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Compulsory Professional Liability Insurance for Healthcare Providers Proposal Form

i
Natural Person
D o SR B ) Hp R o -

lease read the following note before you complete the proposal.

1. ?ir%?] =3 YOUR DUTY OF DISCLOSURE
T [l er Mﬂaf fi > TS B [ e 2 e R 1 ﬁﬁﬁé%@lﬂ‘b B F\}%“%ﬂ%\ W IE5T [JJLI FoRUpu— =
R “'i['f Y FreE R FW[WSFUIHE Fl ™ A ??ﬁ E'“'Tﬁ‘/ Ul £ [y S5 oM 2=l e (AR R P £ -
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.

Fﬁﬂ’iﬁ = T w51 (FEL Your duty does not require disclosure of a matter:
[l {2 i ff?—ﬁlﬁsﬂﬁ”rﬂa that diminishes the risk to be undertaken by the insurer;

o EPhTEpAIF that is of common knowledge;

o [Rfa ’FIJLUFU,?& Rl $5 E'[E{ EHECN “Eﬁﬁji[l?ﬁ that your insurer knows or, in the ordinary course of his business, ought to
know;

o SUtple 2t il o L EEF (Ul as to which compliance with your duty is waived by the insurer.

B }F@ﬁj = Non-disclosure

NP PR 0 e 2 LR D e ﬁ [fil Eﬁ g RS - ﬁ [fil < 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.
FE F%‘faﬁé’:’ PRI TS £ (e Al R [ g f, {ﬁJH @t{ﬁ F 1 #9435 If your non-disclosure is fraudulent, the insurer may also
have the option of avoiding the contract from its beginning.

2. FUFLHE CLAIMS MADE POLICY

PUSCRIVAL RO RUD ) 7 RIS 7 S0 S8 0 WSS D s R [kt

gk O RS [T BRI - | * AT TR B 2 Fﬂ‘hﬁﬂ'* : ‘\?Efiiﬁg'Jﬁ?J?ZlM@ﬂfJﬂﬂ{ 1 il £ Il
4t - THE TERMS AND CONDITIONS of a Clalms 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.

IR R e ﬁﬂ"l‘?iw o TR % Ty P PR [T R R ”'1%; W [l FA' IFIF~ g l': £l
i MRS o 06 g e = F%@EH SR S RS (BRI R epﬂr{wfw$®
PSRy vy [ PR S TR U RS v HNE .&j VR s 2 fil = The time of happening of the acts or circumstances WhICh
give rise to a claim or possible clalm 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.

7 b A TR AR Mu%f, EFIE AR 0 e %L TR il Ugﬁf% o PR IR E i« Upon expiry of
the Pofcy no further clalms can be made thereunder and the need to malntaln msurance or to arrange run off coverage is
essential.

3. “FFR! UTMOST GOOD FAITH
+ i) ek R R SR RLE » U 2 AU~ TR~ 5 A 59 S T I 5 RS o (BRI £ (P 90 - 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.

(") PR R A U =Y~ SUT 4 £REE - Chinese translation is for reference only. Please refer to English version for details.)
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(X glm"CIaims Made Basis)

Fragt
[l A E IRl ST B i IR - f/[' = %73? 12t Natural Person
Itis essential theit all questions be answereé fully. If the angwgr to any question is None, state “None’.
1 | #f i £ Full name of applicant:
EJQ?P English: fl1¥ Chinese:
¥ih-Address:
%ﬁéﬂfﬁ Email: T’é?é%ﬁ Tel. no.:
2 Pliplia ~ 0% ?[(ﬁ%iil"ij YA ¢+) Full name of Insured (Please submit ID copy and Name Card):
?}'\vdf English: Hid/ Chinese:
*ﬁdﬁﬁiil ’*r’i#F License No.: HHIREIIET Expiry date of License:
( il i Y14 Please submit License copy)
YK Professional title of the License:
Ehd 94 Practicing Address:
3 | BTV 525 Where did you graduate:
8) VI IHEEE (e L) b) JEVEK A
Degree of deS|gnat|on obtained (Please submit copy) Date of deS|gnat|on obtained
4 | FEIN - i'ﬁéﬁ\ A sy F1? Of what professional organizations are you a member?
5 a) =l %2 %? How long have you been practicing?
b) [ B e R ESTE - Which of the following medical disciplines you are belonging to:
(1)|:|H %2+ Traditional Chinese Medicine Practitioner DH IE%H] Masters of Traditional Chinese Medicine
D%ffﬁ‘iﬁﬂ Pharmacist Dlﬁ%?i #5212 Pharmacy Technical Assistant I:lﬁy’@"ﬂﬂ Massage Therapist
I:léfjr %E}m Acupuncturist ?in'ﬁﬁ?iijfi fﬁi Diagnostic and Therapeutic Aids Technician
Dxﬁ(ﬁ kg 5 = %5) Chiropractor(Non-procedure) DF E[& ] Odontologista I:l%‘ﬂ Nurse
Dif,@"rﬁr Therapist: %] Type
2 () Dfii&ik B (7 5= 0%) T ST (2)(0) - (3)() ™ (i)
General Practitioner (Non-procedure) excluding below (2)(ii), (3)(i) and (ii)
(i) PBFQhgEE) E[J?F*,J‘i* Doctor (non-procedure) consisting of below:
D/@\%z%:i Cardiology D’ﬁﬁﬁfﬁﬂ Anesthetist I:lﬁfﬁi[ Ophthalmologist
I:I?Eilf/i K 2ER] Accident & Emergency Dﬁ?ﬁﬁﬁiwﬁvﬁﬁiﬁiﬁﬁ[ Radiology & Radiotherapy

I:Iﬁ R[4 Dentist DE' Lif%] Otorhinolaryngologist D?ﬁ’%f“ﬁ?ﬂﬂ Medical Technologist

3) (i) DF@F JHE[= e S (T Eu?ﬁ]‘i* (ii)féijiﬁ‘iia%zfﬁ) General Surgery (excluding below (ii) High Risks)

(i) féijlﬁiﬁﬁﬁiﬁpiﬁiﬁ High Risks consisting of below:

Dﬁgﬂ Gynaecology DE% %[ Obstetrics |:I\u %] = 7% Cardiothoracic Surgery I:li@ﬁﬁiﬁiffffFNeurosurgery
I:'*ﬂifz & Spine Surgery Dﬁ\ FHTEJI %= - Cosmetic/Aesthetic risk Surgery Dﬁi’i = % Liposuction Surgery
D%ZJI& (R Ff’i’:’ﬁ_i‘ & Plastic & Reconstruction Surgery and Vascular Surgery
D;sz%fyiﬁ[f & Orthopaedic Surgery

@[ ] 1 others:
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6 | R ?Qﬁi;‘/ﬁﬁl“éﬁ‘@ Fif Amount of Indemnity required:
h MOP500,000 [ | MOP1,000000 || MOP2,000,000 [J#1 4 others Mo
Ejﬁﬁ%?!%ﬂ?]* Amount of Deductible required: MOP
e v & 5 1 AR Effective date required: f'1 From FI dd Elmm____ & yyyy (# 12 [fi*] for 12 months)
(HipEE to be confirmed)
7 |a ¥ iL_j\l SHECE R E{FEIF\/%%%? Are you in the employ of any individual or firm? |:| FLYES |:| F\, NO
IR GEEEAL O G £ 1fYES” explain
?B%FFLocatlon.
by Tf¥™ ﬂ?i %@iﬁ%ﬁmﬁ% S S SRS EHIESE LR S 2 Are you a Partner, |:| FLYES |:| fiNo
Shareholder, Manager or a Legal Representative of the Medical Institution?
L/ N %FJE' FE If “YES” explain:
e g ﬁ*ﬁlﬁﬁ U3 “* 1% Medical Institution License No.:
e A 78 Name of Medical Institution:
%EﬁLocation:
8 g*i7 et Y 1ETR257? Do you own or operate a medical clinic? D,{L YES |:| F\, NO
“RL ﬁ%ﬁij—ﬁﬁ Ag,"?%;I/ﬁEEF' = BrET If “YES”, please advise how many registered nurses are employed
sl Location:
9 | ’ff) " e Total number of patients
i) T4 = {F£][*| During the last 12 months
i) f;ﬁﬁﬂf’gﬂj/ﬁfﬁ Z {##]7*] Within 12 months prior to the above period
i) ffFH# 4 = {#*[] Estimate for ensuing 12 months
10 | a) Eﬂjif;7 = Fﬁ’i‘z [ (2 2 Are you currently Insured against Medical Malpractice? DﬁYES |:| F\, NO
by {pa A " ,{;j% S’?}Sﬁi[ﬁéﬁﬁﬁﬁ? If the answer to a) is “NO”, has this practice Df}_ YES |:| F\, NO
ever been |nsured’?
c) Ipa b)‘rﬁf “RL” ﬁ%?ﬁﬁi PR If the answer to a) or b) is “YES”, please provide following data
- Eﬁf‘éﬁ’%’g Amount of Cover MOP
- ’f;ilEﬁ%EAmount of deductible MOP
- fEITHAD oA (Y Last Annual Premium MOP
- f&»i?fﬁfé‘ff?ﬁ\ﬂji};ﬁ , ﬁ‘}fﬂﬁ';l/ f&»i?ﬂfﬁi[%@ﬂiﬂf% ' When lapsed or if current, the expiry date
- it ﬁJ £% Name of Insurer
L) R TR U I IS A L T U2 Has any []aves []pino
applicatlon for insurance in respect of the practice to be covered ever been declined,
cancelled or renewal refused?
[ “RkL”» %gfﬁﬁE'%‘iF'F—J If “YES” explain
b) ?JF,% BERR = Iﬁ'ﬁﬁj[ f%F? Have any special terms ever been imposed? |:| FLYES |:| F\, NO
IR %FZEE'EE I If “YES” explain
12

a) fENEY rfﬂziﬂtf LAY R L fIF? Have any claims of medical malpractice ever been |:| FLYES |:| F\, NO
made a galnst you?
TR ﬁ?ﬁ%ﬁﬂi’?{%ﬁéﬁi ﬁj/l?ﬂﬁ - If “YES”, please provide details of each claim.

b) |—r\ _:,rﬂfl E F ?ﬁﬁdﬁdt ?'ﬁ‘ri?ﬂﬁ fj[fr“ HJ ACRLE T gii“t Elc li l FJ D ELYES D F\I NO
Elﬁ"\}%% =2 Are you aware of any circumstances WhICh may give rise to clalms agalnst you
for medical malpractice, whether you consider yourselves liable or not?

S ﬁ%%ﬁﬁﬁ I?{“[?j - If “YES”, please give full details.
T @) )T VA R U G U TR -
Note: Coverage will be excluded for incident items mentioned in response to a) and b) above.
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Declaration & Personal Information Collection Statement

I/We declare that the statements and particulars in this proposal are true and that IMWe 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.  1/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. I/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.

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.

©CONOAAWNE

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.

ONOOAWN

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.

i1 (FUEE) : IR

Dated this (dd/mml/yyyy) Signature of the Insured:
(M) I E A U R > - T £RYE - Chinese translation is for reference only. Please refer to English version for details.)
IMM201801V1
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