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Section 1: Name of Insured Person
%

First name(s):

w2

HAINLLOEIFRIF
What does the applicant like to be called?

(2018892525 John Andrew Smith , 5] 567 ZFHATERE I John 2L Smith 5542 Andy

Please complete this form using BLOCK CAPITALS.

Full medical underwriting (FMU) is the process whereby the insurer
assesses the declared details in deciding if any special terms apply.
All employees and eligible dependants must complete an application
form.

The applicant must disclose all material facts. Failure to do so may
invalidate the group policy. A material fact is one which is likely to
influence the assessment and acceptance of this application. If the
applicant is in any doubt whether a fact is material, the applicant should
disclose it.

The insurer advises the applicant to keep a record of all information they
supply to the insurer in connection with this application.

Please enclose any medical reports or test results with the application.

The applicant may be required to complete a further medical questionnaire
if the insurer needs more information. All information 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 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 declare the applicant’s membership to the group policy
void, or the insurer may impose special terms on the applicant’s group
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 our
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 us in
writing about the change.

The insurer reserves the right to decline or accept the application or to
accept the 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 or direct 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.

7

Family name:

IRBG A NFE BT P LUX T 77 FROF A6

P, )
(If the apphcants full name is John Andrew Smith, the applicant might like to be called John or Mr Smith or Andy. The insurer will address aZ[ correspondence to the applicant in this way.)
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E_Ty : WREANFEIE

Section 2: Insured Person details
UNCIEZ 7

Company name:

Holk
Address:

=i 51k

Email address:

BRARBEIES (BEERRD) :

Preferred telephone number (including country code):

RS AR A B9 FHELIE O REELIE O

Is this insured person's Mobile Home
il Bn it
Gender: Male © Female ©
BEER :

Country of Residence:

SHIE/ RS

ID/Passport number:
58 (BK/HER) :
Height (cm/ft):

HRA -

Occupation:

FARREIT RS
Group policy number:

UG89 75 SURATABAD

f FHS :

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

EEBR(B/R/F) :
Date of birth (dd/mm/yyyy):

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

K& (RFT/8) :
Weight (kg/lbs):
-

Occupation industry:

BHARRBNEATEM R, IEREMRBREBRRABE ST RBUG X ?

(1R, BRALE—THAT)

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)

E=TH : EHERRIEAFIE
Section 3: Dependant details
BRBi#IE

Spouse details

%

First name(s):

HAIRL LOERROF A/ Bt 2
What does he/she like to be called?

MR B gy
Gender: Male O Female O
BEER :

Country of Residence:

FINE/ RS

ID/Passport number:

5 (EX/ER):

Height (cm/ft):

BRull -

Occupation:

HAEFTRRIEAN NS EHRREA
Other Dependant details Dependant 1

% First name(s):

% Family name:

HATRLAOEFRIF b/ 2017 ?

What do they like to be called?

S/ RBSHS

ID/Passport number:

MR B Male &M

Gender: O O

bBEBH(8/A/F) :
Date of birth (dd/mm/yyyy):

BEER :
Country of Residence:

EH£E Nationality:

g8 (BX/FER) :
Height (cm/ft):

B Male it Female

e

Family name:

LEBH(B/R/F)
Date of birth (dd/mm/yyyy):

Ef (PBRELER) :
Nationality (Country of passport issuance):

K& (AfT/88)
Weight (kg/lbs):

Al -
Occupation industry:

EHRRIEA 2 EHERRIEA 3
Dependant 2 Dependant 3

O O O

il
O

EHRRIEA 4

St Male “M Female S Male it



HpEFRREAEE EHRREA 1 EHRRIEA 2 EHRRIEA 3 EHRRIEA 4
Other Dependant details Dependant 1 Dependant 2 Dependant 3 Dependant 4

K& (NT/5)
Weight (kg/lbs):

SRRAHRA
Relationship to policyholder:

B (165D EFE) -

Occupation (ages 16+):

SOy - EEBKBHER

Section 4: Doctor’s contact details

BIREIRIG A B BRI 00 E £ SO HIRE A 80575 £ S AT BB 4 (9315 .
Please give details of the insured person’s current usual doctor or the one who is most familiar with the applicant's medical history.

E % ¥1% Medical practitioner’s details

Wa BIESH

Name: Telephone number:
etk 2|

Address:

AL HBBRER :
Date of last attendance and reason:

SBRED - REFIF

Section 5: Insurance details

5.1 R A BRI RESES—RARERRRK ? Z Yes & No
Does the insured person currently have health insurance with another company? O O

WRZ . IBREFE -
If yes, please give details:

5.2 WIRK NFT B RERFIF RIS ? = Yes & No
Does the insured person intend to continue with the existing insurance? O O

5.3 IR N RS S EAE AN TR AR SR B R ERIR ? = Yes B No
Have You been insured previously with health insurance provided by Asia-Pacific Property & Casualty Insurance Company Limited? O O
WRZE . FRHERRBPRRESH
If yes, please give details of when insured and previous policy number:

5.4 IR A B DR ERIRK SUE M IR 15 48 12 IR SR B2 SR DOAF BIARIR A B/ SUBOMRZE 2 2 Yes B No
Have You had an application or health Insurance declined or had special terms imposed? O O

WRZ . EREFE -
If yes, please give details:

EAES - REES

Section 6: Health declaration

WAIRIG AB B TADERRRG A | EER B —KE . G TARPIBERS .

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

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

EHR EHR ERR R R
TREBA &ﬁQ RIEA1T | REA2 | RBA3 | REA4
Direct Insured Dependant Dependant | Dependant | Dependant | Dependant
(Spouse) 1 2 3 4
6.1 ELOFRERSBEETAIFANAEE |
DI TR . PIER SR E B RRET AL .
MAELIE TIEBI—E , &/ SEmBi10x67877 ? s = e = e = e 5 2 = e =
Has the applicant in the last five years ever undergone Yes No Yes No Yes No Yes No Yes No Yes No
any surgical procedure, been a patient or been treated in a
hospital, clinic, sanatorium, nursing home or other medical o O O O O O o O o O O O
institution where the applicant was off work for more than
one week, and/or received more than 10 days' treatment?
FEZFIEET I ESEAETION LR 78
AEESERAT g3z |3 R 3| R 3| R 3| RD
Is the applicant currently taking any kind of medication Yes No Yes No Yes No Yes No Yes No Yes No
(other than oral contraceptives), or is any treatment or tests O O O O O O O O O O O O
currently being performed or planned, or any day or
in-patient hospitalisation scheduled?




BESBILUITER » EILUTERNEST  WHEEE . SH0o T ABE LU NEOREE LU N EOR TR :

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

6.3 WG X RER S . IRSUETEMIFR ARG ? 2 B z B z B z B z B z B
Asthma, bronchitis, tuberculosis, pneumonia or any other Yes No Yes No Yes No Yes No Yes No Yes No
respiratory conditions? o O O O O O O O O O O O
BR.H N R

6.4 ,ﬁ;}ﬁjﬁgi BB f *H?$ﬁ% *%?$ j(/ﬁ HHI = = = = = = = = = = = =
B PR R Yes No Yes No Yes No Yes No Yes No Yes No
Anxiety, depression, psychological, psychiatric, mental O O O O O O O O O O @)
condition, drug or alcohol addiction or abuse?

6.5 MMEFKIF . R . AR « PR MEM MBS ?

R EBEWRIN B EER AR 2084 7 2 B 2 B 2 B 2 & 2 & 2 B
Blood disorders, anaemia, haemophilia, thalassemia or other Yes  No Yes  No Yes  No Yes  No Yes  No Yes  No
abnormal blood tests? Has the applicant ever been tested o O o O o O o O o O O
positive for HIV, Hepatitis B or C?

6.6 JRIE .« B . ERIUTTEMRR ENREILE ? = B z= B z B z B z B = B
Cancer, cyst, polyp, or any abnormal growth whether cancerous Yes  No Yes  No Yes  No Yes  No Yes  No Yes  No
or benign? o O o O o O O O O O O

6.7 BURLGER . REBH . £ . EF LSS M 2 = = = = = s = s = s =
ELR 7 Yes No Yes No Yes No Yes No Yes No Yes No
Digestive disorder including stomach, colon, rectum, hernia or O 0O O O O O O O O O O 0O
any other bowel problems?

6.8 'BRE . PRAT . FTAE . BRAR . BERE . A0SR . RETIMR . 2 = 2 = 2 = 2 = 2 = 2 =
i%%é}iﬁ’ﬂﬁ%ilﬂ%éﬁﬁ? . Yes No Yes No Yes No Yes No Yes No Yes No
Disorders of the kidneys, spleen, liver, pancreas, bladder, O O O O O O O O O O O O
prostate, and urinary or reproductive conditions?

= o~ = =~ =] o~ =] N =] Py =] AN
W y NI P o) rE (=) rE (=) rE (=) rE (=) rE (=) rE (=)

69 MRS . PREIERRAER, KERR Yes No Yes No Yes No Yes No Yes No Yes No

Diabetes, thyroid disorders or weight management problems? O O O O O O O O O O O O
= o~ = o=~ =] o~ =] N =] N =] AN
= 5 ? E [=) E [E=) rE [E=) rE [E=) rE [E=) rE [E=)

6.10 AR . 2 RITRIELR (DL RIS Yes No Yes No Yes No Yes No Yes No Yes No
Epilepsy, multiple sclerosis or other neurological conditions? O O O O O O O O O O O O

6.1 BIE OIESBEARGEE « PHEBEEE KPS ? =z & =z & 2 & =z & =z & =z &
High blood pressure, heart or circulatory conditions, stroke or Yes  No Yes  No Yes  No Yes  No Yes  No Yes  No
higher than normal cholesterol level? o O o O o O o O o O O O
%QH\%P\ERW:JZBZBX%W%H%E’JTT? Yes No Yes No Yes No Yes No Yes No Yes No
Knee, back or skin disorders, rheumatism, gout, arthritis or disease O O O O O O O O O O O O
of the bone, spine, joint, muscles and skin related disease?

6.13 I ERE  BLUNNEIER BERIONTESUEI T L NER «

REESR . SMZI ISP | O3 . (FOR R E AT R 5T

FEIR L BB L RO RS L R L HERERE L MR B OR

ﬁ%ﬁ% WIRIBZ | IEFAP | %ﬁﬁd&@ fRAK | BESE |

XM\ RRfE B L EBE | SEENE S BEESIE

TRUKISB ke . JUREEA . 25 . NSRS,

DIERES VRS 2 CKE %ﬁﬁﬁﬂﬂ\ﬂi?ﬁml\

S BB R ANEE . BT 2R, 5K

ﬂﬂ?aﬁ;ﬁ fERE BENE (KR 2R . }a\zmz@

DIISHS | B bR IR L R | BOERE L Bk

SRS EAMEREE Dﬁjjhﬁ’i &ﬂ%mz% S‘Ej_t’\iﬂz

BCMRES | Fok « ERIMEE - BERE L EERAN L

R « EETERF RS L BEORE « EXRGBEETOR

Any health problems or complaints, been diagnosed with, or had

treatment for any of the following in the past 5 years:

Repeated pharyngalgia, chronic cough, expectoration, hemoptysis, 2 B 2 B 2 B 2 B 2 B 2 &

gifﬂlfulty b;eathingtorptfrarsymptomscicfth'e rf.spiratqryvsystem, Yes No Yes No Yes No Yes No Yes No Yes No
ack pain, frequent urination, urgency of urination, pain in

urination, difficulty urinating, blood or protein in the urine, o O o O o O o O o O o O

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, termination of pregnancy,

any complications of pregnancy or abnormal of the fetus,

major injury or medical condition.

6.14 1AL | BREGREBENIFITEGRER ? z & 2 B 2 & 2 B 2 & 2 B
Females only. Has the applicant ever suffered from any breast Yes  No Yes No Yes No Yes No Yes No Yes No
or gynaecological disorders? o O o O o O o O O O o O

IS

,
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" MnEs

Additional information

WETEE6NRE6.14 P NEN—FBIRNEEA 2], BEU TN HERREOFS .
BRESTRAT, LW BHE MR, RENAERERE, REKAMFBPURETIE. ENHENNBEETINTS .

If the applicant answered “Yes' to any of questions 6.1 to 6.14, 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.

LRAME

Member name

S

(MR EBRMH, FER
FEIREVER LD M)
Diagnosis

(If none made please
describe the exact

nature of symptoms
suffered)

#MizeH

Date of consultation

BReT
Treatment received

R8Ty B BAER
Date of last treatment/
symptoms

EIBENIRE

Any underlying cause

SE L RFMNE,
aEEmHEM
Specific location on
body including left or
right

ZR

(flaD: EETEHRITIENS,
TLRE, THESER)T
FEBHFETHRANE
B (BE—REE6T
B—R)

Outcome

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

Section 7: Important notes

xR

BIBENRIT IR RERTER R EBRER (TREELEE

R A BB R BARORIRITER)

BRRIFROE YL AETEORIIRBIER PRI BB HEERBH
CBERWET WAERE ; SWHIDKT . ABRXLEREST  HE

2. BHBILER RSB T HIDOUT

KT WAM PRI AR A SR 880783

WA FREEERA SO REE SRR ENFTREDAEREER, WEE TR T #
WA =REBRASEMNEZNETENEERNERETFREREERENR, 15
EF W AN R AR A S E M (http//Awww.apiins.com) [18 E#&E-E 15 8-
BN BB

BERR&RP:

IR ARTEE BIRRANREPBEIRPUORREAZRRBLURABRIG A S5S
RORFRN , WEBRBRASRRAN R L (IR A 2B REFEANKE |
10E A HEENANHREE . ABXEEEH B O RRRBIRK AR IRESS
B, BRSTLAOEORELILEEER . WIRK A5 S TR EH M RE
FREERBDEL, REA. BRIEAE, KRN ETRSNESTMBIRESE,
EfFEAE. E=HEERAR. BREEAR. BRARDBTREAZHRE
BHBHNSE .

EEIHEIER ARSI N E = AT HFRBERNRERE .

AR A B9 B R ER B BRI R 2 e E AR EE (R IESBRIN) o
BLEBNORLEE . xS TRANOEERENER
http://www.now-health.cn/en/privacy-policy/ o

BEFB S EMTEREFS ST IREREE BRI E AR BRI
% . BtEREAR RN REBAA DL, LIRERNALE (RIBE BOBBRRP

FEE SR AR A AR R NE=T5 . DURBITRISTNENRS - X

LE=HUREARTERNIBERIPEZEENER .

Rt/ (18) WL RMBRXETNM P NAZFES o WREET DRER, BE N
FEE, THBEHA% [BEE] BN, LEAEDREABIERMEENEA

ROFLEFREE, FRRMIIRBZULERIE o

O #ZEE O #AEE

B RER J e R, REET RN BHEM™ R RS IF DR . WREE,
BNTRELB IS » LITHE FHRHSEHR -

O #REE O HARE
NMYERESRNBE%:

[T BB T M ERR 25 /A% T http//www.now-health.cn . 232 X 1S B E
7B ERL BRI RESH TN E AL . E MU AN I ENETNEERS
8, BURBAIFEARARESHREA - @ARLE . WIRK AR KRBT ERE
WERINTIYENETNEERSE . R ENETMEEREEZHSERIRE
NREEEHEEW, , RATAKBRE .

BIN\ED : FHREN

Section 8: Declaration and authorisation

ANFHARRALRE DIIBRNPTE A LR IEBN VAN R AR AT HER

A TTIRRG I X BB IBIRE .

RN BN A E MRS T R RIE— S | ZRBA M L X L REEATBRSN

FO  AAARRE  REFDE L RE—EBR . SERRFPLURMBEAREDE

PRI RIGRRADZHFEVRIG SR ABRFITR S Z B8 & B LUR A B ARG 11 4

B HBD « AAFDERFEEFIRBUILIRE o

o FAFHMERRESIRSHEIYEEST  SIARRENSBALIELH
WEDRTE . NEMRUNETERAEAAFERS . AABE . KA
EHBIRIE A E YA N R R A S e AN R B
NERPHR . AeBIERSUNELSIHBREE . EINREEE . SR .
BEAR | BUEBREIEEREBE .

o FABOAANEDEEZ O  MTREDHAEMBH/MBELE LER
FBIOE)E  BRW AN ARG B RN SR T ARIRE A HE RO ETEE
BFEARRENISNEFATORRIRNEW

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.
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 Ido 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

The Out-Patient Direct Billing list:

The Out-Patient Direct Billing list can be found from the web site at
http//www.now-health.cn. This list may be updated from time to time. The changes
made in the Out-Patient Direct Billing list is deemed to be available and known to the
policyholder and each respective insured person. The insured person should check for
any changes in the list before selecting a medical facility and prior to each medical
visit. The insurer is not responsible for billing procedures or other consequences
caused by changes to the network list.

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

| have received and read the benefit schedule, terms and conditions, definitions, benefits
and exclusions of this group policy. | understand that the application form, certificate of
insurance, benefit schedule and SimpleCare Member’s handbook and the policy wording
incorporating the group policy terms and conditions make up the contract between the
insured member and the insurers and all form part of the group policy agreement. | am
aware that cover shall be provided in accordance with the agreement.

+ | 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.

+ lunderstand 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.
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o BEREPEHS . AABRGANRRE N5 SHEEA DTSR
LT ESRNEREE  MTAMREERADRUETEBEY . SR
TRIBAEOEDITRN  SARSIANEBRE RBENNRFES
BRI A IDEABABOSE . BAACTKIAZA L ORI BLURBARNS
RUHETAN

o BAFH . AACRRHBESSREAKETRE SROUTES |
- EQSMAOLR LR
- BXOERBNEER DETEX

DR P R BA MRS

TR
- BERG
- B REEAE(EE)ERA ARKIANRGBRA ARHER SRAIKRE

REN R

o RABE . OTANERRERA DB ARRTAKRAAGRE | BAAR
ETAT R BRA VR BEBRMZ T ANBREHERN . ATAN>
RRARADRHRTT A . BHSRAODIMRRIT RN . LA
RIBIRA SN AR AT A TR BB .

o RARBIANSARANETESIRIRS AR E T SR ED AT 0150
RIEFIIER  FEERERSES . IRERSTRET RS ROR .
BRI INERREERREAT TR | RARBREATAMRS
BIRADEEREERIHAE DR

o RABEHEA . WRAKESTT AN AR DR TS MR e R
SEEZAABITRA . A AR EHE RS E TR R TAMP RIS AR AT
RIS R/ A\ OB R R TR L B E R AR S

o FAFON . OTAMFARRARA TR LTI DA | FANDERR
HRITEEAR L | BRI BRI

o RABFELLEFEERIRRE .

o BARELRFBHEORE BT ANFRRERA D5 ROKETRS
BERB IR .

o RARBHRBRPNDELNBFER—BET AP TIANNE A .

o AABE . RAA BB HMIRG RS RIS T657T R AR MR . TA
W FARB AR A BUR 5 RIS AR BRI B 3355
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Signature (Insured person):

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 group policy. | 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 group policy

- language of the group 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 group policies, and paying claims.

I understand that Asia-Pacific Property & Casualty Insurance Co., Ltd. cannot be liable
and therefore will not pay claims if my group 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.

I 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 group 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 group policy may be terminated with
immediate effect.

I have read the Data Protection section.

| 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. group policy.

| 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 any persons named in this application is able to claim any costs
from another insurance policy for the cost of any treatment or benefits, 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, | 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, 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. | 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.

BH#(B/R/%F):
Date (dd/mm/yyyy):
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By BREEERRID)(_E8) B PR A Sl : chE BRI DX RMEE218S £ ErAE1141105F , B84 : 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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