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Rb - M B Application for the Change of
Cigna & CMB High-end Medical Insurance Contract

G%

wrarss poioyNo. | | [ [ [ [[[][]]]

(ERESFHECKEEERKEESHER, RIFRLABEAESEINEL “ V7 RKR. )
(Please print and complete with a black ink pen and tick all relevant options with “v*)

A%
Category A

L]A1 ZTEEE R EE Change of Contact Data

TEXIR Change of object: O AR A Policy holder O #{RFEA The Insured (8% Name: )

@Rt .

Full mailing address: P.C: m
FERIE DREIE FH =t B F LA

Home Tel: Office Tel: Mobile: Fax: Email address:

[JA2 EIF4 A{E2 Correction of Personal Information

TEIKR Change of object: O &IRA Policy holder O #f®Rk2A The Insured (¥ Name: )
#Z HERE

Name: Date of birth (YYYY/MM/DD): F B H

E /X

Country/Region: Of[E|AJ#th Mainland China OXE Others:

MEfF LAY

Type of certificate: OFHIE IDcard  O3RFE Passport  OEAME4 Others :
IS5

certificateNumber:[ | [ [ [ [ [T TTTITTTTI11]] MBS, BRGFOESER
SEAS R To correct name,please provide the new signature:

Expire Date(YYYY/MM/DD): F B H O KH#A Permanent
HEMEEEENASR

Other information to be corrected:

[ A3 TELHEAZEH ST Change of payment method
O FE&h#%MK Bank transfer O $R17HUL Bank collection ({XFRER{RZEIE Only BA channel)
O BEnhi0Fk Direct debit (ERIFIEE A4 Need to fill A4 at the same time)

[ A4 TERITUHS Change of Bank Account

&8 Debitcard O {SAk Creditcard {SFH-EZI#AH Expire date (YYYY/MM/DD): £ A H
WSFREAKE BRERITIKS
Account Name: Account Number: ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘
FRRIT fR1T *17
Bank Name: Bank Branch

Mt Ffi 8 A7 EBA Declaration of account owner:

AR ERRIT B P ARASIEIRILFAE . A ATEMIRAIRTT M A _EIRIRTT B eIk R B0 S 8. LU S R G154 R
RIEBZMATHEEKF A, RASRIT LR NFITATERI

| hereby certify that the above bank account is legally and independently owed by myself. | hereby authorize the bank to debit from my bank
account above and transfer initial, following and renewal premiums directly to the designated account of your company. | have no objection in
regarding the above deductions.

(] AS #RRIEEF/E AR (BT WRENHRREESFRHER, WERAREE.)

Reissue of policy/other documents (Tip: If we reissue the policy contract or premium invoice, the original documents shall be deemed to be invalid.)

O 1RBE&TE Policy Contract £ 5k Membership Card  (#1RFAEE Name of the insured: )
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[ A6 BERFA CEE : TERRABRAMESAL A3 AMITURER R AWK R EEMETEKS,)
Change of policy holder (Note: To change policy holder,please provide the contact data and bank account for policy holder in section A1, A3and A4.)
MRRASER S5RFEMAXRR
Name of new policy holder: Relation with the insured:
435! HAERHA
Gender: OB Male OZFemale  Date of birth (YYYY/MM/DD): F B B
EEE /X
Country/Region: O FEMRM Mainland China O EAth Others:
JEfFER
IDType: O BUHEIDcard OFER Passport O HMIEM Others:
IS
Certficate Numper:| | | [ [ [ [ [ [ [[[[][[[]]
IEHEREAMR
Expire Date (YYYY/MM/DD): F B B O KHi Permanent
TRRM/FR FIIN
Company/School: Annual income(RMB): Vb
Tk BRMU RBRE
Trade: Title: Description of title:
#ri%{R AEEA Declaration of policy holder:
RRABEMNRREAINETRIEZARNEEIT T REANXS, HWRIEFE RIDHAIE. RERRER. RIEE. R, ELHIETRIRERINEE
FREFEREBRREET TRRRANS, ERANB R A EIRER, HERET,
Your company has fulfilled the duty of explaining the product provisions, especially the policy benefits, period of cover, exclusions, deductible,

deductible rate, proportion of payment, policy cancellation, free look period, waiting period, and claims etc. | have read and understood the
above contents and hereby consent to comply.

%R AZE R Signature of new policy holder:
(RERBIBIENEEEFEERTMNE R This signature will be retained as a specimen signature with us)

[ A7 ZEZH Change of signature

ZEITR Change of object: O IR A Policy holder O #{®Ri2 A The Insured (% Name: )
T EFRE Reason for change: O F& K&K Change of signature style HERRADIE New signature:
O HAthJR=F Others:
B
Category B

[ B1 FmERRMEA CEE IEMNRREA T B AER &HRREM o)

Adding an insured person (Note: When the insured is to be added,a new Health Declaration must be submitted at the same time.)
FTIEERA Reason for adding: O H4 Birth O 4548 Marriage
MRRA R 58RRAXER

Name of the new insured: Relation with the policy holder:

431 HAERH 55 K&
Gender: O 2 Male O % Female Date of birth (YYYY/MM/DD): F A H Height: CM  Weight: Kg

EEE /X B

Country/Region: O HERM Mainland China O Hfth Others: Country of residence: O F[EAH# Mainland China
JEfFSEEY

ID Type: O SHEID card O3PFER Passport O EMIEf Others:
IS

Certificate Number:| | | [ [ [ [ [ [ [[ [ [[[[[]]

IEHERUAR
Expire Date(YYYY/MM/DD): F B H O KA Permanent

TERAL/FR FUAN
Company/School: Annual income(RMB): Vaban
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7k R RENAE
Trade: Title: Description of title:

R B INZEEY Social Security Status and Participate Type:
O F411R No Social Security Insurance
O BER- UK RE NS 0741+ § Have Social Security-Participate in this policy as a social security status

O BHR-RULRB B84t Have Social Security Insurance; Participate in the plan as a non social social security insurance member

[] B2 R\ # 1R ARemoving an insured person
B/VIREA Reason for removing: O &ttt Death O B Divorce

MRS IS
Name of the insured: CertificateNumber:‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘

(] B3 TEIRISEMRERIE = LIRS X FHR IR R B 8B 32 4R AR A B S 2 BR S 20 o)
Change of plan or area of cover(Note: If the plan or area of cover to be upgraded , a new Health Declaration for the insured must be
submmitted at the same time)
Rt
Original plan:
TER
Change to:

(] B4 TEHE(CEI R IEIMRERENFIDERREANRIFTRRERB.)
Change of benefit(Note: If the optional benefits is to be updated , a new Health Declaration for the insured must be submmitted at the same time)
Rt
Original plan:
TEH
Change to:

(] B5 TEGRIEE . B fa Lk, BREA O = /D el En. B 7 LBl FRELZ R IS R R A ST R E R o)
Change of deductible(Note: When the deductible/execss/limit is to be reduced or removed,a new Health Declaration for the insured must be
submitted at the same time.)
Rt
Original plan:
TER
Change to:

C%
Category C

[] Z Efth Others:

PTAEBER

Personal Information Authorization

1. FABRRHAERBEEEAFREERQE U TER BEEE) MITIL BITREREE, RE~ SRS, URABITEEXS, KAERR
ABREARZZANPTAER UTEMPDAER) A ARAFRENEMEENAER, FAFRINEIUGHERX AL
| acknowledge and authorize Cigna & CMB Life Insurance Company Limited (hereinafter referred to as "Cigna & CMB") to process the personal
information of the policyholder, the insured person and the beneficiary (hereinafter collectively referred to as "personal information") for the
purpose of concluding and performing insurance contracts, providing products and services, and fulfilling legal obligations. With respect to the
personal information of other subjects provided by me, | confirm that | have obtained authorization from these subjects.

FAREBHEN, MITUMBTRIEER, REZR G2 EE. EPRSEEN, BEEETREENE. BT E. U REMB A AREE=T
AENMEE RER AN AER.

| agree and authorize Cigna & CMB to inquire and collect my personal information from credit reporting agencies, medical institutions and other
third-party cooperative institutions for the purpose of concluding and performing insurance contracts, and providing underwriting, preservation,
claim settlement, customer service, etc.

3. FARBHEN, BEEETR R ARMBHLURRE ERAEE R WEN D AERRHBAXKAT, U REMARMARS BN E =S S
(UNEEREE QT BT BRIEATF) .
| agree and authorize Cigna & CMB to provide the personal information provided by me, or inquired and collected in accordance with the above
agreement to the affiliated companies of Cigna & CMB and other third-party cooperative institutions (such as health management companies,
medical institutions, reinsurance companies, etc.) necessary for the provision of services.

4, FABBHER, WBRITEEXS, BEEETENAGEERELRENX FEARRIT. PERRESMNERENGS EENMHEIEENE=
FRBEITI S R ASEEXNEER,
| agree and authorize Cigna & CMB to provide the personal information to the judicial authorities, the People's Bank of China, China Banking and

Insurance Regulatory Commission and its dispatched agencies and other regulatory authorities, or third parties designated by former regulatory
authorities, insurance industry associations, trade associations and other relevant organizations for the purpose of fulfilling legal obligations.
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5. ZAREBHEN, TR S FIEREL ST A LS, BEEE KEABRERS B AEEN SR AT R A AR HERIC™ o EBRS X
HtEZ P IRSS, IhRESEREUED TS,
| agree and authorize Cigna & CMB, its affiliated companies and partners who shall be necessarily entrusted to offer me such services as
insurance products recommendation, claim settlement and other customer services, including market research and information data analysis,
during, before and after the term of insurance contract.

6. AAKBEHER, TABEESEIEER M5 BE R BRI BRSNS MEHER UREYIRG BT R ERKPERBIAER, 1Z
EEERBBEENTIL BTARANRERS NS, BRBEEEN T AEENAESXNSEWE. FE EH. NI RE MRS B
&R B EERALBER,
| acknowledge and agree that personal information including name, gender, nationality, occupation, address, contact information and ID card
information, as well as sensitive personal information such as biometric characteristics, medical health and financial accounts, are required for
Cigna & CMB to conclude and perform contracts and provide services. | further agree that Cigna & CMB can process personal information by
collection, storage, use, processing, transmission, provision and deletion, and that its privacy policy is applicable.

7. AR, EREEENENBELT, AN AERIBEEENEFR. BIE MR BEREN EATELRFFE5RITIL BITRIRERKR
RSEFRSAEE, A S5BBEERITEEXSHEAR,
| acknowledge that | have the legal right to access, correct, delete and withdraw my consent for the processing of my personal information in
accordance with the law. My exercise of the above rights will not be in violation of the purpose of concluding and performing insurance contracts
and obtaining customer services, nor will it be in conflict with Cigna & CMB's performance of legal obligations.

$%3132 Special Notes:

1. BEEHEFERTEATAGERIP, HFREABHREBERIPOIAGE, QERIAIREIE MBEIE. REAE SHEXNEHARAEEREDNES

o MIBREEBIINERFIE P ISR, IR BBREEERRAL[400-820- 75531 I BEZEREZHNWKA  ZEREMMAGE R &
KA FRIRIEIT AR M AE R ANBIRIET . — B EIZER, RN EERF M, Ea B 5% R.
Cigna & CMB attaches great importance to the protection of personal information and will do its best to protect clients' personal information
reasonably by means of authority management, encryption management, restricted access, signing of confidentiality agreements with relevant
institutions or personnel, etc. If you do not agree with the terms or part of terms of this Authorization Letter, you can call Cigna & CMB's customer
service hotline [400-820-7553] to make amendments. Please keep your account, password and other personal information properly. The
operation under your account will be regarded as your operation. If you disclose any information that may adversely affect you, you can contact
Cigna & CMB immediately.

2. BEGEEENRREANE BRIP MR ERE A AT HLAE S HIRREN, B EIP AMFARIRAENBER, FHF AR,
Cigna & CMB also attaches great importance to the protection of minors' information. If the insured person is a minor under the age of 14, the
guardian shall carefully read the terms of this Authorization Letter before making authorization.

3 BRAEYIRS EF RE. SRKFEEEETHRRMAGE, BBTEFIIRR,
For sensitive personal information such as your biometric characteristics, medical health, financial accounts, etc., your special consent is
required.

4 MAREIT RS KIRINETTBRSS  RRBUERSF BN, BEEER BT ERRSARIINEFRHESENDAGR, RIFEFIE .
Cigna & CMB will provide your personal information to the overseas entities to perform above-mentioned services if your insurance plan involves
overseas medical services, emergency treatment, etc., please give your consent specially.

5. BEEE A AEERMEITRAFARER, T EM (www.cignacmb.com) APPAHEH, B KRATER,
Cigna & CMB may revise its privacy policy in due course and publish updates through its official website (www.cignacmb.com) and APP, please
check such revisions in time.

IR AFER
Declaration of policy holder

RAZFHARRSHINFRIESTIATABTHEE, 52 B XNERIITE, BIXIR, FHEAAFZERZH,
| have read the application form carefuly and acknowledge that all contents completed herein are true, and all related materials hereto are
complete,true and correct and provided by myself.

KABHRARBFHMLMERAFEESHIN, BNRMBENEESHIAZ R A RBIUEREN, BEEMBURQATHEX4REETEE
MHEE.

| have been aware that this Application must be certified by my own handwritten signature, and | am also aware that the change of this Application
shall take effect after you agree to approve it and that the effective date of the change is subject to the date on the

NS, HRFETRIFARFHIG, ARSNGB EFHEENITE AARAIGEERRT [ REXKIFHLKFEETENLIK, TEEHTHE
FTRELFNEFFAZTENITE,; ERSURMZOIT I RIS, ERRTURD S DN EFITENITE,

| have been aware that once | submit request to upgrade my plan, the waiting period (including the maternity waiting period) will recalculate for the
upgrade part, the detailed examples include but not limited to the following: uograde the covered area from Worldwide excluding USA to Worldwide,
remove or decrease the deductible for the core plan.

BRAESR: WIRPEAN R FRIEHHEA: F A =]
Signature of policy holder Signature of the insured Date of application (YYYY/MM/DD)

AR U EEREGTHRRRATAREER, B5BFETAQRANEEHE—H . ERREANRBEEN, AEEEBIPFAES,

Note: The above "Signature of policy holder" must be the handwritten signature of the policy holder and consistent with the signature specimen kept

at the Company. If the insured is a minor, his/her legal guardian shall sign the application on and for behalf of him/her.
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