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Galaxy Entertainment Group
Voluntary Employee Benefits Program VEB-08//2018

Personal Accident Cover|

Accidental Death and Disablement Benefit:
Compensates the Insured benefit up to a maximum of HK$1,000,000 against accidental death, total disability and
dismemberment within 12 months of an accident.

Accidental Medical Expenses Benefit:

Reimburses the Insured for injury sustained through an accident. Provides cover for outpatient, specialist, hospitalization
expenses, surgical expenses, Chinese bonesetters and acupuncturists expenses. The expenses paid to Chinese
bonesetters and acupuncturists can be reimbursed up to HK$1,500 per disability and HK$3,000 per policy year subject to
the maximum amount of the selected Accidental Medical Expenses Benefit.

Coverage (MOP) Monthly Premium (MOP)
. Accidental Death & Accidental Medical . Staff +
Unit Disablement Benefit | Expenses per Disability Staff Staff +Spouse Family Child(ren)

1 200,000 3,000 $30 $ 60 $ 60 $ 30
2 400,000 6,000 $50 $ 100 $ 100 $ 50
3 600,000 9,000 $ 69 $ 138 $ 138 $ 69
4 800,000 12,000 $ 89 $178 $178 $ 89
5 1,000,000 15,000 $108 $216 $216 $ 108

The sum insured of staff and spouse are the same.
Each dependent child’s Accidental Death and Disablement and Accidental Medical Expenses coverage is 15% of the
Principal Insured’s benefit subject to the maximum of the Accidental Medical Expenses benefit.

Coverage of Accidental Death & Disability Benefit

COVERAGES COMPENSATION COVERAGES COMPENSATION
100% 15. Loss of or the Permanent Total Loss of use of one
1. Death
Thumb
2. Permanent Total Disablement 100% (a) both Right Joints 30%
3. Permanent and Incurable Paralysis of all Limbs 100% (b) one Right Joint 15%
4. Permanent Total Loss of Sight of both Eyes 100% (c) both Left Joints 20%
5. Permanent Total Loss of Sight of one Eye 100% (d) one Left Joint 10%
6. ticiizsc’f or the Permanent Total Loss of use of two  100% 16.Loss of or the Permanent Total Loss of use of Fingers
7. Loss of or the Permanent Total Loss of use of one  100% . . 10%
Limb (a) three Right Joints
8. Loss of Speech and Hearing 100% (b) two Right Joints 7.5%
9. Permanent and Incurable Insanity 100% (c) one Right Joint 5%
10. Permanent Total Loss of Hearing in (d) three Left Joints 7.5%
(&) both Ears 75% (e) two Left Joints 5%
(b) one Ear 15% (f) one Left Joint 2%
11. Loss of Speech 50%  17.Loss of or the Permanent Total Loss of use of Toes
12. Permanent Total Loss of the Lens of one Eye 50% (a) all-one Foot 15%
13. Loss of or the Permanent Total Loss of use of four (b) great - both Joints 5%
Fingers and Thumb of (c) great— Joint 3%
(&) Right Hand 70%  18.Fractured Leg or Patella with established non-union 10%
(b) Left Hand 50%  19.Shortening of Leg by at least 5cm 7.5%
14. Loss of or the Permanent Total Loss of use of four 20.Permanent Disability not otherwise provided for under
Fingers of Events 10 to 19 inclusive. Such percentage of the Principal
(&) Right Hand 40%  Sum Insured as the Company shall in its absolute discretion
(b) Left Hand 30% determine and being in its opinion not inconsistent with the

Compensation provided under Events 10 to 19 inclusive.
Note: The Right/ Left benefits shown above will be reserved in the case of a left-handed insured person.



Daily Hospital Home Benefi]

Daily Hospital Cash Benefit:
Reimburses the Insured a daily hospital cash benefit up to 365 days when hospitalized.

Intensive Care Unit Benefit:
Daily hospital cash will be doubled up to 30 days if the Insured is confined to an intensive care unit.

Long Term Hospitalization Benefit:
Reimburses the Insured an extra long-term hospitalization benefit up to 30 days from the 31* day of hospitalization.

Cover Summary (MOP)
. Daily Hospital Cash Intensive Care Unit Long Term Hospitalization
Unit Benefit / day Benefit / day Benefit / day

1 250 Extra 250 Extra 250

2 500 Extra 500 Extra 500

3 750 Extra 750 Extra 750

4 1,000 Extra 1,000 Extra 1,000

5 1,250 Extra 1,250 Extra 1,250

Monthly Premium (MOP)

Entry Age Staff Staff + Spouse | Family Coverage | Staff + Child(ren)
18-25 $24 $ 47 $59 $35
26 -30 $ 27 $54 $ 68 $41
31-35 $29 $59 $74 $44
36— 40 $31 $ 62 $78 $ 47
41 -45 $ 36 $71 $ 89 $54
46 - 50 $43 $ 86 $ 107 $64
51-55 $53 $ 105 $ 132 $79
56 — 60 $59 $ 119 $ 149 $ 89
61 - 65 $77 $ 154 $192 $ 115

Renewable up to $103 $ 205 $ 256 $ 154

The sum insured of staff, spouse and child (ren) are the same.
Premium will be based on the entry age of the staff and remains unchanged unless sub-sequential increase in benefits.
New premium will be based on the attained age for the entire amount.



Critical lllness Cover|
A lump sum will be paid to the Insured in the event of diagnosis of any of the specified critical ilinesses.

Unit 1 2 3 4 5
5“?,:,,'83;{ ed 100,000 200,000 300,000 400,000 500,000
Monthly Premium Table (per unit) :
Monthly Premium (MOP)
Entry Age Staff Staff + Child(ren) Family /
Female Male Female Male Staff + Spouse
18-25 $24 $32 $30 $ 40 $48
26 - 30 $35 $50 $44 $63 $73
31-35 $ 47 $71 $59 $ 89 $ 100
36 -40 $62 $98 $78 $123 $135
41 — 45 $84 $ 138 $ 105 $173 $ 188
46 - 50 $103 $178 $129 $ 223 $ 238
51 -55 $125 $ 229 $ 156 $ 286 $ 301
56 — 60 $139 $ 261 $174 $ 326 $ 340
61 - 65 $ 239 $ 326 $ 299 $ 408 $ 433
Re”eg"eaf"gg“p to $347 $473 $ 433 $ 590 $ 628

The sum insured of spouse and child(ren) is 100% and 15% of the insured staff respectively.
Premium will be based on the entry age of the staff and remains unchanged unless sub-sequential increase in benefits. New
premium will be based on the attained age for the entire amount.

The covered 47 critical illnesses include:

1. Stroke 25. Motor Neurone Disease

2. Major Cancer 26. Parkinson's Disease

3. Heart Attack 27. Encephalitis

4. Other Serious Coronary Artery Disease 28. Benign Brain Tumour

5. Coronary Artery By-pass Surgery 29. Major Head Trauma

6. Heart Valve Surgery 30. Bacterial Meningitis

7. Fulminant Hepatitis 31. Apallic Syndrome

8. End Stage Liver Failure 32. Systemic Lupus Erythematosus (SLE) caused with Lupus
Nephritis

9. Primary Pulmonary Hypertension 33. Chrohn’s Disease

10. End-stage Lung Disease 34. Acute Necrotizing Pancreatitis

11. Kidney Failure 35. Terminal lliness

12. Surgery to Aorta 36. Loss of Independent Existence

13. Aplastic Anaemia 37. Elephantiasis

14. Major Organ / Bone Marrow 38. AIDS due to Blood Transfusion

Transplantation

15. Blindness (Loss of Sight) 39. Occupational Acquired HIV

16. Deafness (Loss of Hearing) 40. Severe Rheumatoid Arthritis

17. Loss of Speech 41. Medillary Cyctic Disease

18. Coma 42. Cardiomyopathy

19. Major Burns 43. Ebola

20. Multiple Sclerosis 44. Creutzfeld-Jacob Disease

21. Paralysis (Loss of use of Limbs) 45. Angioplasty and Other Invasive Treatments for Coronary
Artery*

22. Poliomyelitis 46. Severe Acute Respiratory Syndrome (SARS)**

23. Muscular Dystrophy 47. Cerebral Aneurysm Requiring Surgery***

24. Alzheimer's Disease / Severe Dementia

* Only 10% of the sum assured will be paid subject to the amount selected. This Critical lliness will be terminated upon such payment
and the amount of subsequent Critical lliness Benefit will then be reduced.

**  Only 10% of the sum assured or maximum HK$20,000 will be paid subject to whichever is lower. This Critical lliness will be
terminated upon such payment and the amount of subsequent Critical lliness Benefit will then be reduced.

**  Only 40% of the sum assured will be paid subject to the amount selected. This Critical lllness will be terminated upon such payment
and the amount of subsequent Critical lllness Benefit will then be reduced.



Optional Senior Care Protection Plan|

(Staff should choose one of above basic coverage first before applying the plan for their parent(s) and / or parent(s)-in-low)

Cover Summary

Plan A

Plan B

1. Accidental Death and
Disablement Benefit

150,000

300,000

2. Accidental Medical
Expenses Benefit

Maximum 2,000 per disability and
maximum 10,000 per policy year.

Maximum 3,000 per disability and
maximum 20,000 per policy year.

a) Medical Expenses

This benefit reimburses the Insured
Person for accident surgical expenses,
general medical expenses, including
expenses of in / out patient

This benefit reimburses the Insured
Person for accident surgical expenses,
general medical expenses, including
expenses of in / out patient.

b) Chinese Bonesetters
and Acupuncturists

Chinese Bonesetters and
Acupuncturists with 180 / visit / day
reimbursement, maximum 2,000 per
disability and maximum 4,000 per
policy year.

Chinese Bonesetters and
Acupuncturists with 180 / visit / day
reimbursement, maximum 2,000 per
disability and maximum 4,000 per
policy year.

3. Daily Hospital Income Benefit

200/day

300/day

4. Care Assistant Benefit

2,500/month, maximum 60 months

5,000/month, maximum 60 months

5. Broken Bones Benefit

75,000

150,000

Premium Table

Monthly Premium

Plan A

MOP 112

Plan B

MOP 204

The entry age is 45-75 and renew up to 85. Benefit will be reduced by 50% for any age over 80.

Daily Hospital Income Benefit per each hospital confinement is subject to 3 days waiting period and maximum payment

period of 30 days.

Coverage of Broken Bones

Events Percentage of Sum
Insured

Fracture of Bones
Hip or Pelvis 100%
Thigh or Heel 50%
Skgll, Collarbone, Lower Leg, Ankle, Arm, Elbow, 40%
Wrist
Lower Jaw 30%
Vertebrae, Shoulder Blade, Knee Cap, Sternum,

20%
Hand, Foot
Upper Jaw, Cheek Bone, Nose, Ribs, Coccyx, Toes, 15%
Fingers 0




Important Notice]

All full-time staff, spouse age between 18-65 and renew until age 69; parents or parent-in-law aged between 45-75 are eligible to join
Senior Plan and renew until age of 85.
“Family Coverage” includes staff, spouse, and all unmarried dependent children aged from 6 months to 21, or up to 25 for full-time
student. Staff must opt the same categories.
The Insured must enroll first and then his/her family members including parent(s) and parent(s)-in-law are eligible to apply.
The premium is on a monthly basis and would be directly debited from the staff's assigned credit card payment.

Termination

Upon resignation or retirement, you and your family can still enjoy this privileged coverage with fixed premium up to 69 years of age
provided that you have sent written notification to Chartis prior to your change of occupation. (This does not apply if you are going into
an occupation with higher risk nature.)

IGeneral Exclusion|
War; civil war; engaging in the Armed or Disciplinary Forces; flying as a pilot or crew member in any aircraft; intentional self injury or
suicide; pre-existing conditions*; childbirth, pregnancy and miscarriage; drug addiction; alcoholism and its related conditions, or any
psychiatric condition; professional sports and AIDS**.

Additional Exclusion applicable to Accidental Death and Disablement, Accidental Medical Expenses, and Broken
Bones Benefit
e Sickness

Additional Exclusions applicable to Daily Hospital Income Benefit
e Rest cure and any medical check-up, congenital abnormalities and their related conditions, all dental care and plastic surgery
except as a result of accident.
e Any signs or symptoms which first occurred prior to or within 15 days following the effective date of this insurance.

Additional Exclusions for Critical Illiness Plan
e Any congenital defect and pre-existing condition***.
e Any critical illness of which the signs or symptoms first occurred prior to or within ninety (90) days following the effective date of this
insurance.
e Any critical illness where the Insured Person does not survive for a period of fourteen (14) days after the first Diagnosis.
e Any SARS/Atypical Pneumonia of which the signs or symptoms first occurred prior to or within fifteen (15) days following the
effective date of this insurance.

Pre-existing Condition*

Condition for which the Insured Person received or were recommended by a Registered Medical Practitioner for any medical treatment,
diagnosis, consultation or prescribed drugs, or the existence of any symptoms (known or unknown to the Insured Person(s), leading to a
claim under this Policy, within three (3) years preceding the Policy’s effective date, last reinstatement date or date of any increase of
benefit coverage (to the extent of such increase only), whichever is later. Such condition shall be covered provided the Insured Person(s)
have been insured under this Policy for three (3) consecutive years from the Policy’s effective date, last reinstatement date or date of any
increase of benefit coverage (to the extent of such increase only), whichever is later.

General Exclusions for “AIDS”**

Not applicable to item 38 and 39 under Critical lllness Cover.

Critical lliness Pre-existing Condition***

Condition shall mean any lliness, disease or other condition of the Insured Person within a five (5) years period prior to the Effective Date
of this Policy, last reinstatement date or date of any increase of benefit coverage (to the extent of such increase only), whichever is later for
any: (a) first manifested itself, worsened, became acute or exhibited symptoms which would have caused an ordinarily prudent person to
seek diagnosis, care or treatment; (b) required the Insured Person taking prescribed drugs or medicine; or (c) was treated by a Registered
Medical Practitioner or a Qualified Medical Practitioner or treatment had been recommended by a Registered Medical Practitioner or a
Qualified Medical Practitioner. Pre-existing Condition shall also mean the existence of symptoms of any Critical lllness or a condition likely
to cause a Critical lllness, which would cause an ordinarily prudent person to seek diagnosis, care or test.

This Exclusion List only serves descriptive purpose. Details should refer to actual policy wordings.

[Enroliment Method|

For enrolment, please complete the application and send together with the payment forms to AIG Insurance Hong Kong Limited (Macau
Branch), Unit 506,5 th Floor, AIA Tower No.251A_301, Avenida Comercial de Macau. The coverage will become effective from the first
day of the following month upon the receipt and acceptance of your application.

For any queries, please contact AIG Insurance Hong Kong Limited (Macau Branch)
Unit 506,5/F,AIA Tower, No. 251A-301 Avenida Comercial de Macau.
Tel: (853) 2835 5602 Fax:(853) 2835 5299 (Free Service Hotline: 0800227
Monday to Friday (except public holiday), 8:45 am to 1:00 pm and 2:00 pm to 5:15 pm.
. This brochure outlines in general terms only the type and nature of the cover provided which is subject to the terms and conditions of the policy. It is not a substitute for the
policy itself. You should read the policy document for a precise description of the actual terms and conditions of the coverage available under the policy.
* AIG reserves the right to underwrite and/or accept your application and/or change and/or amend the policy details at any time © AIG All rights reser
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A. Staff (Insured) Personal Particulars {8 8 (#&fE N )EAZER (Please use the capital letter) (L2 FRHET)
Please tick the appropriate box 5>/ > 7748 NIIM
B a5 X HA HEA HREF
English Name : Sex: MQ FQ DateofBirth: ___ _MAH DH YR Left Handed Q
S Ba89ks BT &k
Chinese Name: I.D. No. : Staff No. :
(E:EEr LN T/ FHE S SRS
Tel (Home) : Tel (Office) : Pager/Mobile No. :
Hirk Hekfir
Address : Position :
EEE

E-mail Address:

B. Insured Family Member(s) Information &R A KERKEZE (Please use the capital letter) (3L IEEEE)

Date of Birth
HAHEA

MBEQFZQ _MHA _DH __Yrf

MBEQFZQ _MHA _DH __Yrf

Name Left Handed I.D. No. /Cert. of Birth No  Occupation Sex
et HHAEF B/ HAEEHES e S PR
Bic s
Spouse a
T
Child a
a

MBEQFZQ _MHA _DH __Yrf

C. Monthly Premium Table §H&#&%:
Please tick the appropriate box for cover(s)/ Protection required 5~ b 35 (R /T~ &M
The category for different coverage chosen should be the same (please refer to the example as below)
(B PREFT R4 & VEAEIE]) GESR LT EF)
Example: If the "Family Coverage" category is chosen in "Personal Accident Cover", the category for the rest of cover should be "Family Coverage".

Bl A1 EAESMARE" Z A B Ry "R HoAMAY RIEIE H AVAR A E By R "

Personal Accident Cover {E A ESMRE
Unit Staff Staff + Spouse Family Coverage Staff + Child(ren) | Monthly Premium
By BT ST +AE REE BT+FX EHRE
1 O$ 30 O$ 60 O$ 60 O$ 30
2 O$ 50 O$ 100 O$ 100 O$ 50
3 O$ 69 O$ 138 O$ 138 O$ 69
4 O$ 89 O$ 178 O$ 178 O$ 89
5 O$ 108 O$ 216 O$ 216 O$ 108
Daily Hospital Income Benefit (per coverage unit) S HF R ESEE (&—HAD)
Age Staff Staff + Spouse Family Coverage Staff + Child(ren) Unit Monthly Premium
FHe BT BT +HE KR BIT+FX& B SHARE
18-25 O$ 24 O$ 47 O$ 59 0Os$ 35 X
26-30 Oos 27 O0$ 54 O$ 68 Os$ 41 X
31-35 Os$ 29 O$ 59 Os$ 74 O$ 44 X
36-40 Os$ 31 O$ 62 O$ 78 as$ 47 X
41-45 O$ 36 O% 71 0% 89 0% 54 X
46-50 O$ 43 O$ 86 O$ 107 O0$ 64 X
51-55 O$%$ 53 O$ 105 O$ 132 Os$ 79 X
56-60 Os$ 59 O$ 119 O%$ 149 % 89 X
61-65 os 77 O$ 154 O$ 192 O$ 115 X
Renewable© | 'Os 103 Os$ 205 O$ 256 O$ 154 X




Critical lliness Cover (per coverage unit) &R (S—8ar)

Staff + Staff + Child(ren) Family . Monthly
Age Female Male Spouse BT+¥F4« Coverage Unit Premium
, ‘ = Female Male o #A

18-25 Os 24 0os 32 0% 48 O0$ 30 O$ 40 Os$ 48 X
26-30 0% 35 O% 50 Os$ 73 O% 44 0% 63 Os$ 73 X
31-35 O$ 47 Os 71 O% 100 O% 59 O% 89 O%$ 100 X
36-40 O$ 62 O0$ 98 O$ 135 O$ 78 O$ 123 O$ 135 X
41-45 O$ 84 0% 138 O$ 188 O$ 105 O$ 173 O$ 188 X
46-50 0% 103 O$ 178 O% 238 O% 129 O$ 223 % 238 X
51-55 O% 125 O%$ 229 O% 301 O% 156 0% 286 0% 301 X
56-60 O% 139 O%$ 261 O% 340 Os$ 174 0% 326 O%$ 340 X
61-65 O$ 239 O%$ 326 O$ 433 O$ 299 O0$ 408 O%$ 433 X
Renewablew®o | 'Og 347 | O$ 473 | O$ 628 | O$ 433 |O$ 50 | O% 628 |x

Total Monthly Premium &H4#%& : | MOP$

Staff (Insured) must enroll first before their immediate family members enroll the plan.

B B IR NS TH DR » HEE ~ T2 072 Bt -

Family includes staff(Insured), spouse, and all their age 6 months to 21 dependent children or renew up to age 25 for a full-time student.
HIECREEIE(R S EEIRA) ~ BCERFTA 6 (8 H £ 21 BAIE R AER L 720 £ AHIE AT EIRE 25 5% -

Premium remains unchanged unless subsequent benefit upgrade, premium for the whole "Daily Hospital Income Benefit" and/or "Critical lliness
Cover" will then be calculated on the attained age of the insured at the time of benefit upgrade.

PREFERFR 2 - HARIGINORE - 3800 "B H B fRIE" R/ e Rl 2 (RE R R A I RS A SRR PR (RT3 -

Declaration & Authorization Z44£71#

Applicant’s Declaration:

1. I/We agree that AIG Insurance Hong Kong Limited (Macau Branch) (hereinafter called “the Company”), reserves its right to accept or reject my/our application for an insurance. If my/our
application is accepted and approved by the Company, the policy/policies will become effective.

2. I/We agree that this Application Form shall be the basis of the insurance contract(s) between myself/ourselves and the Company. I/We declare that the information provided in this application is
true, correct and complete to the best of my/our knowledge and belief.

3. I/We agree that the statements in the Application Form shall form part of this application, and shall be the basis for the underwriting thereof. I/We understand that if there is any change of the
information provided herein by me/us, I/weshall inform the Company of the same immediately. Any failure of disclosure of the change may affect the acceptance and assessment of or invalidate
the insurance you require.

I/We agree that if there is any inaccurate or misleading information provided in this application, the Company has the right to reject all claims and treat any insurance issued void from inception.

. In the event of differences between the English and Chinese version of this Application Form, the English version shall prevail. It is also understood that the insurance policy/policies relevant to
this Application Form is/are issued in English only and will be binding upon this application being accepted and approved by the Company.

I/We DECLARE and AGREE that any personal data and other information relating to me/us or my/our policy(ies) contained in this application or collected, obtained, complied or held by the
Company by any means from time to time may be used, maintained, processed, stored, transferred, disclosed and/or shared by the Company for the purposes of processing, administering,
implementing and effecting the requests or transactions contemplated in this application or any other applications made by me/us from time to time, promoting or providing subsequent or other
services or products to me/us, direct marketing, data matching and/or communicating with me/us. I/We further DECLARE and AGREE that the Company may transfer, disclose, grant access of
or share such personal data and other information to or with individuals, entities and/or organizations associated with the Company and/or to or with third parties (including, without limitation,
reinsurance companies, claims investigation companies, industry associations or federations, fund management companies, financial institutions, or service providers) selected by the
Company, in each case whether within or outside of Macau, for any of the aforesaid purposes and/or for the purposes of providing administrative, data processing, data maintenance or storage,
telecommunications, computer, payment or other services to the Company in connection with the operation of its business. I/We understand that I/we have the right to obtain access to and to
request correction of my/our personal data held or controlled by the Company. Such request can be made to Data Privacy Officer at Unit 506, 5/F, AIA Tower, No. 251A-301, Avenida Comercial
de Macau. If I/We do not wish to receive marketing information or materials, I/We will send an opt-out notice to the Company, in which case my/our personal data and other information would
be included in a centralized customer opt-out list that may be shared amongst the Company’s associated partners for reference.

o

o

FARAED]

L AN AAEFREEGREEERRATCRIF I HEI TR "BAE" ) o (R — U REE LS AR - 00 ) R 55— AE e Bt - PRISEIZRNAESY

2. BN AN FIEEIIREAG B AN | AN BB A ERTALRERBET NS - AN I AN EIR IR B R RS B Z B0k 8N /AN SIFT AN I e A 4 IR
fmedfl - SEREREH -

3N AN B IR RRE S I AE » 1R AR 2 — 80 TR EATRIRZIRE - A I RAEH B IR R IR BRI A (e A
| ARNERIEERIF AT BARFNEBEEAR TS SRS (BE A FHEER AR R S G BR ATRMEA N | AATIRIARIH S - EEHCHEYY

4 RN | AN FIFEEAER M RS R AR S A AR R o3RS 208 - BATIAAREEGE LM - Ta% IRE R H 2 O H SRR -

5. RN RAFEENASL Z POGEAR RS LBEIEM R - —RIDSSURA R | BRI IRREAIRE - NG DI | M REE LR IR 35 7 B A SR
Tt Z 58 o

6. BN | AN EIBAE NG R R E AT AT 0 ~ (REE - R -~ G R0 BT R/ BB A FIATE ~ R - REEE R BT I R S R TR B A R S Z A AT
BN ALFHIENERREMA AN [ AATIRRERER > AEEE - B - FERETER SRR | AATRER MR 2 20K &
THBEER A R MR RS SE S T AR AT ERRR S - BB R/ SRS AT Z R - AN ) ALY R R AT m SR AT AR
SAPTECEIN AL - ERE R /SR R/ SRS AR (B A IR ORI I B AT RARIRT RS /B - ASEEAE - SRR IAR
MRES A 858~ iR ~ FRABRS S AN / AAT 2 BASEAME R - AEL LY R R | SCRATEEEE 2 M BAETTE - BRI ~ BTG
7~ Ef R (TREEMARTS - ANALTIRE AN [ AN EERE R A F R K I A F A EE B BN [ AN E AR E AR - AR R
EERIAPIE R GRS 251 AR 301 5 A RS SHS00 =M N B RETE BIHE - BAN | AATAEREIBEATWHEERTW) - AN/ AAFgS N ERBEMEAT
AN | A A FHHEASRHA R &R B AT 2 TR SRR IERE & P28 e AT AR AL /#iE(F2% -

Insured Signature (R A\ 25 & Date HHA:

© AIG All rights reserved.
© AIG [RIEFTH,
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Optional Senior Care Protection Plan
Application Form

VEB-08/2018

A. Staff (Insured) Personal Particulars g & (#& = AEAER (Please use the capital letter) (77 L(Z X [EFEIEES)

Please tick the appropriate box 5% FH > J& (v

F MRl B X HAE HEA BHAET
English Name : Sex : MO FQ DateofBirth: ___MHA__ DH__ YR Left Handed QO
SR G565 BT4R5%
Chinese Name: I.D. No. : Staff No.
EHLEES WA= S I TR EEETHS
Tel (Home) : Tel (Office) : Pager/Mobile No. :
ik E2iA
Address : Position
BEHHE

E-mail Address:

B. Insured Family Member(s) Information ZHREAFERK EEF
(For parent(s) /parent(s)-in-law) (AR FEH 7B AHRIEE E)

Left
Name Handed 1.D. No. /Cert. of Birth No Occupation Sex Date of Birth
¥ BHAET Bm8/IHATHES  BeE PRI HiAE HEA
Cht
Parents a MEQFzZQO__MHA _DH ___Yré
a MBEQFZOQ __MH __DH ___Yrf
FCfESCRE
Parents-in-law Q MEQFZOQ__MHF _ _DH __ Yrif
a MBEQFzZO__MH __ _DH __ Yr&

C. Monthly Premium Table @ H{#&%:
Please tick the appropriate box for cover(s) / Protection required :5jiA PR B (RE T 2 HHEIN(G)

Monthly Premium (MOP) & B{R & (GRFI %)

Plan A No. of people Plan B No. of people
5TEl A A 5TEl B N
Q $112 X Q $204 X
Total Monthly Premium & H%{#% : | MOP $

»  Staff (Insured) must join the “VEB” first before his/her parent(s) and/or parent(s)-in-law to join in.

1EG(RRN) TR T 1ES EERIESTE] ) - B if 20t a1 %) -

»  The entry age of Senior Care Protection Plan is 45-75 and policy will renew up to age 85. Benefit will be reduced by 50% for any senior aged 81.

FEERESE | TRIRAFEE R45 - To5% - (IR E 2855 11 » W2 IR EREFHIESLEL - HARRETRE & - -

»  Premium remains unchanged.

[REERE R 5 -

Please read and sign the Declaration & Authorization and Payment Method Form on the page overleaf
5B SR B I SRR B S N 9 AR



Declaration & Authorization Z4] 7/

Applicant’'s Declaration:

1. I/We agree that AlG Insurance Hong Kong Limited (Macau Branch) (hereinafter called “the Company”), reserves its right to accept or reject
my/our application for an insurance. If my/our application is accepted and approved by the Company, the policy/policies will become effective.

2. I/We agree that this Application Form shall be the basis of the insurance contract(s) between myself/ourselves and the Company. I/We declare
that the information provided in this application is true, correct and complete to the best of my/our knowledge and belief.

3. I/We agree that the statements in the Application Form shall form part of this application, and shall be the basis for the underwriting thereof. I/'We
understand that if there is any change of the information provided herein by me/us, I/we shall inform the Company of the same immediately. Any
failure of disclosure of the change may affect the acceptance and assessment of or invalidate the insurance you require.

4. |/\We agree that if there is any inaccurate or misleading information provided in this application, the Company has the right to reject all claims and
treat any insurance issued void from inception.

5. In the event of differences between the English and Chinese version of this Application Form, the English version shall prevalil. It is also
understood that the insurance policy/policies relevant to this Application Form is/are issued in English only and will be binding upon this
application being accepted and approved by the Company.

6. I/We DECLARE and AGREE that any personal data and other information relating to me/us or my/our policy(ies) contained in this application or
collected, obtained, complied or held by the Company by any means from time to time may be used, maintained, processed, stored, transferred,
disclosed and/or shared by the Company for the purposes of processing, administering, implementing and effecting the requests or transactions
contemplated in this application or any other applications made by me/us from time to time, promoting or providing subsequent or other services
or products to me/us, direct marketing, data matching and/or communicating with me/us. I/We further DECLARE and AGREE that the Company
may transfer, disclose, grant access of or share such personal data and other information to or with individuals, entities and/or organizations
associated with the Company and/or to or with third parties (including, without limitation, reinsurance companies, claims investigation
companies, industry associations or federations, fund management companies, financial institutions, or service providers) selected by the
Company, in each case whether within or outside of Macau, for any of the aforesaid purposes and/or for the purposes of providing
administrative, data processing, data maintenance or storage, telecommunications, computer, payment or other services to the Company in
connection with the operation of its business. I/We understand that I/we have the right to obtain access to and to request correction of my/our
personal data held or controlled by the Company. Such request can be made to Data Privacy Officer at Unit 506, 5/F, AIA Tower, No. 251A-301,
Avenida Comercial de Macau. If I/We do not wish to receive marketing information or materials, I/We will send an opt-out notice to the Company,
in which case my/our personal data and other information would be included in a centralized customer opt-out list that may be shared amongst
the Company’s associated partners for reference.

[N L
L AN AAFFAERERBEEARATCRFI AT @B “HAT" ) - (RE— B RS 2 R > M0 5 — SRR A% - frlE
TLEIARY -

2. BN AL FEEBHIRRE RN | BAF SR A TETI RSN 2R - BN/ RATRIEA L RRE AR 2 & BAN /AL
BTN S P IEREERE ~ SeBE M e -

3. AN I ALFFB IR NESINE > R R AARFEZ 800 IR EAFIERZIRE - AN [ AL EER IR AR Y
BERAEMES AN ARAFHLIEMENE - EARA TR EDS MRS IE A SHEERZ AR R P B R A TR E AN /
RATNTABE » EEIUHEE] -

4 BN | AN FF BRI OREAS S HA A B RO B A MBS B A E AR 2R - AT HIA RS FHEE - iR
2R H AR -

5. RN | AN FFEEAASIZ PoGEARER LTI T - —DSSIRR B2 - AR RS R - NG LIS - MRERR IR
OREISE Ry B AN F AN S B AR5 -

6. AN | AAFHELFEREATAER - (RS  RE - (57 - 85 BEER | SSHEATIPTEE - R BRI R BRI SR AT e
MRRHUS Z EFAEA /R AFEENEREEAMARAN / RATNRENER - AFRE  EE  BERETEL PR EEN /&
DFEIEEMEA R R H Z 20K - R/ r SR IR S IR S S T AR [ AT RS - EORMZ IR [ SRE AN [ AL
ZHR - AN AN AN E R B A W [ B AN E A BRI SORIN AL ~ [BIEG R/E R K | SRS S = (BRI PRI AR
b RRHEER A N E] » ARIRT R S [ B RS EHAE - SRSESERICAERIIRE Z AT B - B - RIS AN [ AAEZ
BASHEAER  REL LA AR R | SREAFEREFEZR - QTR - BREE - ERORTEET - maR - 1 (IR - &
NARANFHEEIRN | RAFAREAEAFER KA ESE AT EEIAN | AAFAIIEAE R « ARIIH S EeRR TR RS
BS2STAZE 3015 AR S S 00 = (B A AERME T B < EARN | AAFFRREIEAFTHEERRETY > R | AAFGHHEREMELS
&) o AN/ AAERIEASEA B R S EN B AT Z TR EHERIERGEE P2 E AR AT AR AL 2% -

Insured Signature (R A\ 25 & Date HHA:

© AIG All rights reserved.
© AIG W #FiHE.




PAYMENT METHOD FORM
REZ AR

PAYMENT METHOD FORM REXf175%

Please choose the payment method either by Credit Card or by Autopay for monthly payment. (Autopay is only Available to Account Holder of OCBC Wing Hang Bank Limited or Banco Nacional Ultramarino.)
FHEELEAERRTEBERTERARE - (RITABBERFERMNK T RITEATEFRITER

By Credit Card 1S FFE {5k
Charge my monthly premium to Z&7E LU AY1E FAMEERSEBR B B FE (Tick one box only

[ Visa Card @

FHP—IR) :
[ Master Card

|/We hereby authorize AIG Insurance Hong Kong Limited (Macau Branch) to charge my/our credit card account below for all payment(s) of this policy including that/those related to its renewal(s).

AANBEEREETRRELBEIRAR CRFIMT)  BHANBETINERBFOR - IREMARENER - SEHRRZERER -

Credit card No. 15 FME55AS :

Expiry Date BIHERZE :

MM A

YY&E

Name on Credit card #iE AR :

Cardholder’s Signature 355 A28 :

DIRECT DEBIT AUTHORIZATION B {FEhisigE

Please complete and return this form to the party to be credited. K IEB WA LIREETHENFZ—F

Name of party to be credited (The Beneficiary)
Wk —73(Z#A) AlG Insurance Hong Kong Limited (Macau Branch)

Bank Name

178  OCBC Wing Hang Bank Limited

Account No. to be credited

IR 2 BT 780199-001

Authorization Agreement Form With Creditor {5k%4£[F]

==

=1

|/We hereby authorise my/our below named Bank of effect transfers from my/our account to that of the above named beneficiary in accordance with such instructions as my/our Bank may receive from the beneficiary

from time to time.

|/We agree that my/our Bank shall not be obliged to ascertain whether or not notice of any such transfer has been given to me/us.

|/We jointly and severally accept full responsibility for any overdraft (or increase in existing overdraft) on my/our account which may arise as a result of any such transfer(s).

|/We agree that should there be insufficient funds in my/our bank account to meet any transfer hereby authorised, my/our Bank shall be entitled, in its discretion, not to affect such transfer in which event the bank may

the usual charge and that it may cancel this authorization at any time on one week’s written notice.

This authorisation shall have effect until further notice.

|/We agree that any notice of cancellation or variation of this authorization which |/We may give to my/our bank shall be given at least seven working days prior to the date on which such cancellation/variation is to take

effect.

|/we agree that if this authorization form is not directly sent to my/our bank, |/We agree to take all legal or/and economic responsibilities caused by disclosing the details of the said form to any other third party. Under

on circumstances my/our bank shall be responsible.

KA/ BEREEAN ) BEFZUTRIT - IRBIBATERETAN / BFZRITZIET)BAN / BZIRFREERT EAREA -
AN/ BERBARN / BEZRITHRERERSFHREBNEDEZTEAN/ ES -
NRZEWRMLAN / BEZRFHBEX (HLRZEZEM) » AA / BEREARARZHFESBEE -
AN/ BERBNFAN | BEZIRF LB ENTIATZEREER - AN/ EEZRITART TEER - BRITAIBEUER 2% @ W rIfErll— S & a2 BUHAIRES -
NREERERENERTEMBL -
TN/ BERE AN/ BEIUEHERAREE 2 EMEBHN @ ARECH / EREMBRL CELERZAFEAN / BEZRIT -
AN/ BERBNMENAFHRELIFERTFAAN / BEZRTLUBARHE LB BB FE=E - BRI R ZEMERNAMSETERAN / BEREMREN / BEZRTES -

My / Our Bank Name and Branch . . My/Our Account No.
FNBELRTRAT LA OCBC Wing Hang Bank Limited FNBLEEFEE

My/Our Name as recorded on Statement/Passbook

KRN BESEREE AT L2 218

My/Our Signature(s)
POFBAER

My/Our Address as recorded on Statement / Passbook
ANBEEFEE 7 LAtz 2 st

Name of Insured Certificate Number Date
WIRAZIER {RESSRES =p:c)

For Bank Use Only Signature Verified
LUFHERITIEE

Note PffZE :

Please ensure that you sign the form in the usual way that you would sign on your Bank Account.

AR EFELREERZES  RRTIRFAEETEAER -




PAYMENT METHOD FORM
REZ AR

PAYMENT METHOD FORM R &% 1757%

.

AEELERSRTEBBIRS B R RE - GR1TEBBERABAIKT RITHUAEFRITER)

DIRECT DEBIT AUTHORIZATION EiE{ftEriFigEE

Please complete and return this form to the party to be credited. B RIAE W HS LIRS T2 —7

Please choose the payment method either by Credit Card or by Autopay for monthly payment. (Autopay is only Available to Account Holder of Banco Weng Hang, S.A. or Banco Nacional Ultramarino.)

Name of party to be credited (The Beneficiary)
Wtz —7 %A AlG Insurance Hong Kong Limited (Macau Branch)

Bank Name

SRITRIE

Account No. to be credited

Banco Nacional Ultramarino KR BR B 2 3RS 9008957-312

Authorization Agreement Form With Creditor {15 iREREE

|/We hereby authorise my/our below named Bank of effect transfers from my/our account to that of the above named beneficiary in accordance with such instructions as my/our Bank may receive from the beneficiary

from time to time.

1/We agree that my/our Bank shall not be obliged to ascertain whether or not notice of any such transfer has been given to me/us.

1/We jointly and severally accept full responsibility for any overdraft (or increase in existing overdraft) on my/our account which may arise as a result of any such transfer(s).

|/We agree that should there be insufficient funds in my/our bank account to meet any transfer hereby authorised, my/our Bank shall be entitled, in its discretion, not to affect such transfer in which event the bank may

the usual charge and that it may cancel this authorization at any time on one week’s written notice.

This authorisation shall have effect until further notice.

1I/We agree that any notice of cancellation or variation of this authorization which I/We may give to my/our bank shall be given at least seven working days prior to the date on which such cancellation/variation is to take

effect.

|/we agree that if this authorization form is not directly sent to my/our bank, 1/We agree to take all legal or/and economic responsibilities caused by disclosing the details of the said form to any other third party. Under

on circumstances my/our bank shall be responsible.

TN BERBMERN | BEZUTRIT - RESBATHRTAAN | BEZRITZETBFAN | BZRFAERT LRREA -

TN BERBAN | BEZBRITBRERREERENELT SR TAAN BS -

NRZEERMLAN | BEZRFHREX(SREFEIIEM) - A | EEREHRRZ R RERIEE -
KA BFERBMAAN | BEZIRPUEENFIAZIZEREER - AN/ BEZRITERTTEIR - ARTAWAER ZINE - WAk L —SMEEE VA RES -

FIREERERENERTBAAL

TN BERE AN | BEIUEHERAREE ZEMEN - ARIVE | BERAMBRO CETERZAITAA | BEZRIT -
FA | BERBNERAREZNIFERSTTFAN | BEZRITURARHEE LB EHNRBETE=E - MBS EZEMERREMIEERERIA | BERIBHMELN | BEZRTES -

My / Our Bank Name and Branch . .
B RN 21 Banco Nacional Ultramarino

My/Our Account No.
ANEBZERFRE

My/Our Name as recorded on Statement/Passbook

My/Our Signature(s)

ANEEEHEE {78 LArfcit 2 B8 POFBEAES

My/Our Address as recorded on Statement / Passbook

ANIEEEHEE /1718 L ATfCiR 2 st

Name of Insured Certificate Number Date
WIRAZLER {REESRAS =t

For Bank Use Only Signature Verified
LT ERRITIEE

Note [fizE :

Please ensure that you sign the form in the usual way that you would sign on your Bank Account.

BRI BFELREENCES  BRTIRFAEETEMER -

© AIG All rights reserved
© AIG hi#rTE
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