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Supplementary Contract / CEO Medical Supplementary Contract 3/ CEO Pearl Medical Supplementary Contract 3
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CEO Medical Plan / CEO Medical Plan 2 / CEO Medical
Plan 3

Regal Health Plan / CEO Pearl Medical Plan 2 / CEO Pearl
Medical Plan 3

TEEETE, Y TEBEORIE PiratEly B TERBEORRE

Hospital coverage under the Old Plan Hospital coverage under the New Plan

RS EHEE e i
ARABIHEEG TEEHE, 23 TERRE, MBE TR AARGICHSEB MR TERRE , ZefREEE
L ARAERAR PREETE, Rrbes T EREORIE s AT AT AEIAREE - FHEAR THEHE, B9 hER TR, - HERIERA AT

e

2. ARNAERRAR TEEETH#], Rk TOEBEARIE 5 FTHE S (A IR HE 4 IR O L BT SR TR . (RLFE BN IRIA RS2 R AN (3 - BREE -
FERGIATE ~ 822 ~ SR kRt EEN SR B BRI S AEEK) - KB TRE S 9B T RERERIE o FTETRAVRE - TR IER
ANF -

3. Bk UEETEl, 097 TOEBERE , N2 AREIEE (O (RISHERIIR - BREETERE R AR B VR R TR SR
STMRIORIE) - R IR LRGSR Stk « IRt Ty PRELS(EREIS By (B RIE e ) HEFERBE -G +X
RS @ % —H T REKKH T eE5tH] 5 19 HRE T EReiRmE 5 194888 HIHsA S HI (Diie R ) HERIMAETE -

A THETED, B9 TEREIRE, (EREHIINERD) WAR TSR, ~ TR, - TEAERNEDIL, EBERRMREE (AEEAD
TR TR, B TASKHE, Koralie TR EL AR AR TR s RS IS B -

S TSR K ( THHIGEK, ) () WASEFIRGEARIEE T, B TR AL 0 TRk, o SR R T
FHEl By TREREARRE , BMEATIRIEN TEEHE, 1 TR, (BIILEREEARGRED) ) ERE THEHE, 1y TERERRE . RIMA N
TARTEAS R B BB T A SR BRI ANEERT ) POE A TR (e i Tl B (DUsSed e ) daesk

(a) TEEE L B TEBEORIE , BORE I - MEITIIRSUEN R R E AR
(b) TEERTA, B9 TAEBEOREE 5 E20165-9 H 21 H A LIRAI S E iR BLEAEH 5 3
(c) TsratEl, (9 TIERELRRE 5 £E20164E9 H 21 H BB R A s H Y -

06472036---2 Page 1 of 2 OPPOSF52.0923



Policy Number {REESEHS ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘

Reguest for Transfer and Acknowledgement

| hereby request to transfer the Hospital Coverage(s) under the Old Plan to the New Plan. | confirm that | am aware
of the handling of Hospital Coverage(s) associated with the transfer and agree that:

1. Any additional exclusions accepted by Me in relation to the respective Hospital Coverage(s) under the Old Plan
shall be deemed to be accepted by Me in relation to, and shall apply to, the corresponding Hospital Coverage(s)
under the New Plan.

2. Any special terms reflecting increased insurance risk(s) (including, but not limited to, terms in relation to the
Insured’s residence, nationality, health or occupation, or for hazardous sports or activities) accepted by
Me in relation to the respective Hospital Coverage(s) in the Old Plan shall be deemed to be accepted by
Me in relation to, and shall apply to, the calculation of premium for corresponding New Hospital Coverage(s)
under the New Plan.

3. For the purpose of Exclusion (c) of the Hospital Coverage(s) under the New Plan (coverage for investigation,
treatment or surgery for tonsils, adenoids, hernia or a disease peculiar to the female generative organs), the
requirement that the Insured be continuously covered under the New Plan for 120 days shall be determined
from the Issue Date or the Commencement Date, whichever is later, of the corresponding Hospital
Coverage(s) of the Old Plan.

4. The term “Issue Date” and "Commencement Date" as referred to in the definition of “Covered lliness”, "Covered
Injury”, "Pre-existing Condition" and/or in the Exclusions Clause (if applicable) of the Hospital Coverage(s) of the
New Plan (including any Supplementary Contracts) shall be deemed to mean the Issue Date and Commencement
Date respectively, of the corresponding Hospital Coverage(s) of the Old Plan.

5. The No Claim Deductible Discount clause (“Discount Clause”) (if any) shall not be applicable to the Hospital
Coverage under the New Plan or Old Plan with NO Deductible. Otherwise, the Discount Clause (if any) that may be
applied to the Hospital Coverage under the New Plan, i.e. the Rider/Supplementary Contract which is attached to
either a new Basic Policy or an existing Basic Policy, upon the Company’s approval on the transfer from the
Hospital Coverage under the Old Plan, i.e. the existing Basic Policy, to the Hospital Coverage under the New Plan,
will take effect from the following date, whichever is the earliest :

(a) the Policy Date of the Hospital Coverage under the Old Plan provided that the Discount Clauses is already in
effect from such Policy Date;

(b) the first Policy Anniversary of Hospital Coverage under the Old Plan that falls on or after 21 September 2016; or

(c) the first Commencement Date of the Hospital Coverage under the New Plan that falls on or after 21 September

2016.
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