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Hospitalization Benefits
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5/F, Chong Hing Bank Centre, 24 Des Voeux Road Central, Hong Kong
Fax : (852) 3768 9292

Tel : (852) 3768 9200

Chong Hing Joy Health Plus Insurance Application Form
P Z {RF=&T &I PLAN OF BENEFIT REQUIRED

MRS ir e (2

Supplementary Major Medical Benefits (Optional)

#EE PAYMENT MODES [t Annual [ A Monthly
R AE ! PROPOSED INSURED'S PARTICULARS
RERAMR (RE /KK /&) e
Name of Proposed Insured (Mr / Mrs / Ms) Occupation
# Surname & Given Name
bR ik
Correspondence Address
FEEF FIEEF E-fiE Rkl
Home Tel. Mobile No E-mail Address
BEIRR fRERRBE (B/H/E)
Marital Stalus ] e [ R4E Policy Fifective Date (D/M/Y)
Marrigd Single

ZRAZEAER (BFF{RA) PERSONS TO BE COVERED (INCLUDING THE PROPOSED iNSURED)

MRERERERBZR  ARRACREEG T EHE U T F 0B RREE -
For family covers, the Proposed Insured’s spouse and all children aged 17 or younger must be covered.

]
MName

e
Relationship

THEB DAL/ RS
HKID Card/ Passport No.

HAEHE
(B/B/)
Dateo Birth (D/M#Y)

el

Sex

H&
Height
(em/E )

Weight
(KgT52)

R&
Premium
{HKS)

IR A
The Proposed Insured

[
Spouse

B—HEFL
Child 1

EIRFR
Child 2

BZATR
Child 3

BB FIL
Child 4

ARE

Total Premium

AR LT A 2 AR

PLEASE READ THE FOLLOWING QUESTIONS CAREFULLY AND ANSWER IN FULL

LB E— AR TR RE S SRR B 2 2 aaiaE 7 HNo T Yes
Have you or any member(s) listed been treated or examined by a doctor in the last 12 months? O |

2 BTHRRZFE 2 BRI AR 7 mNo A Yes
Do you or any member(s) listed have any impairment in physical condition? ] O

3 BT IR RERGRANEES - iS22 TSR - MR ThTRREREEy ¢ £ No 5 Yes
Are you or any member(s)] listed now recelving or contemplating any medical attention or surgical treatment or taking any medicine? O [

4 MTERRHEBBE T NE ST AR « SEb o B mi s TR Filrgss ENo A5 Yes
Have you or any member(s) listed had a surgical operation or been confined or treated in any hospital, sanatorium or other institution in the last 5 years? O [J

5 MTHBFRERBL T 2EIAFMLTHRE
Aol - FIMER ~ HEIR ~ BRIE - IR BB - BAER - S - BN - AR - BRE  BIE 4 FLRMEEEE - 85 - ST AR - i No 7 Yes
BaR - AR - RS SRS ER s R - O O
Have you or any member(s) listed ever been treated for or told having heart trouble, high blood pressure, diabetes, cancer, tumor, ulcer, tuberculosis, asthma, epilepsy, emphyserma,
pleurisy, colitis, rheumatic fever, syphilis, or any other disease of brain, central nervous syslem, genitor-urinary organs, gastro-intestinal tracl, liver, pancreas, etc.?

6. B T IEUR B B TR ATE N B BRI M A EAR SR USRS MR 2 A4S DR B R S sh Ry B (R 7 N0 & Yes
Have you or any member(s) listed ever been refused any form of life or health insurance or ever had a palicy rated, modified or renewal refused? ] O

7 AT SRR HEL DGR A AERY - WS IADIRE S DS T FaE 7 M No & Yes
Have you or any member(s) listed ever used any habit forming drugs or narcotics or alcohol excessively or been treated for alcoholism or drug habits? O O

8 BT ZHEEPEEE ARMNR « BERA « LIREIEEE fIE No & Yes
Has any af your immediate family member(s) ever had tuberculosis, d\abe tes, Neart disease or mental disease? ] O







