Bupa Health Insurance Scheme Application Form

RIDEEMRIESTE R

Please select your scheme of application 5iEERETEREMIETE:

[J Bupa All Together Health Insurance Scheme RHA5R BB EREE]
O Bupa CarePro Health Insurance Scheme R0 2 EEEERIE S|

[J Bupa Care Kid Health Insurance Scheme 1R iHZ B EIRETE]

Please note one application form can on‘ly enrol for one plan. If you wish to enrol more than one plan, please submit another application form.
ARSI ERFERITBERFE—EREE > RERFLN—EREAS  FRE—NBIRER -

To ensure your cover can take effect on the first day of thejollowingLnonth, please send us the completed application fqrm at least Sl/vorking days prior to the end of the month.
Applications are subject to underwriting. MANGLIE TA —SREM > FRHEZHNEREF RN AERIR/DSELIERFLHRIA o FiA RANERIBIZRIGAE LN ©

If there is insufficient space provided for your answer or information given in this Application form, please K
continue on a separate sheet of paper, specifying the section to which your answer relates, and add your For Bupa Refereﬂnce No.:
signature with date. MIAFRFERAFERMFRHZEEIAR » 555 MARSRIZMEREAFTS BM LI INEZREHE o SERER

use only
Please complete this form in ENGLISH and BLOCK LETTERS. Please tick as appropriate. (PIaEA Policy Ejfective
ELEXERAT AR - LB (V] 9 Date £XAM:  ppg  mms yyyy

Medical Protection Needs Assessment EE{RER G

(Please note: The following questions are to evaluate the suitability of the insurance product(s) under this application based on your needs and circumstances. Application
can be suspended or rejected in case of suitability mismatch. 553 E | U TREESEFHILKRBF THRBERVBESE > LUREE THEERER « MHIRRREREE N REZESE

BCRYIER » 1 AREAA PTG AR SUIBAE < )
Question A 2 1 What is/are your objective(s) for purchasing the medical insurance policy? (tick one or more) SR FIGFILEEFRENENE? (AIE—1E5 218
[JOption #&#21: For the expenses of hospitalisation & E7RIZ
["JOption 422 : For the financial need when suffer from critical illness ZfE(I £ B ERNLERE
[ 1Option i&#3 : For the long term care and financial needs in case of permanent total disability A7k A 2GRN ERRERERCHER

[JOption 424 : For the expenses of outpatient visits and other medical needs (such as dental, vision benefit, etc)

AREMPIZ S EMBEAT (BIINFE ~ BEZ)
Question 8 2 Which type(s) of medical insurance you are looking for? (tick one or more) RIS Z RIS R —iaR MR BREIR? (g —185 2 18)
[ JOption #821: Indemnity (cover the eligible expenses by the policy) FETELE (ENZRERE T SERFTIRHSTHRENNEE)
[JOption £ 2 : Non-indemnity (a payment based on a sum insured amount by the policy) JERETNEEE (BNZ(REE STBAMREEMEHBE(E)

Personal Details of Policy Holder / Applicant {REE{FE A [ BHiEAEFR (Age must be 18 years or above FHHBAISETU L)
Title #838 Name of Policy Holder / Applicant (same as HKID Card) {REFA A / BB AR (EEBEHEHER)

[IMré4  Surname
CIMrs AR

[IMsZ=®  Given Name
OMiss/va &

HKID Card No. / Passport No. Sex M= Fi Date of Birth
&7 7SRNG / BRSNS | H
BB RS / ERRITE 14£51) BB jy vy Vyvy 2

Contact Details of Policy Holder / Applicant {REEIFH A / s ABH4RETE
Correspondence Address* i@z3t1E* (Please complete in ENGLISH and BLOCK LETTERS s X IFIEIEE)

Flat 8 / Room % / Floor [@#}
Block [ / Building AJE / Mansion f / House 1% / Estate B35

Street fi7 / Road &
HK &8 Kin f13E NT #75%

District #il&

Email Address” BEpiiH*

Contact No. B48E5E Fax No. fHEHE Mobile No. 7i8hE:E55E

Place of Residence!””

B

* P. O. Box, hotel address and overseas address are not acceptable. ZREEFE ~ JBEHIIE RSN IE4K ©

# You can access our e-Services through myBupa, our online and mobile platform, to view and download your policy-related documents. To access these e-documents, you
are required to register for a myBupa account and provide an email address where you will receive email notifications when a document is ready for you to access from
your myBupa account. You will no longer receive hard copy of these documents by post.
To help save our planet, Bupa encourages communications through electronic means. This will be the default option for our future communications with you after your
insurance policy has been set up. However, if you wish to receive a hard copy of all documents by post, please contact your insurance consultant to let us know your
preference.

# {Rel5iE myBupa 4 LR FENE T RGBSR FERERMREERX Y - BEERMELEEF XN » (RESEE myBupa 1RF > WHREBIMA o B E EHHMTH myBupa IREE > (REEIL
FBILBE o MR A E UIH 7 M E) B LR E A RIENRIZ
A7 HRIPIRIR > (RIDEENRAEF A IUETER o« g RHMARRIERIULIFVREREMBENMRETER « B2 MRMAEZBBIHFHIE
P SCHBIBIEN - AT AR R T RIS - H H“‘ W “‘H ‘ H“| “ H“

PAAPP
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Successive Policy Holder / Subscriber (Optional for applying “Bupa All Together Health Insurance Scheme”)

BENRERBA [ REA (FFE"FEXDERRAE D" ALASEEER)

Please state the successive Policy Holder in case you pass away 3a5/BB7E(R S HAVIE R FERNRERFE A

Surname

i3

Given Name

=

HKID Card No. / Passport No. Relationship with Proposed Insured Person / Member”
SRR / ERRE BEZRAN/ GERE"

Applicable to spouse/child/parents/parents-in-law/siblings/spouse’s siblings/grandparents/grandparents-in-law/grandchild/domestic partner/domestic partner’s child/

domestic partner’s parents

"~ BRAREE/F /XA BN R B B/ B R Bk /AE R B /EBHARE /R F /AR MHE/ AR HENFZ/FRHENRE

The above Place of Residence will be used to determine the validity and coverage of the Policy. Please inform Bupa immediately in writing if any changes in the Place of

Residence.

1 FEEtRARRERENBRMEAREHEE - MBS A A AUEmERRE

~* Unless otherwise specified by Policy Holder/Member in writing, the Service Provider(s) will consider Hong Kong as the Place of Residence of all Insured Persons/Members
and repatriate relevant Insured Persons/Members to Hong Kong when Medically Necessary.

~ BRIEREFBA/EESINERBN > REEEERRESEAMEBRAAN/EEZEEH  RERREERXREHRAEA/EEBREE -

Payment Method #{HREH %

Payment Frequency &IfHMREF I Payment Method #ifHRE 7% Remarks &t
[] Yearly &8 [] Credit Card £+ Please attach a completed Credit Card Authorisation Form
FEREY 2 ERRAREEES D
[] Autopay from Bank $R1TE8&#iR Please attach a cheque made payable to “Bupa (Asia) Limited” for
(From renewal payment only &R ELEA) the 1st year’s premium and levy with a completed Direct Debit

Authorisation Form
FAZEEIRIEEE > EREEREAREREZZRTEAAR » R
REAS TRIE () BRAEN

] Monthly B# ] Credit Card £HF Please attach a completed Credit Card Authorisation Form
FEREZ ZERRAREEESD
[] Autopay from Bank $R{T B8R Please attach a cheque made payable to “Bupa (Asia) Limited” for

the first 2 months’ premium and levy with a completed Direct Debit
Authorisation Form

FBAZEERARIEEE > EREMERREMREHEZ ZEREIARE
S ZEHREEAA TRA GEN) BRAS)

Applicable to application of Bupa All Together Health Insurance Scheme EAX A RHEREIERE(RETE)

Details of Proposed Insured Person / Member and Choice of Cover #Z{FA /& EEXIRIGFIER
(Age must be between 15 days - 80 years inclusive F# 82150 E 807 (BIEFEREH))

Please refer to the Cover at a glance and Eligibility of plan on the last two pages of Application form
F2HPFREEMEZRE—ERRIGRER
[ ] Myself Zx A (Proposed Insured Person/Member 1 EZEA /&S 1) (Details as page 1 EEHNEE—H)
Basic Benefit M Hospital and Surgical Benefit ~ Benefit Level Ward (Plan A) Ward (PlanB) Optional Benefit Clinical Maternity Dental** (Plan A) Dental** (Plan B)
TERE ERR TR RIELRA KB GHEIA) AE GtEB)  EEBIMARE P32 ER Ft GHElA) F GHEB)
Proposed Insured Person / Member 2
EZRA /B8 2
Name (same as HKID Card) #% (51578 5195618
Surname
i3
Given Name
HKID Card No. Sex Date of Birth
3 L EETE o= M5 F&
ERBNERH MR HAEHE o0 jvgs vy &
Place oIAResidencelM
B
Relationship with the Policy Holder / Applicant”
BREBRFBA [ BHBEARGRN
Basic Benefit m Hospital and Surgical Benefit ~ Benefit Level Ward (Plan A) Ward (PlanB) Optional Benefit Clinical Maternity Dental** (Plan A) Dental** (Plan B)
TBRE ERR TR RIERA K GHEIA) AE GHEB)  BEEEIMRE P32 ER 5t GHElA) Ft GHEB)
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Proposed Insured Person / Member 3
EZRAN/EE 3
Name (same as HKID Card) #% (EiEEEH818R)
Surname
a3
Given Name
HKID Card No. Sex Date of Birth
BB wp L (MB L FX \
BEEBBSNERE MR AR o0 5 Py vy =
Place of Residencel™ "
EfEmL™"
Relationship with the Policy Holder / Applicant”
BURBFFA A | A AR
Basic Benefit m Hospital and Surgical Benefit ~ Benefit Level Ward (Plan A) Ward (PlanB)  Optional Benefit Clinical Maternity Dental** (Plan A) Dental** (Plan B)
FERE EFE R FiRIE TRIEARA K (5HIA) KE (51#IB) BiEEIMRE Fiz2 R T GHEIA) 5 (5t2B)
Proposed Insured Person / Member 4
EZRAN/EE 4
Name (same as HKID Card) % (B&EE S5 :548E)
Surname
i3
Given Name
k=
HKID Card No. Sex Date of Birth
SE; /\EY—(D“‘ a | | M % F ﬁ |
&R SRS MR HAEBHA Py v B vyyy iz
Place of Residence®™
B
Relationship with the Policy Holder / Applicant”
BRERBA / BB ARMER
Basic Benefit m Hospital and Surgical Benefit ~ Benefit Level Ward (Plan A) Ward (PlanB) Optional Benefit CILnical Maternity Dental** (Plan A) Dental** (Plan B)
TERE {EBE R FiRIE IRIEARR K (5HIA) K (:1#IB) BiEEIMRE Fiz ER 7 GHEIA) 4 (5tH1B)
~~ Unless otherwise specified by Policy Holder / Member in writing, the Service Provider(s) will consider Hong Kong as the Place of Residence of allinsured Persons /
Members and repatriate relevant Insured Persons / Members to Hong Kong when Medically Necessary.
~ BRIMREFAA / GERINERE > RBEEEERRESBAMBRREA / @EZEE > NEBESERXRBMEAA / EEEES -
** The optional benefit for all members must be same
B ENBEEIMRIELAER

Applicable to Bupa Care Pro / Bupa Care Kid Health Insurance Scheme &R S5 RSB/ (RaEEEREE)

Please refer to the Cover at a glance and Eligibility of plan on the last two pages of Application form

A2HRERREME ZRE—ERRIGRERS
Details of Proposed Member ¥&8&k!

[ ] Myself & A (Details as page 1 ERIIESE—8)

[ child ¥&

Child’s Name (same as HKID Card/Birth Certificate) ¥« % FAEB S 155/ HAEEPEER)

Surname

a3

Given Name

HKID Card No. / Birth Certificate No. Sex 4 Date of Birth
SRS / HEEPERS M5 M3 F HAEHH

DD A MM F YYvy &

Place of Residence”
=600

~ Unless otherwise specified by Member in writing, the Service Provider(s) will consider Hong Kong as the Place of Residence of the Member and repatriate the Member
to Hong Kong when Medically Necessary.

FROFEERIUEEEN > REUERRRESEATEZEMM  NARRFERXREELEE -

Choice of Cover &{RIEH

Core Benefit FE(RE Optional Benefit B #E385MRIE
Hospital and Surgical Benefit £t /& FHii{RkE ] Full Cover Benefit 2#BE{E{RIE (applicable to Plan 4, 5 and 6 FBFRs1#)4, 576)

Benefit Level 2EE4R (Choose one fEEH—) [] Supplementary Major Medical Benefit HiNE&EIRIE (age must be below 60 years FH4EACOMI )

Plan 221 ]1/4 Private A5E [] Hospital Cash Benefit (XfRIRE{RIE
Plan t#1[ ]2 /5 Semi-private ¥£H5E [T] Clinical Benefit PIz2{Rp&
Plan 5t&|[ 13 /6 Ward XE [] Maternity Benefit ZERHRE

(age must be between 18-49 years inclusive &4 B /5-495% (B EEH B HR)

[[] Dental Benefit (Plan A) ZFHRIE (5t#IA) / [] Dental Benefit (Plan B) F#HRrE (51EIB)
(applicable to Bupa CarePro EfE FIGEFE#E1#)
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Child Discount (Only applicable for application to Bupa CarePro / Bupa Care Kid Health Insurance Scheme)

HKENEE | FRFEITIN (EEARRARE AR | fRi0 SRR B RmEsTE)

Please give details if you / your spouse is a proposed/existing Member of Bupa CarePro and / or your child(ren) is a proposed/existing Member of Bupa Care Kid. Each propg.f,edv Member needs to
submit an application form individually. YR/ fFECEA MRIASER NERS /RERE » &k/INTLA RIEERR WEES /REER  FRENTEN - SUEBEASBERIBHER

Please indicate your membership no. if you are an existing Member

Please tick if you are a proposed /existing Member MInERAER ’fﬁggé%ﬁﬁ%
MrRERE /RARE  FRERNINE V15 Membership No. & R 31
Your Spouse {REYEC IR Please indicate the membership no. if your spouse is an existing Member

MIFNEBRREEE  FEREENRE
Membership No. & £ 255

Spouse’s Name (same as HKID Card) ECf8#42 (B2EB 5 1D:548)

Surname
i3
Given Name
HKID Card No. Date of Birth
ERBERS HAEBH
DD A MM A YYyy
Your Child fRF & Please indicate the membership no. if your child is an existing Member
M FLRIRBRE  FEREENRE
Membership No. & 5755
Child’s Name (same as HKID Card/Birth Certificate) FXZ % (SEB B D55/ L4 EHEMER)
Surname
i3
Given Name
HKID Card No. / Birth Certificate No. Date of Birth
BRBHENRS / WERPERE HAHE
DD H MM 5 YYYY
Your Child B F % Please indicate the membership no. if your child is an existing Member
M TFLRRERE  FHREENE
Membership No. & S 375
Child’s Name (same as HKID Card/Birth Certificate) ¥4 % (BRAEB B 7%/ HEEBEEER)
Surname
i3
Given Name
HKID Card No. / Birth Certificate No. Date of Birth
EEGMES / HEERERS HAERH
DD A MM A YYyy #

Bank Account for Reimbursement Z{38&{E>$R{TE O

Application to Bupa All Together Health Insurance Scheme or any other scheme are required to fill this section
BRRFHXEERRARE SR E BRI REATILE S

Claims payment will be reimbursed by autopay only. B3 EIER L B EEE A2 ©
| hereby agree and authorise Bupa (Asia) Limited to reimburse claims payment to the account below. ZX AFERIZHERHE (EN) ARARMEREERERUTED -
Account Holder’s Name (Same as recorded on bank account statement/passbook)

FOFAAGE (RIRITHE/FBER)

HKID Card No.
ERBNHRE
Personal Hong Kong savings / current account number (HK$ only) {BAZE#HE / FRBITEOEEE (RRHBE)
Bank Name Bank No. Account No.
RITEHE SRITARSE FOsRES

If the above account holder is not the applicant, please fill in the following information. % Lit> EO#FE ALIERFEA » FHEBUTER ©
Relationship with the Policy Holder / Applicant or Proposed Insured Person / Member® EL{REEHEE A / BEFE AN ESREA /EE BHE
(Applicable to spouse, parents or children only RIEAREE « KEBHFL)

| acknowledge that | will need to provide a valid Hong Kong bank account details later for Bupa (Asia) Limited to avoid any delay on claims reimbursement if | do not
provide my bank account details at this time. Zx \ABBRYIIREHERRMIRITE OER > HETERRA M) FRABDRUERNEBIRTEOEN » URIEREE o
Also, | may update the bank account details later on myBupa, our online and mobile platform. ItE5h » 28 ATHE TR myBupatf LR FHFE LEHESHRITRAOER -

* Please delete if inappropriate A& #EHE
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Health Declaration and Questionnaire 2FE=EAKRREE

Important Note EEEIE

During the insurance application process, it's important that you act with utmost good faith and disclose all material facts related to the proposed Member to Bupa.

If you are uncertain as to whether a fact is material, then it should be disclosed. If you fail to disclose or misrepresent a material fact and this causes Bupa to accept

the risk, this will raise questions about your entitlement to insurance benefits. Consequences may include termination of your policy or reduction of entitlement to

claims payments in all or part.

TERIEFRFBET > BOUEEHERRNNEEMESESMAEEESE - IRFIREEEFERLEE > AIEFERE c IIRREREERRAEEEE > MERRDALESRER

% BRI EIPIEANRE - RERAISEEIERILMAIRE ; UM/ D2 BREBDIRPTERFHVEME -

(i) This questionnaire collects health-related information solely for the purpose of underwriting which is a process for Bupa to evaluate the health risk of the applicants and decide
the application results. The underwriting process that Bupa adopts should be fair and reasonable, and Bupa should explain the application results if requested by the customers.
IERB I E B RN ERMEE AR Z AR » MIZRERBTHMERFZAZBRERBRRERFERNIZRF « RIDRBENZREFRANTAE  TEREEREREERFER -

(ii) As the applicant, you are required to provide Bupa with complete and accurate information requested in this questionnaire to the best of your knowledge and belief. Based
on the information provided, Bupa may have follow-up questions or enquiries that require you to provide further information for underwriting purpose.

EARBEN » (MBBEEREMAPNE > @ARSHRERARARETERERNER  RORBMRRENER > ISR HRERNENESAMBRIME—FREERUEZRZA ©

(iii) If there are any changes to or updates of the information provided in this questionnaire after the time of submission of this application and before you receive the Policy,
you are required to notify Bupa in a timely manner. E{RTEIER A ERERE ERLEIRE RN ARESPIRENERIA R B3 (REERFEIBARA o

(iv) Even after an insurance policy has been issued upon successful application, the insurance coverage for the proposed Member may be affected or the policy may be
terminated, voided or rescinded, or claims may be repudiated by Bupa, if you have not provided Bupa with complete and accurate information to the best of your
knowledge and belief according to (ii), or if you have not notified Bupa on any changes to or updates of the information in time according to (iii).

BIEEE IR RIS B (R 8 > FEIRRIZ (i) PR E PR AIFR (5 MR (e B R BRIV ) » BRI (i) PRt SEE RO E R U S B M A R B AR > g EBMNRIEBRIFAIESR
B2 > (RIBIFOIAEAIAR L ~ ERFSURITE B RAIRE » SUIE4EES(E

Guidance Note in completing the questionnaire I RI&155|

If your answer to any of the questions in Section A below is “Yes”, please proceed to answer the relevant follow-up questions in Health Questionnaire - Section B.

ENTREEAN—BEREZEES (B & FRERRERS - ZEEIZERMERERRE

You do not need to disclose information regarding the medical conditions or treatments below -

Cold / flu / sore throat, gastroenteritis / food poisoning (fully recovered), indigestions (no investigations required), acne, muscle sprained (fully recovered), thrush,

routine scan / blood test for pregnancy (normal result), routine cervical smear (normal result), routine health check (normal result), preventive vaccination, Hormonal

Replacement Therapy (menopause), infertility treatment or uncomplicated pregnancy, myopia / hyperopia / astigmatism / presbyopia.

IR B U MR SUAE -

SRE/RE /MR ~ BEX/BEYPE (BER) - HERR (BRRD) - BE « IRERE (BER) 808 - BRERRHE / IRER BRERER) ERTERMERERER (RRER

ER) s BREREE BEEREER)  BEhEE - TRXETAE (EFEH) FEARIRRERBRESHNES 118 /1518 /50t / £t

You are required to provide Bupa with complete and accurate information requested in this questionnaire to the best of your knowledge and belief, including any and all

medical information which are known or ought to be known by Bupa in any previous insurance application and medical claims.

REERBEPNMIE @ ZABSHERAFRDIRETERERNER » BFEZANEAREPFENBERER RO SEZ BN T RAEBEER

Health Questionnaire - Section A {#EERI% - BZR

Proposed Insured Person / | Proposed Insured Person / | Proposed Insured Person / | Proposed Insured Person /
Member 1 Member 2 Member 3 Member 4
EZREAN/BE ERRA/BE2 ESRAN/BE3 EZRAN/ BB 4
e cm [ER/ cm EXK/ cm [ZK/ cm ER/
Height 55
feet IR inches & feet ;R inches 0 feet R inches I feet IR inches 0
3 kg Afr/ kg A7/ kg Afr/ kg Afr/
Weight 85
pounds(lbs) & pounds(lbs) pounds(lbs) & pounds(lbs) &
Do you (or proposed Member) smoke3 or have you (or
proposed Member) smokedz’ in the last one year? []Yes2 []No& [JYes2 []No& [JYes2 []No& [JYes2 []No&
IREES)ERERE NEBE—EREERE?
1. Inthe last 3 years, have you (or proposed Member)
ever had or been advised to have any regular or
ongoing (such as monthly, every 2 months,
half-yearly, annually) follow-up consultations or
medical care with a healthcare professional (such as
specialist doctor, physiotherapist, psychiatrist) for [JYes2 []No& [JYes@ []No#& [JYes2 []No#& [1Yes2 [JNo#&
any disease or other medical condition?
TIBE=ZFRN  REETE) 25 B ESKES T RS
BE(BIEA - smEA - 8¥F « 8F) AEAEFRE
MR T HEREA S (GIUFAIEL « YIRAmAD -
TR B ) VIR RS A SR R IE ?

3 For the purpose of this question, the meaning of “smoking” includes but is not limited to cigarettes, cigars, tobacco pipes, chewing tobacco and the use of nicotine
replacement products (such as e-cigarettes).
3 TRE ) AEBENESREEERRNEE S B BERERES THANER(FIMETE) -

# Not required for proposed Insured Person below 18 years old. 185U T2 AR RABEEEE © (P.T.O. ;58 TF—8H)
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Health Declaration and Questionnaire (Cont.) f2FEEAKREE (&)

Proposed Insured Person / | Proposed Insured Person / | Proposed Insured Person / | Proposed Insured Person /
___Member 1 ___Member 2 ___Member 3 ___Member 4
EZRA/GE1 ERRA/BR2 EZREAN/BE3 EZRA/BE 4

2. Inthe last 3 years, have you (or proposed Member)
ever had or been advised to undergo
investigations (such as blood or urine test, ECG,
X-ray, ultrasound, CT scan, MRI, PET scan, HIV test,
Hepatitis B test, Hepatitis C test)? [JYesE []No&d [JYesE [ No&d [JYes2 []No&d [JYes® []No&
FBEZFR > (NHESE) EEZESINBREREZR
= (Bl ~ BRAR ~ OEE ~ Xt ~ BER ~ B -
DR ~ EEFIRE - BRI - 2R - R
FFRRIE) 2
If the answer is “Yes”, do your (or proposed Member)
investigation result(s) include the followings?
MREZR (2 (REEEE)NEEEREGTEE T

&5 ?

(a) Abnormal test result is advised [JYesZ []No&d [lYesZ [ No&d [JYes2 [ No&d [JYes® []No&
RERERER

(b) You (or proposed Member) are still awaiting
test / test result [JYes@ []No#& [JYes@ []No& [JYes@ []No& [JYes@ []No&

R(EEE B) EL R ainiess

(c) Medical advice has been sought or treatment is
required for the test result (such as liver cyst /
brain cyst / joint degeneration or calcification /
lung or breast or thyroid calcification
discovered on imaging test, that may not [JYes@ []No& [JYes@ []No& [JYesE []No& [JYes®@ []No&
require immediate treatment)
MEREREsREBEERABERT AR GIN—L
RSB ERNEAERIERINIT RS/ SRS/ FETR
1b;§9‘51b/ TR Bz R AR 82 IR AR S AL S FRARBR
IRE5(E)

3. Inthe last 5 years, have you (or proposed Member)
been advised by your doctor to take any
medications (such as to be taken daily / once per
week / as needed as directed by doctor) for a
continuous period of more than 1 month?
EBERFR  MREEER) BE BREEZHTEH (Bl
RBLEETSH/8B—R/EHFER) RAAHBE—E
BRI #EY ?

[JYesZ []No& [JYes® [JNo& [JYesE [JNo& [JYes@ []No&

4. Inthe last 5 years, have you (or proposed Member)
been admitted into a hospital? [JYes® []No& [JYes@ []No& [JYes@ []No& [JYes® []No&
EBERFER > MEEGE) BEGATEBKR?

5. Inthe last 5 years, have you (or proposed Member)
undergone a surgical procedure (including
endoscopy or biopsy) without being admitted into
a hospital?

TBERFERN > REETE) BEREIFERIER TER
SRR (BERERIRESUEMEBER) ?

[JYes2 []No& [JYes® [JNo& [JYesZ [ No&d [JYes® []No&

6. Apart from anything you (or proposed Member)
have already disclosed in Questions 1-5, do you
(or proposed Member) have any of the following
conditions?

FRT IR (Si2EE ) 51 E5EMEREIRBNE RSN > R

(EE8) 2EH FIBER?

(a) Unintentional weight loss by more than 5 kg
(11 Ibs) over past 1year [JYesZ []No& [JYesE [JNo& [JYes2 [JNo&d [JYesE [ ] No&d
ERE—FR  BBEEKHIRLD 75 A (MBI E

(b) Abnormal bleeding (such as vaginal bleeding,
rectal bleeding, nose bleeding or coughing up

of blood) for at least one month [JYesZ []No& [JYesZ []No#& [JYesZ []No& [JYes []No&
AIEFH M (Bl I ~ @i ~ AR MmmyZIm) =
L—@EA

(c) Other medical conditions or other sign and
symptom (such as lump, headache, persistent
coughing, chest pain or epigastric pain) that
you (or proposed Member) are seeking or
intend to seek medical advice
HAR BN SRR (BN AER ~ 3855 ~ #5148
IZI ~ BfE Sl ERRE) METE ST HESREEER

(d) Inthe last 1year, you (or proposed Member)
had or have been required to have follow-up
consultation with a healthcare professional
(such as specialist doctor, physiotherapist,
psychiatrist) for any medical condition or sign []Yes2 []No& []Yes2 []No& []Yes2 []No& []Yes2 []No&
and symptom
EBE—FR > REES 8)BEARER RIRE
RERBREBETNBFERTEXREAS (HINER
BRAE ~ MIRARET « IBHRIBA)NIRER A

[JYesE []No& [JYes® [JNo& [JYesE [ No& [JYes@ []No&

(P.T.O. ;588 F—H)
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Health Declaration and Questionnaire (Cont.) 2FEEAKREE (&)

Proposed Insured Person /
___Member 1
EZMRA/GE

Proposed Insured Person /
___Member 2
EZREA/EBR2

Proposed Insured Person /
__ _Member 3
EZRAN/EBE3

Proposed Insured Person /
___Member 4
EZRA/BE 4

Fo

=

Have you (or proposed Member) ever been
diagnosed with any of the following diseases or
medical conditions?

IREEEE) BE BRHED TIIRRREER R 2

(a) Cancer or carcinoma in situ EAESRIRE
(b)
©
(d)

Brain tumor JSERAERR
Heart disease DR

Stroke (including transient ischemic attack

(TIA)) FE (BIEEE AT - 478 DhE) )

(e) Hypertension SI0E

(f) Diabetes mellitus or impaired glucose

tolerance HERFHEEEMNEESE

Prolapsed intervertebral disc or degenerative
spine conditions HEREEEZEH AR IERR

Diseases or medical conditions requiring a
medical device or prosthesis to be implanted
within the body FRZ1E A B2 ol EMAVRREL
R

Mental health conditions (such as depression,
anxiety, schizophrenia, eating disorders, or
bipolar disorders) &R EEA T (BILNINE ~ & -
IEEDR « B KBS ERITINEE)

Multiple sclerosis 24 RE{LIE

(@

(@)

@

[6)]
(k) Congenital conditions (medical, physical or
mental abnormalities that existed at the time
of or before birth) X MERE (B HERFRZ AT
BEANEE - £BEm EHNEE)

proposed insured children aged 6 or below only BER/SNEIU T2 ESRRE

Was the insured child born before 37th week of
pregnancy?
SREEBRENIEREI7EAHE ?

[]VYesz
] Yes2E
[]VYesz

1 No&
I No&

I No&
[JYesZ []No&
[1Yes@ [JNo&

[JYesg []No&

[JYes@ []No&

[JYes®g []No&d

[JYes2 []No&

[JYesZ []No&
[JYesZ []No&

[JYes@ []No&

[]YesZ
[]Yes2
[JYes®

I No&
[INo&

[INo&
[JYes® []No&
[1Yes@ [JNo&

[JYes® []No&

[JYesE []No&

[JYes® []No&

[JYesZ []No&

[JYesE []No&
[JYesE []No&

[JYes@ [JNo&

[]VYes2
[ Yes2E
[ YesE

1 No&
[ I No&

[ I No&
[JYes®E []No&
[1Yes@ [ No#&

[JYes []No&d

[JYes2 []No&

[JYesZ []No&d

[JYes2 []No&

[JYesE [ No&

[JYes2 []No&d

[JYes@ []No#&

[JYesZ
[JYesE
[JYesZ

1 No&
[ ] No&

[ ] No&
[JYes® []No&
[1Yes@ []No&

[JYes® []No&

[JYes@ []No&

[JYes® []No&

[JYesZ []No&

[JYes@® []No&

[JYes® []No&

[JYes@ []No&

Health Questionnaire - Section B #ER%E - 226

If you answer Yes to any of the questions in Section A above, please provide additional information as applicable below.
MRIRFEU EREMEA—IBREZ ERA (B & SEUTERNEEREELER -

Proposed Insured Person /Member 1

fRA/ BB

Question No. &5

Medical condition JIE

Question No. &5

Medical condition JRJE

Question No. &5

Medical condition JSfE

Disease / medical condition / sigh and symptom

R/ REROR / R

2. Date of first occurrence of sign and symptom
BHRHERHERIERR B A

3a. Treatment / investigations / tests / scans that have
been performed
BETHARER/ RS/ IR/ R

3b. Date of such treatment / investigation / tests /
scan
ABRaE/mE/ AR/ AN

4. Present condition (such as whether fully recovered,
follow up action / medication / next follow up
date)
R (BINREE R RE - BRRIE/IRFAREREY/
TREZHE)

5. Date of last follow-up medical consultation /

treatment

wEED/ ARAH

(P.T.O. ;583 F—H)
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Health Declaration and Questionnaire (Cont.) f2FEEAKRBE (&)

Proposed Insured Person /Member 2
HEZRAN/EE2

Question No. &5

Medical condition J&fE

Question No. E&sf

Medical condition &iE

Question No. 5%

Medical condition J&JE

1. Disease / medical condition / sign and symptom

B/ BB/ SRS

2. Date of first occurrence of sign and symptom

BERHRHRERAERN B

3a. Treatment / investigations / tests / scans that have
been performed

CETENAR/ RS/ RS/ B

3b. Date of such treatment / investigation / tests /
scan

BRaR/mE/ A=/ BB

4. Present condition (such as whether fully recovered,
follow up action / medication / next follow up
date)

IR (BINEEERE2REE - BLIRE/ IRFARESZY)/
TREZHH)

5. Date of last follow-up medical consultation /
treatment

REEZ/ AREH

Proposed Insured Person /Member 3
EZRAN/ BB 3

Question No. &5

Medical condition J&fE

Question No. &5

Medical condition J&fE

Question No. &5

Medical condition JHE

1. Disease / medical condition / sign and symptom

R/ RN/ R

2. Date of first occurrence of sign and symptom
BRUBRBEIERRIB A

3a. Treatment / investigations / tests / scans that have
been performed

DETRAE/ BE/ BlE/ 1w

3b. Date of such treatment / investigation / tests /
scan

BRaR/BE/ =/ BB R

4. Present condition (such as whether fully recovered,
follow up action / medication / next follow up
date)

TR (BN EETEREE - BRRE/ RAREZREY/
TREZBH)

5. Date of last follow-up medical consultation /
treatment
REBED/ aREH

MP420/11/2023
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Health Declaration and Questionnaire (Cont.) f2FEEAKREE (&)

Proposed Insured Person /Member 4
EZRN/ BB 4

Question No. &5E

Medical condition JHJE

Question No. &5

Medical condition J&fE

Question No. &5

Medical conditi

on JBIE

1. Disease / medical condition / sign and symptom

TR/ BEOR / IR

2. Date of first occurrence of sign and symptom

BERHBHERAER A

3a. Treatment / investigations / tests / scans that have
been performed
BETHAE/ BE / AE/ i

3b. Date of such treatment / investigation / tests /
scan

BRaR/aa/ A=/ BB

4. Present condition (such as whether fully recovered,
follow up action / medication / next follow up
date)

IR (BINBEETERE - BLIRE/ IRARESZY)/
TREZHH)

5. Date of last follow-up medical consultation /
treatment

REED/ AREH

If you have any medical reports or reports of investigations, please enclose them and put a tick in the box.
MIFBEERBERENBERTRS > BRILRESERN L > WERZEREM TV ke

[] With attachment

FENE
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Declaration and Authorisation BPFARIS1E

The Policy Holder and the proposed Insured Person hereby declare that:

| apply for the health insurance plan (the “Plan”) stated in this application form (the “Application”). If | am making an Application for a proposed Insured Person / Member under the Age of
18, | have been duly authorised by the guardian of the proposed Insured Person / Member to make this Application.

I confirm that | have selected this insurance plan of my own free will. | further confirm that the product features of the Plan were able to fulfil my/ proposed Insured Person / Member’s current
medical protection needs, financial situation and premium affordability.

REFFA AMERRAEILER :

AARLILERER ( THEEE) ) RFBEZBEERIEE] ( T5t8)) ) 2965 - MEZRA / GEFRANSH » AABEEZRANGEEAEAREAESRA / GERBUILEHE -
IRANFERANFTEZ RS RBIDIRRAAZ B REMARE - RATEDADNESABHEEN/EZRA / GERFNBREERR - MBI REARES

| agree to be bound by the terms and conditions of the Policy / Contract of this Plan. which will be provided to me if this Application is approved.

I acknowledge that the Policy / Contract shall be renewed automatically on a yearly basis unless it is not renewed by giving notice to Bupa or according to the terms of the Policy / Contract.
| further authorise Bupa to deduct the premium payments from my designated bank account/ credit card (where applicable) upon renewal. If | want to cancel the Policy in future. | will need
to inform Bupa in writing at least 30 days before the renewal date.

FANRRETHIRE /N2 R R - ZIRE/GOR BN PR ERRRETAA -
A N BFRIEUREI A NG T RIDBVEXN T BRI ERBRE/SMRIRTE - BRRE/GORESEAHRR - FALRRFRBERFRITINAAIEERITIRS /S FNER)NERRE - A ARRE
HUHRE > ZEFMERE 30KAIUBEEFNR

Coverage and Pre-existing Conditions {RfE& B &R
| declare that, to the best of my knowledge and belief the information provided in this Application or in support of this Application (including to any Bupa appointed Medical Examiner)
("Information”) is true, accurate and complete. | understand that (1) all Information forms the basis and becomes a part of the Policy; (2) failure to provide Bupa with full, complete and
accurate Information may result in Bupa having the right to treat the Policy as if it had not existed, or refusing to pay all or part of a claim; and (3) failure to provide full, complete and accurate
Information in respect of the proposed Insured Person may affect the cover for that proposed Insured Person.

If I am making this Application on behalf of the proposed Insured Person under the Age of 18, all Information disclosed on behalf of the proposed Insured Person has been verified by me as
true and correct. | acknowledge that the knowledge of proposed Insured Person is imputed to my knowledge.

| acknowledge that benefit is not payable under the Plan for any costs of treatment arising from any existing ilinesses, injuries or other conditions which has been treated or diagnosed or
manifested with signs and symptoms that should be reasonably aware before the Coverage Commencement Date of the Plan (or, if applicable, the date as referred in the notification letter
if switching from an existing Bupa Health Insurance Scheme) unless complete details are fully disclosed in this Application and accepted by Bupa. | understand that | am required to notify
Bupa immediately if the health condition of the proposed Insured Person has changed at any time after the submission of this Application and before the issuance of the policy (as according
to the Policy Issuance Date)

In the event the pre-existing medical conditions have been disclosed in the Application and accepted by Bupa, Bupa may apply a Premium Loading to cover that specific condition(s) and
the percentage of Premium Loading shall be notified to me in writing. Bupa may apply Case-based Exclusion(s) due to a pre-existing condition or any other factor that may affect the
insurability of the proposed Insured Person.

| acknowledge that Bupa may terminate the cover for the proposed Insured Person with immediate effect if the law of the country in which the proposed Insured Person is located, or the
proposed Insured Person’s Place of Residence or nationality, including but not limited to USA and Japan, or any other law which applies to Bupa or the Policy, prohibits the provision of
healthcare cover by Bupa to local nationals, residents or citizens. | further declare that the proposed Insured Person is not US permanent residents. | understand that | am obliged to
immediately notify Bupa in writing if the proposed Insured Person becomes a permanent resident of USA during the Policy Year. For the above purpose, ‘permanent resident’ shall mean a
person residing in a country who is a citizen of or who is permitted under applicable laws to live and work, on a permanent basis, in that country.

ANEE » MAANFRAIFAS > ARBER L (BEOEAFRESENEEAL) RENTFUSFARTRAN—EN (T8 ) - IBEAR « EEKTEE o & ABBH (1)FA B A S8 RE AR
jﬁﬁ@éﬁ%@ﬁ%ﬂﬁ s QMABEERERMAR « BERATENER  RABRERFIANRERATFEREBZ N2 BB INERE ; RE)MABEAHEZRARBER « ERATENER BEXEZ
EZRAZIRE o

MARARRFERTSHENEZRARBULERR - FIERREZRAZBNIEENEREAARESEERIERHR - RARDREZRAMMZBRFATAFRMZE

A NFERNERERNE (SUERERMERREBIESAEASBENEHRIIBZ B  NEA) FIREEDARIKRELNEREIIERZAHHAERNEBHIE « REFEMBIRT B
%E%E%@§E§$g$$ﬁéiwEE#EE@JHﬂﬁ%ﬁ%ﬁﬁa}%m ) BRABER—ENTREE - AABBNERIZARFENASBIREFEN (UREREHAE)NEMRR » ERRANRRERRA EEE
4 T2 I RIBAIRIR ©

ﬁ%@ﬁ?gg;%ﬁﬁm&%ﬂﬁ%@m%m&ﬁ > RIB GBI IR E UREARIER RN - REWAMINREXREUEEBHARA o RO L EERESEAEMPEEZRARRENE RN
LA RAE °

AN NHESRANZESZ AR A BOPR 7E B2 S HLJE £ 1 SU R 78 P a8 B 2R B0 5 122 (B (B AN PRI R EIAN B 45 SUE A M RIS A REBA AR R ERIBA EMER BRI REHEFRRE » RIAILIEIER
TRABIRIELL ST BPAERY o A NILINRBIESRANMIERERAER - ZARBUEZRARREFEMBMNAREXAER > FABEEZUEEENRE © DkABR] EEREER LS 2
NRIRFERFREFEZEXANEERTEBIAL

Applicable to Application through authorised insurance broker BRI BB EIGE RGBT ZHRE

| understand, acknowledge and agree that, as a result of me purchasing and taking up the policy to be issued by Bupa, Bupa will pay the authorised insurance broker commission during the
continuance of the policy including renewals, for arranging the said policy.

| further understand that the above agreement is necessary for Bupa to proceed with the Application.

RABBE - BAKEE > RIOENAABEREZHEENRE » NREGWHAN (BFEREY) HaS2HEMRENERBRIECLEXNEE -

RATRERIBOBRSAAU ENER - 4 eI UERE R

Personal Information Collection Statement {8 A E KUK EEESER

By signing this application form, | confirm that | have read and understood the Personal Information Collection Statement (“Statement”) in this application form. | have also brought the
Statement to the attention of all proposed Insured Person(s)/ Member(s) (or their guardians if applicable) and confirmed the understanding and agreement to it. I/We consent to the transfer
of my/our personal data within or outside of Hong Kong for the purposes and to the types of transferees as set out in the Statement. |/We have understood the Statement’s effect in respect
of my/our personal information collected or held by Bupa (Asia) Limited, including the use, storage, processing, transfer, disclosure and/ or sharing of part of or all of my/our personal
information within the Group Companies in accordance with the Statement. The updated version of Statement is available for download from www.bupa.com.hk or Bupa’s mobile
applications.

BRRBARERE  AARDEMB AR A RERMLN MEASRRESR] « AATSREERFRA/EE (HEEEA - @A) D5 MEASRESR) TRIPEREEEMNS ° AA/
FAEEH MEA HARWERR) PREAREFERREHAN/BRFANEAENESBIENINT (MBEABRRNKERR] PIEEIEREGEA o ZA/HMIBBEASEIRERANFRA () BRARNE
FHFENEN/BFANEAERNU RS  OERREAEHRERARA  #F - K 8% ARADZAANED AR HEAENREIAERABZME - ZEABERRESBRMBORARR
www.bupa.com.hksi fRIHFERZITHE ©
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Declaration and Authorisation EZFARISE

Use of Personal Information in Direct Marketing 7Z 1B ERMEAZEE

With my/our consent, Bupa may use my/our personal data in direct marketing and provide my/our personal data to any member within the Group Companies and selected third parties,
which may contact me/us with promotional material (including by email, SMS, mobile application, social media, instant messenger or other means that become available from time to time)
as referred to in the section entitled "Use of Personal Information in Direct Marketing” in the Statement, including in relation to insurance (such as premium discounts), wellness, rewards,
loyalty or privileges programmes and related products and services. |/we understand that |/we have the right to request Bupa to cease using my/our personal data for direct marketing
purposes by emailing customercare@bupa.com.hk or calling the Bupa Customer Care helpdesk on 2517 5333. Tick the box below if I/we wish to receive such direct marketing
communications.

REEEN/BEMANEET T%EIT@ﬁﬁ?’ﬁﬁzﬁ/\/&ﬂaﬁu&%ﬁ’]@)\ﬁﬂ BIEARN /RIS ~ BET50% ~ MR~ REREKER D WAREEA B U LB 5E W“E}‘%ﬁiﬁqﬂ@ﬁﬁ@)\éﬁh i
it s RHAN/BRPIEANER FERERABMNE ~ 15T &K/ E’J% 70 ?%Z!S)\/&ﬁ}ﬁ#ﬁ&i“iéuuﬁﬁﬁB’Jﬁiﬁf:. %@%ﬁﬂxﬁ (BIENEREGTIO) ~ fRFF 325 « &R R BRI K HARR
WERRRBNHISHEREER (QEBAEBH - 8A  REEHER S AR RAS BT A « sy EMEBR AT ARVBAR 5 0%) © A A /I8 EIEJE‘ SIRBERIENERRBEER (BBE
customercare@bupa.com.hk (& 2517 5333) %XFE}HZKA/WF%’M@)\QMFET’EE%‘%%}EF’% R o MRAN/BRAB W BT R HREEN > FEUTERIEL(V) 5%

[] By checking this box, I/we wish my/our personal information to be used and disclosed by Bupa related to direct marketmg purposes as set out above and in accordance with
the Statement. Zx A /FRPITELLZEASIE E(v) 58 0 URTERRBEHAREERAN/FHIEAEGL BIFRREA SR EBPRRMN EPrit s BiEEBERERR

Cancellation Rights and Refund of Premium(s) within Cooling-off Period $#FHIARGHRENEN RIBIBFRE

1 understand that | have the right to cancel the policy and obtain a refund of any premium(s) and levy paid by giving a written notice to Bupa (Asia) Limited. | understand
that to exercise this right, the notice of cancellation must be signed by me and received directly by Bupa (Asia) Limited at 6/F, Tower 2, The Quayside, 77 Hoi Bun Road,
Kwun Tong, Kowloon, Hong Kong within the cooling-off period. | understand that the cooling-off period is the period of 21 days immediately following either the day of
delivery of the policy or the cooling-off notice to me or my nominated representative (whichever is the earlier). | understand that the cooling-off notice is a notice that will
be sent to me or my nominated representative by Bupa (Asia) Limited to notify me of the cooling-off period around the time the policy is delivered.

SAPREFAAEUAES@ENERFNE (EH) SRATDVHRELEBERESMRERFERE - FABBRTESEER - ZBUHRENBMGARSAZZLERFE (EH) ARAT
ETENERESRIE77SRER2EEICHMAEIZNE - ZABRSHRARERENCHNENEZIFEARSANEERRZ BEHNHARNIERE (URBEHSE) - FABE

RBRENMERARE (EN) BRAR EXARERRFEALFANIEERRN—DENE - URSHP—FEBHNEA -

1, as the Policy Holder / Subscriber, understand that | declare and sign on behalf of the dependant(s) listed in this Application under this Scheme who is / are under the age of 18.
FALHEFERAREFAAN/RFRA > BARARRKRILEIRERATIH 218U TEABAFHEHEREE -

I understand that no cover will be payable under the Contract / Policy unless and until all required documents are submitted and processed, this application is approved and
the Premium is received by

Bupa.
AANFERFREELBBEMENXHESRZREE » T HEBHAEERABEARFHESKEIFERER LS/ RETHRESEEY -

Policy Holder’s / Applicant’s / Signed in Hong Kong on Proposed Insured Person’s / Member 2 ’s Signature Signed in Hong Kong on
Proposed Insured Person’s / Member T's Signature NEEEBZHE (Aged 18 or above) NEEEEZHE
REFAAN / BEAN/ ERZRAN/ GE15E FEWBEAULZERRA / GE 2 HE
X X
(Full Name ) DD H MM S Yyyy & (Full Name ) DD A MM B Yyyy &£
== =1
Proposed Insured Person’s / Member 3’s Signature Signed in Hong Kong on Proposed Insured Person’s / Member 4’s Signature Signed in Hong Kong on
(Aged 18 or above) REBEEZAH (Aged 18 or above) NEBEEZHE (P.T.0)
FEMSHU L2 ERRA / B 3 EE EWBRAULZERRA / BB 4 HE
X
(Full Name ) DD A MM G Yyyy & (Full Name ) DD A MM 5 Yyyy &
e e
Agent’s / Broker’s / Telesales’ Name (If applicable and must be completed by the applicant) Agent’s / Broker’s / Telesales’ Contact Tel. No.
RIBA /4D | EERREE WERRYSBERFFAER) RIBA /4D | EERRBIEBEREE
Agent’s / Broker’s / Telesales’ Code Agent’s / Broker’s / Telesales’ Email Address
REBA /4L | EERRER RIBA /4D ) EERRBI ML
Reminder 1212 {R
To help us process your Application quickly, please ensure that you have: BAEB BT ER S - RILAREER BB RAERL ¢
enclosed payment of the correct premium and levy and a copy of your HKID Card or Passport BE PR RE R EEMERRNE B HBIERT A
ér;ilg’sai(tj a copy of the HKID Card or Passport for each family member aged 18 or above enrolling in the same RSS2 RER BN E S5 HBNEREE (MRERE—FLE)
enclosed a copy of the HKID Card or the birth certificate for each child aged below 18 whom you would like to enrol ERMHNSRU T2 FUNERSNELHEZRERE (MFL—FRARF)
initialled any amendments on this application form RREMEHZEEEER
Where necessary, we will request you to provide documents to prove family relationship. HEERENERT » BRAGHEIMRMHRER SRR o
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Personal Information Collection Statement & St e =L

Bupa (Asia) Limited
Privacy Notice relating to the Personal Data (Privacy) Ordinance (the “Ordinance”)
1. Introduction

1.1. Bupa (Asia) Limited (“Company”, “we” or “us”) is committed to protecting your privacy and security of your personal information. This Notice is provided to
you in connection with your dealings and provision of data or information to the Company. This Notice is prepared in accordance with the Ordinance and also
operates as the Personal Information Collection Statement which we will provide, or make available, to you on or before the collection of your personal
information by the Company.

1.2. This Notice is intended to ensure that you can make informed decisions about providing your personal information to Company in accordance with this Notice.
Please be aware that this Notice replaces any notice or statement of similar nature that may have been provided to you previously. When you click on “|
Agree” or select any options with similar content, or log in, confirm, agree to, use or accept this Notice we provide via registration procedure or any other way,
you consent to your personal information being collected, stored, used, processed, transferred, disclosed or shared in accordance with this Notice.

1.3. For the purposes of this Notice, “Group Company” means the Company and its holding companies, branches, subsidiaries, representative offices and affiliates,
wherever situated, and any one of them. Affiliates include branches, subsidiaries, representative offices and affiliates of the Company’s holding companies,
wherever situated (collectively, the “Group”).

1.4. If you provide us with the personal information about other individuals, you must tell those individuals that you have provided us with their details and let them
know where they can find a copy of this Notice.

2. Personal Information We Collect

2.1. From time to time, it is necessary for you, or other members/ insured persons covered under your policy (each a “Member”), to supply the Company with
certain personal information (including where relevant, credit information and claims history) relating to you, or the Member, when you apply for insurance or
financial products and services from the Company, or when you apply to make changes to your policy, or when you renew a policy.

2.2. During the course of your relationship with the Company, further personal information relating to you, or the Member, may also be collected in the ordinary
course of our business, for example, when you lodge insurance claims with the Company in relation to yourself or the Member.

2.3. Failure to supply personal information requested by the Company may result in the Company being unable to process your application, request for
information or services, enquiries and/or provide services or products to you, or the Member.

2.4.The personal information we collect and/ér hold from time to time may include your personal identification information, contact information, transaction
records, financial background, medical and health records, biometric data and your location and activities when you access or browse our website(s) or use
our mobile application(s) or portal(s) (including any diagnostic or health-monitoring tools thereon and the Bluetooth and/or wearable device that are used to
collect data for the purposes of such tools).

2.5. We will always try to collect your personal information from you through the course of your relationship with us and in a range of ways. However, there may
be instances where we will need to collect your personal information from third parties or sources in certain circumstances, such as a family member or
Zom%one else acting on your behalf, your employers, medical personnel, business/asset acquisition transactions of the Company, business partners, or public

atabases.
.If you are under the age of 18, you should obtain consent from your parent or guardian before you provide the Company with your personal information.
. Storage of personal information may be in various forms including, physical (paper) form, digital customer systems or applications, data management
software or systems in the usual course of business practices, depending on your engagement with the Company.
3. Purposes of Collection

3.1. Your personal information collected may be used, stored, processed, transferred, disclosed or shared by the Company for the following purposes from time
to time:

(a). processing, assessing and determining any applications for insurance products and services;

(b). offering and providing products and services to you, or the Member, and processing requests made by you, or the Member, from time to time, including
but not limited to requests for addition, alteration, deletion, maintenance, management and operation of insurance benefits or insured Members;

(c). registering you, or the Member, as a user or a member of services or information provided or to be provided by us on the website(s), mobile application(s)
or portal(s) managed and/or operated by us;

(d). coordinating your care, or the Members’, within Group Companies to achieve better health management outcomes;

(e). any purposes in connection with any claims made by or against or otherwise involving you, or the Member, in respect of any products and/or services
provided by the Company including, without limitation, making, defending, analysing, investigating, detecting and preventing fraud (whether or not
relating to the policy issued in respect of any application or claim) processing, assessing, determining, settling or responding to such claims;

(f). performing any functions and activities related to the products and/or services provided by the Company including, without limitation, audit, reporting,
market research, general servicing, maintenance of online and other services, identity verification, data matching, research, data analytics, statistical
analysis, and reinsurance arrangements;

(. provifding you with personalised health information and information about our services or products, and personalised website, mobile application or portal
interface;

(h). providing you with appropriate health, insurance administration, wellness or other related services (including, without limitation, e-ticketing, appointment
booking and clinic / medical professional search and service and product redemption functions on the website(s), mobile application(s) or portal(s))
managed and/or operated by us) or products;

(i). communicating with you regarding the administration, features and renewal of the insurance policy that you subscribe to;

(j). operating, maintaining, evaluating, improving, troubleshooting problems, and understanding your preference(s) with our website(s), mobile application(s)
or portal(s);

(k). provision and design of products and services of the Company;

(1. exercising the Company’s rights in connection with provision of any products and services to you, or the Member, from time to time, for example, to
determine any amount of indebtedness from you, and collecting and recovering owing from you or any person who has provided any security or
undertaking for your liabilities;

(m). communication with you or the Member (or with you on behalf of the Member) in relation to any of the purposes set out in this Notice;

(n). with your consent, marketing services, products and other subjects by us, any member and/or brand of the Group Companies (such as Horizon Health
and Care Limited and/or Quality HealthCare Group, our affiliates) and/or other third parties (please see further details in paragraph 5 below);

(0). managing our relationship with you, our business and organisations who work with us in relation to providing our products or services to you, or the
Member (including, with limitation, futures changes to this Notice);

(p). enabling an actual or proposed assignee, transferee, participant or sub-participant of all or a substantial part of the Company’s rights or business to
evaluate the transaction intended to be the subject of the assignment, transfer, participation or sub-participation;

(a). making disclosure to satisfy the requirements of any laws, rules and regulations, codes of practice, guidance notes or guidelines binding on the Company;
and

(r). fulfilling any other purposes directly related to (a) to (q) above.

4. Transfer of Personal Information

4.1. Personal information collected or held by the Company relating to you, or the Member, will be kept confidential but the Company may transfer such personal
information inside or outside the Hong Kong Special Administrative Region of the People’s Republic of China, for the purposes specified in paragraph 3 to the
following classes of transferees:

(a). any member and/or brand of the Group Companies;

(b). any insurance adjusters, agents and brokers;

(c). any re-insurance companies authorised by the Company;

(d). employers (for members of corporate policy only);

(e). healthcare professionals and hospitals;

(f). any third parties engaged in connection with a member of the Group Company’s business who provides medical, health, insurance, wellness or other
related services or products;

(9). any agent, contractor or third party service providers who provide administrative, telecommunications, computer, payment, data processing, storage of
analytics, printing, research, advertising, distribution or other services to the Company in connection with the operation of business, (including without
limitation insurers; banks; lawyers; accountants; claims investigators; fraud prevention organisations; other insurance companies (whether directly or
through fraud prevention organisations or other persons named in this paragraph); organisations that consolidate claims and underwriting information
for the insurance industry; the police and databases or registers (and their operators) used by the insurance industry to analyse and check information
provided against existing information; debt collection agencies; data processing companies; research agencies and professional advisors);

(h). with your consent, third parties (within or outside the Group Companies) in relation to direct marketing (please see further details in paragraph 5 below);

(). third party reward, loyalty, co-branding and privileges programme providers and co-branding partners of a member of the Group Companies;

(). financial institutions engaged by the Company or you for billing and payment purposes;

(k). any actual or proposed assignee, transferee, participant or sub-participant of all or a substantial part of the Company’s rights or business; and

(. any person to whom the Company is under an obligation to make disclosure under the requirements of any law, rules, regulations, codes of practice or
guidelines binding on the Company including, without limitation, any applicable regulators, governmental bodies, industry recognised bodies, credit
reference agencies, the Courts, and where otherwise required by law.

4.2. We will only disclose personal information limited to that which is necessary to the above parties for the relevant purposes, who may process (including,
without limitation, by recording, organising, structuring, storing, adapting, altering, retrieving, using, aligning, combining or erasing) your personal information
for the relevant purposes set out in paragraph 3 above.

4.3.1n the event that we complete the acquisition of a new business or brand, we shall communicate with you through the communication channels you provided
to us, and any personal information shall be treated in accordance with this Notice if it is practicable and permissible to do so.

5. Use of Personal Information in Direct Marketing

5.1. Only with your consent (which includes an indication of no objection), the Company, any member and/or brand of the Group Companies and/or the third
parties stated under paragraphs 3.1 (n) and 5.2 (b) to (e) may use your personal information collected from time to time to provide you with marketing
communications (including by email, SMS, mobile application, social media, instant messenger or other means that become available from time to time)
relating to the following products and services:

(a). insurance, medical, dental, healthcare, wellness, personal development, beauty, sporting activities and membership, lifestyle, entertainment, financial, and
related services and products;

(b). rewards, benefits, discounts, member activities, loyalty or privileges programmes and related services and products;

(c). services and products offered by the Company’s co-branding partners; and

(d). donations and contributions for charitable and/or non-profit making purposes.

5.2. The above services, products and subjects may be provided or (in the case of donations and contributions) solicited by the Company and/or:

(a). any member and/or brand of the Group Companies;

(b). third party service providers;

(c). third party reward, loyalty, co-branding or privileges programme providers;

(d). co-branding partners of a member of the Group Companies; and

(e). charitable or non-profit making organisations.

2.
2.
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5.3. We may not use your personal information for direct marketing purposes unless we have received your consent. For the avoidance of doubt, the latest
instruction (for example, consent or indication of no objection, or request for opt-out) received from you shall override any previous instruction given to the
Company in this regard in relation to all of your personal information collected or held by the Company from time to time.

5.4.1f you choose to personalise your services where such options are available, we will use personal information that we collect so that we can offer you those
personalised services or communications. If you do not wish to accept those personalised services or communications, you can unsubscribe from those
services at any time and we will cease to offer such services to you.

5.5. For the avoidance of doubt, whether or not you consent to receive marketing communications of the type described in this paragraph 5, the Company may
still communicate with you regarding the administration, features and renewal of your insurance policy.

6. Security and Retention

6.1. The Company retains your personal information for as long as necessary for the purposes set out in this Notice, or otherwise agreed between you and us,
unless otherwise required or permitted under applicable law.

6.2. Where the Company no longer requires your personal information for the purposes under this Notice, or otherwise required under law, we will take appropriate
steps to securely delete or destroy your personal information.

6.3. We will take reasonable steps to securely store your personal information. This includes implementing a range of digital and physical security measures. In
addition, we will restrict access to your personal information to those properly authorised to have access.

6.4.When you use our sites, we and third-party companies collect information by using cookies and other technologies such as pixel tags (for simplicity we refer
to all such technologies as “cookies”). The updated version of the Cookies Policy is available for download from our website: www.bupa.com.hk and is
available upon request.

6.5. Our websites, mobile applications or portals may provide the links to other external websites over which we do not have control. You are advised to refer to
the privacy policies of these websites for more information.

7. Data Access and Correction
7.1. Under and in accordance with the terms of the Ordinance, you have the following rights to:
(a). check whether the Company holds personal information relating to you or the Member and to access such personal information;
(b). require the Company to correct any personal information relating to you or the Member which is inaccurate;
(c). ascertain our policies and practices in relation to personal data and to be informed of the kind of personal data held by the Company;
(d). request the Company to cease using your personal information for direct marketing purposes; and
(e). change your preference in respect of our use of your personal information.
7.2. Requests can be made in writing to the Company’s Data Protection Officer at the following address:
Data Privacy Officer/ Customer Service Manager
6/F, Tower 2, The Quayside, 77 Hoi Bun Road, Kwun Tong, Kowloon, Hong Kong
Or, by email:
customercare@bupa.com.hk
8. In accordance with the terms of the Ordinance, the Company has the right to charge a reasonable fee for the processing of any personal information access or
correction request.
9. For any enquiries about this Notice, please do not hesitate to contact our Customer Care helpdesk at 2517 5333.
10. Nothing in this Notice shall limit the rights of customers under the Ordinance.
. Ln case of discrepancies between the English and Chinese versions of this Notice, the English version shall prevail. This Notice maybe amended by the Company
rom time to time.

Bupa (Asia) Limited /8 (E2M) BIRAF

Address: 6/F, Tower 2, The Quayside, 77 Hoi Bun Road, Kwun Tong, Kowloon, Hong Kong

itk HENERESEE775 8 RES 262

Telephone E5E: (852) 2517 5175 Facsimile {8E: (852) 2548 1848 Website #84E: www.bupa.com.hk

nl Bupa Hong Kong |Q|
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Bupa Health Insurance Scheme Credit Card Authorisation Form
rRBEFREIERRAHIRES

Policy Holder / Subscriber’'s Name {REBEFH A / BRASG
Surname

e

Given Name

If credit card payment is chosen as the payment method, please complete this form, sign where marked “X” and return this form to Bupa by mail or by fax. If you

have faxed this form to Bupa, please do not return it to us by mail again.
EEENERAROR  FEZLREREER X1 U8 > TREMRIA - BRBEELREERM  FRAESOILLRE -

[] Visa [] MasterCard

Cardholder’'s Name #FEA#&

HKID Card No. &E S 1555 Credit Card Account No. f5-+&F M5k Credit Card
Expiry Date |
BERFISE  Lvs s

| acknowledge that the Policy / Contract shall be renewed automatically on a yearly basis unless it is not renewed by giving notice to Bupa or according to the terms of the Contract. | hereby
authorise and direct Bupa (Asia) Limited to automatically debit the premium and levy due from my credit card account on an annual / monthly basis until further notice.
ANABAEBRIER IR A A FRANBNABERIFRBSNEIIEE SAMRE/AOREESFEHE R AALZRERBENERADEIUEAANEHARROSE / SAZNEER
ERREREST BESTIBMC

If the Cardholder is not the applicant or proposed Insured Person / Member*, please fill in the following information. ZEFAREA AL IFEFANEZRA / GE" > FHEBUTER o

Relationship with the applicant or proposed Insured Person / Member® EiERz5 ASESRA / & 8 Bz
(Applicable to spouse, parents or children only RiEERECE « REHFL)

[ 1 hereby confirm to pay the premium and levy due of Bupa Health Insurance Scheme for the Policy Holder / applicant or proposed Insured Person / Member* as listed in this form.
NABBRAETINILRE ENREFEA | BBEAREZRA /EE 2 2HEH ROBRREASRERREHE S

Cardholder's Signature FEAZEE Contact Phone No. 48 EsE5RHS Date HHA

X

DD H MM 5 YYYY 5

* Please delete if inappropriate M FiEAE

Bupa (Asia) Limited R (Z5) BRAF

Address: 6/F, Tower 2, The Quayside, 77 Hoi Bun Road, Kwun Tong, Kowloon, Hong Kong

it EENAEEIE S BB 7758 AR SR 2GS

Telephone E&E: (852) 2517 5175 Facsimile fHE: (852) 2548 1848 Website #84E: www.bupa.com.hk

i [Bupa Hong Kong [Q] 15 of 20
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Bupa Health Insurance Scheme Direct Debit Authorisation Form

RINBRARES B ERATIRES

Not applicable for Bupa Gold Health Insurance Scheme RNERNRIHE S BB ERIETE

Policy Holder / Subscriber’'s Name {REIFE A / BIRALHZ
Surname

e

Given Name

If autopay is chosen as the payment method, please complete this form, sign where marked "X" and return the original copy to Bupa with a cheque for the premium and levy
amount. FEZENBEERMOR > FEZMEREREZN X 18 > TERLERESEARSTRERGREYESENZ BREIRA

| acknowledge that the Contract shall be renewed automatically on a yearly basis unless it is not renewed by giving notice to Bupa or according to the terms of the
Contract. | hereby authorise and direct Bupa (Asia) Limited to automatically debit the premium and levy due from my account on an annual / monthly basis until
further notice. ZX ABBERIFILEI AR N AT RIDIBHIABERIARBENERIRTE > SRIEARSESFEEDAR - RAZEERFRR (TN) BRABDEFRAANEOSE /BEX

NEGRERRERESTE  EESTEA

Name of party to be credited (The beneficiary)

Wmz—7 (B#mA)
BUPA (ASIA) LIMITED

Bank No. Branch No. Account No.
RITARSE DITHRSE W R CI5ERS

0/2/4|7/8/7 6[2/1|7/8[8[0]/0]1

I/We hereby authorise my/our above-named bank (the “Bank”) to effect transfer from
my/our above-mentioned account to the above-named Beneficiary in accordance with
such instructions as the Bank may receive from the Beneficiary from time to time,
provided always that the amount of any one such transfer shall not exceed the limit
indicated above (if applicable).

I/We agree that the Bank shall not be obliged to ascertain whether or not notice of any
such transfer has been given to me/us.

I/We jointly and severally accept full responsibility for any overdraft (or increase in
existing overdraft) on my/our above-mentioned account which may arise as a result of
any such transfer(s).

I/We confirm that my/our signature(s) on this authorisation is/are the same as filed with
the Bank for the operation of my/our above-mentioned account to be debited for the
transfer.

I/We agree that should there be insufficient funds in my/our above-mentioned account
to meet any transfer hereby authorised, the Bank shall be entitled, at its discretion, not
to effect such transfer in which event the Bank may make the usual service charge to be
paid by me/us.

I/We agree that any notice of cancellation or variation of this authorisation which I/we
may give to the Bank shall be given at least two working days prior to the date on which
such cancellation or variation is to take effect.

This authorisation shall have effect until further notice or until the above given expiry
date (whichever first occurs).

AN (%) REREERZRIT ( TZRIT) ) - REBURARRGTZIRTZIET »
BAA (%) LR OERTFURA - BEREBRSENSBIBU LISEZRE
(niEm)

AN (%) ARZRITBAREZFEHRESCENAA (5) -

WAZFEEML AN (F) 2 ERPOHRSES (HLRFF2BEZIGM) - AA
(%) GHARESHELEDEEE -

TN (5) BBEAREERNZES > A (%) L ORZIRITHERELHET
248[ -

KA (F) AR ERF O EEIMES I ARER  ZRITARTTIERR
WA FEER  ZEBA—MHRAA (5) (-

KA (%) FEEHSERAREE ZE B - AREE BN E & ME
TERZAIREFZIRIT ©

FEREEREEEHNEERTENALREE FHFHBAIE CMEPRFEZH
HA%E) -

My / Our Bank and Branch Name
TN/ ESZRTRDTRE

Bank No. My / Our Account No.
SRITARSR KA | BEZ RO

N O A )

My / Our name as recorded on Statement / Passbook Zs A / BEE4EE / FRLEZHE

HKID Card No. / Passport No.
EBFDEGS / ERGS X

My / Our signature(s) A /| BEZHE

Date of signing %88 H 8

DD A MM A YYYY i

My / Our address as recorded on Statement / Passbook Zx A / BSR4 E / 1238 2 ik

Debtor's Name (If other than account holder) B AZER (BIELOFEAN)

Insured Person’s Policy No. / Membership No. (Debtor's Reference)

RRARESS | G BRI (EHAEE)

If the account holder is not the Policy Holder / applicant or proposed Insured Person / Member”®, please fill in the following information.

BERORBALIFRERAAN/ FEARERRA /" FEARUTEH -

Relationship with the Policy Holder / applicant or proposed Insured Person / Member” SM{REIFH A / A EZRA /S #E

(Applicable to spouse, parents or children only REAREE « KEHF L)

For bank use only

Signature Verified

RITER BRES
Notes: 1. The box marked “Insured Person’s Policy No. / Membership No.” is to be completed by Bupa. Mt : 1. RRARESS / GEHER—IWBROESR -

2. The signature on this authorisation form must be the same as the signature of your Bank Account.

* Please delete if inappropriate

17 of 20

2. EILREERN BERTNRRE T ZRITR DN BEERT
ARETERE




This is a blank page.



Cover at a glance fRlE—E %

Bupa All Together Health
Insurance Scheme

AKX BB REER RS

Bupa CarePro Health
Insurance Scheme

RnE R B RS

Bupa Care Kid Health
Insurance Scheme

RInER R ERREE]

Basic benefit

Hosptial and Surgical Benefit

Hosptial and Surgical Benefit

Hosptial and Surgical Benefit

Ward (Plan B)
KB (518 B)

Semi-private (Plan 2 or 5)
HFRE (518 23 5)
Ward (Plan 3 or 6)

KB (518 3 5 6)

EARRE ER R F Rz ER R F iRz R T RIE
Choice of Benefit Levels Ward (Plan A) Private (Plan 1or 4) Private (Plan 1or 4)
IRIZE AR EE KE (GtEl A) AR (GHEI 130 4) AR (GTEI 18 4)

Semi-private (Plan 2 or 5)
HFRE (518 230 5)
Ward (Plan 3 or 6)

KB (518 35 6)

Choice of Optional Benefits
BiERIEER

Clinical Benefit

e

Dental Benefit (Plan A or B)
TEMRIE (518 A 50 B)
Maternity Benefit

(age must be between
18-49 years inclusive)
ERMRIE [, /8418-495%
(BERYEIETER)

Full Cover Benefit

(applicable to Plan 4, 5 and 6)

S HERHEIRIE (BANEtE4,55%6)
Supplementary Major

Medical Benefit

(age must be below 60 years)
MINBEFE RIS (F e EA605E L T)
Hospital Cash Benefit
EIRREIRE

Clinical Benefit

e

Maternity Benefit

(age must be between

18-49 years inclusive)

ERURIS (e R 418-495%
(ERREEIEEN))

Dental Benefit

FRURRE

Full Cover Benefit

(applicable to Plan 4, 5 and 6)
ZHEEHERE (BRN T84, 5%6)
Supplementary Major

Medical Benefit

(age must be below 60 years)

W INER FEARIE (Rl /B 23605 T)
Hospital Cash Benefit
AIRIRERE

Clinical Benefit

PILREE

Free benefit

Free Bupa Wellness Programme

Free Bupa Worldwide

Free Bupa Worldwide

- Policy holder’s spouse, child, grandchild
- REFBAZER  FLBTL
- Policy holder or Policy holder’s spouse’s
parents,

grandparents, siblings
- REFEASHEBZRE

(5M) BRE ~ R
- Policy holder’s domestic partner or his/her
parents

or child
- REFBAZFERMHESERE ~ 7%

RERRE RERARESE Assistance Programme Assistance Programme
Free Bupa Worldwide Assistance RERIAERIETE SERIOERER
SERIHBIREE SR
Health Coaching Services
REZIRRT
Discounts Child discount (Applicable to N/A 25% discount when the child
NEE insured persons below 18): TiEA enrols with one parent
FHIFN R FEFL—FERAR
(RBARIBERUTHZRA): BIZ25%REHT
30% child discount when the 50% discount when the child
child enrols with one parent enrols with both parents
RAFET LR - REEFL—ERR
FLAZRETH B Z50%RE ]
55% child discount when the This discount will apply to
child enrols with both parents both Hospital and Surgical
REEFL—FRR Benefit and Full Cover Benefit
FUASREBASH FLRETNERR
Lifetime family discount: MR FMIRE) K T2HEHERE)
AR SRBEHTN:
2 family members enrol
together: 15% discount
MERERS—FIHRAR © 8547
3 or more family members
enrol together: 20% discount
=EFULRERE—FIRIR : 81T
The discount will be applied to the premium
of the Hospital and Surgical Benefit only,
but not any optional benefits. The discount
will be valid as long as one or two parent(s)
of the insured person is/are also covered
under Bupa All Together Health Insurance
Scheme.
FNRBRREREFREZ(RE » FEAR
ERIBERRENRE - RIRANRL BHREER
ERR R RARBRBRRE S g
il e
Policy Holder 18 years or above 18 years or above 18 years or above
REFAA 18U L 8B £ 185U £
Issue age From 15 days to 80 years (inclusive) 18 years or above 15 days to 17 years
RIRER at coverage commencement date 18RI L AEEISRETR%
RIEEMESERNTISKESOR (BIEERHH)
Insured person - Policy holder - Policy holder - Policy holder’s children
RERA -REFAA -REFBA -REFEAZTFL
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