
( / / ) ( / / )  / Area 1 
Single Journey: Period From (dd/mm/yy) To (dd/mm/yy) Total Days  / Area 2 Places of Traveling:

( / / )  365  (  90 )
Annual Cover: Effective from (dd/mm/yy) Insurance period is confined within 365 days from the effective day.  (Each single journey covered up to maximum 90 days)

 231-235  16 
2591 2938 2831 9192 / 2572 9728

Address: 16/F, Bank of Communications Tower, 231-235 Gloucester Road, Wan Chai, Hong Kong.
Tel: 2591 2938  Fax: 2831 9192 / 2572 9728

CBI SUPREME PROTECTION [ CBI COMPREHENSIVE TRAVEL INSURANCE PLAN ] PROPOSAL FORM

 PROPOSER INFORMATION

Proposer: Contact Tel. No.

Mailing Address:

 ITINERARY OF JOURNEY

 (  ✓ )

Specify your itinerary (Please ✓ the appropriate square box)

 A -   A -   B -   B -  

Plan A - Insured Person Plan A - Family Plan B - Insured Person Plan B  Family Premium:  HK$

 BENEFIT PLAN

 (  ✓ )

Specify your benefit plan (Please ✓  the appropriate square box)

INSURED PERSON INFORMATION 

Name of Insured Person Sex
Date of Birth 
(dd/mm/yy)

 / 

HKID / Passport No. Beneficiary's Name

 / 

HKID / Passport No. Relationship with Insured Person Beneficiary's Contact No.

Name of Insured Person s 
Spouse and Children Sex

Date of Birth 
(dd/mm/yy)

 / 

HKID / Passport No. Beneficiary's Name

 / 

HKID / Passport No. Relationship with Insured Person Beneficiary's Contact No.

* FILL IN BELOW INFORMATION FOR INSURED FAMILY

 IMPORTANT NOTES TO PROPOSER

DECLARATION

To enable us to provide this and other insurance services, as well as to keep you informed of our new development, your personal data is collected and may be transferred to other relevant parties.  Request to access or correct the data can be 

made to us now or in the future.

I/We declare that the information given above is true and complete to the best of my/our knowledge and belief.  I/We further declare that all materials affecting the assessment of this application have been disclosed.

I/We declare that all the Insured Person(s) am / are now in good health and free from physical impairment or deformity.

I/We declare that all the Insured Person(s) shall not be traveling contrary to the advice of any medical practitioner or traveling in order to receive medical treatment.  Neither the Insured Person nor nay other person covered under this 
policy knows of any condition, casue or circumstance existing that may necessitate the cancellation of curtailment of the planned journey.

I/We understand that I/We have to present the copy of the approval to the Company as an evidence of cover in case of claims.

I/We understand that this application will not become effective until this proposal has been accepted by CHINA BOCOM INSURANCE CO., LTD. CBINS* and agree that this Proposal and Declaration shall be the basis of the contract 
between me / us and CBINS.

1.

2.

3.

4.

5.

 

Signature of Proposer: Date:
( dd /  mm /  yy)

/              /  

OFFICE USE ONLY
ACCOUNT CODE CLIENT CODE


