
DECLARATION AND AUTHORIZATION  聲明及授權

The Applicant/Owner (I/We) hereby declare, agree and understand, as the case may be, as evidenced by my/our signature(s) hereunder, that:
�� L�� !"E��L��F�� !"#�$%&'(=E�� !"#$%F�� !"#$%&'()*

1. I/We am/are duly authorized by employees, members and/or dependents to disclose, release or transfer the information to Sun Life Hong Kong Limited (including its successors or assignees, the Company).
��L�� !"#$%&'()'(*L�� �!"#$%&'()*+,-./0=E�� !"#!$"%&'F=�� !"#$%&'()*

2. The personal information of employees, members and dependents held by or on behalf of the Company (whether contained herein or otherwise obtained and including personal information obtained after the date of this Application) may be held, used, disclosed, released and transferred by the Company to the parties and
for the purposes mentioned in the Personal Information Collection Statement below:
�� !"#$�%&L�� !"#$%&'%()*+,-./012345=E�� !"#$%&'()*+,-./0#$1234F=�� !"#!$%&'() *+,-./01+23456789:;<#=>

Personal Information Collection Statement
Any personal information collected or held by or on behalf of the Company (whether contained in this Application or otherwise obtained) may be held, used, disclosed and transferred by the Company to individuals, companies or organizations associated with the Company or any selected third parties that the Company may
consider necessary or advisable, including those carrying on financial services, insurance or related businesses (within or outside of Hong Kong, including reinsurance and claims investigation companies, professional advisors, intermediaries and industry associations/federations), for the purposes of processing this
Application and providing insurance services, other financial products and services and other services that may be of interest to me/us, direct marketing, data matching, carrying out regulatory functions and communicating with me/us for such purposes and all other directly related purposes.  The Company is hereby authorized
to obtain access to and/or to verify any of my/our data with the information collected from the insurance industry by any association, federation or similar organization of insurance companies. I/We understand that the information I/we give is on a voluntary basis.  However, failure to supply information may result in the Company
being unable to process my/our Application. In accordance with the terms of the Personal Data (Privacy) Ordinance, the Company has the right to charge a reasonable fee for the processing of any data access request. I/We have the right to obtain access to and to request correction of any personal information concerning
me/us held by the Company. Request for such access can be made in writing and addressed to: Customer Service Centre, 8/F, Sun Life Tower, The Gateway, 15 Canton Road, Kowloon.
�� !"#$%&'
�� !"#$%&= E�� !"#$%&'()*+,%-.F=�� !"#$%&'()*+,-.,/012345()+6�!",()7897� ():;<=7>?�@ABCDEFGHIJKLMENO7P6QM= E�� !"#$%&'()*+,-./012.345'6078 98F�� !"#$
�� !"#$ %&'()* +,-.$/0+,12345167891:;<=>? @ABCD#EFL�� !"#$%&'()*+,-.L�� !"#$%&'(L�� !"#$%&'(�)(�*+,$%&-./012345/678L�� !"#$%L�� !"#L�� !"#$%&'()*+,
�� !"#$%&'()*+,-./012L�� !"#$%&'()E��F�� !"#$%&'()*+,-./0123456L�� !"#$%&'()*+  ,-.L�� !"#$%&'()*+,-./012345678NR�� !"#$%&!'U�� !"#$%&'()*+,-./

3. All statements and answers I/we provide and those provided over the signature of all eligible employees, members and dependents in relation to this insurance cover including those statements and answers contained in any medical report, declaration of insurability of questionnaire completed in connection with this insurance
cover shall form part of this Application, and shall be the basis for underwriting thereof and any insurance contract with the Company.  I/We understand and agree that this information is complete and true, and that all material facts, being facts that might influence the assessment of this Application, have been disclosed in
this Application, it being understood that failure to make this disclosure renders the application voidable.
�� !"#$%&'%()*+,-�./012+3456&78129:;+<=>0"?@ABCDE5F#9GHI@JCKLM89NOPDQL�� !"#$%&'()*+,-"./0123456789:%;<=>?-@ !+ABC%D&'3EF;<+GH

4. I/We understand that no changes herein in relation to my company’s Group Insurance Policy Contract (Life) and/or Group Insurance Policy Contract (Medical) shall be effected with retrospective effect for more than two months from the date of receipt of this Report by the Company. If the Report is received by the Company
after two months from the effective date appearing therein, the Company is entitled at its absolute discretion to take any date within the two months before the Company receives the Report as the effective date.
��L�� !"#$%&'()*+ #,%-./0123=E��F=�� L�� !"=E��F=�� !"#$%&'()*+,-./0123456 78 9:;<=>./?23456@AB4 *+78 C:;<D013456#./EF$*+78GH0123456 9:;<@IJKLM=

5. I/We further authorized: (a) any doctor, hospital, clinic, insurance company, government office or any organization or person who has any record, knowledge or information of me/the Insured (whether medical or otherwise) to disclose, release or transfer to the Company or its representative such record, knowledge or
information pertinent to this Application and any claims arising therefrom; and (b) the Company or any of its appointed medical/paramedical examiners or laboratories to perform necessary medical assessments and tests to evaluate the health status of me/the Insured in relation to this Application and any claim arising
therefrom.  This authorization shall bind the successors and assignees of me/the Insured and shall remain valid notwithstanding death or incapacity.  A photostatic copy of this authorization shall be as valid as the original.
��L�� !"#W==E�F=�� !��"#L�� !"#$%&'()*+,'-.()/!+0$+1$23$�456$789:$;<' =>?@�AB$C�ABDE?3FG!HIJ56'-KLMN$ON'PQ?R"#$%&'()SD=E�F=�� ��!"#$%L�� !"#$%&'()*+,-.
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Authorized Signature & Company Chop: Date:
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Employee     �� Dependents �� ! (For Dependents Coverage Only)

Date of Birth

(DD/MM/YY)

�� !

Relationship

�� !"#

Name

(Shown in HKID)

��

E�� !"#$F

Date of
Marriage

(DD/MM/YY)
�� !

Date of

Employment
(DD/MM/YY)
�� !

Benefit

Plan

�� !

Employee I. D.No./

Staff No.

�� !"#$L

�� !

Name

(Shown in HKID)

�� !

E�� !"#$F

Marital
Status

(S/M/D)

�� !

Sex

��

(For Life Policy Only)

（人壽保單專用）
Monthly Salary (HKD)
�� !"#

Date of Birth

(DD/MM/YY)

�� !
Bank Code

��
Branch Code

��

Account No.

�� !

Effective Date

(DD/MM/YY)

�� !

Sex

��

(For Medical Policy Only)
（醫療保單專用）
Bank Account No.

�� !"#

Policy No.

�� !

Life

��

Medical

��

Company Name:

�� !

Affiliated Company Name:

�� !"#

Country of

Residence

�� 

Country of

Residence

�� 

Report of New Employees & Dependents

新僱員及家屬申報表格




