Bupa CarePro / Bupa Care Kid Health Insurance Scheme Application Form
(For Transfer Case Only)

RIBEERE / RIOERBEERRESSFHER QUEBGHNZA)

To ensure your cover can take effect on the first day of the following month, please send us the
completed application form at least 5 working days prior to the end of the month. Applications are
subject to underwriting.

WMIRERITE FB—SRER > ARARERERN BEATR D SETERZE LRI o FTA BENEIRIBIZIRIAMEEN

Please complete this form in ENGLISH and BLOCK LETTERS. Please tick as appropriate. Reference No. :
AU IERIAE T ARER > WA TV 5% © For Bupa BEEE
All ages described in this form refer to the age as at the Coverage Commencement Date. use only Effective Date :
RERSERAPMARELURIERG A E B 2 m8GHE o RIBEA P '
* DD A MM A YYYY £

Application for & {R5t#) :
Bupa CarePro {285 (Applicable to aged 18 or above #EAM8 U EAL)
Bupa Care Kid {RHE R (Applicable to unmarried children aged between 15 days - 17 years inclusive BRARHEISKE17HRNKIEF L)

Medical Protection Needs Assessment BE{REEEIT(L

(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 TFEESEHMEILERRE THRBERNBESH » WAEE THBEERIER « HRRRERAE NMREZZHE
FRER » RIRFPB ARG AR SIER ©)

Question [ 1  What is/are your objective(s) for purchasing the medical insurance policy? (tick one or more) SRR FILEEFRENENR? (AIE—1a5 %18

[JOption #2171 For the expenses of hospitalisation & =%
[JOption 422 : For the financial need when suffer from critical illness Rt & _FEERNEERE
[JOption 423 : For the long term care and financial needs in case of permanent total disability KA T2 BN E AR EFRLCERS

[JOption £ 4 : For the expenses of outpatient visits and other medical needs (such as dental, vision benefit, etc)
ARENPIZ SR EMBEAER (BN E ~ REZ)

Question [ 2  Which type(s) of medical insurance you are looking for? (tick one or more) ERIREE EIH M —iBE BB B (REIR? (A8 —I85 % 18)
[JOption #E#1: Indemnity (cover the eligible expenses by the policy) SEEIEEE (BHZRERE T AERRARMHBERBHINEE)
[JOption 22 : Non-indemnity (a payment based on a sum insured amount by the policy) JESRETNEEE (BNiZ(FEE s TRAMREEE L BE(E)

Personal Details of Applicant BBz A ¥} (Applicant’s age must be 18 years or above Bi:5 A E# A4 EA18F TN L)
Title 7858 Name of Applicant (same as HKID Card) FEEAH (EEBSHEER)
[IMré4  Surname

CIMrsAK

[IMsZt  Given Name

[IMiss/vA &

HKID Card No. / Passport No. Sex Date of Birth
BEEZDETG / EBRE MR M3 F HAEBEHA

DD H MM 5 YYYy F

Contact Details of Applicant 5 A B4Rkl
Correspondence Address* i@&flihit* (Please complete in ENGLISH and BLOCK LETTERS 35 LA S S IFHEIEE)

Flat 1l / Room % / Floor [G#k
Block [ / Building K& / Mansion & / House 1% / Estate E%5

Street i1 / Road &

HK &% Kin S8 NT R
District &

Email Address” EEpiti*

Contact No. Hf#&EsE Fax No. EEEHE Mobile No. RENE A

Place of Residence”
B
* P. O. Box, hotel address and overseas address are not acceptable. FEUEFE ~ SB/E Ml R G MO TRIEL o

# You can access our e-Services through myBupa, our online and mobile platform, to view and download some of 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.

If you wish to receive a hard copy of all documents by post, please tick the box below. If you do not tick the box, we will consider that you have agreed to register for and
use myBupa to access these e-documents.
[] I request to receive hard copy of all documents by post.

** Please refer to https://www.bupa.com.hk/en/customer-care/mybupa/ for the latest list of e-documents available on myBupa. This list is subject to change.

# (Re]iEiB myBupa B L R F AN EFIREARE THEIMRERBNNIXY - EEMBELEEFXMA™  (IESEC myBupa 155 » RHEEEHMIL o B34 2 LR myBupa 151 » (/@
BUEIRIEK o (A B UTE HTURENE LR BIERIA -
UNARARIA TR 25 75 TR PR B SCHERIENRIAS > B LA AN EFISE o RRBFIELU T 15 » BZFIRAMERRET R ER myBupa WA BIELEF M4 o

L] RERLUIBE 75 TOUERFT A S BIENRIA o
** AR E#H myBupa MRHBEFXHEE » 552 % https://www.bupa.com.hk/tc/customer-care/mybupa/ » ILEE SRR EH ©
PACHG

~ Unless otherwise specified by Member in writing, Inter Partner Assistance Hong Kong Limited will consider Hong Kong as the Place of
Residence of the Member and repatriate the Member to Hong Kong when Medically Necessary.
FRIFRERAINEmEN - EERE GEl) BRADRRESEAGEZEMEH > NERRTEFXREEEIEHE -
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Details of Proposed Member #&8&k

] Myself &A (Details as page 1 EXHIFAE—H)

Or B{ (Please tick one only 35EE— (T #HTE)
] child %
Child’s Name (same as HKID Card/Birth Certificate) &% (S2E B 51958/ L4 ERAEMER)

Surname

&2

Given Name

HKID Card No. / Birth Certificate No. Sex % Date of Birth
EEBHENRS / LA EPERE sl M3 F HEHH

DD H MM 5 YYyy #

Place of Residence”™
B

~ Unless otherwise specified by Member in writing, Inter Partner Assistance Hong Kong Limited will consider Hong Kong as the Place of Residence of the Member and
repatriate the Member to Hong Kong when Medically Necessary.

FROFEERAILEEEN  ERKE (@) ARASRREEBAGEZEGN  NARERENXRGEOIEE

Choice of Cover 2{RIEH

Core Benefit = E{R& Optional Benefit BSEZEIMRRE
Hospital and Surgical Benefit £z & FiT{RE ] Full Cover Benefit 2 #BE(E{RIE (applicable to Plan 4, 5 and 6 #F} 14, 576)

. ) ) it BB s i )
Benefit Level RIE2E4% (Choose one /ESEE—) [] Supplementary Major Medical Benefit M B (RIE (age must be below 60 years E&2BACORKL T)

Plan 5#|[ ]1/ 4 Private A5 B [ ] Hospital Cash Benefit {£frIR&1RE
Plan $#I[ ]2 /5 Semi-private MK E [] Clinical Benefit P2 {RE
Plan 5t%|[]3 /6 Ward x& [] Maternity Benefit ZRHRE

(age must be between 18-49 years inclusive &£ B4 /5-495 (BB S EHEHR))

[ ] Dental Benefit (Plan A) FRHREE (5t8]A) / [ ] Dental Benefit (Plan B) FRMFE (51EIB)
(applicable to Bupa CarePro B/EF RS /E2512)

Child Discount (if applicable) F#Z{REri (dNiEA)

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 proposed Member needs to
submit an application form individually. SR/ fFEEA MRID=ER) WERS /REQE &/ IFNTLA (RIOERR) WEES /REGE X AREUTEN - SIEGEBSBRIHER

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

Please tick if you are a proposed /existing Member iR RAER g%ﬁ;%@%%ﬁﬁ%
MnZERE /REEE > FNERAMLE Tv1 5 Membership No. & S5£H5
Your Spouse {REYEC (B Please indicate the membership no. if your spouse is an existing Member

IMRNEBRREEE  FER GBS
Membership No. & 85%55

Spouse’s Name (same as HKID Card) BB CAEBEDEER)

Surname
a3
Given Name
2
HKID Card No. Date of Birth
EESHHRS HEEH
DD A MM A YYYy #
Your Child fREYF&Z Please indicate the membership no. if your child is an existing Member
MR FRRREEE  FHRGENE
Membership No. & 8 3%H5
Child’s Name (same as HKID Card/Birth Certificate) ¥« % FAEB S5 %/HEEEEER)
Surname
i3
Given Name
&
HKID Card No. / Birth Certificate No. Date of Birth
SRS / HEEPERS AR
DD A MM A Yyvy &
Your Child R F % Please indicate the membership no. if your child is an existing Member
MR F L RRAGE » BEREEE
Membership No. & 8555
Child’s Name (same as HKID Card/Birth Certificate) &2 (A& B 598/ H4EREMERE)
Surname
i3
Given Name
#
HKID Card No. / Birth Certificate No. Date of Birth
EESNERS / HEFAES HEBH
DD H MM A YYvy &
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Payment Method #{HRE A%

Payment Frequency #{TREF Payment Method ST {RE /574 Remarks st
] Yearly &8 ] Credit Card 5B+ Please attach a completed Credit Card Authorisation Form
BERRY 2 ERARATRIEEESE
] Autopay from Bank $E1T B8R Please attach a cheque made payable to “Bupa (Asia) Limited” for the
(From renewal payment only (R EIEER) 1st year’s subscription and levy with a completed Direct Debit

Authorisation Form
FRYBERIRERE  EREERERREREZ X EXEARAE » TEBEA
A TRm GEN) BRAE

["] Monthly B# [] Credit Card B+ Please attach a completed Credit Card Authorisation Form
BEREY 2 ERARETRIEEES D
[] Autopay from Bank iR1TE8N&EER Please attach a cheque made payable to “Bupa (Asia) Limited” for the

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

BIAYHEIRREE > EREMERRERREREZXRXEIRAR » 2
BEAR MR (G BIRAB)

Bank Account for Reimbursement Z {38 Z$R{TE O

Claims payment will be reimbursed by autopay only. BSERIES M EEEER ST ©
| hereby agree and authorise Bupa (Asia) Limited to reimburse claims payment to the account below. ZX ABERIFHEFHE (EEN) BRADEREERENVUTED -

Account Holder’'s Name (Same as recorded on bank account statement/passbook)
FORBAGS (BIRTHEE/FBIER)

HKID Card No.
ERBNERE
Personal Hong Kong savings / current account number (HK$ only) BAEHBH#E / FXRBITROSEE (2EAKE)
Bank Name Bank No. Account No.
RITERE SRITARSE BOSEHS

If the above account holder is not the applicant, please fill in the following information. &Ltz FEOFBEALIERFEA > FHEBUTER -
Relationship with the applicant or proposed Member® EAFR:E A i & B Bi%
(Applicable to spouse, parents or children only RERREE « REBHFL)

* Please delete if inappropriate Mk RiERE

Health Declaration and Questionnaire 253 EA R R#&

Important Note EEEI1E

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.

TERIERFEBIET > BOUEEHERRNEBEEHESEMARESRE  IRFIREEESERLEE > MIEHERE « MIRRERN BN EERE > MERRHAEERER

b2 BRFBIRFMZAMNIRIE - HAERAIREEERILRIRE ; SR/ 2 BIEDIRFTIESHIEEE -

(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.
IERIBE B R BB ERHE(F AR AR » MZRZMRIATERAE A ZBRAREIRT HAfaRVIER - RERANZGREFRALATRE  TERRERERBERFER -

(i) 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.

TEREFEA » MMBEREPTAE » BRAMESRERARIOIRHT B RERNER  RIBRBMEENER > PETREBEMENEAMBRME—FIRHERUEZERZA

(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{RTEIR A BRFERE ZIRNENRERIN BRI AR SR RENERNEEAENEHN > MHEEREEFNRA

(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).

BIEEMINI RIERERE » BIRRIZGHFTREEFRAIPTE AR H e B R ERNER > SRIZGIHFTE T E RN A E BT A R BHIRAE - £ EMNRIGREDEEZE
B RIBTNAISEAE AR LE ~ 1REESUEE B RAMRE - SIEABAE(E -

Guidance Note in completing the questionnaire 1 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.
EUTRBEA—EBEZERES (21 & ARERES - ZHEIZERARERRE

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.

R E U T REIRSUAR -

SE/RE /MR - BB XR/BYHRE (BER) HEAR (BERD) « 25 - JIREE (B8R - BB - SRERHE / IRIER IRRERES) BRT7TERMRER 18R (IR
IER) » BRERRE REERER) BHEE « FREATAR (BEH)  FEARIREERBRERHNIES TR /817 /50t /It -

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.

MBEREMMAGE > HABSHERARMRETERERNER » SFTZANEARBRBAENBRRERRADHSEZNENE A RAEBEER

Health Questionnaire - Section A {#EERI% - BER

Height g5" cm BEX OR feet IR inches I
Weight fgs" kg Afr OR &% pounds(lbs) B
Do you (or proposed Member) smoke” or have you (or proposed Member) smoked” in the last one year? [lYesE [ No&d

REEEE)ERERE" N BE—EREERE"

# Not required for proposed Member below 18 years old. 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). 18U T2 EGERBIHRT o [RE | HULMBENSHCECFRNEE S ~ &3} BEREHAELTHAAERGIMBETFE) o
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Health Declaration and Questionnaire (Cont.) i2FEEAKRE (48)

Health Questionnaire - Section A fi#EER#% - BLf
1. In the 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 any disease or other medical condition? []Yes2 []No&
TEBEZFR > MEAEGE) EEERARERTHIFRBINES - BWER ~ 84 F « 8F) AEARFHREAIETEXEEZAS BINE
IR ~ WIRIARRAD ~ REFRRLER ) PORRIESS JA U BR R IE 7
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)? [JYes2 [JNo&
ERE=ZFER  (REEGE) 25 BRI B REREZZRE (GBI ~ BR - OBE X0t - BEK - BIRHE - BHHR - EBFHRE - BXL
BRI ~ ZEFFSOAIE ~ REFFORIE) 2
If the answer is “Yes”, do your (or proposed Member) investigation result(s) include the followings?
MREER (2 MEEEE)NETHERRTEFE FIIBER?
(a) Abnormal test result is advised [JYes@ []No&
BREREE
(b) You (or proposed Member) are still awaiting test / test result [JYesZ []No&
R(EES ) EXERERIRRER
(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 require immediate treatment) [JYesZ [ No&d
HieRERESRBERERARZEZ AR (BN —LRUFEBZARGRNIE RN EE/ 3RS/ BERICSIHE/ B GRRAI R 3 RAHER S
FLE SR AR HIRES(E)
3. Inthelast 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? [1YesE []No&d
EBERERN > MEHEEE) SEEWBEEETH BINRBLEISTESH/88—X/ ERER) REAHBE—ERNERZEY ?
4. Inthe last 5 years, have you (or proposed Member) been admitted into a hospital? (] Yes2 []No&
TEBERERN > MHEEE) BEBATER? = -
5. Inthelast 5 years, have you (or proposed Member) undergone a surgical procedure (including endoscopy or biopsy) without being
admitted into a hospital? [JYesZ@ []No&
EBERFER > REESE) BEBEIFERIER MEZINILR (SENFERIEEIEEBEER) ?
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? BT /R(NEEE) TH 1 ESEMBERERBENERIN » (REAEGE) 25E MER?
(a) Unintentional weight loss by more than 5 kg (11 lbs) over past 1 year []Yes2 []No&
EBE—FR > BEELOELD TS5 AT (MU L
(b) Abnormal bleeding (such as vaginal bleeding, rectal bleeding, nose bleeding or coughing up of blood) for at least one month [JYesZ []No&d
RIESEHM (BlNEESm ~ i ~ FR&Emsizm = 0—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 [JYesE []No&
HMEREIOR SRR (G190 fELR ~ 355% ~ FREZmM ~ fssl CiER) MEAS T ESRBERER
(d) In the last 1 year, 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 and symptom [JYes@ []No&
EL?E FR o (R(ERES ) BEAREERSHFERER BRSBTS R T H LB A S (BIMSREBE IR - HaRE L) RiE
uﬁ/El
7. Have you (or proposed Member) ever been diagnosed with any of the following diseases or medical conditions?
IREEEE) BE QRS TIIRREERR ?
(a) Cancer or carcinoma in situ BEESRIIE [JYes2 [JNo&
(b) Brain tumor FSERERE [JYesZ []No&
(c) Heart disease D\EZER [JYesg []No&
(d) Stroke (including transient ischemic attack (TIA)) /& (EFEZE MEASEAI > AF8 TFhE) ) [JYes@ []No&
(e) Hypertension SI0E [JYes@ []No&
(f) Diabetes mellitus or impaired glucose tolerance MERFEH A E AT 2R [JYesZ []No&
(9) Prolapsed intervertebral disc or degenerative spine conditions R ZE H & HER (L MR [JYes@ []No&
(h) Diseases or medical conditions requiring a medical device or prosthesis to be implanted within the body S ZE A B %2285 [JYesZ []No&
I AR S R B AR
(i) Mental health conditions (such as depression, anxiety, schizophrenia, eating disorders, or bipolar disorders) & A7 (HIENIN [JYesZE []No&d
BB BHOR  RBRARBRITIEE)
(j) Multiple sclerosis ZE 4 FB1LE [JYes2@ []No&d
(k) Congenital conditions (medical, physical or mental abnormalities that existed at the time of or before birth) Jc XI5 (F5iH []Yes2 []No&
ERRZAEEAENES - FRYE ENER) -
For proposed insured children aged 6 or below only RN /NEIU T2 EZRRBE
8. Was the proposed insured child born before 37th week of pregnancy? []Yes2 []No&d
EZRBERENIEZHEI7EALE?
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Health Declaration and Questionnaire (Cont.) 2FEEAKRE (48)

Health Questionnaire - Section B #ER% - 225

If you answer Yes to any of the questions in Section A above, please provide additional information as applicable below.
MRIRHU ERBEA—IEBEZERA TR & BAEUTERNEERHEELER

Question No. &3 Question No. &% Question No. #&3#
Medical condition JIE Medical condition JHIE Medical condition JBfE

1. Disease / medical condition / sign and symptom

B/ BRI/ REURIER
2. Date of first occurrence of sign and symptom

ERERHEERAERR HES
3a. Treatment / investigations / tests / scans that have

been performed

BETHAR/ BT/ AR/ FiE
3b. Date of such treatment / investigation / tests /

scan

BRAE/ L/ AR/ FHAH
4. Present condition (such as whether fully recovered,

follow up action / medication / next follow up

date)

RN (BINEEERE2EE - BLIRE/IRAREZEY)/

TREZHH)
5. Date of last follow-up medical consultation /

treatment

B8/ BaREH
If you have any medical reports or reports of investigations, please enclose them and put a tick in the box. ] With attachment
MIFBE AR ERRESNBREERS » AMBILREERM L WeARZm TV 58 e SEHE

Declaration and Authorisation EEARKIStE

| apply as Member of Bupa CarePro Health Insurance Scheme (“Scheme”)/ |, on behalf of the proposed Member as listed in this Application, apply as a Member of Bupa Care Kid Health
Insurance (“Scheme”). | confirm that | have selected this insurance plan of my own free will. | further confirm that the product features of the Scheme were able to fulfil my / proposed
Member’s current medical protection needs, financial situation and premium affordability.
| acknowledge that Benefit is not payable under this Scheme being applied for any costs of treatment arising from any existing illnesses, injuries or other conditions presented before the
Coverage Commencement Date unless complete details are fully disclosed by me in this Application and accepted by Bupa (Asia) Limited (“Bupa”).
| declare that, to the best of my knowledge and belief, the statements contained in this Application are true and complete.
| acknowledge that Bupa reserves the right to ask for submission of more details of health status or medical reports of me/ the proposed Member at my own cost.
| also authorise any medical practitioner, hospital, clinic, by whom or where I/ the proposed Member have/ has been observed or treated or any insurance company or organisation that has
any records or health information concerning me/ the proposed Member for any reason, to give full particulars thereof including prior medical history to Bupa. A copy of this authorisation
shall be considered as effective and valid as the original.
| agree to be bound by the terms and conditions of the Contract of this Scheme, which | understand are available on request and will be provided to me if this application is approved. | agree
that this Health Declaration and Questionnaire and the answers given in this Application shall be the basis of the Contract between me and Bupa. | understand that | have the right to cancel
this Contract within 21 days from the Coverage Commencement Date and that if | do not cancel the Contract within that period, all information in this Application is deemed to be final.
| 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. | further authorise
Bupa to deduct the subscription payments from my designated bank account / credit card (where applicable) upon renewal. If | want to cancel the Contract in future, | will need to inform
Bupa in writing at least 10 days before the Contract Anniversary Date.
I acknowledge that Bupa has discretion to appoint Registered Medical Practitioners, Hospitals, Qualified Nurses, cancer centres, day-case centres, diabetic centres, wellness centres and other
service providers to provide health and care services, credit facilities for eligible medical expenses and to do all things and acts incidental to such appointment for the Member. | acknowledge
and agree that such appointment shall be made on such terms and conditions as Bupa shall think fit at its absolute discretion. Bupa shall not be liable for any claim whatsoever which may
be made against any such service provider appointed by Bupa by the Member.
| acknowledge that Bupa may terminate the cover for the proposed Member with immediate effect if the law of the country in which the proposed Member is located, or the proposed
Member’s Place of Residence or nationality, including but not limited to USA and Japan, or any other law which applies to Bupa or the Contract, prohibits the provision of healthcare cover
by Bupa to local nationals, residents or citizens. | further declare that the proposed Member is not US permanent residents. | understand that | am obliged to immediately notify Bupa in writing
if the proposed Member becomes a permanent resident of USA during the Contract 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.
RARENA MRIASEE) BRERESE (T518))) 288 / AANRRERERTIHZEGE > Bfpsd RABRE) BREED (T518))) 288 - AAEIRAPNEZ R BIDRBAANZ
BIURFEMRE ° AAFERAAFEZ R BIDIZBARAZ B RBEMATE c AALHEDSENERANBTHEERA / EGESRFNBREETR - MHER TR RE RS
ARG RA Z ST EIRE » FERIERB AR E B 2505 ~ BESEMBRMS M BRER » — BT FEE  BRIERAERRAFRADFMY L LESRA CEN) BIRAR (TfRiE1) #h e
AANEE  SIARAFTHIFRE » AFRFRDRRZ —ER > IBRTE -
RAEDRAERERRHRESBRAN | EGE 2 RBRTRERRS - —IERREAXN -
AL BEREAA/EN | EGEBERAFNERE « B 2F AR/ EZEREXETAERNZRBRADIWERAN / EZEZ22HER (BFERE) EXTHRE > FEREZRIFRELAR
Eosk
AANBRBETFIEE SO B FRRMAR > WAARREER TR » EIMRAT SR RFE# B IR HZEFRRMAR T AN - FABBARRFRANZ BREEHREEREERFIEREARRIAZRBPET
BRZIREE - RABBAABRERENEMRBE221BREUHILEEH c A NZBERILHERBEUH A4 » IEBRFENNAEABRERARKER
RABBRIENE R ANEFRIOVBNFABERIERBSHNEIRENEER > TUEARSEFEEDER - AALBRBRBEERSNAAEENRITIRANEAF ER) NERE - AAE
ABECHEH » BN AABFEHI10XRIUE @B RIA
RANRBREDIESEEMIAE « B - 8EEEL ~ BERL ~ BERO ~ BRFEFRO « REBPOREMBHUBEEUIRMERERS - A ERBREAZAIRBEAERZEENBZRBETEE
KAWL FEARILZEZ FRAARRREDERRIOUER A SENER TIEH - iEE8nEMREAMEENRBHEBMIEHZFER > RI—HFgas -
A NHESRYNAE & B WYFTTE I 5K S HL B (13 St BIFEFN B Bl X B A 2 (B4R B A IR £ EA B AN stE A Eth S RIDSAREBERHZRZ ERINDEMER - BRAARRMHEERE » RIOOLLEHEESS
BOMRREL ST BNAERY o AAULIMEBREE B W IFEEIKABR « RAPANEE SMNENEEHENAEEKABR > AABEELMUSEBENRA o AABR) ERNEERLESAZEARY
REEAARE S EZE R A BB R TIERAL

(P.T.O. ;588 F—H)
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Declaration and Authorisation EEARIStE

Applicable to Application through authorised insurance broker ERR E BB IERGELLETZHE

| 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.

AP BAREE > REEMAABERESHSENRE - NREAXEIN (B1EERE) na S ZHEMRENERERBLLCIES -

AATFARRIBAEERSARAU ENER > A el LUREERRERE

Personal Information Collection Statement BAZ ¥ UkEERH

(i) I'have read and understood the Personal Information Collection Statement included in this application form. | consent to Bupa using and disclosing the personal data provided in
this Application and other personal data it collects about me, for the purposes set out in and in accordance with the Personal Information Collection Statement. | consent to the
transfer of my personal data within or outside of Hong Kong for the purposes and to the types of transferee as set out in the Personal Information Collection Statement; and
A NEABRINE B B A EREERFTAE) MEAZRRERER) « AARRRAEUER T BRI REFRAREMRCHTRERPAANBAZR > BERE MEAERRESR) RFFENRELR o ZAR
it MEABERIRESR) FrtARR T EURERANBASRESBRANT MEASRIRERR) MBENEREEA ; &

[] (i) Iconsent to Bupa using my personal data, including my name, contact details, gender, health and family status, to send me marketing communications (including by email,
SMS or instant messenger ) as described in the Personal Information Collection Statement, including in relation to insurance (such as subscription discounts), wellness,
rewards, loyalty or privileges programmes and related products and services. | understand that | have the right to request Bupa to cease using my personal data for direct
marketing purposes by emailing customercare@bupa.com.hk or calling the Bupa Customer Care helpdesk on 2517 5333.

FARBRBEEAEAZBAER > SIERADIS © BHEET5 % ~ 15~ RERRERT » MAANEERE MEABRESR) It aERE (GInRErD) @2 258 - 8 8HNER
TR HARRM ER R RFBNTISEEEN (SEUBI - FRIGASAEN) » WEERRABRBEBIERENERRFEES (BEE customercare@bupa.com.hk (2% 2517 5333) »
ERFBELRFAANEA SR AEERETSERERR

1, as the Subscriber, understand that | declare and sign on behalf of the Member listed in this Application under this Scheme who is under the age of 18.
RANLERFEARRA > BBARARRILSBIRFRAIIL 218U T EEFHERREE -
I understand that no cover will be payable under the Contract unless this Application is approved and subscription is received in full by Bupa (Asia) Limited (“Bupa”).

FAPBBEERERFRE (E) BRAE ( MR ) HERGE2EKZE » RESEREOZNRE -

Applicant's Signature Signed in Hong Kong on Agent's / Broker's / Telesales’ Name (If applicable and must be completed by the applicant)
HFBARE NEBHEEZAH REBA /4 EEARESE WERARSEARFAER)

Agent's / Broker's / Telesales' Code
RIBA /1D | EERTER

Agent's / Broker's / Telesales' Contact Tel. No.
X RIEBA /B4 | SERRBEE IR

(ﬁ':;g Name ) bb A MM 7 YYvy # Agent's / Broker's / Telesales’ Email Address

RIBA /AT | EEARBIMIL

For Transfer Contract Only 2{EEHE S4B L

Previous Bupa Membership No.:
BIRIAE 84R5E

Subject to Bupa's approval of membership transfer, eligible claims related to any sicknesses or injuries that were covered under the previous Contract and commenced before the
effective date of coverage under this Contract will be payable up to the Maximum Limit of the Contract with the lower Benefit level.

IAERIEAZEE &R —RAI SR RENASORERG BRI ESE ZRRRBGE 2 S EREE  HREA SNRASHONEZ RS HEE - UBEERE > (FHIEE -

If you have chosen to cover Pre-existing Conditions with additional individual subscriptions under the previous Contract, such insured Pre-existing Conditions will be excluded under this
Contract after transfer. URIEATEHIEIEL (HEANMREURERFLRR > BRZRNEFETHARTIEEERERNASARIIARZFREEE ©

Applicant’s Signature DateHHA

LN £

X DD A MM B YY

Reminder 12$2{R

To help us process your Application quickly, please ensure that you have: B E RIBNRTEAEREE » RSB IRIEIRER FReA R 250 ©
enclosed payment of the correct subscription and levy and a copy of your HKID Card or Passport ERIERZ RERFEHE RTINS S M S NERR A
initialled any amendments on this application form, and AMERIENZ EEBEE K

enclosed a copy of the HKID Card or the birth certificate for the child you would like to enrol BERFZEBSHD BN EHBBRIA(INAFLIEZR)

Bupa (Asia) Limited 1R18 (Z20) BRAE

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

it EENBEBRIESRE7750 8B EE 262

Telephone E&E: (852) 2517 5175 Facsimile fHHE: (852) 2548 1848 Website #84E: www.bupa.com.hk
nl Bupa Hong Kong |Q|
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Personal Information Collection Statement {E A&k Ug 5580

Bupa (Asia) Limited (the “Company”)

Personal Information Collection Statement (“Statement”) relating to the Personal Data (Privacy) Ordinance (the “Ordinance”)

Please refer to Bupa’s website http://www.bupa.com.hk for the glossary of terms used in this Statement.

In compliance with the Ordinance, the Company would like to inform you of the following:

1. From time to time, it is necessary for you, or other members 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. Failure to supply personal information requested by the Company may result in the Company being unable to process your Application and/or provide
products, services and other related services to you, or the Member.

3. 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.

4. The Company may collect, use or disclose personal information relating to you, or the Member, for the following purposes:

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. 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;

d. 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 and statistical analysis, and
reinsurance arrangements;
provision and design of products and services of the Company;
exercising the Company’s rights in connection with provision of insurance products and services to you, or the Member, from time to time, for example, to
?eterminle :gnly amount of indebtedness from you, and collecting and recovering owing from you or any person who has provided any security or undertaking
or your liabilities;
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 Statement;
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; and
making disclosure to satisfy the requirements of any laws, rules and regulations, codes of practice, guidance notes or guidelines binding on the Company.

5. Personal information collected or held by the Company relatlng 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, for the purposes specified in paragraph (4) and (6) to the following classes of transferees:

hato}

s

a. the Company’s group companies (“Group Company”);

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 agent, contractor or third party service providers who provide administrative, telecommunications, computer, payment, data processing or storage,
printing, research 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);

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

h. 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.

6. Only with your consent or with your indication of no objection, the Company may use your personal information collected from time to time, including name,
contact details, gender, health and family status, to provide you with marketing communications (including by email, SMS or instant messenger) relating to the
following products and services:

a. Insurance, medical, healthcare, wellness, personal development, beauty, lifestyle, entertainment, financial, and related services and products;

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

c. donations and contributions for charitable and/or non-profit making purposes.

The Company will not disclose personal information relating to you, to third parties for them to use for their own direct marketing purposes without your consent.

For the avoidance of doubt, whether or not you consent to receive marketing communications of the type described in this paragraph 6, the Company may still
communicate with you regarding the administration, features and renewal of your insurance policy.

7. Under and in accordance with the terms of the Ordinance, you have the following rights:

a. to check whether the Company holds personal information relating to you or the Member and to access such personal information;
b. to require the Company to correct any personal information relating to you or the Member which is inaccurate;
c. to ascertain our policies and practices in relation to personal data and to be informed of the kind of personal data held by the Company, and
d. torequest the Company to cease using your personal information for direct marketing purposes.
Requests can be made in writing to the Company’s Data Protection Officer at the following address:
Data Protection Officer
6/F, Tower 2, The Quayside, 77 Hoi Bun Road, Kwun Tong, Kowloon, Hong Kong

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 Statement, please do not hesitate to contact our Customer Care helpdesk at 2517 5333.

1OA Nothing in this Statement shall limit the rights of customers under the Ordinance.

In case of discrepancies between the English and Chinese versions of this Statement, the English version shall prevail.

ﬁ!m (Z) BIRAR ( MEAF) ) .

AREASE (FAF2) %6 ( fﬂ%ﬁh ) ZEABERIYGEEA ( THERA) )

SE2RIRBALE http://www.bupa.com.hk A ZERNERNFERTES
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Bupa CarePro / Bupa Care Kid Health Insurance Scheme Credit Card Authorisation Form

RINERERE / FHEREEBRFRESEGERA RUNRERES

Bupa

;]

Subscriber’s Name &R A2
Surname

E3

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.

EEBUEARIR FREZILREREER X B > BRERHE o SMEMEEREMATRM > BREFEILRE

[] Visa [] MasterCard

Cardholder’s Name #FEA#4Z

HKID Card No. &EEAE5EH5 Credit Card Account No. 5/ +F O Credit Card
Expiry Date
ERFEIHA

MM B Yy £

| 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 subscription and levy due from my credit card account on an annual / monthly

basis until further notice.

FANBBERIENEIA NG T RANBATBERUERBESOFRIRE - BRIGHORESEEHER - AALRERE (RN ERABDEBREANER/~FOSE/SAXNEGRE

RREHMESE  EEHTEN

=3

If the Cardholder is not the applicant or proposed Member*, please fill in the following information. ZEAFFA AL IERFASNEGE" > FESUTER ©

Relationship with the applicant or proposed Member* EiERz5 A S0 & 2 *#ifR
(Applicable to spouse, parents or children only RiEARECE « REHFZX)

]I hereby confirm to pay the subscription and levy due of Bupa Health Insurance Scheme for the applicant or proposed Member* as listed in this form.

FANRBRALEIIN IR EHVERFAREG B2 2HYEH 2 RIOEFIRE B RERREHMETE -

Cardholder's Signature FEAZEE Contact Phone No. 48555565 Date A#A
X
pDH  MMA Yyyy 4

For Bupa use only Bupa CarePro / Bupa Care Kid Membership No.:
RHAEA MRiasER) / MRAERE S8R

Date Authorised Code:

=L RS

DD H MM B YYyy

* Please delete if inappropriate &M EAE
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Bupa CarePro / Bupa Care Kid Health Insurance Scheme Direct Debit Authorisation Form

RINEERRE / FRHEREERFRETEHERMNRERES

Bupa

Rib

Subscriber’s Name #&{F A&
Surname

iz

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. EEHEL BEEIRR ) BAEZEREEEER X1 U8 TERBEREEANRBTRERREHESENS BREIRAE

| 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 subscription and levy due from my account on an annual / monthly basis until further notice.

KANBABRIFRE A NG T RANBENTBERIERBESOFIGRTE - BRISORESFERER - AALRERA(ENBRABDBBNAANF OSE/E8AXNESRERRER

B BERTEN

Name of party to be credited (The beneficiary)

Wmz—7n (RmA)
BUPA (ASIA) LIMITED

Bank No. Branch No. Account No.
SRITARSE DT Wik A OEES

0|24 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.

|/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

A (F) BERERZIRT ( TZ3R1T) ) BRBERRATRGTZRITZ AT
BAA (%) LHEAOHRTERA - BERERSBEAMSTBEU LIEEZREE
(@A) -

A (%) ABZRTHEREZSERRGEENAA () -

MEZEFEEMLAA (¥) 2 LA OHRES (HLR/HZBEZIEM) > &AA
(&) SHEREHEREDEEE -

AN (5) RBEABRENZES WA (%) LA ORSRTEBLER
278M -

A (%) AEW LA O ERHTIASZ I BMER  ZRITARTTIHEET
WENAR 2 FEER » ZFBA—MAAA (%) 2T -

A (%) AEREHERERARES 2 EFE > AREHREREN AR ME
THERZAIRFAIRIT ©

FEBERUBENEERTENALNEE FIEHBERILE CMETRFEZH

date (whichever first occurs). HRAEE) o
My / Our Bank and Branch Name Bank No. My / Our Account No.
KN/ BEEZRTRATERE RATARSE KA | BEZ RO

N ) O I I

EAEE | FREZHSE

My / Our name as recorded on Statement / Passbook ZsA / &

HKID Card No. /
Passport No.

ERBOETS /
RS X

My / Our signature(s) A /| B% 252

Date of signing 5Z A

MM B Yyyy &

DD H

My / Our address as recorded on Statement / Passbook Zx A / BE 1AL E / 1738 £ 2 it

Debtor's Name (If other than account holder) EFAZ S EIEROZFEN)

Membership No. (Debtor's Reference) & B#47%: (B AFD)

| 1| ] ||

If the account holder is not the applicant or proposed Member®, please fill in the following information. &R A AL IFEFAREGS

Relationship with the applicant or proposed Member® ELFRZE A 8l # & 5" f{%
(Applicable to spouse, parents or children only RERAREE « KEBHF L)

T FHREUTER

For bank use only

RITEA

Signature Verified

BEEE

Notes: 1. The box marked “Membership No.” is to be completed by Bupa.

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

* Please delete if inappropriate
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