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E—E0 : IRIFRARBRIEASE  Section 1. Application Details

BRA (EREANIEREA—BPERT . TEENERRIEABIFRES)
Applicant (If the Applicant is the same as the Primary Insured, please go directly to the Primary Insured Part.)

RRIRABTR Applicant Name:

EiETel:
KA Rz HR4%R Permanent Address & Postcode:

HRET LR, B4R Mailing Address & Postcode:

EBfHBEmail:

FEHEFEEA Primary Insured

4 Last Name: £ First Name:

#4£51 Male or Female: 48 (B/B/4) Date of Birth (MM/DD/YYYY):
55 Height (cm): {2 Weight (kg):

E4& Nationality: BHIEEERERSHS ID or Passport No.:

BRI Occupation : /A8) Employer:

EiETelephone: B3 FHB{EEmail:

[B{EHbliE Residential Address:

fE{Eim City of Residence: HRYRZip:
HEFRIMPES b Where You Would Like to Receive Your Insurance Card :

Z2ERELREA Emergency Contact Person :
E3iF Telephone : E3FHRE Email :
EEREATEET. EAETRNSEMERMEETIRG? I:' = Vs l:l 2 NO

Do you have public medical care, basic medical insurance or other cost-compensation medical insurance?

HiE#RIEA Dependents

=
N
w
i

% Last Name:
% First Name:
M5 Male or Female

“H (B/H/%)
Date of Birth
(MM/DD/YYYY):

&5 Height (cm):
{REE Weight (kg):
[E%E Nationality:

SHIEERR S

ID or Passport No.:

EEmm

City of Residence:

RBET. BEXETRGSE b

FBAMEETFIRIE Public medical

care, basic medical insurance, D E YES D & NO D 2 YES D & NO D 2 YES D & NO D 2 YES D A NO
cost-compensation medical

insurance?



FEE9 : IB(RIREE Section 2. Coverage

(B/H/2 MM/DD/YYYY)
i IBEREMBEDSANTIER ( HIERRIEREET ) BFNERMAHK. (RIEE—REOZERRERE 2 I3,

Note: Please leave at least 5 working days (from the date submitting the application form) for enrollment and payment. Premium should be
received before policy effective date.

KR AREIEIERRE A ((RIEMSRIAMRBRERE , URERGERELIMHETERIIBR A ENERETER )

Greater China Plus A (Coverage in Mainland China, Taiwan, Macao, and Hong Kong. Emergency Coverage outside Greater China)

KGR EREIERRE B ({RIBUHEATGRBRERE , UREAMRESREUIMHIERIISXKRENESETER )
Greater China Plus B (Coverage in Mainland China, Taiwan, Macao, and Hong Kong. Emergency Coverage outside Greater China)

EFERRE (RIEEEEERMRRE  URAEEEINEARENESETZER )
International Plus (Worldwide Coverage excludes U.S. and Canada. Emergency Coverage in the U.S. and Canada)

SRR (RIS 21K )

Worldwide (No Area Exclusions)

O O 0O O

D BB Single D K43 Couple D ¥ Single Parent Family D ZRE Family
FEWERIEA B AR PRI A2 P EHRIRBEA3 M AR A4
wZ
Name
RfEBE R4ERE R4ERE 1R4ERE 1R4ERE
Fsukie D Inpatient Only D Inpatient Only D Inpatient Only D Inpatient Only D Inpatient Only
+ o, A, o L S, -, o, A,
Plan Options D {EBE+17i2 |:| {EBE+ T2 D {EBE+Ji2 D £+ T2 D {EBE+ T2
Inpatient Inpatient Inpatient Inpatient Inpatient
+Outpatient +Qutpatient +Outpatient +Outpatient +Outpatient
Eig%ﬁ)@ﬁﬁ?* [ rmBoO [] rmso O rwBo [ rmBo [] rvBO
70
Dedulctti)?lef Options [] rwms 20000 [] rwvs 20000 [] Rms. 20000 [] rms 20000 [] rms 20000
(Available for
Inpatient Only Plan)  [_] RMB 50000 [J rms 50000 [0 rms 50000 [J rvBs0oco  [] RMmB 50000
ZEIE: |
ﬁzzf‘ﬂy Benefit [ 7wz O Fs=ava
e GREIRELE ||| R A [ rme 72,000 O ms=ava [ REeea [ &R
This coverage is only av_ailable to
e s Ml Rve1io00 B RvB 110000
RE=ERFR I:l TEEE(N/A) I:l TIEIR(N/A) |:| THEEE(N/A) I:l AIERR(N/A) I:l TIEHE(N/A)
Wellness Benefit
memagmsrasEm ] RMB 2,000 [] rmB 2,000 [] rme 2,000 [] rmB 2,000 [] rwms 2000
All members must opt in/out the
ional Suppl
same Optionl Supplemertary ] RMB 5,000 [] rme 5,000 [ rms 5,000 ] rwms 5,000 [ rme 5,000

Hithi573K , 15388 Any other conditions, please specify below :

D FFEAN AfALAEE Personal Name Titled Tax Invoice (ARG AMZFFEKLZE Fapiao is issued under the primary insured's name.)
EBRIEERR |, 1BEABPMAITFR Personal payment is the default option if not specified

FEAFHELAZE Company Name Titled Tax Invoice (LAEHIRAATIHFNEFFERE Fapiao is issued under the primary insured's
company Chinese name.)

NEFXZFR Company Chinese Name:

NERIAIRBIS Company Taxation Registration No.:

fh#; Arbitration 8% PERZERE(HE Present to Arbitration Committee
IFIA Litigation

*EANERE , BOARARRRSR. If you don’ t choose, the default choice is litigation.

OO



$=28% : EBAEDE Section 3. Medical Questionnaire

1. BT FA ?

YESE No&
Been admitted to a hospital/other medical facility or had surgery? D = |:| -
2. EEE'{%?%H“ i‘aﬁﬁiﬁi;/\ﬁ?ﬁm,ooqﬁ ? . I:l YESE I:l NoZ
Been disabled and/or incurred medical costs exceeding RMB 40,000?
3. SRR EAIRHIRE ?
Been told that there was any abnormity during checkup? D YESE D NoZ
4. BARSEZEIMEEMAERI0EZILE ?
Suffered from a disease or an accident entailing 30 days or more sick leave and/or medical treatment? I:l YESZ I:l No&
5. E—FABNREFALHE?

) [0 vesg2 [ nNom

Scheduled surgery/inpatient treatment in one year?

6. BNEER. BEFSHERATEUTER |
Had any health problems or complaints, been diagnosed with, or had treatment for any of the following:

A SR |, IRRE , IR, G, IPIRGENE , STSEY K, S, Sk, S, BIER | BESTSERSEBITR

AR O vese [ nom
Chronic cough, expectoration, hemoptysis, asthma, difficulty breathing, bronchiectasis, pneumothorax,

emphysema, tuberculosis, pleurisy, chronic bronchitis, or other diseases of the respiratory system?

B.&E , BT, RS, 8, HERREME | MER , BRR , REFE  RRES  BHREER , 5K, 5% , SR

ERUKEEARR GRS ?

Back pain, frequent urination, urgency of urination, pain in urination, difficulty urinating, blood or protein I:l YESE |:| No&
in the urine, abnormal amount of urine, nocturia, kidney and urinary tract stone, nephritis, nephropathy,

renal cyst, hydronephrosis, or other urinary system problems?

C.RER , IBS , &0, BRK , B8, (&Fh , B85, IR , BME , Fl , &5 , ZREN , &%, BK, Bi% , 0,

B - OFPRSHIET | IR | IBERRE |, BRIORaE MR RERRS ?

Belch, nausea, abdominal distention, abdominal pain, constipation, diarrhea, hematemesis, melena, D YESE D No&
hematochezia, jaundice, difficulty swallowing, ulcer, colitis, stomach problems, hernia, rectal problems, HBV

Carrier, liver disorders, gall bladder disorder, pancreas problems or other digestive system problems?

D. /M, iEaIESIE | W8I, ERBKANSK |, MENESMY , 5K KIEASIOIERE | OEAST , Ok , OISR
7% OBVESE , X, SIBKE B BIE , SIS |, sEMERRSERR ?
Palpitation, tachypnea after exercise, hemoptysis, varicose veins extremity, chest discomfort or pressure,
° ® PhEs ey . e 0 vese [0 noa
syncope, rheumatic fever or Heart murmur, arrhythmia, myocarditis, cardiovascular disease, myocardial
infarction, stroke, aneurysm, coronary heart disease , hypertension, hyperlipaemia, or other circulatory

system disorder ?

E.SLE , RN , BHI , FTHM , 258, 5%  AMaEBMIERRSERERS ?

Dizziness, nosebleed, subcutaneous, hemorrhage, purpura, pain in bone, anemia, or other blood system D YESE D No&
disorders?

F.R3%, BN, [BER , SUER |, IBHER | RESE | SRS RS / K755 ? Arthritis, gout, neck

pain, back and lumbar pain, cervical vertebral disease, lumbar vertebral disease, myophagism, nervous D YESE D No&

lesion or musculoskeletal/joint problems?



G.&iT, 2R, NF=E , B, 8FNE |, ML | R, PRBER | SR o R RER ?
Hyperhidrosis, polyuria, tremor on hands, obesity, pigmentation, amenorrhea, diabetes, thyroid diseases, I:l YESE

or other metabolism and endocrine system problems?

H. L&, &8, 2, iCIZ0E  MAES , ZRES , Z, iiE , 7R, iR, BESE B, KERKE
Bt R G50%s ?

Dizziness, vertigo, syncope, hypomnesis, disturbance of vision, disturbance of consciousness, tremor, I:l YESE
convulsions, seizure, paralysis, sensory abnormity, epilepsy, loss of consciousness or other nerve system

disorder?

L BU5UBRERRS | FUERR LRk , BER  BEEZ , FERRRLE , FEFBEX  IPEEN , 1215, 8

Hfth8 / L METER GRS ?

Prostate disorder, mastalgia, mastitis, Irregular menstruation, menorrhagia, endometriosis, abnormal I:l YESE
growth in the uterus, ovarian cyst, Infertility, or other diseases of the male/female reproductive organs,

including venereal diseases?

JOEE  BEMR , 5T, B, BT, RN HEESESREIRENK , MRERHBRNE | IESRIRESE b
HERAIERS ? ]

YESZ
Cancer, tumor or mass, nodules, polyps, cysts, enlarged glands, lymph nodes or organ, disorders of the =

skin or pigmentation, abnormal growth in the breasts or any related conditions?

K. HIViSSRER |, 3047 | EIEXRGEIESEMRRRRER , ERaER ?
HIV infection, AIDS, AIDS-related complex or other immune deficiency disorders, infection problems or I:l YESE
venereal diseases?

L BB , ke , AR | B/AE. 17, [BRSIREES ?

Alcohol or substance abuse, mental/nervous, behavioral, emotional, or eating disorders?

M. BREE. BXIRESEMBIRERS ; IR0k ; EUESRES ?

Cataracts; glaucoma; or any eye disorder; hearing loss; or any ear nose, or throat disorder?

N. (5RtEems | BIAEE , EKABRE  §HET  BIRIMOEIN, SRUEER  EEHERR  EEE ,
KhEfmsE ? I:l

Disabling illness, physical defect, heteroplasia, amentia, suffers from the consequences of accident,

YESZE

[l

YESZE

YESZ
Congenital disease, hereditary disease, genetic defect, any family medical history?

O. HtE/MBHARIEAER :

Female primary/dependent insured are applied:

a. PR TS ?

Now pregnant? I:l
b. REEBMEFAILE ? 16 | BREFARHER.

Have any complications of pregnancy? If yes, please present medical record.

c. FHR

Expected date of delivery:

YESZE

P. BT LA EERERIRI ASEBRRRA

Other than previously stated:

a. BRMIRBIT 15 s LMHISANABEE ? Smoke more than 15 cigarettes per day or use tobacco in any I:l
form?

b. FEIESFH | —FRREEINSRD @IS 1220 Fak256% ?

Within the past 5 years, gained or lost more than 12kg or 25lbs during 12 months?

c. HftAIA-OFRRFNHAEIR/RE ( TEREEBRMELFHEETREALTER. #i2) ? MRE , £ FERE
RIS, I:l

Any other medical condition that has not been disclosed above A-O, regardless of whether a doctor or

YESZE

YESZ

other health care professional has been consulted? If so, describe in detail below.

[l



MEBR

BITHE (g0 &R, MR, e BERER
mITFIR T BT, M=} NG I
D, RS . e \
. . VORI BIERTRE. ANE fFhE, MRBLER , BEXEDRIE. )
. fE2 Diagnosis, R R AEETSE) )
= ) . What treatment did you Current Status
Name of the symptoms or Time of first . .
Q. No. . . receive and when? (Please (e.g. complete recovery, still under
insured medical occurrence ) ) ) )
. include dates and any review, ongoing, recurrent or likely to
conditions o . .
medication prescribed) recur? If it is complete recovery, please
inform the time.)
FEEDECLARATION

1 FFEPRFMASHIRAEETN , hERFERHNEIER. SUREMANESH  HMAFMESHRSEEIN. KPARESL. T2EE
B SRR S RIS RIS SR SRR | ANREIEEAER |, (RIGABNEILRIESREBENRIARIGE.

I declare that I have answered all the questions truthfully and to the best of my knowledge. If this form has been completed on my behalf,
I agree to the truthfulness of the responses given. I understand that any incorrect or incomplete answer or the concealment of any facts
relevant to this insurance may invalidate this policy. I also understand that the insurer shall be entitled to retain all premiums paid during
the policy year by virtue of a breach of this declaration.

2. HEUWFBEERGIERXENBEZAT , N RFPREREREE , HNRIHERIRIEA | RIEABSHITENITE.

I 'am also aware that I have to notify the insurer of any fact material to this insurance, which arises between the date of this declaration

and the inception of this policy.

3. RENENANRSREEIEXRER. ETREMEXERNENEE. ER. RIEAE). HEVWSAL , I9TBHEERREGIRAT | It
BN BRI A LR,

I hereby grant my authorization for any doctors, hospitals, insurance companies, other institutes or persons that know or own any of my
health, medical and the other relevant information to provide such information to your company. Copy of this authorization letter is also

valid.

4. ARABICIHRRIEIPHISIRICERRBET TIRBNSS  FAMRESE. REHE. SERRER. BB RIEER WO, BREM. FEF
IR, EEEASESETTHMABENS  RELTBHEARGREE—EFONFENCER , ARSET. RBPARES | WTEIRREA | K

BREARERE AR R EERB T RIE ST,

Your company has fulfilled the duty of explaining the product provisions, especially the policy benefits, period of cover, exclusions,
deductible, deductible rate, proportion of payment, policy cancellation, waiting period, and claims etc. I have read the application form
entirely from page 1 to page 5 and understood the above contents and hereby consent to comply. I understand and accept: For all

Insured, no benefit will be payable to any pre-existing condition which is not disclosed or not approved by the Insurer.

5. FRFEANBREARBAMERG (IEHFEREROBRATRESRO I ) REFERSCEMETNRAINE=SET IR ARMRS REE
FrRERE , ATLMEE. B, (7 T, IREMERAARBIRES OBRIGIRSTIIENER ( BFETRTARIESE Z AilAR SRR M=
4RY) | EEESIEARIN. RGN EEENHE =5 LR ERRBRE NS,

The policyholder agrees that the insurer and the related branches point the third party for the purpose of providing quality service. The third
party can, in a legislative way, collect, compile, save and use the information of the policyholder, the primary insured and their dependents, as a
result of using the insurer’ s service (including but not limited the information incurred before signing this document). The insurer and the third
party have the obligation to maintaining confidentiality.

RIRARERIREAZER

Signatures of Applicant and Primary Insured
BH# ( B/B/fE)

Date (MM/DD/YYYY)



EHEF

NEEFRD T HHRRASFHLEPEAING | RIRATERLSH
ERERWER , FERISHRFEERRSER | 5551
RIGERE. SERBEEEAS. BREISKRCHBERRS
A, CEFESEAMRIGERRNENER | ACRDERR
GERE. RIERE. MLEN. SRERSEESIEHMLR
RIRTE.

BRRBERECRRAANELENER (UTER RER
B ) BAQBAERARBIKE SRR ERNEZA
BB  MTAATHRHEAISTUAR |, IRERA. HARMEAZGN
LER , AR EEEHIREHASRE.
TRRBMARIRAFESEMIAN AN LUEETRAZITMHEA
&,

HECHSRRENFES , BUNEE RS ERRIGSENFF
[EIRET,

BMRIGEER , BRATMBRREA (58, TH) 830
AEREAR. &8, RSEEXEESTHARIRCEAE
=Pz LA, MNRAREESARE | ETIRIRAISAE
RN/ REBAAEEMRIEA.
REEEIEEN TIHEER AT BHRRE ARSI
HRERRAYRIGIRIE | BINSTAS. BRIFZRIEARRER
RIS ASSBRAEAEA AR ARG SR, BIELE « FETERIEARY
HIRSREESARRE A CHItESZ 2. EXETSEL
77 ERALY 3 BIERRRRRERG. I,
BES=ED "RREERE" KENER AT IS
RIRAIRIS IR,

WEIRRRZRS | (RIGASRERMBRFERAERFRE R, Z
RIS RBEATERNSETTIERZ AT N EZERORIRS

(R ) WEIE , RIVESETTEEEEXER. & 7

HIEERMZRS  BEBESEF AR, MTERE
B BRI ATER R BT IR AT TR ERY. FETR
GSEBEM. REEREAIMEHRRE A REE R ETH
HAREE SR EHR AR AKEET A | BEERIEA
BEAKENEZ BE308 REREAIBEENZER | &

0, RGN EEE AR M BRI ATE MR ET =R
ERNERS  EERERESRBENRERILZE.

—~— —~ MSH CHINA

Health Insurance Services & Solutions

Dear member,

In order for you to fully understand the insurance applied for and so as to
protect your rights and interests, please ask sales representative/broker for the
policy wording and detailed explanations of the policy wording, particularly in
terms of important contents such as benefits and exclusions before apply.
Please make your application decision only when sales representative has
explained the policy wording; you have carefully read relevant insurance
contents and policy wording; and you have fully understood important issues
like benefits, exclusions, honest disclosure and contract cancellation.

The Application Form, and other files deemed necessary by the Insurer
(hereinafter "“application files” ) are basis for the Insurer to issue the
Insurance Contract and will be an important part of the Insurance Contract.
For all inquires of the Insurer, the Policyholder and the Insured should disclose
honestly, the Insurer guarantee to keep confidential of the application files.
The application form may only be signed by the policyholder. No other party
or person may sign on behalf of the policyholder.

If you fill in and sign the application files, it should be regard that you fully
understand the policy wording and agree to abide by it.

You and your dependents (if any) must reside within Mainland China, Hong
Kong, Macao and Taiwan for at least two thirds of the policy year. Please
inform brokers/agency/sales representative and the Insurer if you are unsure
not able to meet residential requirement.

The purpose of the Medical Questionnaire is to evaluate the health conditions
for you and your dependents (if any) and to determine coverage, please
answer the questions as truthfully and thoroughly as possible. Pre-existing
conditions, if any, will not be covered unless approved by the insurer. For the
purpose of your health insurance, Pre-existing conditions are defined as “any
Iliness or Injury, physical or mental condition, for which an Insured Person
received any diagnosis, medical advice or treatment, or had taken any
prescribed drug, or where distinct symptoms were evident prior to the
effective date.”  Please pay attention the information you disclosed in
Section 3 Medical Questionnaire will be applied to evaluate your coverage for
the continuous policy year.

Upon receiving your insurance premium, you and your dependents if any will
be given an insurance card. The insurance card can be used at our “direct
billing providers” where the provider sends claims to us for direct settlement.
If you wish to access to the direct billing, please complete Confirmation
Letter. However, if a direct billing provider is used, for any expenses not
eligible to be covered by the policy and not collected by the provider, you
should pay the corresponding expenses to the Company within 30 days from
the day of notification by the Company or its behalf. Otherwise, the Company
has the right to cancel direct billing services or even cancel the contract with
no refund of premium.



—~— —~ MSH CHINA

Health Insurance Services & Solutions

: ication Form

BHIER Dear member,

8. BEPROASEE. TRERS (hEEME=EK% 8 |hereby acknowledge and agree the reality and validity of CCIC Individual

BRATNMASBRETF RS (AZ, 2024k7) 52X ) Health Insurance Policy (Version A 2024).
9. BEPEREASEE. THEAFS (TEAU=EREss 9 | hereby acknowledge and agree the reality and validity of CCIC Individual
BASMALBERFRR- 28 SBEFFERHIS (& Health Insurance - Premier Individual Health Plan Proposal (including Premier
i - H 1)

Individual Annual Premium Table).

(REEBEER)
10. PIRIEEEEEERS R, MRAANFRREARR

10. The policyholder agrees that the insurer and the related branches point the
third party for the purpose of providing quality service to insure afterwards

KitfRls (FEREAMRERHBIRABRES RS ZHE) claim experience. The third party can, in a legislative way, collect, compile,
REERSVEMEITNERIINE = A ET AR AR save and use the information of the policyholder, the primary insured and
SO, TILUGE. BE. R5. L. RETEEAA their dependents, as a result of using the insurer’ s service (including but not

limited the information incurred before signing this document). The insurer

S T B : =g S
OB R CBRRIRST EES. (BEERRTH and the third party have the obligation to maintaining confidentiality.

BIFSEZAIRMAIITER) | (EEEZEIEARb. KBRS
MEZRNSE=5 BAMERRBRENS.

KEWE. THRHRSARRGRASE— Z. =HBIAB.

I hereby acknowledge that I have read, understand and agree to
the terms and conditions stated above in this page and part 1,
part 2 and part 3 of the Application Form.

BRIRAZER
Applicant Signature

BHA ( B/B/%)
Date (MM/DD/YYYY)



— —~ MSH CHINA

Health Insurance Services & Solutions

EFIHAS

Confirmation Letter

®(28) AEABRALES)RWIRSERAR ( "BRFA" ) RSAVRRITHIT
FEHIREA BTN FIAMNTAS
I (full name) , as the primary insured enrolled under the Plan served by MSH China

Enterprise Services Co., Ltd. (MSH China), have read and confirm the below content:

1. 3%, RARFRSARIEIT I THUMBERRRA (218 ) BAMRHEZRE P SIRINIERBHEERET
GEPSENES
I, and the insured dependents(if any) enrolled under the Plan served by MSH China , hereby understand and

accept the clauses in policy wording relating to exclusions and pre-existing conditions.

2. 5/FA] , FEFEEREGIAIEASEE30 B, SRERER/RI RN EZZ AR

HAVE (T ZRIRSS T~ EAOR FRE/FRAVRIBEHARSIRIZA. BN EEERRT

I/ We agree that I/ we will be fully responsible for reimbursement to MSH China within 30 days upon
receiving notice of all treatment costs which should be paid by me/us but actually did not when I/we receive
direct billing service provided by MSH China. Reasons that may cause the above circumstance include, but are
not limited to:

(1) H/BRIEZIHRGAEERNEST,

The treatment is not covered by the Plan.

(2) /RIS | IREREMNERSIaMER B,

The co-payment that was not collected by the direct billing provider at the time of the visit.

(3) F/RAEZ SRR/ BHEERXRA ST MERESETEEN.

The treatment is related to a pre-existing condition that is not covered by the Plan.

3. /RN EMEFHES | AR/ MR B IRANBRE =+ B BARA B RIS EIA R BTHRIGERE
STEERNETER | RIEABISEIEIERIE SRANRIERREE. FE , BRRFIREIER DR

A, REEBNEEZHERE , ERGEEIZ BRI QNSRRGSR | RIGFHIBRREESRIEAZ H).

I/ We understand and accept that if I/ we fail to return the uncovered expenses to MSH China within 30 days,
MSH China has the right to cancel the policy immediately and there will be not any premium refund.
Furthermore, MSH China reserves the right to collect the uncovered expenses. The Guarantee Letter shall
take effect from date of the signing and expire on the termination date of the Plan (if the Plan is renewed, the

termination date of Plan refers to the termination date of renewed Plan).

RIRAREBREAZER

Signatures of Applicant and Primary Insured
HER ( B/B/£E)

Date (MM/DD/YYYY)



L 7p SH ]
Checklist

EREIESHEBMERERIEEWSARIELMM ( L) BIRSERATLTERANRIIE.

Please complete and sign Form(s) and return to sales representative/broker or MSH China for enrollment.

JR 1%
Original

HiER ( ERANFES—DHIER)

Application Form (One set for one family)

SN
Copy

FFEHRARIE AR SHDIE/APRR

Passport/ID copies of all insured members

~— —~ MSH CHINA

Heaith Insurance Services & Solutions

BRI

BRzEn (L) RARSHRAE

FE _EEERIELEI1F 20 SRR RE
9SHELIESE | 200127

Service Provider

MSH CHINA Enterprise Services Co., Ltd
5th Floor, North Tower, Building 9,

Lujiazui Software Park, No.20, Lane 91, E
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