
Individual Medical Insurance Application Form 

Part A  Policyholder & Insured’s Information    

Name of Policyholder  :                                                HKID No. :                 

Name of Insured (If other than Policyholder) ( ): ____________________________________________________ 

Policyholder’s Relationship to Insured :  _________________________________________________________________ 

Insured’s Marital Status : ___________ Nationality : __________________ Occupation : ____________________ 

e-mail : _______________________  Fax : ________________ Home/Mobile / : _____________________  

Residential Address : __________________________________________________________________________________________ 

Name of Company  : _________________________________________________ Business Nature : _______________ 

Company as Policyholder � Yes � No * no premium refund nor replacement enrollment allowed upon staff 
termination of services with the Employer 

Tel. No. : ___________________ Contact Person : _________________ 

Company Address  : ______________________________________________________________________________________

Part B  Insured & Insured Dependents’ Information

Surname / Other name 
 / 

Relationship HKID No. Sex 
/

Date of Birth (M/D/Y) 
/ /

Country of Residence Height / Weight
 / 

Exact Duties 

SELF (  )      

SPOUSE (  )      

CHILD (  )      

CHILD (  )      

Part C               Health Statement

Yes    No  
1. Have you or any of the Insured has any congenital, acquired physical defect / impairment or now pregnant?   

    
  

2. Have you or any of the Insured ever been refused enrolment or renewal of life or medical insurance, or subject to special terms and 
conditions or additional premium?   

  

3. In the last three years, have you or any of the Insured had any surgical operation, been confined or treated in hospital, sanatorium or other 
medical institution or do any of the Insured know any circumstances for which medical treatment may be necessary in the next twelve 
months? 

  

4. In the last three years, have you or any of the Insured ever suffered from, aware of or been treated for tuberculosis, diabetes mellitus, 
rheumatic fever, hepatitis, respiratory or lung disorder, heart condition, varicose veins, high blood pressure, hyperlipidaemia, disorder of 
thyroid gland, disorder of the alimentary canal bowel, liver or gall bladder, kidney, genito-urinary system or venereal disease, cancer or 
tumors, lumps or fibroids, epilepsy, mental or psychiatric disorders, bone, joint, ligament, muscle, skin, hernia or gynaecological 
disorders?  

  

If the answer to any of the above questions is yes, please provide details

Question No. Insured Name Name of diagnosis Medical History / Date of Occurrence
 / 

Treatment Received Present Condition

      

Name and Address of Family physician: 

__________________________________________________________________________  Tel  ____________________________  

Plan Name 
Plan Cover 

Plan No. 
(Tick as appropriate � �)

Basic Hospital Benefits �  Plan       

Supplementary Major Medical Benefit 
� Plan       

Must be same as basic hospital benefit

Outpatient Benefits �  Plan       

Total Premium HKD$ 



      Personal Data Collection Statement               

Part I (applicable to Insured) The information you provide to us is collected to enable us to administer any insurance product or service applied for, or any 
alternations, variations, cancellation or renewal; any claim or investigation or analysis of such claim; and exercising right of subrogation.  The said information 
may be transferred to any other company carrying on insurance or reinsurance related business or an intermediary or a claim or investigation or other service 
provider providing services relevant to insurance business for any of the above or related purposes and our direct marketing; or any association, federation or 
similar organization of insurance companies (Federation) that exists or is formed from time to time. 
Part II (applicable to Company as Policyholder) The Company understands that (a) 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; 
(b) Liberty may not process this Application if it fails to obtain any information requested in this Application; and (c) 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 International Insurance Ltd 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.  

: ( ): /

; 
(b) ; (c)

/
/

Part D           Method of Payment                        

� Yearly by Cheque 

 Please make cheque payable to “Liberty International Insurance Limited”. Post dated cheque will not be accepted 

� Yearly by Credit Card  

I hereby authorize and request Liberty International Insurance Limited to debit the initial premiums and subsequent premiums from my VISA/Master 

Card Account for the premium stated on the proposal form and subsequent renewal invitation.

Name of Policyholder/Cardholder / : ______________________________ Expiry Date : _____/_____ (M /Y ) 

VISA/MasterCard Account No. : _____________-_____________-_____________-_____________

Cardholder’s Signature  _________________________________________________  Date  _______________________________ 

Relationship with Policyholder (if the Cardholder is other than Policyholder)  (

)_________________________________________

             Declaration & Authorization           /                  

Declaration: I/We hereby apply to be enrolled in the Plan together with the Insured(s) listed overleaf.  I declare to the best of my knowledge and belief that the 
information given in this Application is true and complete. I acknowledge on behalf of all Insured that benefits will not apply to treatment arising from any 
existing diseases, injuries, ailments or conditions which have been diagnosed, aware of and/or treated prior to the first day of this insurance. It is agreed that 
this declaration and information given in this Application shall form the basis of the contract between the Insured and the Insurer.  I/We have read and agreed 
to be bound by the Policy and I accept them to be part of the contract of insurance issued as a result of this application. I/we understand this insurance is 
unavailable to permanent residents outside Hong Kong.  Purchase of this insurance by permanent residents outside Hong Kong will render the policy null and 
void. 
Authorization: I/We authorize Liberty International Insurance Ltd to provide and collect information about me/us in connection with this application and 
subsequent assessment of any insurance claim under the policy that may be issued pursuant to this application from other organizations, institutions or other 
persons, including other insurance companies/medical service provider, and to compare such information with my personal data, and to use the results for 
taking of any actions that may be adverse to my/our interests (including declining this application).  This authorization shall survive me and shall be 
irrevocable and photocopy of this authorization shall be as valid as original.  

⁄

( )

Name of Insured Signature of Insured 
(on behalf of all Insured Members ) 

 Date

Name of Policyholder
(if other than the Insured )

Signature of Policyholder
(if other than the Insured )

Note: If Company, Authorized Signature with Company chop is required 

 
Date

Name of Agent/Broker 
/

Signature of Agent/Broker with Company chop   
/

 Date

13/F DCH Commercial Centre, Quarry Bay, HKSAR  � (852)2892 3888   � www.libertyinternational.com.hk
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Text Box
Trans-Pacific Insurance Brokers Ltd




