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AR 24 FR/ Policyholder's Name:
PREAERT H H/ Policy effective date :

WA 549 /Certificate NO. -

GBI | BRBALZRALNI M H i

Group Medical Insurance Change Application Form O N c I ﬁﬁ LE 1% Bﬁ

*00000000000000*

PRE-SA5/Policy NO. :
_@H,%qm*@’fﬁﬁgﬁ/()rganization Code:

AR ERE N 5T AL:L4 /Name of Legal Representative : UEAF2S A /Certificate Type :

WA R /Expiry Date of Certificate :
F W HSHLANAAS . AL ERERN 5T AN SRR IE-5405 | b A R0 )

(For application of premium refund or application handled by the authorized/entrusted party, please fill in the policyholder's organization code and Legal

representative's name, certificate type and expiry date)

7~ A&7/ Important Information -

I, IEHANERSETFEERIFEI AR ‘0" & “O7 W] V7 , FHFEEMXAE, MEEENSABEY

For items you apply, please mark "\/" in

please leave 1t blank.

"[I" and "O" and provide the information requested with your pen or gel-ink pen. For other irrelevant items,

2. NYEP ISR, IRTEREIHE 12 HHIE B EINw A FERE 4 .

For your benefit, please do not sign or stamp in blank forms.

5T ERNAFIENTR/ Please fill the changed content in the table below
AR AL TR

Company Name

HK 2R
Company Address
LA N Y] A IN YS!
Name of Manager Name of Legal Representative
Ve g Mkais
A KT e
Change Policyholder Nature of Company Industry Type
Information ‘ ‘
BAER R A HK 2R HL T
Contact Person Telephone
1 TEAZL ZHZEH A
Number of Employees Organization Code
B Sh Bt g5 Eic kol
Business License 1D Taxation Registration 1D
T HE HEM MRS A, 3£ A, #OREABI4HHEILEr HE .
AR A Add persons, effective from the applying date. The details of the insured are in the appendix.
gl P M T IR A A ] R R R R IR )y T3

Add Insured Persons

Declaration: The policyholder acknowledges that the change can only be effective under conditions that the application has

been approved by the insurer and the premium has been received by the insurance company.

1 H I HE

Remove

S/ RN, e N, BORES AN BT AT R

persons, effective from the applying date. The details of the insured are in the appendix.

Remove Insured Persons

mLERRA R FEE AR AL A AR, WSRO A /A 7 L.

Declaration: The policyholder acknowledges that the change can only be eftfective under condition that the application has

been approved by the insurance company.

IR HEM@ER A G R . BIRIRA - 5
IR AR EE The policyholder applies to terminate the contract, eftective trom the applying date.
Policy—holder Terminates Termination reason:
the Contract s FENIE I, AGTEICR Ira gRE A B RBR RS HL

Declaration: The policyholder certifies that all the insured acknowledge the termination.

T

RN HIERNR . Az R N ZORB SR H S AT RN TE, JRA IREER .

AR ER

Reissue Policy

The policyholder applies to reissue the policy for reasons that

For all matters relevant with the insurance coverage, the new policy shall prevail. The original policy is void immediately.

KT

SRR N . A IE Iz RS Z RS B Ao R TR A0S, A TREG FEIE R

A&z RS S UE
Reissue Certificate
of Insurance

immediately.

We apply to reissue the certificate of insurance for reasons that

For all matters relevant with the insurance coverage, the new certificate shall apply. The original certificate of insurance 1s void
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TPAEfTF#h & T JRN BIFANR . A e IhZE R Z RS H S Lo TPA BT R FE, JRATPAER RIEE.
Reissue TPA Direct  We apply to reissue the TPA direct billing card for reasons that
Billing Card For all matters relevant with the isurance coverage, the new card shall apply. The original direct billing card is void immediately.

‘ G AR E N e ﬁ
BIRBLNAIIZIX e g e iU BT 2
Change Insured's
Personal Information

SHZMATE X PRSI R
Change Beneficiary  Please refer to the appendix for details.

Please refer to the appendix for details.

HAtaE s NI -

Other changes Description :
EREREE:
Bt NFFORBS AL A7 R 2 ] ZA/NGIE

ZFEAN EINEFEZFEN (ZFENUEAEH . , XERFENIEH-S

) TE £ A H=E A HIECEREZFEAIEARRIFBEHZ RS H, AR

U B U AL 15 | K AR 25 0 A FIEK
Letter of Authorization :
To: Branch, New China Life Insurance Company Ltd
We the policyholder, hereby authorize with ID type and number to act on our behalf

in all manners relating to group insurance change application. The insurance company is not responsible or liable for any possible legal dispute between

the two parties of the authorization.

This authorization is valid from (Y/M/D) to (Y/M/D).

ZFEANZE 2 (EE) /Signature(Stamp) of policyholder: 2+ A& 24 /Signature of authorized person:
BX Z HiE/Telephone: Bx Z &/ Telephone:

Z ¥ HH/ Date of authorize: 3£ HHA/ Date of entrusted:

ARAERA:

BB OFARRE L EZERIT, ARIFREFAFRMERER, (EARKKESRIFARES, SZEERIUAT AR HERHLEAH,
Z< 5 Bt Ko
MFrAlge IR BRRIAREIE , EFWIRANA: ORKZRE  ORMITICR (X))

Policyholder Declaration:

The policyholder certifies the application of changes. We acknowledge that the change application is an integral part of the insurance contract once the

application 1s approved by the insurance company. The decision on the application is shown in the remarks of insurance company.

The application form has pages of appendix.

For possible refund, we choose to receive it through: O Check O Bank transfer (to company only)

#E M R1T/ Transfer bank: $R1T1K-S/ Bank account:
¥R B2 Z/Policyholder Stamp: HiERT 8]/ Application date :

#wWRBAN/ZEAFH: (EAT x 7 E, SRESWSHNHIT)
EARRAFRHUEZFERE, ARIFHEENAMERER, (FARREESRIAMRERT, TELSRIUAFTAFHERRE A,

Policyholder/Insured Declaration:( only applies for items marked ¥, The execution of changes follows the insurance company's guidelines)

We the undersigned insured/beneficiaries certify the application of changes. We acknowledge that the change application is an integral part of the insur

—ance contract once the application is approved by the insurance company. The decision on the application is shown in the remarks of insurance company.

Fi5 A %7/ Applicant Signature: BX Z B 1%/ Telephone:
F &R IE]/ Application Date:

LT AR T ARIES/ The following section is to be completed by the insurance company
P REHGERTH#ELY., BiREDH):

Agent Declaration(Only applies for Termination or Coverage reduction items):

AR PR A R TR C AT P E R . HEWI SRS . B8l IR AT A ik, LA ESORESEA L

We Certify that the company's business license, organization code, taxation registration ID, legal representatives' ID information is checked. The inputs

are complete and true.

22l 55 5145441 Agent Signature : 4 (F3) NalEANSGE B4

MV 555/ Business number: Signature of Manager, in charge of corporate business in branches:
2% H HA/ Date of Signature : %% H HH/ Date of Signature

RIS, - IR % (] ;

Acceptance Signature: Opinion: Application handle date:

REERNLES - %L AT ] -

Name of reviewer: Review opinions: Review date:

ZIIN B gnt: 2 w555 RARHLTA

Agent Signature: Business number: Telephone: D-2508B
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