Bupa CarePro / Bupa Care Kid Health Insurance Scheme
Membership Transfer Form

RIBERE / FHEREBRRFAESZGETERE

For the members transfer from Bupa Care and Bupa Care Child to Bupa CarePro or Bupa Care Kid.
HERREREERFAHEERZEEEBERMEREXNRREREZH -
¢ Membership Transfer Form must be submitted 30 days before Contract Anniversary Date.

¢ Applicable to Subscriber of Bupa Care, and Member of Bupa Care and Care Child with age below 18 (If the Subscriber has been changed,
please fill in the Bupa CarePro / Bupa Care Kid Health Insurance Scheme Application Form including “For Transfer Contract Only” session).

¢ Not applicable to the spouse of Bupa Care.
¢ Spouse of Bupa Care should fill in the Bupa CarePro Health Insurance Scheme Membership Transfer And Ownership Release Form.

. DEEERBYARSOBEFEMN308ARERA H H H‘ H HH W m
PACHG

o BRMRMBERRERZIERA > URISHEU T ZRIALEREFHRERTE WPHRRA > FERRASER /| FROAZEEESTE
FRIEREIE ‘RIEEB AN A 5M5)

o NEFARRIASLERE S o

o RIALERY REEESFHEERTI SESBREEFARERE -

Please complete this form in ENGLISH AND BLOCK LETTERS. Please tick as appropriate. 5 B IEMEE AR > W AR A N5k

To protect your interest, please return this original form with your signature to Bupa. Z{R[ERE TR > sAiS PRI ESFTERBZERA o
Subscriber’'s Name of the existing Contract (same as HKID Card) IRE &4 2 HE A MG (BEH S5 B1ERE)

Surname
i3

Given Name

I. Membership Transfer &%

| hereby apply to transfer the existing membership for the below Member to the Scheme indicated in Part Il with effective from this year’s Contract Anniversary Date.

FARHRF N GERAZ EEALFEZ ANFEHRERENUTE 8P fREEsTEl

Membership No. (16 digits)
GEREE (161IHF)
Member’s Name (same as HKID Card) € 8% (BEB S5 54ERE)

Surname
i3

Given Name

Il. Choice of Scheme &tE1isEE

Bupa CarePro Health Insurance Scheme (For Member aged 18 or above)
D ERBERRES (RBEARSRIU LZEE)
or &
Bupa Care Kid Health Insurance Scheme (For Member aged below 18)
RIDERBEREEE (RBEARISEUTZEE)

Child Discount (if applicable) F&{R&#7Hl (MNEHA)

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 Me_n]bey
needs to submit an application form individually. 3R/ fREECEA [MRM=RRE WEER / REER Kk /SUTNFLA RRERE WEER /REER  FREUTEN - BESEAZBRIFFER
Please indicate your membership no. if you are an existing Member

Please tick if you are a proposed /existing Member MITRREER > HARS RS

s REEE /RERE  ERTENIL (V)5 Membership No. & R5%5%
Your Spouse {REYED 1B Please indicate the membership no. if your spouse is an existing Member

MIFNEBRREEE  FEREENRE
Membership No. & E 3585

Spouse’s Name (same as HKID Card) ECfBi 2 (A& B 575 :EHER)

Surname

i3

Given Name

HKID Card No. Date of Birth

Py

&B BRSNS HAEHER Y prvy= Yryr =
Your Child fREIF& Please indicate the membership no. if your child is an existing Member

NN TFLEREEE  FHREENE
Membership No. & E55H§

Child’s Name (same as HKID Card/Birth Certificate) F2 4% (25 51958/ HEEHEERE)

Surname
i3
Given Name
HKID Card No. / Birth Certificate No. Date of Birth
3 ASS L} 2 =t
ERHREE / HEREERE A Py R Vyyy
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Child Discount (if applicable) F&{R&ri0 (NEH)

Your Child {REIF& Please indicate the membership no. if your child is an existing Member
MR FLRREEE  FERGENE
Membership No. & £ 35

Child’s Name (same as HKID Card/Birth Certificate) F &% (A5 B 5108/ L EEPERERE)

Surname

&3

Given Name

HKID Card No. / Birth Certificate No. Date of Birth
EEGMETS / WEERENS HAEBH

DD H MM 5 YYYY i

I1l. Application for e-Services BiEEFIRIE

[] I hereby agree to use e-Services through myBupa, an online and mobile platform, to view and download some of my policy-related documents. To access these
e-documents*, | am required to register for a myBupa account and provide an email address in below where | will receive email notifications when a document is
ready for me to access from my myBupa account. | understand that | will no longer receive hard copy of these documents by post.

If you have already provided your email address to us, we will send email notifications to your email address on our record. If you want to update your email address,
please provide a new email address in below.

New email address
* 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.

[ AAREZMER myBupa - RFENBEFIRY > UERHE FHEAXAREEMIOND Y - BERISLEEFXMH" - AABEERE myBupa 1RS> W TREEIMLL - EXXHE
L #HIIA myBupa 1RFE - HESWEIBEER - ZABBRAEUIZ 7 RSB LERESUTBIERIZA
WIRB M HBEEL - IS RIFALRTRBE B N BB  MURREMBELMAL > EF U TIRAGTBVE It

Hr ST

* BRA_LEHN myBupa NENEFXMHEE » :52% https://www.bupa.com.hk/tc/customer-care/mybupa/ > ILBEEGREFEN o

If you opt for any change in the benefit or payment method in the new scheme, please complete this section. Otherwise,

IV. Types of Changes EE&IEE the benefits and payment method of the new scheme will be the same as the existing scheme.
EIREENESEMN BB REE B R HRES % FRB AR BRI M BN REER RBHRES AR G RRAHEER-

. (Part 2 of the Health Declaration and Questionnaire must be completed for plan upgrade or benefit addition (marked with “x”). The new benefit will be effective on
A. Change of Benefit BERIE ", e of renewal,if approved. MSBEAHBSERAMEBAGES T+ 30 HARBUBEHRMEEZHA - —SEHHE - FEBBIEREER o)

* Please tick the NEW plan s5FAH#TEtEIZ =AML Tva 37

Plan 5t#) []1 / 4 Private AxRE Plan & [ ]2 / 5 Semi-private LK R Plan %) []3 / 6 Ward K&

Addition / Cancellation of Optional Benefit ¥ INEXHLH B iE(RFEIER

Full Cover Benefit 2B E1RIE" (applicable to Plan 4, 5 and 6 B84, 5R6) ] *Add 10 [] Cancel BUH
Supplementary Major Medical Benefit MifNE&E(REE (issue age must be below 60 RIFFMLEHCOFHL T [] *Add #10 [[] Cancel BUH
Hospital Cash Benefit £ &RE ] *Add 0 ] Cancel BUH
Clinical Benefit P2 {RE [] *Add 1 [] Cancel BUH
Maternity Benefit BERHRE (issue age must be below 50 RREFEHSOHKT) [] Add #mn
Dental Benefit (Plan A) ZFAMRIE (5EIA) [] Add i
Dental Benefit (Plan B) F#HRf& (5+E1B) ] Add#m

* The Full Cover Benefit is payable up to the Maximum Limit per Contract Year. Z#IBEREUSENEERSIHEEALR
* If you choose to add or upgrade your Benefit (marked with “+”), all eligible medical expenses for the medical conditions that occurred before such change will be reimbursed according to your

previous Benefits. MRESEMINFRAHRIEGEE T8 AT EXRIERERZAERBREARRBERREHEE.

B. Change of Payment Method B {F{RE /5% (Application must be made 3 weeks before the Contract Effective Date 78R &4 H = EATHEE)

Payment Frequency #{T{REF Payment Method #{H{RE 5% Remarks st
] Yearly 44 ] Credit Card 5F+& Please attach a completed Credit Card Authorisation Form
- HEREZ 2 ERRARERESE
D Autopay EEEE Please attach a cheque made payable to “Bupa (Asia) Limited” for the 1st year’s

subscription and levy with a completed Direct Debit Authorisation Form
FHEZERIRREE  EREFRERREBEZXEREAAF  XEEHEAS TR
18 (ZEM) BIRABN

Monthly B Credit Card EFBE E’Igase agaprLa completed Cfdit Card Authorisation Form
U v U = BEFIEE Y BRI REREHE
Please attach a cheque made payable to “Bupa (Asia) Limited” for the first
D Autopay B 2 months’ subscription and levy with a completed Direct Debit Authorisation Form

BIEZERNNEES  EREMEARERREME L XEXOIARR » XEHRBEAS T
fRiA (ZE) ARAB

_V.Payment Method #ifR®EAE

[] by Credit Card - Please enclose with completed Credit Card Authorisation Form
DUERFEN - FFEIEHEE 2 EARIRERES

VI. Health Declaration and Questionnaire {ZFEEHRkE
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 / Insured
Person 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.
EREEREBRET > BUUESHEORDNESHESES/ZRAMBEREE - MRMIHRERESEEESEE > AIEFERE - TRERZENESRMAEZRE > MERRBAES
R > SR BIRPTZARIRIE - HAERAISEEIER ILIMIIRE ; SUR/D 2B D IRFIESHIBE(E -
(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.
LRSS B RN EMEEARRZAR » MZRSMARETERFAZBRERBRAERHFERNEF  RORANZREFERARATEE  TEREERERBEPFER

(P.T.O. ;58 F—5H)
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VI. Health Declaration and Questionnaire (Cont.) {ZFEEARKREE (&)

(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.
ERREA » (MBEREMAME - RAMSHEREARARETERERNEL « RIORBMREENER > IR IRERENTHMBEME—FREE MR ZA ©

(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{RERRZ A FRAERE ERWEMRER BRI AR S PRENE LA ERANELEH > MBS R FEHRA

(iv) Even after an insurance policy has been issued upon successful application, the insurance coverage for the proposed Member / Insured Person 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).
B BRI MR Z 3R E > B IRAKIZ () T BEPTHIPTEMRIBIZE TR R RN ER » SR (i) Frt st E R E RS R E MR RIBRRE - 28 8/ R ANREIRIEDIEE
BXEFE > RATNAI SRR L ~ (FEFSUAEE B RIMRE » SHIEABEEME -

Guidance Note in completing the questionnaire IEER%#535]

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—BEREZERA (B & AREERS - ZHEIZHRIAVRERRE ©

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.

RERIRE U T REIRSAR -

SE/RE MR ~ BB X/ BYPE (BRR) KRR (BHRD) &  JIREREG (B8 - BLE - SRENRHE / IRRR RRERLER) - ERFEEMRER SR IRRERE

B) > BRERRE (BEARER)  BHEHE - TRRAETAR (B - TEARSBRRERBRESNIRS  F1R /1518 / Bt/ BIE

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.

MBEEREMAAGE > BRABSFERARDIZETERERNER » SFTZAINEARBRBAENERRERRADHSEZNENEARIEBRER

Please read the following questions and statments carefully before answering. s57E[EIZATERILL T R RE R 4t ©
If you are applying Tranfer to the same or lower level benefit, please complete Part 1 only. Otherwise, please complete both Part 1and 2.

ERREES AR N BRE(RIERT - BERE S ; T BESE—RE_HH
Part 1 $—3%

At any time before this membership transfer application, has the (proposed Member/Insured Person) ever been diagnosed with or been treated for

the following conditions? 7ERTAEE 5T 81T » (8 B/ RN BE RS UEE A T FIRmRTEEA%E ? Yes®  No@
1 Malignancy including cancer, sarcoma, leukemia, etc B IEEEIEEE « A - AMFES U U
2 Kidney (renal) disease &% L] L]
Part 2 FZI5H
Health Questionnaire - Section A f#ERI#% - BIP

Height g5 cm EX OR T feet IR inches I

Weight izs"” kg AF OR pounds(lbs) &

Do you (or proposed Member/Insured Person) smoke” or have you (or proposed Member/Insured Person) smoked” in the last one year? [JYes® [JNo&

mEEEE/BRNERARE R E—ERYERE"

# Not required for proposed Member/Insured Person 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 EEE /SREABRER o [RIE | THEBENEREECRRNEE S B3} BERERELT
R ER(GINEFE)

1. Inthe last 3 years, have you (or proposed Member/Insured Person) 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? [JYesE []No&d
FEBE=ZFRN » REESE/ZRAN) BRE SRR EREHITE (FINER - 8MER  84F - 8F) ATUERARER BT EEREAS (
BIINERLER L ~ Y)IRARAD BRI A) BORRIESS AU BRI ?

2. In the last 3 years, have you (or proposed Member/Insured Person) 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)? [JYesZ [ No&d
EBEZFERN > REEGE/ZRAN) BT LRI B REREZIRE (GINERM ~ BR ~ OBE ~ XX BEEK - SIEH - WOk - EBTHHE-
AR ~ 2RSSR ~ REAFCRIR) ?
If the answer is “Yes”, do your (or proposed Member/Insured Person) investigation result(s) include the followings?
MREER (B MEEFE/ZRANNBEERESEETIER?

(a) Abnormal test result is advised [JYes@ [ No&
MEBEREER
(b) You (or proposed Member/Insured Person) are still awaiting test / test result [JYes2 []No&

IREEEE/RZRN) EFEIREIRRER

(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
MEBERESRBEERAREEZAR(BIN— LRy HEERDARNIERINTEE/ BEAE/ BIEREIIBE/ F A &R 3 IRAERSL
LBl AR AR R ES1E)

3. Inthe last 5 years, have you (or proposed Member/Insured Person) 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? [JYesZ []No&

ERERFR  MMEEZE/ZRA) SEERELEETH OINRBLEETESH/ SB—R/ ARER) RAAHBE—ERNEREY ?

4. Inthe last 5 years, have you (or proposed Member/Insured Person) been admitted into a hospital?

Yes® []No&
FEBERLER - ARG E/SRA) BEEACER? [Jves® [INo

5. In the last 5 years, have you (or proposed Member/Insured Person) undergone a surgical procedure (including endoscopy or
biopsy) without being admitted into a hospital? [JYesZ []No&d
ERERFEN  MEEGE/ZRAN) BEBEIFERIER MEZIIERF (EENRSRIGESUEEMIE) ?

(P.T.O. ;58 F—5H)
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VI. Health Declaration and Questionnaire (Cont.) {ZFEEAREE (&)

6. Apart from anything you (or proposed Member/Insured Person) have already disclosed in Questions 1 -5, do you (or proposed
Member/Insured Person) have any of the following conditions?
RTIMEEEE/ZRA) T 12 SERERERBENERN  (REEEE/ZRA) BEA FHIER?
(a) Unintentional weight loss by more than 5 kg (11 lIbs) over past 1 year [JYesZ [ No&d
fERE—FR > SBEEKMELD T5 AT (MEE)MU E
(b) Abnormal bleeding (such as vaginal bleeding, rectal bleeding, nose bleeding or coughing up of blood) for at least one month [JYesZ2 []No&
AIEEHM (FIpREH M ~ i ~ &Mz =0 —@8
(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/Insured Person) are seeking or intend to seek medical advice [1vYes2 [JNo&
HARERIR SUR B A (B ZNAEER « 385 ~ FFazm - B L) MERSTEsREBEER
(d) In the last 1 year, you (or proposed Member/Insured Person) 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&
FBE—FER  MEEGE/ZRAN)BEORERANFERERBRETNRRETEXEEA S (BINEREL  YIRAERM - BRiEL)
HERIER A
7. Have you (or proposed Member/Insured Person) ever been diagnosed with any of the following diseases or medical conditions?
REEEE/ZRA) BE QWD Ty IBRRRERRR ?
(a) Cancer or carcinoma in situ FEfESU/R IR [JYes@ []No&
(b) Brain tumor FSEREEE [JYes []No&
(c) Heart disease DEEESH [JYes® []No&
(d) Stroke (including transient ischemic attack (TIA)) & (EfE2E EASTRID - A58 [/\FhE] ) [JYesZ2 []No&
(e) Hypertension S [0EE [JYes2 []No&
(f) Diabetes mellitus or impaired glucose tolerance #ERFEEEMNEBRE [JYes2 []No&
Prolapsed intervertebral disc or degenerative spine conditions 228 HE B HERILE R [vYes@ [JNo&
@ P g P
(h) Diseases or medical conditions requiring a medical device or prosthesis to be implanted within the body EEEIE A BEESR N E []Yes@ []No&
I BRI R R AR
(i) Mental health conditions (such as depression, anxiety, schizophrenia, eating disorders, or bipolar disorders) &2 7 (HIZ030 []Yes2 []No&d
£ BHOR - MBERFARREINEE)
() Multiple sclerosis %24 RBLAE [lYes@ []No&
(k) Congenital conditions (medical, physical or mental abnormalities that existed at the time of or before birth) e X M&EF (55 H []Yes2 []No&
SR AEIIEEE SR LR -
For proposed insured children aged 6 or below only #ERR AR T2 EZREE
8. Was the proposed insured child born before 37th week of pregnancy? [JYesZ []No&d
ERRAERONIBZHEI7EAMEE?
Health Questionnaire - Section B {#EERI#% - Z2B
If you answer Yes to any of the questions in Section A above, please provide additional information as applicable below
MRIFFL LR EMER—IBREECEZES TR1 & AEUTEANMBRHESER
Question Question Question
No. #E5% No. 5% No. 5%
Medical condition JSfE Medical condition J&fE Medical condition $&fE

Disease / medical condition / sign and symptom

TRIR/ REMOR / R

Date of first occurrence of sign and symptom
BRI EIERR B A

3a

3b.

. Treatment / investigations / tests / scans that have

been performed
BETHER/ RE/ AR/ FiE

Date of such treatment / investigation / tests /
scan

ARaR/wE/ Asl/ RHEH

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

R (BN REERERE - BRIRE/ RABESEY/
TREZHE)

Date of last follow-up medical consultation /
treatment

RBED/ AEAH

If you have any medical reports or reports of investigations, please enclose them and put a tick in the box.

WMIRA ERBRR S REBRGEIRS © BRILRERFN L WERZEREM (V) 5K

[ With attachment
HEWE
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VII. Declaration and Authorisation EBARIZHE

I, on behalf of myself and / or the Member declare that, to the best of my knowledge and belief, the statements contained in this form are true and complete. | 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 Bupa reserves the right to ask for submission of more details of health status or medical reports of me / the
Member as listed in this Application at my own costs.

I, on behalf of myself and / or the Member as list in this Application, also authorise any medical practitioner, hospital, clinic, by whom or where | / the Member has been observed or
treated or any insurance company or organisation that has any records or health information concerning me / the 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.

| have read and agreed to be bound by the terms and conditions of the Contract of Bupa CarePro / Bupa Care Kid Health Insurance Scheme (as appropriate) after transfer is approved
by Bupa. | agree that the answers given in this form shall be the basis of the Contract between me and Bupa.

| 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, on behalf of myself and / or the Member, acknowledge that Bupa has discretion to appoint Registered Medical Practitioners, Hospitals, cancer centres, day case centres, diabetic
centres and other service providers to provide Full Cover Benefit (if applicable) and to do all things and acts incidental to such appointment for me. | 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 Bupa CarePro / Bupa Care Kid Appointed Service Providers by me.

I, on behalf of myself and / or the Member, understand that subject to Bupa’s approval of membership transfer, eligible claims related to any sicknesses or injuries that was covered
under the previous contract and commenced before the effective date of coverage under the new Contract will be payable up to the benefit items of the contract with the lower
Benefit level.

| acknowledge that Bupa may terminate the cover for the Member with immediate effect if the law of the country in which the Member is located, or the 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 Member is not a US permanent resident. | understand that | am obliged to immediately notify Bupa in writing if the 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.

AANEARTIAR/ HEE > AEAPRKIPAE > ARFR LR —ER  IERTE o AARSERAPMEZRES T RBARAZEILERMAE o A AL
B BB BRIET R ~ BB RIRERIERES) - FAHERRIBARERRERELEMNERFRAMIILZAA | FEZRBERTKREERE » —IBRABRAAXN

RAEERREANR/ HEEW AREEAAGERRIEENRE « Bt 22 AFALA /| GEREREFERZRELATDREBEREA /| FEZ2HER BEFE) 2R TRIE > SMEFEEZBIAR
EARAFREMS] ©

A BB FEN RIEEIERRER BT RIDERE/RNEREBRRES S RPERME) 2 SERRAR > WRENURPFRAZEIEEARABRAZ B LM ENZIRE
FABBRIERE R NG T RIONENFIBERIARBSOFERRETEER > SRHSORESFEPER - AAULRBRBETERBNAANISENRITIRA WERFWEA)INIRE « AR
BUHE# » R AKNBER10XAIU S EBARIA

RAEEARENR/ REE » ERREEINESEEMEE « Bk BERO » BERO » BRFEHOKREMARF IR IR H 2 U ERE (WEA) REMZEEMBZRBTAA « RARDLEE
BRLSEZEIRMATRE D EN RN ER ASBAER FMIED © iAARERBRIDE R RO ERBITERBHEBMELZRR  RO—FFEas -

RAEEAREANR/ REE > BRUNSREMZNEEES > — NSO RENAGORERGHFERE 2RRIRGEZ ABREE » BREASOIMESARNFEZRIEERS » UBEES%E > £
R o

ARG BHVFT1EEIR U E B (E S Bl FE PR B Bl R B A 2 (BIE B A PRI S EAD B AR) VAR E S RID A SNBANEERZ LRIAEHER - BRIARBHEERE » (RIATL LB E BHR
FE 37 BPAERY o AAILINERRE BN IFREIRARR - AABANEENNSNFEERBMAXEXARR » AABSELAUEEBARE - KABR) EENREERY B SAZEARWIREERE
BRI EZERAEEE R TERAL

Applicable to Application through authorised insurance broker B EBEISE(RIRRLDIEIT 2 HEE

I, on behalf of myself and / or the Member, 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.

AANBIARAANR / REE > BA - BAKEE > (RIOGHPEABERESHEENRE » NMRESXEN (BEFEFRH nasZHERRENERRRIRSLZ (A - AATRBARALERSAAL LN
FE > A A RIEE RIS ©

Personal Information Collection Statement {EAZ kI UgEEEA

(i) 1 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
RACHRI AR ARB RS MEABRIRESRRE) o KABBRMATUEALIREILRFERAREMBEPTRERRAEANBAER » BIERE MEABRUEER) AFTREBIAR o AR
=it MEAERUE B FTitAREFEEHAANBAERESBRANT MEAGRIRERR) FENEREEA &

[] 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.

FARBRBEREAZBAEL > GERANESR ~ BHE7E ~ M5~ BERIKERR » BAAEERE MEAENRERR) PRl aERBRGIORENTN) - #F - 5 - FERHNEE
sT8 R ARV E R AR AR A IS EEA(BEUBIL - FRBANBIEEN) » WEARAASRBBEERIONE R RBFL(BIMEcustomercare@bupa.com.hkziZ B 2517 5333) » &
REFAELEREANBAERBEERTSEERR

I, as the 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.
BANEHREA > BBAEEARKRILBRFRATIL 218U T2 MHEAFLEEREE -

| 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”).

FABALRERERE GEH) ARARE ( MR ) HERFESEKZE - REFREOZSRRE

SHEINERNETEERA /| EEER

: e Qi . f Agent’s / Broker’s / Telesales’ Name (if applicable and must be completed by Subscriber)
oS ber Signature Sgresiniong Kong on REA /2 | BRRRES (UBBRAAHRRANE)
Agent’s / Broker’s / Telesales’ Code
RIBA /I | EERRRR
X
Full N DD A MM A Yyyy £ Agent’s / Broker's / Telesales’ Contact Tel. No.
(ﬁuﬁ ame ) RIBA /4L | SERRBAEBERE

Bupa (Asia) Limited 1718 (EE) BRAR

Address: 6/F, Tower 2, The Quayside, 77 Hoi Bun Road, Kwun Tong, Kowloon, Hong Kong
itk HE NS RIE 775 S BEF 2 ECIE

Telephone &3E: (852) 2517 5333 Facsimile fH: (852) 2548 1848

Website #81E: www.bupa.com.hk

ﬁl Bupa Hong Kong |Q|
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Bupa CarePro / Bupa Care Kid Health Insurance Scheme

Direct Debit Authorisation Form

RIDERRE | RIHEREERAE S ERUTIEES

Membership No. (16 digits)

GEH (6IEF)
Subscriber’s Name #&{R A 143
Surname

i3

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 subscription

and levy. EEELBBERGT  BSEZERBREER X1 18 WEREREEARBIRERAEBENZZRORRA

I 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.

KABBERIFNEA NG T RANBNFBERIERESVFEIGRE - BAGORESFEIER - AALEERRBEMNBRADEINEANFOESE / SAXNERRERRE

HBELE  HERTEN -

Name of party to be credited (The beneficiary)
Wz—7 (@A)

BUPA (ASIA) LIMITED

Bank No. Branch No. Account No.
SRITARSE DITHRIE WA OS5

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).

A (5) BERELERZRIT ( TZIRT) ) - RIBUERATFHETZIRITZIET
BAA (%) LA OERTWHA - BERERSANMSBAL LIS ZIREE (@
E

TN (¥) ARZRITBAREZSHRESSTENAA (%) -

WEZEBEMSAA (%) 2 ERRORRES (HSRFZBEIGM) - AAE)
BHEREHIREZIEE

BN (%) BBEAREENZES > BAA (%) LR ORZRTEBLCHETS
IR

A (%) BEW LA O E AL S AMER > ZIRTARTTHERD
WENARZ FEER  ZEBA—MHRAA (5) (-

FA (%) AEIERERARES 2 EFBEN > BRERERERENE R OME
TERZAIREFZIRIT ©

FEEEREBENEESTENRALEHEE FHFHARRLE UMERRFZH
R -

My / Our Bank and Branch Name
KA/ BEEZRTRATER

Bank No. My / Our Account No.
SRITHRSE KA/ BEEZROHE

My / Our name as recorded on Statement / Passbook 7S A / BEEARE / FE L2 &

HKID Card No. / Passport No.

EBSNES / £ X

My / Our signature(s) &N /BEZHE

Date of signing ZZHHA

DD H MM 5 YYyy &

My / Our address as recorded on Statement / Passbook 7S A / BS1E458 / 748 2 it

Debtor’s Name (If other than account holder) E#AZ#E EIFFORFEAN)

Membership No. (Debtor’s Reference) & E4R5%E (EFARF)

L [ [ 1 |

If the account holder is not the applicant / Subscriber / Member, please fill in the following information. BRFAE ALIEEFEA/BRA/EE > HEBUTER o
Relationship with the applicant / Subscriber / Member” (Applicable to spouse, parents or children only)

HEPFEA / BRA [ EE R (QERRER - RENFLO

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

MisE : 1. ZEFSE—WEFRAER
2. IR RN EERT
AT~ ERE

RER N ZIRITR O HEEE -

*
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Bupa CarePro / Bupa Care Kid Health Insurance Scheme
Credit Card Authorisation Form

RIBERRE | RIEEREERAREABERFUTRES

Membership No. (16 digits)

GEWH (6IEF)
Subscriber’s Name #1243
Surname

i3

Given Name

If you choose to return this form by mail, please photocopy the ‘Personal Information Collection Statement’ on the back of this page for your reference. This information
can also be found on our website.

EIREEBFILRE - FEREOBEN MEABMBESR) UERRSZZA (RPN RMNEERRIZEEMER -

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.
EEENERROF FEZMEREREZER X UE > UREMRNA o SMEEEERIEHEM  FRAESREILERE ©

[] Visa [] MasterCard

Cardholder’'s Name #FE A&

HKID Card No. &E 5785505 Credit Card Account No. EBFA A5 Credit Card
Expiry Date
ERFEME wve v

| 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.
RABBBEBRIERERANG FRANENFBERIARBSNERETE T AOFEEFBHER-NAZRERFRACEINERAD BBNAANEHERFOSE / SAXNEMRERR
BHESE EERTEH

If the Cardholder is not the applicant / Subscriber / Member, please fill in the following information.

EBERAREBALIFREA //IRA /B8 FERUTER -

Relationship with the applicant / Subscriber / Member® B1EEEE A /1R A / €@ 2 F%

(Applicable to spouse, parents or children only RERREE « KBHFX)

[ I hereby confirm to pay the subscription and levy due of Bupa CarePro / Care Kid Health Insurance Scheme for the applicant / Subscriber as listed in the form.

FANRRBRARIIFRILRE EORBA / RRAZZHEBZRE (RaSRE) / RRERR BRRESRERFRERESRE

Cardholder’s Signature #FHFAZEE Contact Phone No. Bi4& B5E555 Date H#A

DD H MM 5 YYYY 5

* Please delete if inappropriate &Mk RiERE
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Personal Information Collection Statement {EA Z ¥} Uxt=E20A

Bupa (Asia) Limited (the “Company”)

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

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;

e. provision and design of products and services of the Company;

f. 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 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;

g. 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;

h. 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
i 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 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, for the purposes specified in paragraph (4) and (6) to the following classes of transferees:

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

b. any insurance adjusters, agents and brokers;

Cc. 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.

10 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.
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