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MITSUI SUMITOMO INSURANCE (CHINA) CO.,LTD.

34F,Shanghai World Financial Center,100 Century Avenue,Pudong New Area,Shanghai 200120, P.R.China

Msig  PHONE: (021) 6877-7899 FAX: (021) 6877-7500

Questionnaire for Group Accident Insurance

HiEANGRIGERRFER

Applicant B{RA
Ownership(Please tick)  OJapanese OONon-Japanese Foreign OState-owned OCollective OPrivate OIndividual OOthers

AP o (W ) H %t 3B H BEAh 4 [E A7 SN N1 Mk Hofbs

English Name
HESL AR
Chinese Name

R E i

Correspondence Address

W Mk

Telephone Fax Post Code
HLTE fle 3t Hs 2

Date and Time of Establishment

BRI Ti)

Nature of Business

NI e

Business Locations

L% i

Period of Insurance
AR5 1] B
From to

€

. Territorial Limits
Hu 3 il
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5. Additional Coverage, please tick as per your needs.
WUMRRR, 15 AT TR
O BfEhn R 9 R RE Ly 40k (LB ME & k1l1)  Including Natural Hazard Cover (Earthquake & Volcano)
O A AR K FERB L4143  Excluding Natural Hazard Cover
O 24/NEFEAMRRE  24-hour Accident Cover
O JURGR TAEP R ERRF 21453 Working hours Accident Cover ONLY
O ARG AR A LR ERAF 21453 Non-working hours Accident Cover
THENEH B R TEREY/E A Maximum Limits/per person
Benefits
Plan1) Plan2) Plan3) Plan4) Planb)
BAMET RARIR RMB 500,000 RMB 200,000 RMB 100,000 RMB 50,000 RMB 20,000
Accidental Death &
Disablement
BANEEST 2 H RMB 50,000 RMB 20,000 RMB 10,000 RMB 5,000 RMB 2,000
Accidental Medical
Reimbursement
FAE Bt HE RMB 150 RMB 120 RMB 100 RMB 75 RMB 30
Daily Hospitalization
Allowance
ATHE BN e AT RMB 500,000 RMB 200,000 RMB 100,000 RMB 50,000 RMB 20,000
Traffic Accident
Double Payment
Occupation Estimated Number of the Insured
HAR T Hb: i v B ORES AN L
Insurance Plan(
4% 7% Plan (
Occupation Estimated Number of the Insured
FAR TR VBRI AL
Insurance Plan(
#4577 % Plan (
Occupation Estimated Number of the Insured
HAK T Hb: i TR ORES AN L

Insurance Plan(
147 % Plan (

Occupation

AR T Fp

Insurance Plan(
34 )7 % Plan (

Estimated Number of the Insured
AT B BRI B
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Please fill in the amount different from the Plans prescribed above, but in no case exceeding the limits set out in above Plan1).

AT FIRGRE T REESK, IR ML, B4 LR S Plan) Jr8h B

Occupation

IPRIZLIES

Accidental Death & Disablement, Amount:
BANET BRI ARG 440 -

Accidental Medical Reimbursement, Amount:

A BT 3 AR e

Estimated Number of the Insured
Al Tl PRGN N B

YES NO

Daily Hospitalization Allowance, Amount: Traffic Accident Double Payment Rider
Ak FALE BEHEG - B on A A T IR A e A R o O
Occupation Estimated Number of the Insured
NS VBRI A AL
Accidental Death & Disablement, Amount:
AT BARIRARES B4
Accidental Medical Reimbursement, Amount:
EAMITE BT e RIORIG G A

YES NO
Daily Hospitalization Allowance, Amount: Traffic Accident Double Payment Rider
15 FLE B B MACHL A5 0 I 4 R0 : o
Occupation Estimated Number of the Insured
NS VBRI A AL
Accidental Death & Disablement, Amount:
RAMET BRI AR B4
Accidental Medical Reimbursement, Amount:
EAMITE BT e R ORIG G A

YES NO
Daily Hospitalization Allowance, Amount: Traffic Accident Double Payment Rider
15 FHE B B AL A5 0 I 4 R0 : o
Occupation Estimated Number of the Insured
NS VBRI A AL
Accidental Death & Disablement, Amount:
RAMET BARIRARBS B4
Accidental Medical Reimbursement, Amount:
EAMITE BT e FIORIG G A

YES NO
Daily Hospitalization Allowance, Amount: Traffic Accident Double Payment Rider
15 FLE B B AL A5 0 I R0 : o
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Remarks: the application would not be effective until the applicant complied with conditions hereunder:

BORNFTEAG B 5 Ui s ]Ik AT 2B Ak

a. This insurance is void unless the applicant has obtained permission from the Insureds to this Coverage and Sums Insured
under this insurance.

BT AR & LAET R A R RIS W R B E T, IR AR TR AT RS i, ARG TERL -
Please tick i+
O have signed agreement with each Insured O have notified each Insured by Announcement
LR RN 25 E )1 LA Tl RIITAT BRI A
O have obtained consent from each Insured by other means

28 DAHAR T A ORI

b. All persons should be insured while the Group is less than or equal to 5 persons.

BRI BAREAEA D TBN .

c.  The insured, whose age is between 16 and 60 both ages inclusive, on the sheet under this coverage shall be fulltime
employees of the Group and hold ability to perform normal work .
ARG T B AR N A M kN R, HARES AR 168 % (168 F60E % 2, BEIFH TAESGEH 97381
AR IPER TAEAN R

d. The applicant shall have employment relationship with the insured.

PARN S HAREEN 0] R 26 SR R

e. If Blank Form insurance is selected, the applicant must have the permission from the Insureds to indemnity payment
method stipulated in this insurance.

A BARNAAEL A 7 B, W gt i DR < 23 A 5 A R AR B )
Please tick i+
O have signed agreement with each Insured O have notified each Insured by Announcement
28 SRR ORI AR5 E [R] 15 ELZE LA 5 T o 6 T A7 4 R B8 N
O have obtained consent from each Insured by other means

28 DAHAR T AR AR I B s

NOTE:

Provision of written documents stated in the above a. & e. is prerequisite condition for insurance company to accept
the Applicant’s proposal.

MBS BAR, BAIRAE EiRa. A e. BIFSTE A SCAE R AR R KA B4

The following quesﬁons must be answered by the Applicant (Please tick appropriate box):
ORI LR ) 3 PRIE Y R N5

YES NO
1.  Is there any other insurance effected upon your liability to your group currently or previously?

i E LR AT A A A A0 N B 5 5 AR n n
If “YES”, please give details ( name of the company and the sum insured)

W R A R I RS S

2. Has any Company or Underwriter at any time (I)declined to accept or continue any insurance of yours,
(2required an increased premium or(3) imposed special conditions? m m

FEAT AT HLA ORI 28 R (DI 44252 BURE AL 53 2 m] B ORI, ) BnSC R 2 s3) PR Ay il 4 1
If any of the above answer is “YES”, please give details.

AT TR, A B

3. Does all the declared staff attend the social medical insurance scheme?
/SN T HA TR R o o
If yes, please advise the effective date.

e, WRHES N H )
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4. State hereunder all accidents to your group insured incidental to their occupation during the past three years in details.
Please attach a list if necessary. If you have enjoyed a clean loss record, state “NO”.

TSI & AR B o0 /) B PRIPLGS P AR E R R S PEAR I O . AT AL, S D3 ORI BRI, TR T

Year Brief description of Amount of Settled Amount of Outstanding Insured With
FEAy accidents Claims Claim B8 =]
HHOE Nk CL R F I S AR RF I G

5. In addition to Hospitals classified as Level 2 Class 1 or Level 3, the Insured requests any other hospital/clinic or other medical
establishment to be added as the accepted/appointed medical service establishment, please state the details hereunder, and
Please note that the request will not be accepted only upon written approval by the insurer.

FRiEE g AR B RO DA (=20 BEBgAt, A SR AR 1 ORISR FA 5 e 397 HUR 51 ARG A H 8 BN TT B2 7 WL Y
i, E7E NI NACBE B / BEST HURIMEZARES N ASTIA VT IS, 5 ] BN ARBG AR A GR I B B An e v 45 12 B A vl By HLR 7

I/We declare the information given above to be correct and agree that this questionnaire shall form the basis of the contract between me/us and the
Insurer.

T/ BA DL E T LLE P AR BOR ST R I ] S U 1A 22K B 3/ ATTRIMR G 2 R 2 24 [ AL it

Applicant’s Signature: Date:
&1%}\ W Z H gﬂ
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