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Company Name (The Policyholder) � �"!$# (%'&'(*) ):_________________          __ _____________________________________ 
 
Address +$, : ___                                            _________________________________________________    
 
Contact Person -/.$0$1$! :__________          _ _____________________ Position 2/3 :______                                 
 
Designated E-mail Address 4/5$6$7$+$, : __________________                 Fax 8:9<;/= : _ _ ________ 6/> :_  _ _      _ 
 
Subsidiary Company Name ?"@/� �"!$# :_             ___                   __ _____________________________________ 
 
Address +$, : ___                                            _________________________________________________    
 
Nature of Business A/BDC$E : _____            __________  Business Registration No.^ F/A$G$H$I$; ^:                       

^(Please attach copy of Business Registration. J*KMLON'P'QORMSUT'VJ*KMLON'P'QORMSUT'VJ*KMLON'P'QORMSUT'VJ*KMLON'P'QORMSUT'V ) 
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 ���������� � � �XW���� � �� Y�Z�[�\�]X��� � � � � � �� � � � �� � � � �� � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � �� � � � � � � � � � � � � � � � � � � � � � � � � � � �� � � � � � � � � � � � � � � � � � � � � � � � � � � �� � � � � � � � � � � � � � � � � � � � � � � � � � � � ���� ����
 
Accepted Quotation No. ^`_�a�bdcdegf�h^`_�a�bdcdegf�h^`_�a�bdcdegf�h^`_�a�bdcdegf�h  : _                          ___________   
 
Policy Commencement Date: iDj$k$lnmpo :         (MM q ) /         (DD m ) /           (YYYY r ) 
 
*Medical Card Facility * s/tDu :  No v$wDx     y Yes yzw$x  

y (tick as appropriate {/|$}:~/�<�g�{/|$}:~/�<�g�{/|$}:~/�<�g�{/|$}:~/�<�g� ) 
 Outpatient �"�   Inpatient (Annualized Premium over 300K) �:� ( �$�D�<�D�$r/i$� 30 �/�/��� )     Both �"�$�/�:�  

 
Eligibility for Employees Joining the Scheme ���"i$�:�/�/k/l���mpo : 

 Immediate Cover ���/k$l     First Day Following       Months’ Probation 
-------- ��q��D�/o$�$ ��/¡¢m  

Medical Claims Reimbursement Method s/tD£/¤$¥D¦�§<¨ :     Autopay ©«ª/¬D­  

The policy will be issued on a 
iDj$®/¯$°$±g²  

 Non-Contributory basis 
��³<´$¥  

   Contributory basis (        %) 
      �:�"´$¥  (        %) 

Has your Company provided any medical insurance cover for your employees within the last 12 months from the Policy 
Commencement Date?  µ$�:��¶D·/¸D¹/iDj$k$lnmpo$º 12 ��qD»½¼/�:�<¾/¿DÀ/ÁDs/t$i:Â"Ã$ÄdÅ  

Yes (Please attach the benefit schedule, employee member list and claims experience report) 
       Æ  ( ÇÉÈpÊ«ËzÌÎÍÐÏzÑ�ÒÔÓÉÕ«Ö«×ÐÑÐØÐÙÎÚzÛ«ÜÐÝ«Þàß ) 

 No ·   

* Please refer to Policy for employer’s indemnity on medical shortfall credit risks áãâåäUæMç'èOéãêìë'í'î'ïUðMñ'òOó`ôöõ'÷'øOù*úüûUý  
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�������� � ���������������� � � þXÿ���� � �� �����	� � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � �� � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � �� � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � �� � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � �� �� �� � � � �� � �� � �� � � ����
�
(Tick � as appropriate) 
/¸/����
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 ����� � � þ������ � �� ����������� � � � � �� �� �� � � � � � � � � � � � � � � � � � � � � � � � � � �� � � � � � � � � � � � � � � � � � � � � � � �� � � � � � � � � � � � � � � � � � � � � � � �� � � � � � � � � � � � � � � � � � � � � � � � ����
(Please define the Insured Member Classes.  
��D5/�:�����! )           Dependent Cover "<@/i�#  

Plan No. 1 
Ã$Ä 1 

                                                                  Yes $   No %�$  

Plan No. 2 
Ã$Ä 2 

                                                                  Yes $   No %�$  

Plan No. 3 
Ã$Ä 3 

                                                                  Yes $   No %�$  

Plan No. 4 
Ã$Ä 4 

                                                                  Yes $   No %�$  

�

Benefit Types &('�)(*&('�)(*&('�)(*&('�)(*  Plan No. +�,(-�.+�,(-�.+�,(-�.+�,(-�.
 Hospital 

�:�  

SMM / EMB 

?�/(0�1 / 2�3Ds/t  

Outpatient 

s$k:�"�  

Dental 4�5
 

Maternity 6(7
 

Life 

0�8  

ADD 9 3�:(;$��:=<  

   TPD 

   >(?(@<��:(;  

                                          

                                          

                                         

                                         

13/F DCH Commercial Centre 
25 Westlands Road , Quarry Bay, Hong  Kong 
Tel : (852) 2892 3888 
Fax: (852) 2572 8071 
www.libertyinternational.com.hk 



�������� � �����
 ��������������	����� �����	�� ���	�� � � þBA���� � �� C�DBE�F�G�H�I � � � � � � � � � � � �� � � � � � � � � � � �� � � � � � � � � � � �� � � � � � � � � � � � � � � � �� � � � �� � � � �� � � � � � � �� � �� � �� � � ����  

The Policyholder�JLKLMON
 

1. agrees to furnish all information regarding all employees as required by Liberty for the purpose of premiums and/or benefits calculation. PRQTSVUVWVXZY\[L]L^V_L`baVcTdTefY\gLh KOijMONlkVmLKOijnVoTpVqVr�s
 

2. agrees to request individual employees (if necessary) to take part in all underwriting requirements by Liberty. PRQLWLtLuLvL`Oa
( wVxTy ) zV{ KOilM|Nl} WLtbcj~V�LgLhL� kLK c o�s  

3. agrees to pay all the required premium to Liberty. 
     

PRQL�T�V^L�bc KLnV�LKOilM|N(s
 

4. declares that all eligible employees are actively at work on the Policy Commencement Date. 
     �b�l�V� KV�L�L�b��� Y }L�V�L� zV� dT�bcj`Oaj�V�L�b� �V� cj`Oa s  
5. declares that all statements made in this Application Form and Employees’ Enrolment Form are complete and true. The Policyholder understands that this information shall form 

part of the Policy between the Policyholder and Liberty, and shall be the basis of Liberty’s acceptance. �b�l�V� JLK����L�Lp `baj�b  �¢¡T£j¤ cTdTeb¥L�V¦L§ pb¨T©ªs«JVKLMONT¬ �¢­®� dLeV¯T�b� JLKVMON { KOilM|Nj}V°TKV�O±j²T³V´ Y¶µV·L¸V¹V� KOijM|NlkLKcTºT» s
 

6. authorizes Liberty to disclose the employee’s data to the related assistance company and medical practices in carrying out emergency assistance and medical services. ¼L½LKOijMONj¾ `baTdLeL¿ �L�OÀ cVÁLÂTÃLÄ pbÅTÆLÇVÈLMON Y¶gLhV[L]VÉ ÀjÇLÈªs
 

7. understands all the information affecting the assessment of the risk has been disclosed, and is true to the best of my/our knowledge and belief �¢­ËÊLÌVÍ gLÎbÏTÐ ijÑLÒO± dTeÓYÔ¥LÕLSLÖL×VØLÙLÚbÛTÜVÝ s  
8.   agrees to fully reimburse the difference or shortfall for any ineligible treatment or untitled benefits under the Policy and agrees to pay a HK$30 replacement fee in the event of 

loss or theft of a Liberty Medical Card. PRQT^L�b�T�¢Þlß KV�LàLá cLâ ÆLpVK|ãl}VäL�O±jåLæªs«çVrVèLÅTÆVéLêLëbìVíTîVï Y JLKLM|N PRQV�T�LðLñ
30 ò gL�LóVôVõ é cTöL÷ nbo�s  

9.  agrees and authorizes Liberty International Insurance Ltd. to appoint Medical Doctor Network for providing medical and related services to each insured member under the 
Group Policy as notified by the Policyholder from time to time øjK `Vù¢PRQTú ¼L½ S rLèOûLülKOij�|ýlMONlþboLÿL° c ÅTÆ����VÅV� Y��LX��T`baj[V] �OÀ c ÅTÆ	� _ ÇVÈªs

  
10. understands this application shall be the basis of the insurance contract between me/us and Liberty. I/We further agree to accept Liberty’s Policy terms and conditions, exclusions 

and conditions to be expressed therein, endorsed thereon or attached thereto.. �¢­®� JVK��®��
L¾ ·V�V��� (� ) { rVèOûTülK|il�OýjMON�
��LKOi���� c��VÚ s � ( � )
PRQ�� øTrLèLKV�b±����LpV}�� c������ Ê ú�� 
ªs  

11. agrees to be bound by all the terms and conditions as set forth in the ENDOEX Form provided by Liberty to be used for submission of endorsements of information regarding 
our employees and /or dependents (e.g. enrollments, benefit changes and/or termination).  Liberty is authorized to rely on the completed ENDOEX Form sent via email from 
the Contact Person and Designated Email Address as indicated to process the endorsements even though it may not bear any signature, company chops or other identification 
from our company. PRQ øTrVèT} [V] o gV[�� �|À � M|N `ba p��bí� �!O±���"�#V� dLe%$ wLzb{ `ba JVK �V '&)( r�*�+Tp��VíTK|ã�,�-�.0/�± ENDOEX

� � }�1O±j}L�����Lp
��2���3Zs�4�5

ENDOEX
� � ¬�6 ÊVÌ�7�8 í ��9 M|N�:<; Y íL¬�6 � M|NV±�=�>�?�@ Y rVè�AL�V½�B�C Þ<D ��E�F�GT}�HO±jÿL°�I�J�K�L g I�J ÷�M ¬�N�O�P

ENDOEX
� �Lg�Q�R ��"�#V�ªs

 
12. agrees that we will notify Liberty if there are any changes to the Designated Email Address or Contact Person in writing as soon as the changes take effect.  Liberty shall not be 

held responsible or liable for any harm that our company, our employees and their dependents may suffer in connection with the failure to notify Liberty of such changes. PRQ�S�TVg 
�U�V�WVrVè Y �|ÀjÿV°�I�J�K�LLí D ��EO± ÊLÌ *�+�s rLè�X�Y�Z � MON & � M|N `ba p�[�.� �!]\�^L��V�WVrVèT�OÀ�*�+�_ ¯�`�a øV± ÊVÌ�b�c�deVí�f�g � Ê s  
13. agrees to provide enrollment related information of our employees and our company has authorized Liberty to use email for the purpose of distributing various types of reports 

(Claims Summary reports, Payment/Shortfall Advice, Hospital Analysis Sheet, etc.) indicated or offering insurance services to our Company and our employees. PRQT[L] � MON `ba zb{ KOi�h�i|± É À dTeÓY _ � M|N�jj¼V½VrLè g I�J�k�l]m � M|Nlp��bí � M|N `baT÷�M�n�obÝ�pq$ w�r�s X WLÝ�p'&«� ���VåLæ�V�W�
 &t�u�v�wV��.0/ p��Ví [L] K|ilÇLÈZs
 

 
14. acknowledges that email services over the internet is not a secure medium where privacy can be ensured and that complete security and confidentiality over the internet is not 

possible at this time. Liberty shall not be held responsible or liable for any harm that our company, our employees and their dependents may suffer in connection with any such 
breach of confidentiality or security. 
d�x�y D �O±�I�JLÇVÈV¬ ßV¯ ©VK�z�{V±�| ^�}�~fY _���� XT� - y D �TÇVÈbí�^ `����O¦j^ | ^ pLK��b±����ªs rVè�X�Y�Z � MON & � MON `Oa p�[�.� �!�\ ÊÌ �OÀ����TK��Lí�| ^���� _ ¯�`�a øb± ÊLÌ�b�c�d ebí�f�g � Ê s  

 
15. understands that (1) it is duly authorized to release the information of its being the Insured and their Insured Dependants Member and will fully indemnify Liberty for any losses, 

damages, or claims that might result from the release of such information; (3) Liberty may not process this application if it fails to obtain any information requested in this 
Application; and (2) it has the right to obtain access to and to request amendments of any personal information held by Liberty concerning the Insured Members and to inform all 
Members regarding this contract before submitting their personal information to Liberty.  Liberty shall not accept any liability for uninformed Members.  You may contact 
Liberty’s personal data privacy officer at the address below for any request to access and/or correct any information supplied to us. Moreover, Liberty is hereby authorized to 
obtain access to and/or to verify any of your data with the information collected by the Federation from the insurance Industry. �¢­ (1) � MON���� � lL¼L½ YÔ¯TgV[L] = `ba p�=� �!b± dLe �LrVè Y ¬ ^ UVKOãjrLè���\ [L]��bdTe _Vêbø ÊVÌ�b ì & b�c í r�s ; (2)� ç��®��E�^ `L[V] � ��L} U ± dTeªY rLè ¯�` ^ `�Q�R � ��� ;

p
(3)
����ET�V½��]�lp WLt��T� rVè��L�L�OÀjJLK�EO±l}L� u E dLe p ��� � } UVcTu E dLe �LrVè�� Y y ZV�OÀj����VWL}L�LJVK�E�s«rLè�Y · ZVJLK�E�^���V�W�_�f�g ÊLÌ � Ê s���� ¯�D � � M|N u E dLe z�{ ù Ê Y K�L w � Y¶WVt ��� /

��� ÊLÌ � � � MON����b± u E dLe s �� Y �V� ¼L½VrVèOûTüjKOil�|ýlMON Þ���DT·�� � KOi�¡|¡£¢�¤O± dLe	¥ �]�jp /
íTk�¦����O± ÊLÌ dTe s  

 
 
 
 
 
 
_____________________________  ____   _______ (MM § )/       (DD ¨ )/      (YYYY © )___   _______                          ________ 

Authorized Signature with Company Chop              Date                                 Title ª�«
/ ¬®­]¯®°	±�²                      ¨�³                                    ´¶µ  

 
 
 
                                                                                                                 

Witness by Broker/Agent:                                          Broker/Agent Company Chop: ·]¸º¹¼»º½ ¯®° / ¾�¿�ÀÂÁ�Ã                                          
¸º¹¼»º½

/ ¾Â¿0ÀÂ¯º°ÂÄ¶²  
 
 
 

 

13/F DCH Commercial Centre, Quarry Bay, HKSAR  Å¶Æ0ÇÉÈ¼Ê�Ë�Ì¶Í 25 Î0Ï®Ð�Ñ0Ò�ÓºÔ¼Õ 13 Ö   � (852) 2892 3888   �www.libertyinternational.com.hk 


