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E-mail: info@luenfunghang.com

BRRBREHZBRERERTTRARBREARS

Compulsory Professional Liability Insurance for Healthcare Providers Proposal Form

Bbr / BRI

Hospitals / Medical Institutions

FHE T HEERARRE AR T RVANEE -

Please read the following note before you complete the proposal.

1. #FEEEME YOUR DUTY OF DISCLOSURE
TR A FETILRRETERT - B N AR RR A S EA TG ERR A TR i SRl « R/EGERRREI—UIE
TOHRE ~ SEHTHIEZ ARG R - BT EER - 8 - FUEkE R e RIS Re A T & AR AEEE R B ET -
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.

B EEREIELLTEE Your duty does not require disclosure of a matter :
o [REARRE /A FIARARAYES that diminishes the risk to be undertaken by the insurer;
o BN AIE that is of common knowledge;

o BEHATECAR  sVEER H %S T 17 that your insurer knows or, in the ordinary course of his business, ought to
know;

o EUEREHATIEN R I EE(THY4E as to which compliance with your duty is waived by the insurer.

[ 3 823 (T Non-disclosure

EE TN ESHHEE AT - IRB AT AR D PR & [F 2 B E ST EE LR & [ - If you fail to comply with your duty of disclosure,

the insurer may be entltled to reduce his liability under the contract in respect of a claim or may cancel the contract.
EEENL BB G TR > Rl A S AR E (R A R EELAE H B - If your non-disclosure is fraudulent, the insurer may

also have the option of avoiding the contract from its beginning.

2. Z{EFEHEAE CLAIMS MADE POLICY

TR E AR OR BRI E - TEORIR AR AT T BB T R E SRR RIE B BB T BT RE IR S (B ERTEN
LS T GERTENS [ZRET T RERYIED - IR T R BB AIORIR A E] - Rl VR sZ IR AR A 2 frbg & E A
$Ztt - 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.

ARSI ZRESTRERE Z RGN - DR BRSNS LB H 28 AR SEEE - BT ARRE HE@E&‘%
FEPRBEHARR A e frbge A SRR AT R E BT AR I B TR T RE S [ BCRE S s e T S BRI ATRE S (B RIE -

HY B FLVNVEIE B T etE s B R E S IR e AR/ 5] - 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.

Airbg G FER R ORI IRbg & FEI BT E N AR RE - FERER AR TR SR AR ERVE M < 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. o AE(=EEE] UTMOST GOOD FAITH
AOrb DA Kas (5 R R R 2L uiE > CrBg A B SR PR AT Orbi A% 0540 G35 MR ST B LA K 5kAE [ RIS A CR g BT S T -

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 ErsrssA s, —{DIFE B#E - Chinese translation is for reference only. Please refer to English version for details.)
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BRERBREEEBREEERTRIRBRAST BE/BEHE)

Compulsory Professional Liability Insurance for Healthcare Providers Proposal Form (Hospitals/Medical Institutions)
(LUZE B ELRE Claims Made Basis)

1. BEERERE > EEERESCIANERNAES "6, A, -
It is essential that all questions be answered fully. If the answer to any question is None, state “None”.
2. WERARORELR AR R R R A BT - S EREN A S E RN
If you have insufficient space to complete any of your answers, please continue on your headed paper.
3. KERLHAREBA  biRIEMEREN B ANEB AT H -
This form must be signed and dated by a Partner, Principal or Identified Officer of the Firm.
4. WIEEREA NG ARIREE G EE B M T - SR EE M T RIS EE AR R E R -
If you have a brochure about your firm’s operation(s), please forward a copy with this application.
5 WIEMAENER R TERA L Kih TEE, -

If the firm is a body corporate, “ Partners” is deemed to read “Directors”.

1 | () Ebr/smiEBEnes O FEm BEA )
Full name of Hospital/Medical Institution, etc.
(Hereinafter referred to as “The Proposer”)

(b) HFITHVEEEEFHIRFRA 2 A7
How long being operated by present management?
£/ H years/months

(€) MFIEE:MRSE (i LhnigEAx)

License No. (Please submit License copy)

R B EIHA H

Expiry date of License

FER B A

Professional title of the License

2 SNEHHE

Practicing Address(es)

Hres RS

Telephone no.

ETEFE
E-mail

3 RS PNEIAEY  INOELT = iR AL S0 5y Y 5d
B FEAR I AL

Name(s) of Owner(s) or Partners, and state details of
experience, specialist qualifications and medical service
experience

4| R RE S AR SRR ? [ J= YEs 5 NO
Is the Proposer maintained in whole, or in part, by public or
private funds or endowment?

5 | HfR ARSI S HRIOGUESE? [J= ves [J5No

Does the Proposer act as a Charitable Institution?

W R SEEIE RS AR A ot

If “YES”, please state percentage of full charity patients %

6 | BHR ARG RARIE ARSI AMEE LR 2 [ J= Yes FNO
HYEERRM AL A TS ?

Is the Proposer duly licensed in accordance with law to
practice at the address(es) specified in the answer to
Question 2 above?

217



i RS IR R A ZE 155 8]

Please give brief description of Proposer’s activities

IR A AAELL N RHE AL 73 EE

Please state approximate division of your patients between:

(@ EL@EF} General Medicine %
(b)  AF} Internal Medicine %
() A} Surgery
i. FZHNE] Plastic Surgery %
i. PEEFHE Organ Transplantation %
iii. At Others %
(d) #FFEHER] Gynaecology/Obstetrics %
(e) {#ZYE Communicable Disease %
(H  EFEBEER| Geriatrics %
(9) FEER} Psychiatric %
(hy  ZEYILIKS{#E Drug/Alcohol Dependence %
()  BEEESEZY Aesthetic Medicine %
()  {EAIHAREER] Any other classes %
SRR T R R E N 8 - At B RS Z &8 T. A% Number of employees e
2L R JE B T A Please state number of licensed SRS R

medical professional, other medical practitioner and non-
employees in each of the following classifications:

Licensed medical
professional

Other medical
practitioner

non-employees

(@  RiEfTFiT%E 4 Non-procedural Physicians:
@Rl ~ NR} General Medicine, Internal Medicine

i. H5HFR Psychiatric

ii. BEEAZEZR Aesthetic Medicine

ii. #+E& Chiropractor

iv. At Others

(b) %ﬂﬁi Surgeons
i. EIRAIM} Plastic Surgery

i. &5} Orthopaedic

iii. fhPEFIEHET-T Liposuction and Spine Surgery

iv. AEF} Ophthalmology

v. EA Others

(c)  [HilEEET Anesthetists

(d)  EFR}E&4: Obstetricians

(e) IwFlE&4E: Gynecologists

()  ZFFIEE4: Dentists

() EEEMNFEHERYTE Lab/Path Technicians

(h)  ZERER Pharmacists

(i) S#EFH A B Paramedics

(i)  BhE-+ Midwives

(k) ¥ {1 Registered Nurses:
i E' FEﬁ Day

i. 7% Night

()  ARHAEZEHEAL Undergraduate/Student Nurses
i. Hf# Day

i. 7% Night

S

(m) &= Enrolled Nurses
i. E' FEﬁ Day

i. 7% Night

(n) EAth (F5EEEH) Others (please specify):

4&=1 Total:
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10

RN A BT E TR 7 OB S E e B 2 O
UN=E= WS IR A RESTENE S

Does the Proposer have management procedures designed
to locate and remove from patient contact any Insured person
or employee infected by contagious disease?

R SR AN AT E AR R Z R N BB
B T8 A\ Rl

If “NO”, how the Proposer can avoid patient contact with
Insured person or employee infected by contagious disease?

[ ]z YES

[J&No

11

PR N2 A HERE AT A 18 (B AR AR 5 S R 15 O A B R
HAERBSEER R E (B2 BB AT EE) R
DR R RS/ AR R SRR
PREANAVE SRR ORI ?

Does the Proposer ensure that all medical practitioner with a
valid medical license (whether employed or visiting) who
provide medical services for, or use the facilities of the
Proposer are members of a recognized medical defense
union/association or protection society, or otherwise carry
their own medical malpractice liability insurance covers?

HE 0 FerAlE A
If “NO”, please give details:

FAR  FRRERBEEIRABERE - WENGFEE AT
TS A 20 B (O i 2 i 2R 2 ) AE A PR AN HYSE 5355
AT TARFR AL ORI - SRR At AR ORI 2 M0 A/ o B
A E  FIHEGRE AR - WA BEEE
& e BB 5 A B

Please note that this policy is designed to cover claims
made against the Proposer. If cover is also required for
claims made against registered medical practitioners or
dentists in Macau (whether employed or non-employed) for
work performed at the premises of the Proposer. Please
supply a list of all doctors/dentists for whom coverage is
required stating the Name, Date of Birth, Qualifications and
Practice of each doctor /dentist.

[[J= Yes

[J=nNo

12

R N AR LR A o LA ROt a2
Does the Proposer give radium therapy or other radio-active
treatment?

TR EERR AR e R R AR (it
If “YES”, please give details stating by whom treatment is
given.

[]= YES

[J=no

13

iR BB IR LD S8/ e IR/ B 0V aR IR - BiE
WA B » BeSMEiE SOER Fila?

Does the Proposer render treatment / services to provoke /
avoid gravidity / procreation, including operations to produce
sterility, in-vitro-fertilization and/or abortions?

& B serdER R E B A SR B R A A RAUaR
MR - RAEMBE 12 i A NE RN A B -

If “YES”, please give details stating whether visiting doctor or
employee render treatment / service and number of patients
treated in the last 12 months.

[J= ves

[ no
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14

R N AT AR E A GRS ?
Does the Proposer render treatment / services for weight
reduction?

R =R

H AR R A EHEEY) - RAEEE 12 (F
AWNEEZaRATHABE -

If “YES”, please give details stating whether drugs are used
and number of patients was treated in the last 12 months.

[J2Yes [Jsno

15

R AR S T A A R PR B

Does the Proposer undertake clinical trials of any kind?

R =R

i AR EAER A -
If “YES”, please give details:

[J=ves [JsnNo

16

EEECERSIZN 2 4=

Please state total number of beds maintained

5 Beds
R EI PR Bassinets/Cribs/Cots

17

BEHEE
e wn

E

H A2 F7 Are Clinics maintained?
SHE0HH If “YES”, please state:

i

(a) FEH Kind

[ ]= YeEs [ J&nNo

Whether free, part-pay or full-pay

(b)

[ J&#% Free []+:# Part-pay[ 4% Full-pay

(c) #(H Number of

i Z{EHVZATRE A  JBEEI TR
Employed Clinic Physicians, Therapist & Dentists

ii. Z{E&1 Employed Nurses

iii. EER-Z AT A Patients treated per year

iv. &% 12 {# A NEZ 6EY A Patients treated

in the last 12 months

18

EHERLEA

Estimated Gross Annual Income

19

RRAA SRR EMAE R ATEERE
HERE?

Has the Proposer any other Professional Indemnity, Medical
Malpractice or Public Liability Insurance?

Y AV

HORT 0 ERardEEA
If “YES”, please give details

R A

Name of Insurer

[J2YEs []&NO

i PRESHH(ERREREE)

Limit of Indemnity (per event/per year)

iii. B A eIEEEFTER)

Excess/Deductibles (per event)

iv. EHAH
Expiry Date

v. &ﬁ)\m@%ﬁ&ﬂﬁﬁﬁ NEIHCY > B IR TE
SBEOREUA B R R BRI B R B AT
%%Eﬁljz YRR

Has any Insurance Company ever cancelled, declined,
refused to renew or only accepted on special terms the
proposer’s Medical Practitioner Professional Indemnity,
Malpractice or Public Liability Insurance?

E T aRArAE A

If “YES”, please give details:

[ J#Yes [ J&nNo

5/7




vi. BRAA G OB R FRER Y R R B R i el
BRBTHALT ~ 155 ~ RIESETASIIRNAGE
B E RN AT AR B IR AR BV BB A?
Have any known Malpractice, or any complaint,
accusation, claims or suits for Malpractice or Negligence
been made against the Proposer or is the Proposer
aware of any circumstances which may result in any such
claims being made against the Proposer?

B AR
If “YES”, please give details:

[J&No

)= YES

i 0 AR v R vi TERTE S BT H RN S S ORI
A

Note: Coverage will be excluded for incident items mentioned in
response to v and vi above

20 | (a) SEfRBHEIRERGIT L rbg (R FF) =
3k
Limit of Indemnity (per event/per year) required:
() FEHEET B - HE AR
EUN O
Excluding western medicine or dentistry services,
according to the number of natural person
healthcare providers:
34ELLT  less than or equals to 3 MOP1,000,000[_JE:At others MOP
4#ETH Ato7 MOP1,750,000[ [Hft, others MOP
8#%£104% 81010 MOP2,500,000| [Hft, others MOP
11 45000 F more than or equals to 11 DMOP&SOO'OOOD/H‘W others MOP
(i) SRS ERS - B ANERRS R E
NEEs
Including western medicine or dentistry services,
according to the number of natural person
healthcare providers:
3L less than or equals to 3 MOP2,000,000| [EAftr others MOP
AZE T 4t07 MOP3,500,000( [EAftf, others MOP
8XE 104 81to 10 MOP5,000,000( [E: At others MOP
11452204 11t020 MOP7,500,000( [EAftf, others MOP
21 &5 E more than or equals to 21 MOP10,000,000 |Eft others MOP
@[] meamL A =+—H5 22/99M%; | [JMOP20,000,000 ]t others MOP
VA PR R T A LT
For Public or private hospital under Decree Law
no. 22/99/M, 30 May
(b) RHFER(AEEH)ZR?
Amount of Deductible (per event) required? MOP
() FHteftfrbaz A HIIZK ? H H H (3L 12{EH)
Effective date required? From dd mm yyyy (for 12 months)
(13 HEE to be confirmed)
21 | FEiRAtuORbe N LB (E AN FIEN) KBRS
TS 735
Please list all the Insured’s names (Natural Person and Legal
Person) and their respective medical specialty registered
under Macau Health Bureau
22 | REAEAIHTE BRI TR A TSR R

e\ 5 A2

Have any supplementary information need to be disclosed to
the Company to complete risk assessment?

&R aEEEAER A o

If “YES”, please give details:
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= L
ANIFRAZLEE T A O P BT 2 ittt B A B SR B et » A NJIRID A A s R (R RSB - AN ERMIG R AL (Rl =] A A AR MprER Ot 2 ORI SRl B iR b & B 2 AR R H
B0y - POREBRAART - BICRER S LIERAT (5 B AARIL S Z IR S ARG E O TEARRA « FEARRIREIN AL N F ARG A T PRI 20T

ANBEMIE RIEE
ANEMIIE K EE
1 RNEAAARIRE N 2 Bty ELRERRAL - TTE R st (R AR -
2. FEGEHEANERMMORPIESRITRENES WA EMHEREEORAE » AN R/ irba N 2 fREA B B -
3. AANEMEEER "SRRI E RS R BRI (R ERTE TR A -
4. KANEMEE TEE S RRAIRAT ) (B ST RE U AR R IR E B 2 A -
5. ARNEMHE LT IRER R - BT WA R/ S N Z R EIRTT A -
SR B A SR
TARBLHIEOR RIS = RB A IR A S (AN BRI RIS BT - AATREE AR FHIHAY |
1 B AL AI O F S B R AR SR PRI A
2. BATISOREATEULAE B e GO AR BRI
3. OYHTEGHE - BB EOREA BRI
4. BSOS ORE A R AR R SR
5. (EAIEORIEATRAYE RS R - B5 - HUMEEHH
6. FRLLLAIARBE L
7. RNENTEEATAE
8. HEEL AR EEERRRRIIIAT AR © R
9. REMEMIALAM - B BB  ERSSPHISES IMUEREDK o SR BN HR A BORS MBI ~ BB UL TS - B ERIRISEE OB/MRERIEHIEZE) FESBUF# -
AN E] IR ] PRI Bt R R E N ZORS T T 512 77 (RAERP I 5tsh) ©
1. R EAtRR - AL EERAYTE - AR - RS - RK IR R ERRBSIES =07 - R R RR (B - BRIRESOLIERY - BRI B OERY « EEE(LHRY - BIAF R EIRITRERG - BRI

RS AL I RS R BB TR S )

i AR A SRR ~ PR 7 B R AR
IBER TGRS A B SR E R E

REER R A REEERRBAE
PR E R R
ENASIENREY &S o0

{Ef R AR AL gy T e, -

f IEELE%*E Biﬂ%\g ’ %{ A At A S SRR e B RS A BRI A E] - sBRLRISSE RS A IR h /e N SR B e R A s At ARt R i - DS Lt s AR B i
HPERE

10. JEBIZEREGET oI WEBUR R

N HWN

SIATREE A 7 A F R S BRI B

(ERE R E B
2&&\?ﬁ%ﬁﬁﬁ’)}};ﬁ;ﬁ%}fﬁ%#%ﬂﬁ?ﬁﬁfﬂ o RAFEEEME (EAZRREER) NAMEREEHHEE - BERFERAA T EAR TR T HM AL IR EREES  CEERALT L
TR F R 2 HEIRER] o

o] aaifffrg/%ﬁfkéﬂ&/ﬂzﬁmamﬂ FRBOR FFTREE B RHE I K - R/ s AN SR 3% S (8 AR Y ELREE S AR - FE DL 0 AR SR GREb R » bk sy © SRPTIR R4 B
398 SRPfTAE VIR -

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. |/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. I/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. |/We agree to accept all the terms and conditions of “Compulsory Professional Liability Insurance for Healthcare Providers” Policy.

4. |/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.

©CONOOAWNE

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.

ONOTAWN

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’ Assumpgéo, Edificio CNAC, 4° Andar, Macau.

I3 HHA Dated this H day of H month 4F Year
R For and on behalf of (FE £ A 4%%% Name of Proposer)

&8 N\l %2 K 25 Signature of Partner or Principal with Chop

(PA EdrrsAR H gt s » —4) I3 B #E - Chinese translation is for reference only. Please refer to English version for details.)
HMM202201V2
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