For customer of Phillip Financial Advisors (HK) Limited g ,@ 33 gj» f{g F"Fj ( % ;*% ) ;ﬁ‘ FFQ A é]
Medical Insurance Needs Assessment Form ™ Phillip Financial Advisors (HK) Limited

I

g} %‘Jﬁ ;I\@%>Es i; ’i‘Z__E Member of Phillip Securities Group

Please provide the personal information in this Needs Assessment Form for us to analyze your medical, financial, and coverage needs and
provide suitable medical coverage recommendations to you. By providing the information below, you understand and agree that the information
contained in this form will be handled in accordance with the Personal Information Collection Statement of Phillip Financial Advisors (HK)
Limited, which is printed on the insurance application form or made available to you upon request.
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Applicant must complete a separate Needs Assessment Form for each proposed insured/existing insured.

I NVREREAERRNABRAZRNER - OBIHTRR R -

Please complete this form and tick as appropriate. :EIEZAER » MHEAR SN "V ) 5% -

Section | CLIENT INFORMATION % 5%}

Applicant's Name Ei35 A#4 (same as HKID Card / Passport & S {728 ENEAE E])
Name of Applicant (English)

s AR (h0)
Title f&zg CIMr 54 [IMs 2z [IMiss /N [(Jother Al

Proposed Insured/Existing Insured's Medical Insurance Needs Assessment #2{% A [FHH5 27 A 2 BB AR R O1HT

Name of Proposed Insured/Existing Insured (English)
(same as HKID Card / Passport)
BZORNBAZRALES (130

(BE B B (56 A8 FAHE])

Age e Weight #GE kg AT/ Ib 1%
Gender M:Hl [IMale 58 [JFemale 7 [ ]Other At Height &= m >f cm JE>K/ ft & in If

Smoker W fEE [WYes & [INo &
[Yes & [INo &

If “Yes’, please state details of weekly consumption below:

W SR NV R E

Drinking Habit
Type FEXE Amount (Per week) & (E£Hf) Remarks s
CEEel
[(IBeer Mg can(s) fi# 1can f# =330ml =T}
[Wine &1 glass(es) Ff 1 glass #£= 100m| ZF}
[CISpirit ZIH measure(s) EEAT 1 measure Hifi7= 30ml ZF}

Health Condition {ZEANT
1. Inthelast 3years, have you had: fEEE=ER > RESTY:

i.) consultation or medical investigations (e.g. scans or blood tests) for an =
® medical condition(s) or symptogr]ns WhiC(h %ave continued for 2 W)eeks ory 01 Yes & 0 No &
more, and/or occurred more than once during the period; or
R fr R S HAECLL F 2 PAR | SR ER 2o — R i iR T h a2 24
P Bt (AHm T R URRER) © 2
(ii.) consultation or medical investigations as aresult of abnormal findings [0 Yes & [J No &
from medical investigations; or
RISt A 45 AL | Tt e2 B 2 B R
iii.) consultation by a specialist for two times or more for the same medical
(i) condition(s)? yase [ Yes & 0 No &
A E—PHEREZ I RS VBRI 42206 2
2. Inthelast 5 years, have you ever taken / been advised to take any medication
prescribed by a doctor regularly for a continuous period of longer than 1
month? ] Yes & 1 No &
TEBETEN » TG Y EMRRA 1 v I A R RS —(E H e £ 7
By 9
3. Inthelast 7 years, have you been admitted to hospital, had an operation or a
procedure? [ Yes & [1 No &

TEBETEN > WEEEGER - 2 Tilis0aRizT ?
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4. In thelast 6 months, have you had any undiagnosed symptoms, or currently
undergoing medical investigations or awaiting results for the said
symptoms? [ Yes & [J No &
EBEAERN - RS EE AR EIER - 8@ ERARIEIRE TR R
BEERHREEE R ?
5. Have you had a history of cancer, heart condition, stroke or joint
replacement; or are there any medical devices (e.g. shunts for draining fluids
from the brain, pins and plates for fixation of broken bones) currently in your T Yes = 9 No &
body? =
RE Y AR - OB T EERHETERAYRE S S ERSN A A B ERR (
A5 [HERKey i es &lﬁﬂfﬁﬂﬁ”ﬂﬁﬁﬂﬂﬂi#)?
6. Areyou currently covered by any individual medical insurance? ] Yes & ] No &
T HAE SR AR CAERCE N BRI ?
7. Areyou currently covered by any group medical insurance? T Yes & O No &
W H A SRR C AR BREE R ORI ?
8.  What is your annual budget for medical protection? HKS
iz e
R P EL s L
9. Plan coverage preference (& @ ZHE R A
(i) Do you want to enjoy tax deduction? ] Optional ~—7& 0 No &
RO AR
i _ [] Standard Private fZ#5.5 &
(ii.)  What is your preferred room level? (] Semi-private £F.55E
EFE AN RER 5 O ward £
(ii.) Do you prefer a plan with a deductible option? O Yes &= No Z
TR EREEE IR R R B E? = ~ Mo
(iv.) Do you need any optional benefits? (e.g. Clinical, Dental, Hospital Cash) ] Optional F— O No 7
A FREA BRE? (0PT2 ~ R k)
Section Il PRODUCT SUITABILITY ASSESSMENT AND SELECTION BBt h TS ‘
According to the information provided above, your licensed technical representative (broker) has introduced the relevant medical insurance
plan(s) to you.
IRIELL ERRHEAVEDR] - IR R (L) C R A A HE 2 S primat &
Product recommendation & 7%
Customer’s Selected Product 25 FAT#EE S
Medical insurance plan B {1 #]
Deductible selection (if applicable) ZEZEEIE(ANA) s —
et JT
Optional benefit (if applicable) H (R 07A)

Section llI PRODUCT SUITABILITY ASSESSMENT AND SELECTION (CON'T) Emi#EaEelih RisEE(E)

Product Suitability Assessment B RiE STk ] Match #H& [J Mismatch R4

A “Mismatch” indicates that the medical coverage, budget and affordability of the selected product may not match with your needs, and that it
may not fully fulfil your required protection.

EFTE EEUR R T AN EE ) AMREH SR OREFE ~ (A THE R ORE R 2R D S AR LA P A - R ] REAR BRI T R
ks

If you decide to enroll in a mismatched plan after the product suitability assessment, please provide the reason(s) to proceed.

(Please tick whenever suitable)

WMEHRERRE B S MEE R TR EE ) 25t SFRIMRER - GRERaENFERE)

[] Prefer better coverage 5% 5 (FAY{#[E [] Prefer tax-deductible products &Ry v HIFRAYE fh
[] Affordable premiums {#&E&-FTHE [] Others (please specify): HAt(GEzFHH) :
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Section IV CUSTOMER DECLARATION & FEgHH

. | confirm that | have read and understood the contents of the sales documents of the relevant insurance plan and | have made
my own independent decision in applying for the insurance plan and determining premium amount.

A NFERR CAHBS F SR A B CRba s Bl S9SN E  TIBUATR L (RigT IR RB S BUTAR A ZBILRE -

. | acknowledge that | have selected this insurance plan of my own free will. | confirm that the relevant insurance product
features were able to fulfil my current medical protection needs, financial situation and premium affordability.
A NHEER A NFEZ R TR HERA N B SRMAE - AR RRRE SNERNE G ERER ABIRNERRERXK - i
BRI ARERIERET] -

. The licensed technical representative (broker) has reminded me that a “Mismatch” in product suitability assessment indicates
that the medical coverage, budget and affordability of the selected product may not match with my needs. Although that it may
not fully fulfil my required protection, | decide to continue to apply for the selected insurance plan.
FERBEARELC)EREANEFE ERRESBESETERRA T AES ) IMEAANBRREER - AARERRERREN
SRAEFTEESRERTHA - MHEAMESTRERERE S AFTRZRE - ZATRRE BELREMRRETE -

. | understand the information contained in this form was used to analyze my medical insurance needs and provided as
reference only for my choice of insurance plan and premium amount. | also understand and agree that the information
contained in this form will be handled in accordance with the Personal Information Collection Statement of Phillip Financial
Advisors (HK) Limited.

AN B IERIEAFHRE Z BRTAES TR ANERRER K - LA AEERREE R RRESERFESSE - RATHARRIERNZ
FoR e T R (B AR VA TR A S YR E A BB R R e -

. | understand that the analysis and choices made in this form were based upon the information provided and it does not create
any liability to Phillip Financial Advisors (HK) Limited.
FEAH G MEREZ 5 BT RE A AR 2 Bk > SRR B (BB VAR A S T EAE -

| understand that | am required to inform Phillip Financial Advisors (HK) Limited promptly if there is any substantial change of
information provided in this form before the policy is issued.

FAHOEREFFETOAABILRBNERE EMEEEY - S AFIUZ B B (TR AR A -

. 1, as the Applicant, confirm that | have read and understand the contents in this form and already provided correct information
for the above on behalf of the proposed insured/existing insured listed in this application.

BNER R AR AR KA IE SRR 2 A AR BIFTA R R NEE R AR MR R R 2kt -

Applicant's Signature Hig5 A\ %2

Name #:44:
Date HHF : (DD/MM/YYYY)
FOR OFFICE USE ONLY
Policy Number (if applicable):
IA License No. of IA License No. of FB1149
Licensed Technical Representative (Broker) Phillip Financial Advisors (HK) Limited
Name of Name of Phillip Financial Advisors
Licensed Technical Representative (Broker) (HK) Limited’s Authorized Person
Signature of Signature of Phillip Financial Advisors
Licensed Technical Representative (Broker) (HK) Limited’s Authorized Person
Date (DD/MMIYYYY) | Date (DD/MMIYYYY)
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