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Employee Addition, Changes and Termination Form for Employee Benefits Insurance

&35 Note:
1

S I E AR RN B E M A A% 31K AL 4s/A 5 o Please complete this form in BLOCK LETTERS and return to us within 31 days after the effective date of such changes.

N

EAREERRRRE | IR REENEHERDARES AL » N2 EERAREERRERAERILRE—HZEEAB U EZRZA

BE E-mail

For Group Medical Insurance: For companies with less than 4 employees on the policy effective date or renewal date, the new employee is required to complete the Health Declaration Form and return it to us
together with this form for underwriting purposes.

W

BRAREERASRR | SN2 EEZ RFEBEESHZRE - LN EEAERRERRRRBERERE—HZEEABUFZERZA

For Group Life Insurance: if the sum assured of the new employee exceeds the Automatic Acceptance Limit, the new employee is required to complete the Health Declaration Form and return it to us together

with this form for underwriting purposes.

4 BE/RBRRPFERER/REBRER L B ERE31H A RR; MARMRANER/RIEENNRFEEN A R ATEAREAABWEGEHE AEs310 AR o BiiE 2 RAENER/RIEE T EBRZIRA AL
Please note that Employee/Dependant addition and changes should be submitted within 31 days from the date of eligibility and no back date of more than 31 days from our received date would be allowed.
Otherwise, coverage will be subject to satisfactory underwriting.

5 BS/RBRUIREARENBIRE318AFRR; MAMKLRENREENA R TERAEAAF IR E QL3182

Please note that Employee/Dependant termination should be submitted within 31 days from the date of termination and no back date of more than 31 days from our received date would be allowed.

{REEFFE A Policyholder:

Hi/B AT Affiliated Company:

ntE{ES 5 RE Addition of Employee/Dependant :

[EBE B BR(REESRHE Group Medical Policy No.:

[E13E A\ SR EESEHE Group Life Policy No.:

FW)

insurance

: employeebenefits@fwd.com

BEMR

Employee
Code
(niEmA

If applicable)

BE®E
(W EEMRHAIERTT
Az EE)
Employee’s Name

(must exactly same as the
provided bank account

name)

ENF e
Dependant’s Name
(W03EFA If applicable™)

A
Rel.*

AR
Marital
Status*

1 R
%fu Date of Birth
X | (OD/MMAYYYY)

S17:8/EER5TS
ID Card/Passport No.

S48
Employee
Type

RO
Employment
Date
(DD/MM/YYYY)

B
Monthly Salary**

i

Position

BEZ SR TR R 15
(BRUBREUIRENAE
BEEEAR)
Employee’s Bank Name and
Account No.

(This information must be provided
and will be used for medical
benefit reimbursement)

I
E-mail Address**

4B
Effective Date

BEZ FieEsE5mhS
Employee’s Mobile No.

(DD/MM/YYYY)

*EE-{EEEmployee, SP-EZ{® Spouse, CH —F% Child

#S—KESingle, M-B#&Married, D-Ei{&Divorced, W-E/EWidowed

ARBRRAERBRERNES TIEE Applicable for employee with dependant coverage only

** B %7 Monthly Salary - R B EE A F R For Group Life Insurance only
“#NEREEE I 0 BREEEEERBEUEIZIE Claim adjustment statement will be sent by email if email address is provided
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CLSPDA
Underline


2 1HEE RFKEBZ{RME Termination of Employees & Dependants

BERR 3¢ s pmn BEHE (KEERIRENIRTAOZHZER) = REZEBH N
Employee Code ID%;?J?I;;:E“ZF::E?\IO Employee’s Name (must exactly same as the De eil%fngame Last Day of Employment Reﬁﬁks
(4NiEFA If applicable) P : provided bank account name) P (DD/MM/YYYY)
BEigr£/{EE$ER Change of Salary/Employee Type
BE4RR BB BEHSE (KERIREMNIRTAOZHZER) & = AL/ BURER EEH
Employee Code D Ca C?/P;:;“omt }\lo Employee’s Name (must exactly same as the From To New Position/Reason of Change Effective Date
(4Ni#EFR If applicable) d port No. provided bank account name) r (YN#EFS If applicable) (DDYMM/YYYY)
H'E®EE Other Changes
T R REMS (WERIBHIIRGTE Q2 % Ei8R) (RA 2B ERE S 15 - N P GL:
Employee Code G178/ IR Employee’s Name (must exactly same as the Empl s B (F?(B{&%}?E&T%dﬁﬁAﬁ:) Numb E Ealigjgi& e EEZ%E;EE?EE% Hfth Other Effective Date
(403 If applicable) | |D Card/Passport No. provided bank account name) mployee’s Bank Name and Account Number -mal ress Employee’s Mobile No. (DD/MM/YYYY)
(for medical benefit reimbursement)

A5 A B BE R FE52: The Policyholder declares and confirms that :
1 MAAN/BEZRA > L2 MRERHNES R/AEKE WER) WERHIBIERRR ; &
The information relating to the eligible employees and/or their dependants (if applicable) provided in this Application is correct to the best of my/our knowledge; and

RN/ BLEEERIEZFBZEAER FEEA > RENAMESR/RERE WER) AMAREREFHEZWEBABRZR( TREAABERERH) ) (FRETHNIEPRFRIBEMRERG) - SFHFEREMEER/AERE WER) RFEMNBEREBEFEE -
RN/ BELFEGETEAER FAR) K0 UEICESEMEER/RERE (NER) NEE > BHEMESR/SERE (WMEA) NEABHBERXEFUERZERRFRREZAURKEBAEHERFMRNEFEMERN - A/ ELEEMBSMRETHE/ABR
BIRATRERFHEE (http://www.fwd.com.hk) T& » SiEEERERFEHALR (852)3123-3123FE ©

I/We undertake that I/we will inform/has informed the relevant employees and their dependants (if applicable) about this Policy and the Personal Information Collection Statement (“PICS”) of FWD (whether contained herein or otherwise obtained) before transferring their
personal data to FWD. FWD shall not accept any liability for the employees and their dependants (if applicable) not having been so informed. I/We further undertake that I/we will comply with the Personal Data (Privacy) Ordinance and confirm |/we have obtained the consent

from the employees and/or their dependants (if applicable) for the transfer of their personal data to FWD for the purpose of enrolling the employees and their dependants (if applicable) in the group insurance plan and any other purposes as stated in the PICS. 1/We noticed
that the latest version of the PICS can be downloaded from FWD’s website (http://www.fwd.com.hk) or can be obtained by calling FWD’s Service Hotline at (852)3123-3123.

2

BHASRRE (BRE) ARAR (RERETMRILZARAR) BEANEER/ATIZEE Authorised signature with company cho HHA Date
5% LA 368 5 Al 0010 25— 10 18 A uihorised signature with company chop
FWD Life Insurance Company (Bermuda) Limited (Incorporated in Bermuda with limited liability)

19/F, Tower 1, Millennium City 1, 388 Kwun Tong Road, Kwun Tong, Kowloon, Hong Kong
T31233123 www.fwd.com.hk
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