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Section 1: Previous Medical Insurance

RGP RS

Policy no.:

TREGA (A 5))BYBHR

Name of insurer:

BRNFTER SN B RE G ?

Do you intend to continue with the existing insurance?

S - AFAT

Section 2: Group members
21 RRBABE

Name of Insured Person

2

First name(s):

AN LOEFRIFIE ?
What does the applicant like to be called?

If the applicant applying for one of the insurer’s group policies with benefits similar
to those of it's current policy, the insurer may be able to offer the applicant a
continuous transfer, which means that the insurer will not ask for full details about
the applicant's employees medical history and cover can continue. For any new
benefits the waiting period will apply. Any benefits covered under the applicant’s
previous policy but not covered under the insurer’s group policy will not be eligible
for cover following the transfer. Any endorsements that applied to the applicant's
existing policy will continue to apply to the applicant’s new group policy.

Please complete this form in BLOCK CAPITALS. The insured person should attach
a copy of his/her existing certificate of insurance, detailing any endorsements and
the start date of the existing policy.

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 insured person is unsure whether a fact is material, the
insured person should disclose it. Please keep a record of all information the
insured person supplies to the insurer in connection with this application.

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

We reserve the right to decline or accept Your application or to accept Your
application form with special terms.

Please send the completed application form along with a copy of Your
government issued identity document to the insurer via the applicant's
intermediary to Asia-Pacific Property & Casualty Insurance Co., Ltd., c/o:
Now Health International (Shanghai) Limited, Room 1105, 11/F, BM Tower,
No. 218 Wusong Road, Hongkou District, Shanghai 200080, China.

The applicant can also scan and email it to ChinaSales@now-health.com or
fax it to +(86) 400 077 7900.

{RESLLILBYIEN (B /B /) - , ;
Date cover expires/expired (dd/mm/yyyy):

o

= Ho

S No

faans

Family name:

(2018694 % %John Andrew Smith, [&T]EEZ EFHATFRE JohnZt, SmithFE4£ 3L Andy o IREG A NG ZE BTG 8 h LUX T SARIFAR 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.)
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22 BRERBAKFIE

Insured Person details

ACE=
Company name:

AR RB ISR S
Group policy number:

o -
Address:

&8, iRk -

Email address:

ZS BRI A8

Is this the insured person’s

FHERIE O

RKEBIE
Mobile O

Home

M3 EME Male %% Female
Gender: O O

BHER :
Country of Residence:

S/ PRSH
ID/Passport number:

S5 (ER/ER) :
Height (cm/ft):

Rl

Occupation:

DRBIE
Work

@)

LB IESE(BIFEERRE) -
Preferred telephone number (including country code):

WREFEFBIRISERS - B FRNVEHFHSE -
If the insured person would like SMS notifications, please tell us his/her mobile number:

HEBH(B/B/4%) : , ,
Date of birth (dd/mm/yyyy):

EfE(FPRELER)
Nationality (Country of passport issuance):

RITEH
Employee category:

AE(RT/EE) :
Weight (kg/lbs):

b
Occupation industry:

BEIRRENTOUTNEMR, HHERERRANRERRAG S LEE X ?

(202, Bt —F I A™)

Are You or any intended member of this policy, or any family member or close associate a politically exposed person?

(If yes please provide further details)

23 EHFRRILAFIE
Dependant details

BRBFE
Spouse details

2

First name(s):

FAI R GO ARIF A/ b ?
What does he/she like to be called?

3 B Male %1% Female
Gender: O O

BEER :
Country of Residence:

SONE/PRS
ID/Passport number:

S5 (EX/ER) :
Height (cm/ft):

BOop -
Occupation:

o

= Ho

S No

o

Family name:

hEBH(8/B/4F) , ,
Date of birth (dd/mm/yyyy):

B (PREXER) :
Nationality (Country of passport issuance):

RE(AT/H) :
Weight (kg/lbs):

A -
Occupation industry:

BHARRENEATIERR, IEREMRBRBERRAE ST RBUE X ?

(LR, ERA—THAT)

ol

il
O
O

Are You or any intended member of this policy, or any family member or close associate a politically exposed person? Yes No

(If yes please provide further details)

EHRREAEIE
Dependant Details

2

First name(s):

paan

Family name:

AN GO FRIF AL/ 201 2
What do they like to be called?

S/ PIRSAS ¢
ID/Passport number:

Dependant 1

EHFREREA

EHRRBA 2
Dependant 2

EHRREA 3
Dependant 3

EHERRIEA 4
Dependant 4
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MR B Male 2214 Female
Gender: O O

BEBR(B/A/IF) -
Date of birth (dd/mm/yyyy):

BEEX :
Country of Residence:

45 -
Nationality:

e (EXK/TR) :
Height (cm/ft):

RE(ATIE) :
Weight (kg/lbs):

SRERAORA
Relationship to policyholder:

BRI (1e6FLlEZE) -

Occupation (ages 16+):

2.4 f{RER7 A Health declaration

0 ARBE N BB A ADEBRRBEA B R 5K . FGEMI TAPIERS .

Bt Male % Female

O

O

B Male 214 Female

O

O

If the insured person has more than five dependants, please use a separate sheet of paper and attach it to this application.

BRI ATHEHEEREBRE \ R EPHAITNEE .

The insured person does not need to disclose matters related to common colds, vaccinations or hayfever.

241 EATFRERSEEEZEATINIFT AR ER.
V. Tk, PERSEMETIEE R ERIET,
B EEIE TABE — @, R/ 28I 10R0657 ?
Has the applicant in the last five years ever undergone
any surgical procedure, been a patient or been treated
in a hospital, 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?

242 BEBSHEERINEIR, SRS . SR SHRME
FEERTEEHOETR « 5K - REXENER |
YHEIME . Rk PERBRET ORI
BEfERrE &5 « Wdaies ?

Have You ever been diagnosed with, hospitalised for, received
Treatment, tests or investigations for any type of disease,
physical impairment, congenital or had signs or symptoms of
or hereditary disorder, disability, recurrent illness, currently
pregnant, termination of pregnancy, major injury or Medical
Condition?

243 EENRBIEERSEMNRINZY BROREZZN)
SR ST IR AT, AELHHET B
BB EpTi5 T ?
Is the applicant currently taking any kind of medication
(other than oral contraceptives), or is any treatment
or tests currently being performed or planned, or any day
or in-patient hospitalisation scheduled?

BERAN/

FRRIEA
Policyholder/
Direct Insured

OF o

EFRRIEA
(B21®)
Dependant
(Spouse)
z B
Yes No
O O
z B
Yes No
O O
z B
Yes No
O O

ETHR
RIEAT
Dependant
1
2 B
Yes No
O O
= B
Yes No
O O
2 B
Yes No
O O

ETHR

REEA2

Dependant
2

2 B
Yes No
O O
= B
Yes No
O O
2 B
Yes No
O O

B Male %M Female

O
/
ETHR
RIEA3
Dependant
3
2 B
Yes No
O O
£ B
Yes No
O O
= B
Yes No
O O
E3W

O

EH R

RN
Dependant

4
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B hO 23 Ak

Additional information

WERTEEE2. 4V AE2 43P NEA—KBBNBE S [2]  FELTNAERELLFS .

BRESFRAD, FEOHBHRMR. MREMMELFERE, RAKEEBHAMUREMIE. BRisiENNB B8NS

If You answered ‘Yes' to any of questions 2.4.1 to 2.4.3, please provide details in the box below.

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 as
details of any past, current or known future Treatment.

SRAME

Member name

S

(R EBRMH, FER
FEKBYEREDIERT)
Diagnosis

(If none made please
describe the exact

nature of symptoms
suffered)

#izeg
Date of consultation

BRieRY
Treatment received

Rif877 B #AEK
Date of last treatment/
symptoms

ETBENRE

Any underlying cause

Sk Lo AKNE,
aEEmgEMN

Specific location on
body including left or
right

ZF

(f5l20: IEFEHITETS,
TLRE, THESER)T
FEBHFETRANE
B (BE—REE6T
B—R)

Outcome

(e.g. on-going complete
recovery, likely to recur) or
for pap smear, frequency
(annually, 6-monthly)

%47, H67 Page 4 of 6



2.5 ELEHIEKERE Doctor's contact details
BIREEUN FERMYNE S SR ARATEN EEFIFS .

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

ELFIE
Medical practitioner’s details

®"e

Name:

ok
Address:

RAFZHBHRRE

Date of last attendance and reason:

B=H;pH : EESE

Section 3: Important notes

o IEERBOREIT RN ARRRITEOR R AERER (FEEELEFIRA
FERBARORIRIER)

RRFBORNE N AETERRIRBERE I B HARSHRERBH:
1. BEZETT. WASHE: ABHMBINSE: NERIIERIEST; B
2. SEIIER, TR RESH L HIIDRT

o TEEMFBERATNEN R, RIMEEI0RABER, BRNIZIBI AN Rk
ARADNZERDASKEETRITUOFRR, FHERRERBRERRYE .

o FIRRBRBBEAT RN BPNFITE . WEET AN R BRAS
P ASHREE TR I 289 SEBR A X B BIRT, A LHFR BTG,
RETERFLTRE . ERRE A SV ARRERIEWRE  BEEIAK
R A SN L BMERREFMST, REEDTER o

o FIRRERRBENNSHREIEMTERRENEZRE -

o RT IR R B R SRS RE DT
TAWF=REBERATRORESETRENAREIDAZ| BEER, WEFFH
TR AV R B IR SIEFEENET R IEERNRGETFREREE X
1850, BEF AN R ER A S E M (http//Awww.apiins.com) [15 S 8-
TREE-REEEN] TL£EH.

ERRYP

1R ARTEE BIRRANRBEPIBEIRPUORREAZRIRBELRAIBRIGAS

2 RORRE, WEERBRASHRA G R T (RIFRI A BB REFEANKE,

1018 ) HRLENANGREE  AIBXEFEH B 892 RIRBIRI A B IR (RAE

S, BEZRNEAREUREERIER . WRANEE TR ZEHMI R

EirEAASDEL. REA, BRGNS, RRA. EFRSUETNBIRHE.

EfFEpae, F=7EBAR. BREBAR. BRARDETREABTHRE

BEHBHNSE .

EEHEIER NIRRT N E = AT HBRBERNRERE .

AR A B9 B KBRS RAPE A R0 EANIIBEE (LR IBRERIN) o

BZREIAINRBABE, LIFED TRANOETERENER

http://www.now-health.cn/en/privacy-policy/ »

B FEHNAEMITRIRFZ ST . XRREF R B OHIRAEH

% . StEREARRN REBAA DL, LEOERNALE (RIBEBORRRP

TETE N ) LR A2

HRAHAMERNE=T . IRHUTHIERNENRS - ZEE=7THEABETER

NEIRRIPZEENER o

RHTIN(18) FHERNBREBHEP NAZFES « WREET EARFER, BET

FEL, ABRBEHAE [HRER] BN, MG RERBIERMRENIEA

RNBERWEE, HARMLINRT L BIE .

O #HEE O #HARE

B REN U e SBRB/E, RS TERBN R RIRSHIF BN - WREIE,

BATTRERBEEBE ~ BIFHE FEUH-SEERR o

O ZRE O FrEE

BIESH
Telephone number:

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.

e 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.

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

Solvency Notification for Asia-Pacific Property & Casualty Insurance Co., Ltd.

Our core and comprehensive solvency adequacy ratios both meet regulatory
requirements. If you need detailed information about our company’s latest quarterly
solvency information and risk rating results, please visit our official website
(http://www.apiins.com) and check the “Information Disclosure - Special Information
- Solvency” section.

Data protection

The insurer will collect certain personal and sensitive information about the applicant
or applicant's employees (i.e. insured members include policy holder and dependents,

if applicable), in the course of considering the applicant’s 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 other Now Health offices, the insurer of your
policy, reinsurer, underwriters, medical providers and network providers, medical
assistance companies, third-party administrators, claims administrators and parties
required to the extent needed to fulfill the obligations of the policy.

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).

To fully understand how we manage your information, please refer to our Privacy Policy
at http://www.now-health.cn/en/privacy-policy/.

By electing to participate in the Plan via email or other acceptance procedure, You

are declaring that You agree with the data processing practices described herein. You
also consent to the collection, processing and use of Personal Data (as defined under
the applicable data protection law) by the Now Health group companies as well as

the transfer of Personal Data to the third parties mentioned herein for the purpose of
providing the services set out under the terms of this Plan. These third parties may be
located in countries which may not be designated jurisdictions for data transfer as per
applicable Data Protection Laws.

A parent or guardian should complete the consent for any member that is under the age
of eighteen (18). If you accept the above, please sign, date and check the “I consent” box
below which confirms that you have the prior and express consent of all persons to be
covered pursuant to this application form, to submit this application on their behalf.

O I consent O | do not consent

Now Health International may contact You with details of other products and services
which may be of interest to You. You may be contacted by post, telephone or email if
appropriate.

O I consent O I do not consent

%50, #t6m Page 5 of 6



SENES - FHRIEN

Section 4: Declaration and authorisation

RN WRFARIRE P I ZHFTA A LR ESIERN LAV ~REBR AT 5%
BANSREETREITPIBRE o

RAEWEGFERAITRINRE R  FRREN ( EX RENRERKREM . KAAB
BRRE REFIE . RE—ER . H2RERFMURM B AT RIERT
FHHRIEFER BRI 2 B ERLIRAIT AR - RASERRE

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.

| have received and read the benefit schedule, terms and conditions, definitions, benefits and exclusions
of this policy. | understand that the application form, certificate of insurance, benefit schedule and
SimpleCare 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.

FOBERBHULRME

AAFBFARRESTRENETIBES, A . FASBHOETOLER, &

ATERELFRARBRE BT .

AABEANFEDTEEEH, THRADPAENEH/ HEERDOIRRENE)

1, BATAN R ERA SXT ARRPNFAFXNEALT)  DERRRENT]

LHOFEANLORBRRNEN .

MARREIETS, AABNGENRRIRE NI SO DIPTSR

S EAE A, AN REBRADRELTERBN, SEOHUT

FRABKOETLT AN  AADSAADEBRARBENNLELEFHRLA

RBRBORR, EAACHIZEA LHREURRA R BRERETAR .

AR, EARERFBEDLR I SREETREEROUTES -

- BRI

- X ASRERENERRDEERR

- PASREREBFRRBGES

- R

- EERB

- OREIREE (LS BRAIRETAM R ERA DR REBRE
BENRE

HABE, WTAMREHRA PR EIRAHRE, EARARETAN

R SR BRI EOBREHLRN, OTAM G ARAE

BHEZAE, BTSRADRK RSN, WA R AR AT SRR

BT (TR R «

A BB AR AN EFEF R A ISR E T MANEELT, BFEFILT

ITEN, ESHERSE, MRERATAETORIS RO D, RERBIUH

FRBAIFRRENT TR, AARERFOTANREERADEEHRRN

tHE AR

HABEHBA, IRARSETAN R R A TR TR TR O R

2 PSR, WA AR R AR TR AT PRI AR A ST

MR/ BRI TR L BB RS T S S8

AT, T AT =R HIR A SIoaE — TR ML, RAN P ASREETR

BT RIT AL, BRI BN .

AABAREREE .

AARE DS BERE HRETAM ~REERADHL RN SREETRY

AR .

AR BRAR PN DI NBHET 503, LUDSRONE 1 .

FABNEAIIHER L (RIRT0) 0AS, FREAARENNS .

A8, WRAABEB 0 H MR IRERSED 6T R ANAEMRE | WA R E
R B{RATTIR NS SN PABRI L BB BB o

ANFOARRE I RN REF T ARREONG T #26Y RE RS2 SRR

RSN EP—ENBFHRIESREAIE . B, BHNIBIBRE B, BIFRREE
FREEE QA E TR £.69 B OB NIMNRBHIENH R LR BHERE
WRBREPIRORIER, WIHERBREDPLRERS . Sk
BERABEIRTRENETERER. EFRS. BRERES .

KR BEEEIHNVREN, WEFEBAAARNHRNORBLIHNORTOREHDTA

B8 58 . AARB(WFR)EAZHMNOVINOR BRI R TOXEN
A SREHMNREGEAADEL. REA. BRIENE]. ZRA

EFRENETMERHEE. ETEDAS. F=ARPEEA. BREEBA. BXA
RUBTRERTFOHREESTEHNS .

FABBERERETERTHTBRE .

EREBIBNREBIVENGOTAN ), WETREHENTRRUERMFA
(18FLUT) W MARBRE S, RAFARRRMEANOREKIEE B, WRBEAR
FREANRKIEERIPA, BAREREBEXG ZEHIPANRR, 68 RER
SANREABETRENFTOREETHHOVSHEE .

A NFIA S )5 IR AR0Y SR EFR A 1A S KR FABL SR FOZR A B9RLF -
http://www.now-health.cn/en/privacy-policy/ o

RADEWEFFBEDRROER, FEHENTERR., RRANS., WRRANSE,
TEEERRAR, B, SNLAIFRE A BRATRIIFHRBRAARIIENHNS, R
B AR EBHTIR AR, RABEBIRRIT RBEROR, NWRK £ BIE R A BRIK
FRAVIBBHPABTRE RN, FAEEFZHEREBREERNEHANS . B8
FHASHSHRER, BIBRLULRRSEIEMT LRGSR MIE .

EEBRREA) ¢

Signature (Insured person):

I declare that all information given in this application form is all true and there is no false
information provided. | am aware that if there is any false declaration, the insurer has the right to
refuse underwriting or to terminate the insurance policy.

| understand that | must notify Asia-Pacific Property & 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.

| 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 I 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 respect 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.

| 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.

I 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.

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

| have seriously studied and understood the content in the ‘Key Points of application’, and | have
fulfilled my disclosure responsibility.

| understand that if | am able to claim any costs from another insurance policy 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, or the organisation | am representing, understand that as part
of the services that Now Health provides, this will include the handling of sensitive information. As
such, with our application for an insurance policy, consent is given for Now Health to process our
and our dependents' or our employees and dependents' sensitive information for the purposes of
the insurance policy. Without the required sensitive information, the services cannot be rendered
under the policy agreement. Sensitive information includes, but not limited to, health and medical
related information, medical reports, genetic data, etc.

| consent to the collection and use of our and our dependents’ or our employees and dependents’
personal information and sensitive information in the administration of the policy. Consent includes,
if required, sharing our and our dependents’ or our employees and dependents’ personal information
and sensitive information with other Now Health offices, the insurer of your policy, reinsurer,
underwriters, medical providers and network providers, medical assistance companies, third-

party administrators, claims administrators and parties required to the extent needed to fulfil the
obligations of the policy.

| understand that the data will be kept securely and handled in strict confidence.

If at any point in time from policy application and during the policy duration there is the requirement
to provide personal and sensitive information of Minors (under the age of 18) for the purpose of the
policy, I confirm that | am the Parent or Legal Guardian of the Minor, or if | am not, | have obtained
consent from their parents / legal guardians and consent is obtained and given to Now Health for
extent needed to fulfill our policy.

| confirm | have read and understood Now Health's Privacy Policy and my rights at
http://www.now-health.cn/en/privacy-policy/.

I have received and carefully read the insurance policy, especially for the insurance exclusions, the
policyholder and the insured’s obligations, maximum claim amount,

co-insurance, deductible 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. |
have no disagreement to the particular sections including the policy wordings that are bolded. I fully
understood and | 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.

BE(B/R/%F) :
Date (dd/mm/yyyy):

REG SR B AN R BRASEEL, HEFN REEALI(_LE)BRASFITRESE .

WA F=RE G R A S - PERIITBEX POXBE—BRHESZRE29-301%, 8B4 : 518048

BY BREIRBAID)(_ &) AR A SR : PE DEHH OX RMNEE218S E4 EFRAE114£1105Z , BR4E : 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 1105, 11/F, BM Tower, No. 218 Wusong Road, Hongkou District, Shanghai 200080, China.
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