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Compulsory Professional Liability Insurance for Healthcare Providers Proposal Form

SR T AR A R A S I DL T R/ S BARA
Please read the following note before you complete the proposal. Natural Person

1. #ESE{E YOUR DUTY OF DISCLOSURE
EB R A EET IR &R B T AEEAERR A SHEA T G RR A FFE ] SRR - R/EHIE ey — Ui
TR - sCEHETHEZABNEE - B NMESR - e - EoEiiErE & i Re A S aFRIHEEE R B EE -
Before you enter into any contract of general insurance with an insurer, you have a duty to disclose to the insurer every matter
that you know, or could reasonably be expected to know, is relevant to the insurer’s decision whether to accept the risk of the
insurance and, if so, on what terms. You have the same duty to disclose those matters to the insurer before you renew, extend,
vary or reinstate a contract of general insurance.

BB E A EIELI TS A Your duty does not require disclosure of a matter:

o [RE{REEATESAE that diminishes the risk to be undertaken by the insurer;

o BB AIER that is of common knowledge;

o [REBEAFIEAA » BHEER H HEE T EZ 417 that your insurer knows or, in the ordinary course of his business, ought to
know;

o TUERmATIE R EE(THIEE as to which compliance with your duty is waived by the insurer.

7 B85 2T Non-disclosure

R NN ESFI R AT (R A B R R e E 2 R B e 1R fRbs& [E - If you fail to comply with your duty of disclosure, the
insurer may be entitled to reduce his liability under the contract in respect of a claim or may cancel the contract.

AR EBINIEET B frbg A B 0 E CRe A [E LA H HIZ%% - If your non-disclosure is fraudulent, the insurer may also
have the option of avoiding the contract from its beginning.

2. Z{EEHERE CLAIMS MADE POLICY
HHE R BT CR AV IERFIHE » 1E CRBE IR I P B n) 2R A BRIAR () R R [ A 2B RSP T A AT s B 5 | B R BRI 1B
LB T ST THIS (2 THREAED - AR T I REAICRR A ] - 3% @RI R E i sz PR AR A 2 PR & TR A
24, - THE TERMS AND CONDITIONS of a Claims Made Policy provide that, if a claim is made against you or any notice of an
intention to make a claim against you is received or circumstances come to your attention which are likely to cause a claim to be
made against you or which you should reasonable expect to cause a claim to be made against you during the term of the Policy
then you must immediately notify Underwriters thereof. This notification must be given during the term of the Policy for the Policy

to apply.

ARAS [BRE S TR R E 2 BFEEN - MR IR HE LAVEW H 2 1% KA RIORIESFHEE - B N AR a BT
T PRz EARR A e Pl 2 S RGP AR A B AT BE R AE BT N R ATRE S | EVRE I BB AR T SRR TR T AE S [ 2R I - LAl
HYB AL R N S B R (S MR & R P aE R (Rl 2 =] - The time of happening of the acts or circumstances which
give rise to a claim or possible claim is not of relevance provided they occur after the retroactive date stated on the Certificate of
Insurance and the relevant sum insured is adequate. Your obligation under the Policy is to communicate to Underwriters during
the term of the Policy a claim, notice of a possible claim or circumstance or act which comes to your attention and which may give
rise to a claim or which you should reasonably expect may give rise to a claim as soon as is reasonably possible after such is
made, received or has come to your attention.

ARk E EA R RAE R & E 2 FRFTE L Z TR E - 55 B4R AR E e BRI RIEHYE 2% - Upon expiry of
the Policy no further claims can be made thereunder and the need to maintain insurance or to arrange run off coverage is
essential.

3. mAFHERAI UTMOST GOOD FAITH
AP DA RS SR R R BB PRb N B Ko PR NI Rl A 25 5 HH B8 I8 T e A RS SR R R A OB Y (£ S5 3H - This
Insurance is a contract based on the utmost good faith requiring the Insurer(s) and the Proposer / Insured(s) to act towards each
other with the utmost good faith in respect of any matter arising in relation to this insurance.

(A B AR 1 gt s DI By - Chinese translation is for reference only. Please refer to English version for details.)
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BB RAEBSREERESRHRERARE (BRA)

Compulsory Professional Liability Insurance for Healthcare Providers Proposal Form (Natural Person)
(MU 18 B ELHE Claims Made Basis)

R RIEDIEIE LU AT R - RREZ B R AN - 55t A"

It is essential that all questions be answered fully. If the answer to any question is None, state “None”.

1 | R AL Full name of applicant:
I English: 137 Chinese:
eyl Address:
FEFEFE Email: Fra& FEEE Tel. no.:
2 B R A2 (N EamigEi4 2R ) Full name of Insured (Please submit ID copy and Name Card):
JL37 English: 17" Chinese:
R HE R {45 5% License No.: (&0t FhRiEEIZs Please submit License copy)
B BEEE A1) Professional title of the License: [EIEZIHA H Expiry date of License:
ELBPH SRR R A T B B B ZE# S Practice Specialty under Specialist Medical License in Macau
£ Practicing Address:
3 BN iMeT i B S-22 72 Where did you graduate:
a) FEREFEELIREZL Degree of designation obtained b) JEHVEZFEEFK H HA Date of designation obtained
(3BHf_EFIA) (Please submit copy)
4 BT B — b B2 4H 45 ¢ & ? Of what professional organizations are you a member?
5 a) CHEZ A 255 EUE RS E AR = 45 Es How long have you been practicing? Please state details of duties and responsibilities
of the medical Specialty serviced
b) FETER T —IE SR SE &l Which of the following medical professionals you are belonging to:
1) D]Efj%ﬁz Traditional Chinese Medicine Practitioner T Pharmacist
D]EFlfé,ﬂ%Eﬂi Pharmacist of Traditional Chinese Medicine D%%i Nurse
D]%i‘%{ EEBHT Clinical Laboratory Technician Dﬁﬁz%ﬁﬁfﬁ Radiographer
D]i%%(xﬁ’ﬁﬁﬁiﬁﬁ) Chiropractor (Non-procedure) D#@@;‘S%Eﬂﬁ Physical Therapist
[ ]2 45260 Occupational Therapist [J5E= &% Speech and Language Therapist
(e 8T Psychotherapist "2 AT Nutritionist
D]éﬂ% R iiBhPE Pharmaceutical Technical Assistant DEP%EFH Master of Traditional Chinese Medicine
[J$+5%Hf Acupuncturist % EEET Massage Therapist
[ 7128 odontologist (/2 s ek s e e, Gye Podiatric and Sports Medicine Therapist
(2) () [JEimkisedCRheT TR EsEL T ()3, (i), (3)() K i) General Practitioner (Non-procedure) excluding below (2)(ii), (iii), (3)(i) & (ii)
(i) BEEERERA(CRiEfTFin)EFELLT Specialist Physician (Non-procedure) consisting of below:
[]z&&22%5 Aesthetic Medicine [ &F} cardiology
D?Eﬁé@ﬂ Neurology [=5#} Gastroenterology
Dﬁﬁ?ﬁﬁﬂr Anesthesiology (5274 Pediatrics
[]&mEEeE25] Emergency Medicine [z =5 e2#] critical Care Medicine
[(JiRF} ophthalmology [t i6%80} Radiation Therapy
DE&Z@TE{%{%&%ﬂ Radiology and Imaging Df%%ﬁ*%ﬁ Nuclear Medicine
D/E;ﬁl](x T T FAlT)(FELL_E A1) Others (Non-procedure) excluding the above-mentioned:
(i) [JoF#i824: Dentist
(3) () i TFlTHIES 4 Surgeon
[)&7#} Gynaecology [JZE#} obstetrics
D%}’é%%ﬂ Plastic Surgery D?Hﬂﬁ'ﬁ%ﬂ%ff&iﬁﬁ Liposuction and Spine Surgery
(& #} orthopaedic [JeE#} ophthalmology
(i) CEe AT 4182 4= Other Surgeon (BEEEHFR] Medical Specialty: )
6 | FSERME TR (R SR EL/EA) EK Limit of Indemnity (per event/per year) required:
[] MOP500,000 [J mMoP1,000,000 [0 mopr2,000,000 [Jst4tr, others MOP,
T REEE (L SR 35K Amount of Deductible (per event) required: MOP
Ffg > A3 HHAEESK Effective date required:Fq From ___ Hdd __ H mm T yyyy (3 for 12 {[E#H months)({3HEE to be confirmed)
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a)

b)

BN 2 S 2 BT {E B s 14 RE ? Are you in the employ of any individual or firm? I:I%l: YES I:IE NO
B SRR T AR S R B A 4 K T/EREE If “YES”, please state the name of employer and job responsibility for
the last three years
HiEE Location:
PR ST A - BLEE 48 « BHE0AE (CE A ? Are you a Partner, Shareholder, [ YES [_]# NO
Manager or a Legal Representative of the Medical Institution?

A1 B AT B EE P AV B B SRR If “YES”, please state the Specialty of the Medical Institution

B E A po BE Y {45 5% Medical Institution License No.:
B2 LA 44 % Name of Medical Institution:
H®BE Location:

M N ESAEE 252 7? Do you own or operate a medical clinic? I:l%l: YES DE NO

=T SRR s EE ¥ H 1f “YES”, please advise how many registered nurses are employed
ZFTHIEE Location:

B A% A 4284 Total number of your patients

i)

737 —{# 3 A During the last 12 months » 9570 approximately divided between:
a) R General MeOICING %
D) R INternal MediCiNe %
c) 4l Surgery
i. BEEIZEZY Aesthetic Medicine____ % ii.g8 Ef4fH Organ Transplantation___ % iii.JLA Others %

d) #FFREHER] Gynaecology/Obstetrics %

€) YR CommuUNICAbIE DiSEaSE %
D) B R GONatiCS e %
0) BB PSYCNI At %
R) B ICHE Drug/AIConOl DePeNUeNCE - %
) A A ANy OtNer ClaSSES - %
_FalcEARS > Fi-+ —{& 3 A Within 12 months prior to the above period

{hiztR2k -+ —{E H N Estimate for ensuing 12 months

10

IS BT B A B s R R &2 Are you currently Insured against Medical Malpractice? []= ves [J&no
g a)E “E TS M AT S R I If the answer to a) is “NO”, has this practice ever |_Ji& YES [ NO
been insured?

Wl a)sk by “&" IRt FullEk! If the answer to a) or b) is “YES”, please provide following data

- [ZfE % Limit of Indemnity MOP
- RE%H Amount of Deductible MOP
- B A P ARER Last Annual Premium MOP
- [REE MG SRR o BRERE S R BEARFEEIHA H When lapsed or if current, the expiry date
- {Rbg 5144 5% Name of Insurer

11

a)

b)

A Y W ARG A SRS  HUN S REGE R AR SR  HEEERREE?  [J2ves [JaNo
Has any application for professional liability insurance in respect of the practice to be covered ever

been declined, cancelled or renewal refused?

B SEFEANEERA If “YES”, please explain
HE G IS B E5K? Have any special terms ever been imposed? [z ves [Jsno
B SEFEANEERA If “YES”, please explain

12

b)

B T A & T ARV R S i ¥ &R Ry B Re S 2 2 (B ? Have any known circumstances or
claims of medical malpractice ever been made against you? I:l = YES I:l§ NO

B HEIRRESESE A 1f“YES”, please provide details of each circumstance

P T A SR B BT (T 0 R B B S S8 T | B T pe ekt - i rssEe [ = ves[& No

B EEEIEE {£? Are you aware of any circumstances which may give rise to complaints or
claims against you for medical malpractice, whether you consider yourselves liable or not?

B HEIRELEEE 1f“YES, please give full details

1 B QK b)EFTR & E4E H B R EEE A Note: Coverage will be excluded for incident items mentioned in response to a) and b) above
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AN 2ERE I AR O PP 2 Pl B S P e B et © AR AJERAM 2 A SR IR (L (T B RS © A AR PIE R AR (R B E H A A BRI 2 B &Rl f
H & Orb G (R 2 AR R L —E0 0« R RIBRAGAT - BIERBR G AERRT (5 AAETABIIL SIS LRI EE - ARG ENEBAVRIRA » BB RE L LH KR
PRA R R A TR REZ 50T -
ANEMIIE K EE
ANFIA AR ORE N 2 BTy E e > ATIE Ry b R EE 2 AR -
AR ERANBIMERPVRRITEE NS - AR RIRE - AN RS R N Z PR R 2 -
ANEMEEREZ "SRRG RAENCERE R RIS | (RE EATSTAYFRRURARA] -
ANBEEE B RRATRAR ) (BRSO PRE— UV (RS BB fEF -
AN B DT RE R - BT AN R S PR A\ 2 PRI S (A6 T AR -

WrER{E A Eti a
ARHLAVERL - Rl IR ATR AT (AN RARIBREB AT » TR T2 EAY -
1 pBR R e R o B R AR A PRl FH 3
2. BITIGOREEAVTTEU AR R B PR BUARRRRYR TS
3. DFTEGEHE ~ R R AR AR
4. BRI PRER I A e e MR B R SR
5. (EELRIRARHAE S SRS - 25 - FUSSEH
6
7
8
9

arwnpE

FELL L A ARIHAE 1 5
AN ENTEALATALRE
HUEB Al A A R AR AR
ﬁﬁiﬁﬁg/ﬁfi ~ R~ AR ST RIS S IBUERYEDR SRR BRI SORS MUBUR - BEE A SCE TS BREERIRNEE CBIMREREHIER) i
ek -
ARG E]IR ] R R AR A E N\ BRAS T T 51E 5 (BFERP PR SRS
1 Bk EAlAR - RANERETEL « R ~ WA (R SRR ERB AT = (R ~ R b R AR (RS - SRR HOIER - REoRAR R HIERY - SEah iRy - EEF
FENRINRTS ~ B ARRHRB A & Wi e B IR %) ©

2. JRPREINE Y EREAT - B A S R B RERERT

3. BT JCGKEVE A FI SR A

4. REEHRBATREEERBAT

5. FRAFEIRFERL

6. AATEIEARER HEEBRR

7. (EfIERRBSUEIERGRY T e L -

8. %ﬁg Féi?’ggg ’ %E@ﬁfm?ﬁﬁ%@ﬂ%ﬁﬁﬁﬁ%ﬁﬁ%f’%ﬁ%ﬁﬁ’ﬂ&ﬂ » SRELRIEFETS A AT T N SR R B s A R s iR (o - DUERI(E( LAtsea Rl B rY
9. RMERET

10. JEBIEDR ST A Y BURIERE

AR AN TN A TATER G e g | (ORI ZE PR RO TP AR R S AR - IbAh » SRR - AAT A
FERERHEE R

AN FIBEE ISRV EORHE T SRR ELRR e - AN T el (EANEEHREE) WA EBRIHAAE « BARRRALTE A SR AT T HA A 1 > FELUHN BB
ey - REBAIA AT DUTHEAR R B I 2 SRR -

EATRH A 22 R e/ B TR B/ SR MU A R B R R i A BB ZOK - R/ sUECRA AT A % E A B R BRI A2 - JELIE R R A A TR R - i
HERy  APTRE A 398 SR TR E A -

VO NEVSE=REDEEY & SN DI EUN- G2 3

Declaration
I/We declare that the statements and particulars in this proposal are true and that I/We have not mis-stated or suppressed any material facts. I/We agree that this proposal together with any other information
supplied by me/us, shall form the basis of any Contract of Insurance affected thereon. I/We undertake to inform the Insurers of any material alteration to these facts occurring before completion of the Contract of
Insurance which is deemed to be 00:01 a.m. on the date inception. Signing this Proposal Form does nor bind the Insured or the Insurer to complete this insurance.
IT IS UNDERSTOOD AND AGREED :
1.  I/We declare that the information stated in this Proposal Form is true and complete and will form the basis of this insurance.
2. |/We declare that this Proposal Form is applied and signed at Macau Special Administrative Region, in case of fraud or factual misrepresentation, the cover for me/us and/or for the Insured Person(s)
may be invalidated.
3. I/We agree to accept all the terms and conditions of “Compulsory Professional Liability Insurance for Healthcare Providers” Policy.
4.  1/We agree “Luen Fung Hang Insurance Company Limited” (“Luen Fung Hang”) reserves the right to accept or decline my/our application.
5.  I/We understand that Luen Fung Hang’s liability for myself/ourselves and/or for the Insured Person(s) will only take effect provided that premium has been paid.

Personal Information Collection Statement
The information you provide to Luen Fung Hang Insurance Company Limited (“the Company") is collected to enable the Company to carry on insurance business and may be used for the purpose of:
processing and evaluating your insurance application and any future insurance application you may make;
administering your insurance policy and providing services in relation to your insurance policy;
analysis or investigating, processing and paying claims made under your insurance policy;
invoicing and collecting premiums and outstanding amounts from you;
any alterations, variations, cancellation or renewal of any insurance related product or service;
contacting you for any of the above purposes;
exercising any right of subrogation;
other ancillary purposes which are directly related to the above purposes; and
complying with applicable law, rules, regulations, codes of practice or guidelines or assisting with law enforcement purposes, investigations by policy or other government or regulatory authorities in
Macau or elsewhere; including but not limited to FATCA and the IGA.

OCXNOAA WD

The Company may disclose your personal data for the above purposes to the following classes of transferees who may be located in Macau or outside of Macau:

1. third party agents, contractors and advisors who provide administrative, communications, computer, payment, security or other services which assist us to carry out the above purposes (including
medical service providers, emergency assistance service providers, telemarketers, mailing houses, IT service providers and data processors);

in the event of a claim, loss adjudicators, claims investigators and medical advisors;

in the event of default, debt collectors and recovery agents;

insurance reference bureaus or credit reference bureaus;

reinsurers and reinsurance brokers;

the Company's legal and professional advisors;

any financial services provider “industry association or federation”;

any related company or any other company carrying on insurance or reinsurance related business or an intermediary or a claims or investigation or other service provider providing services relevant
to insurance business for any of the above or related purposes;

9. the Monetary Authority of Macao; and

10. government agencies and authorities as required or permitted by law.

PN~ WN

The Company is hereby authorized to obtain access to and/or to verify any of your data with the information collected by the “industry association or federation” from the insurance industry. Moreover, the
Company may also use and disclose your personal data otherwise with your consent.

Use of Personal Data in Direct Marketing
The Company intends to use the data subject’s data in direct marketing. The Company will comply with the provisions of the Personal Data Protection Act. If you do not wish the Company to use or
provide to other persons your data for use in direct marketing, you may exercise your opt-out right by notifying the Company.

The person to whom requests for access to data and/or correction of data and/or for information regarding policies and practices and kinds of data held and/or not to use data for direct marketing purpose
are to be addressed to the Underwriting Department of the Company at No.398 Alameda Dr. Carlos D’ Assumpgao, Edificio CNAC, 4° Andar, Macau.

ERHW (H/AMF) - / / R AZA
Dated this (dd/mm/yyyy) Signature of the Applicant:

(PL bR A s » DI B4 - Chinese translation is for reference only. Please refer to English version for details.)
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