRESMRENEIHESESE , ARKRRS
HEBALEHHRELETE | BMEFRHEOE TR
FRAFEEHRE . FABE , FATEFRREADIRER
EERRFTIAMRIEBRAIMED LAY ~RIEBRAT
RHER FTEBIRFRSUNSIIHERDE - ST
BaLE | SIER L EEAR | BUEBREREEREBE .

« RAABBFATELEEZEH | XHRTZOHIENBH/
SROH (URKRENE) 7 , BRIAM=RIEBRATX
THARREAMBBENEDTED) , BERRRENTIEHN
EFALHRBRRBEL .

« HMEREPEMS , FARNBENTRESAIZHEIMG
ATHTTES REEESWNETESE , @I AUF=RE
BRAIRMUETEZELN | SFUYM T RBEXNEDTSE
SEIE . FAESEABHERE RBREDOIMEEFTRR
AW ERRNBHRR , EAASKRZFALTHEEMU
REAENPRHEETHIE .

CCCH 28018 11/2016

Remark:

. Pre-Existing Medical Conditions
Your policy does not cover you for treatment of Pre-Existing Medical
Conditions and Related Conditions unless accepted by the insurer in writing.

A Pre-Existing Medical Condition means any disease, injury or illness
for which:

1. You have received treatment, tests or investigations for,
been diagnosed with or been hospitalised for; or

2. You have suffered from or experienced symptoms; whether the
medical condition has been diagnosed or not, at any time before your
start date/entry date into the plan.

. Quotations are valid for 30 days subject to the above details remaining
the same and are issued in accordance with Asia-Pacific Property &
Casualty Insurance Co., Ltd. medical insurance policy terms, conditions
and exclusions.

. The premiums quoted have been calculated based on each person’s
age at the date of the quotation. Premiums may be subject to change
if the age of any person increases prior to the actual start date of the
applicant’s Asia-Pacific Property & Casualty Insurance Co., Ltd.
medical insurance policy. Cover cannot start until the applicant has
accepted all of the insurer’s terms and conditions following the receipt of
this application form and the insurer has received the correct premium.

. The premiums quoted have been based on the applicant’s body mass index
being within normal limits.

Data protection

The insurer will collect certain information about the insured member in the
course of considering the application and if a policy is issued to the insured
member, conducting the insurer’s relationship with the members.

This information will be processed for the purposes of underwriting the insured
member’s insurance coverage, managing any policy issued and administering
claims. The insured members' information may be passed to underwriters,
medical practitioners, medical assistance companies and claims administrators
for these purposes.

The same duty of confidentiality is required of any third parties to whom

the administration of your policy may be subcontracted. The insured members’
name and contact details will not be disclosed to other organisations (except as
stated above).

I hereby apply for cover on behalf of all the persons named in this
application form for a Asia-Pacific Property & Casualty Insurance
Co., Ltd. insurance policy as specified above.

I have received and read the benefit schedule, terms and
conditions, definitions, benefits and exclusions of this policy.

I understand that the aﬁplication form, certificate of insurance,
benefit schedule and ChinaCare Member's handbook and the policy
wording incorporating the policy terms and conditions make up
the contract between the insurer and the policyholder and all

form part of the policy agreement. | am aware that cover shall be
provided in accordance with the agreement.

. I declare that the information given in this application is true
and that disclosure in respect of each person included in
this application is complete, even if some of the information
provided is not in my own handwriting. | understand it is
unlawful for me or my dependants to knowingly provide
false, incomplete or misleading facts or information to
Asia-Pacific Property & Casualty Insurance Co., Ltd.
for the purpose of defrauding or attempting to defraud
Asia-Pacific Property & Casualty Insurance Co., Ltd.
Penalties may include imprisonment, fines, denial of
coverage, rescission of benefits and legal damages.

. I understand that | must notify Asia-Pacific Pr0||:erty &
Casualty Insurance Co., Ltd. of any changes in the facts
contained in this application form, such as a change in the
state of health of any person named in it, before the latest
of either written acceptance, payment of premium or the
start date/entry date.

. For the purpose of this application | authorise any doctor
who has ever treated or advised any of the persons named in
this application to provide Asia-Pacific Property & Casualty
Insurance Co., Ltd. with any information they may require in
connection with treatment related to any claim under this
policy. I have discussed the terms of this authorisation with
my partner and competent adult dependants, and | have
obtained their consent to the release of their healthcare
information pursuant to this authorisation.

550 , H6T Page 5 of 6



FENED : FRPRERER

Section 9: Declaration and authorisation

IABH , AACHEABBRERRBUTET :

— EUBFILRIEANF

— BXREVERRIEEEK

— REAZRIENDRS

— WBEZH

— BERRK

— BREEMR (L8) ARAIRKRLAUFRIEER
RIZHREBERBRZMTRIE

AABEB , NTAMFRETRAIRETREFEEWERE
ABRE , EAARETAMFRIEBRAITREEREA
XATENERBHEXRA , B AMFRIEBRAIRM
HEXN5E , BMLAANREITRIKR , TAW=RE
BRAIWLARZEFRENRLETEZTEBSIE

RARBUNEAREANETETRRIEAEEEES WEB
REZET  BEBARLETIIZEN  MAFRERES
MR ZETRAES KNS RNER , REBFRITRIONFE
ARZHRBENTTEAN , FARERERTAM R
EERATETECRAOMELRER .

AABBHBIN , DRARBRETAV=RIEBRAIET
WEMRMHAERBEEZRETER , WAAHEH
BN 815 TR WA = RS IR A S IR BFTIEE
R/SAANBRE IR TERBRIEEERARIBEHES .

AAZIN , WTAMFRIEEIRA DHE —TUIRME BE
BEE , FANES RIETTRITERELE , BiZKRIER
IANER

SAERZERSE .

AARBLAFBHBEREIDBRBIAVF=RIEBRAT
(BE+) ESRIENZRRIGRME .

AARBUNRERRENPRXASTHEER N,
UPNXEHIRABDE .

AABB . NRFAEBQEMRIGRLRIEEDETHER
FEMRE . DAV RIEERADNOFEE G PEN
tEBIBYER S -

AANFTREEBORRRARDSZIEEERINREN
FEWERNDTACGRHNEREN . EBSCETERE
DEBRMNHVTAEREHREEMIANT . RIEA . ESH
BAEMSHTUTEERTYHRNNRS - BAARA .
BN T ARHBRZEHMRE  HETBREBLE .

AANCERBHCBRARRERN , LEHENRERRE .
BRANS  RRMEARS - IBEIRE | RIEH .
BTLEAIFRIEAARBEFZHIRBRERNARIER
BRB , RIEAEEHTRBIBERE , FAEBIEBH R
ERBR  HREZFNBERIEABREFHIEHED
HARBSRERW . FACERSERNBEZREXNOEL
RS . LRFMRSATHESE , BEMURESFNITIL
RIEESEEIKE .

I declare that | have been made aware of the importance

of and read and understood the following from the policy
wording:

— cancellation and termination rights

law and jurisdiction of the policy

language of the policy and our service

compensation arrangements

exclusions

Now Health International (Shanghai) Limited is acting on
behalf of Asia-Pacific Property & Casualty Insurance

Co., Ltd. for the purposes of preparing and administering
policy, and paying claims.

I understand that Asia-Pacific Property & Casualty Insurance
Co., Ltd. cannot be liable and therefore will not pay claims if
my policy is lapsed should Asia-Pacific Property & Casualty
Insurance Co., Ltd. be unable to collect my premium for
whatever reason and | do not provide Asia-Pacific Property
& Casualty Insurance Co., Ltd. with an alternate method

of payment within seven days of Asia-Pacific Property &
Casualty Insurance Co., Ltd. requests for alternative methods
of payment.

| agree that where medical treatment is received within the
provider network, including but not limited to out-patient
direct billing, pre-authorised in patient, etc. by me or any

of my dependants and, if the insurer determine in the course
of treatment or when receiving the final invoice and medical
records that the medical condition is excluded from the terms
and conditions of the policy, | agree that | am liable to
Asia-Pacific Property & Casualty Insurance Co., Ltd. for all
claims settled for such medical treatment in connection

with any non-covered claim.

| understand and confirm that where | have not repaid

funds disbursed in good faith by Asia-Pacific Property &
Casualty Insurance Co., Ltd. in resi_;;ect of non-covered medical
treatment, valid claims may be offset against outstanding
funds due to Asia-Pacific Property & Casualty Insurance

Co., Ltd. and/or my policy may be suspended until the
outstanding amounts have been settled in full.

I acknowledge that if it is determined by Asia-Pacific Property
& Casualty Insurance Co., Ltd. that a claim was fraudulent my
policy may be terminated with immediate effect.

| have read the important notes.

| agree to the declaration above and understand that cover is
provided in accordance with the terms and conditions of the
Asia-Pacific Property & Casualty Insurance Co., Ltd. policy.

I agree that if there is any inconsistency between the Chinese
and English version of the insurance application form, the
Chinese version will prevail.

I understand that if | am able to claim any costs from another
insurance polica/ for the cost of any treatment or benefits
received, Asia-Pacific Property & Casualty Insurance Co., Ltd.
will only be liable for a proportional share of the total costs.

I and those covered under this policy consent to the
collection and use of our personal information in the
administration of our policy. This may include sharing our
personal information with Now Health offices, our insurer,
medical providers and other parties to the extent needed
to fulfill our policy. | understand that our data will be kept
securely and handled in strict confidence.

I have received and carefully read the insurance policc}/,
especially for the insurance exclusions, the policyholder

and the insured’s obligations, maximum claim amount,
co-insurance, deductible, excesses etc. which the sections
have been bolded by the insurer to alert the policyholder to
be careful in the content. The insurer has already explained
and clarified the terms and conditions of the insurance policy.
I am fully aware and understand the legal consequence.

I have no disagreement to the particular sections includin

the policy wordings that are bolded. | fully understood an

| am aware the content of all the policy wordings. All the
above sections signed are truth and facts and | agree to use
this application form as the base for our insurance contract.

2 (BRIRRAMBERA) :

Signature (Insured/main applicant):

B (B/A/MF) :
Date (dd/mm/yyyy):

RIS B BT AN R BRADER | HEENREEMD)( B BRASHITREESEE  WANRIK BN SHIE . PERIITHEBX POHXEE—E
GRS AE29-308, | 814F . 5180488Y REIER0)(E)ER AL . PE_LEHI DX RNEE218S T B AE11H1103ZE-1105% , B4 . 200080
Policies are issued by Asia-Pacific Property & Casualty Insurance Co., Ltd. Registered Office: 29-30F, Dutyfree Business Building, 1st Fuhua Road, Futian CBD,

Shenzhen 518048, China.Policies are administered by Now Health International (Shanghai) Limited. Room 1103-1105, 11/F, BM Tower, No. 218 Wusong Road,
Hongkou District, Shanghai 200080, China.
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