Bupa CarePro Health Insurance Scheme Membership
Transfer and Ownership Release Form - Civil Servants

RIOERERRAREN I TEEERBESAERE - 2HE

Please complete this form in ENGLISH AND BLOCK LETTERS. Please tick as appropriate. 55BN IERSE T A KA » AHEAMTTIN (v 55 o

To protect your interest, please return this original form with your signature to Bupa. Z{R[EE T > BRARKRIERSEBREBTERE ©
Subscriber’'s Name of the existing Contract (same as HKID Card) IRE &4 2 BRALE (EB S5 BER)

Surname
i3

Given Name

I. Membership Transfer and Ownership Release EiEiE LIRS HE

| hereby apply to transfer my existing membership to Bupa CarePro Health Insurance Scheme as a new Subscriber of the Scheme.

ANREFEGIA GIEBB E RO SRR BB IRE 58] W A2t B 2R A

Membership No. (16 digits)
BB (16IHF)

Title #858 New Subscriber’s Name (same as HKID Card) #Z R AR (EEBSHEEE)
[ Mrék4 Surname

[ MrskK
U Mst Given Name
[ Miss/MB %

Il. Personal Details of New Subscriber Fii&{R AEEl (New Subscriber must be the Member &R ANEAGEAA)

HKID Card No. / Passport No. (Please enclose a copy of your HKID/ Passport) Smoker
EBSHFRS / ERIE GEHLIEBSHE/ EREIX) IRIEE Yes@ NoZ&

Correspondence Address* i@sfiitit* (Please complete in ENGLISH and BLOCK LETTERS 5 MBS IFHE A ES)
Flat 811 / Room £ / Floor B#
Block [ / Building X/& / Mansion & / House 1% / Estate B3t

Street # / Road i&

HK &8 Kin f158 NT $757
District &

Email Address” BEitruH"

Contact No. H#4&E5E Fax No. fEE5%% Mobile No. iB)E &5k

Place of Residence”
=3

* P. O. Box, hotel address and overseas address are not acceptable. ERE{S4E ~ B/E i B BN T4

#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.

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.

** 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.

* {REI%HE myBupa 8L R FIRAE T IRFERI R THAREMMNIEAIX M - EERISLEET XA (FASHE myBupa 1RF > WIRHEIMIL o BB LR myBupa 1]
R (RMEGUWEIBINER o (MR & UEE 5 U E S LR E S RIENRIZA
AT EREFINBIR - RIOSEIEBE T A NUETEE © SRS ERMIFRRERLFNRERATEENNEE - B » MRMHZEBEE 5 UKEIFTA XFHTIENAE » BHHAEIRE
TREZERRIREM T ARIREVEEE o

** B L myBupa MWRHTEFXHEE » 52 % https://www.bupa.com.hk/tc/customer-care/mybupa/ » ILEBEEREFE

~ 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.
FRIFEESRILEEBA > BEEKEE EN) BRASSRESEAGEZEBIH  NEBETERRRGEREIES -

PACHG
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I1. Bank Account for Reimbursement Z{1E2E2RTHEO

Claims payment will be reimbursed by autopay only B&{E 18R L B EEEIR A TS ©
| hereby agree and authorise Bupa (Asia) Limited to reimburse claims payment to the account below. 75 A B 2 RISHER (E5H) BRASEREEZERUTAO
Account Holder’s Name (Same as recorded on bank account statement/passbook)

FOFBEAMS (ERITEE/FRIER)

HKID Card No.
BRGN BB
Personal Hong Kong savings / current account number (HK$ only) EAEHBHE /FRIBITEOMRE (RREE)
Bank Name Bank No. Account No.
T SRITARSR POk

If the above account holder is not the Subscriber, please fill in the following information. & Fit > B FH AL IERREA > HEBUTER ©

Relationship with the Subscriber or Member* (Applicable to spouse, parents or children only)
BRRARGE R (RBARER - RENFR)

* Please delete if inappropriate sEMBAERAE
IV. Method of Payment #{F{RE 5% Please tick as appropriate. FEHREA#AM v/ %%

Payment Frequency Subscription Payment Method Remarks
MRER L BIRERE -5
[] Yearly F# [] Credit Card 5+ Please attach a completed Credit Card Authorisation Form

FEREY 2 ERFIREREESRE

[] Autopay B8h&siE Please attach a cheque made payable to ‘Bupa (Asia) Limited’ for a full year’s
subscription and levy with a completed Direct Debit Authorisation Form
FRZERTEES  ER2FRERREBEIXERLOAAT » IRABEAS [REEMNERAR)

] Monthly B# [] Credit Card & Please attach a completed Credit Card Authorisation Form
FEREZZERRITEEESD

[] Autopay B&hEiE 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
FREERNTEES  EREMEARERREREZZRRENAE ) TRRBAS MREENERAG)

Application for ppgrade ] benefit Ieve! \_Nhich is r_migher thqn your eligible_ _benefit level for transfer, and Application for optio_nal
V. Choice of Cover ?Q{%Iﬁa Full Cover Benefit, SMM, Hospital Cash or Clinical Benefit, are subject to underwriting approvals. Please complete Part VI Health Declaration

and Questionnaire of this application from. EEEER & EE RS HRIER P K EEHE B ERIGEIE IR SAGRE) « HINBBRRE - MERRSMRE
5 PI2RIE)  IRRRIOIZIR  SBRRARARSE VI BRERBPREEIG

Core Benefit TER[E [ Hospitalisation and Surgical Benefit kR FHiREs#
Please tick the NEW plan :EF T8I Z =AML v 58

Private A% [] Plan &1 1 / 4 Semi-private #¥fXE [ ] Planst# 2 / 5 Ward X [] Planst#/ 3 / 6

Optional Benefit BiE{REIER

Full Cover Benefit 2E{BEEIRIE (applicable to Plan 4, 5 and 6 B #14, 576)

Supplementary Major Medical Benefit Hi/NE& & (R (issue age must be below 60 RIFRFEMIFHEOHKT)
Hospital Cash Benefit (XfRIRE(RE

Clinical Benefit FIz2 1Rk

Maternity Benefit ZERHRIE (ssue age must be below 50 RERHFEEFHS0H T)

Dental Benefit (Plan A) ZFRHRE (5t8IA) / []  Dental Benefit (Plan B) ZFRHRE (51EIB)

Ooooon

+ The Full Cover Benefit is payable up to the Maximum Limit per Contract Year. 2#EERENGENEE RS EEEEA LR o
Note %:
Please refer to Bupa Civil Servants Membership Transfer Arrangement for further details regarding your eligible benefit level for transfer and claims reimbursement after transfer.

AZRMRAABEGEBR R TRIN S ERSR R RN SRS ROBHEF B

VI. Health Declaration and Questionnaire {2EE&AREE

Important Note EEHIE

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.

EREFRFBER > BOUESHERRORESHESES/ZRAMBEERSE - IRMIARERESFEESSEE > AIEFERE o (IMARERBNERMRAEZRE > MERRIAAES

RARSR > SR BRI 2 A MRME o HASRATAEIEAR ILIRIRE ; SR/ 2P E D IRPTEISHYEE(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.
IERSE B RN ERMEEARRZAR » MZREMBTEFBAZBERBEATERFERNVEF  RARANZREFRARATAE  TEREERERMBIEPFER

(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.

ERREAN » (MBBEEREMAME » RABSHERARARMETERERNEL « RIORBMREENER > IR HRERENEAMBEME—FREER R 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. B{RTEIRRZ A RAERE EIRWEMRER AR AR S PRENE R S ERINELEH > MEERFEARIA

(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 (i), or if you have not notified Bupa on any changes to or updates of the information in time according to (iii).

B BRI R ZEBRE > EIRARIR (DT REPAAPTE MRIARMHTERERNER » SRRIDPTIRME RN E RIS MRS BARNA » & 8/ZRANREIREPIEE
XL > (RATNAI SRR ~ (FEE SR B RIIRE » SUIBABEEE -
(P.T.O. 5588 F—H)
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VI. Health Declaration and Questionnaire (Cont.) fZEEEAREE (48)

Guidance Note in completing the questionnaire & R#&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—IENEZERES (B & ARERRS - ZHEIZERRERRE

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 E MU MR SRR -

GRE/RE /MR ~ RS X/ BYPE (BER)  HERAR (BRRD) - BE - NIRERE B  B0E - BREFRHE / IRER (BRERER) - BERTFERERERIER (8
B) BRERERE IREERER)  FEhEE - FRXETAR (BEH) AEaRIRRERBERESHNES 18 /1318 / 8ot / ETE -

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.

IMBEREPMAME > HABSHERARDIZETERERNER » SFETEZANEARRBFENEBRERERRADHSEZNENERRPAEBEEL

BRI

Health Questionnaire - Section A FERI%E - BER

Height 55" cm EX OR g feet IR inches mf
Weight feE" kg Afr OR 5% pounds(lbs) 5
Do you (or proposed Member/Insured Person) smoke# or have you (or proposed Member/Insured Person) smokedﬁ in the last one year? [JYes2 []No&

MEAERS/BRANEIERE eSS —ENLETRE"

# 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). 18EU T2 2 &8 /SRAERES o [REF | FUEHENIEZEERRNREE S -~ B3 BERFERELT
AREERGINETFE)

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? [JYes2 []No&
ERE=ZFN » MEEGE/ZRAN) BEBLARERERNTEBGINEE - SMER - B¥F - 85) AEORFRBERIEZTHEELEAS (
BIINERIER L ~ YIRIEREN « AR L) NIREZ AT R REE ?

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)? [JYes@ [ No&
FEBEZFERN > REEFE/RRA) BEZEZTH BREREZRE (FIMERM ~ R ~ OEE ~ Xt ~ BB]K - SR « WOk - EBFHHE-
Al ~ ZFFSORIE - RALFRORIR) 2
If the answer is “Yes”, do your (or proposed Member/Insured Person) investigation result(s) include the followings?

WRERE 21 > MEEGE/ZRNREERESOETIER?

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

MEEEE/ZRAN) EERRRIURRER
(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&
MERERESREBERERNBRET AR (GIN—ERUBEREARNIE MRS/ IS/ FERICIIE/ IR G R R
LB AR AR HERES1E)

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? [lYesE [ No&d

EREREN  MEEGE/ZMRA) EEBRBERZTH (PUZBRLETERH/SE—R/ ARER) REAMHBE—ERNESEY ?

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

= T~
FERETAR  (NEEGE/BRA) REYA LR ? [Llves® [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? [JYesE []No&d

EBELFA  REEGE/ZRA) BEBEIFERIER TERIMIERF (BENFRREIEAMESR) »

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?
FRTIMEESE/ZRA) TE 1 2 SERERERBENERIN > (REEEE/ZRA) BEH FHIIER?

(a) Unintentional weight loss by more than 5 kg (11 lbs) over past 1 year [JYesZ []No&
EBE—FRN » BEERKUELD TSAT (MEE)ULE
(b) Abnormal bleeding (such as vaginal bleeding, rectal bleeding, nose bleeding or coughing up of blood) for at least one month [JYes2 []No&

FESH M (FlNEELM ~ 6 ~ R&msizm =/ b—ER

(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 [JYesE []No&
HMR R R SURERER (BIMNAEE - 5856 ~ FHEW ~ MRS LiER) MEESiTHSKBEER

(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 [JYesZ []No&
ERE—FR > R(EESE/ZMHRA) B ERRERTSRERIER B EEZ R BT HERE A S (ISR L « YIEARA « HHRERL)
MRS A

(P.T.O. ;58 F—5H)
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VI. Health Declaration and Questionnaire (Cont.) fZEEEAREE (48)

7. Have you (or proposed Member/Insured Person) ever been diagnosed with any of the following diseases or medical conditions?
REEGE/ZRAN) BT BRES TIRRBERER ?
(a) Cancer or carcinoma in situ FEES/RNIE [JYes []No&
(b) Brain tumor BSEREEE [1Yes® []No&
(c) Heart disease DEEESH [JYesZ []No&
(d) Stroke (including transient ischemic attack (TIA)) /& (EFE2E EASTRID - A58 [\hE] ) [JYes@ []No&
(e) Hypertension 0B [JYes® []No&
(f) Diabetes mellitus or impaired glucose tolerance &R FEHEE A EEE [JYes2 [JNo#&
(g9) Prolapsed intervertebral disc or degenerative spine conditions H#R#2ZE e B HER(E MR [1Yes@ []No&
(h) Diseases or medical conditions requiring a medical device or prosthesis to be implanted within the body EEEE A BEEER N E [1Yes@ []No&
I BRI R R AR
(i) Mental health conditions (such as depression, anxiety, schizophrenia, eating disorders, or bipolar disorders) fEfH {2 EEA 5 (HIZ040 []Yes2 []No&
B R BHOH ~ R KESBRITINEE)
() Multiple sclerosis ZE 4 HP{LIE [JYes@ []No&
(k) Congenital conditions (medical, physical or mental abnormalities that existed at the time of or before birth) Ze X% (155 H []Yes2 []No&
SR AEIEIEREE SR LR -
For proposed insured children aged 6 or below only #ERR SR T2 E2REE
8. Was the proposed insured child born before 37th week of pregnancy? [JYesZ []No&
ERRAEERESNIEREI7ERIHE?

Health Questionnaire - Section B {#ERI% - 250

If you answer Yes to any of the questions in Section A above, please provide additional information as applicable below
MRIFFEU EREMEA— BB EER (R & > SEUATERNHEREEZER

Question Question Question
No. &5k No. 5% No. &5k
Medical condition J&fE Medical condition J&fE Medical condition J&fE
1. Disease / medical condition / sign and symptom
R/ BERRAR R / SRR FE AR
2. Date of first occurrence of sign and symptom
EREREERIERNB A
3a. Treatment / investigations / tests / scans that have
been performed
BETIERER/ RE/ AlE/ B
3b. Date of such treatment / investigation / tests /
scan
ARAR/wE/AE/ FHE N
4. Present condition (such as whether fully recovered,
follow up action / medication / next follow up
date)
IR (BN EER2EE - BLRE/ RARESREY/
TREZHE)
5. Date of last follow-up medical consultation /
treatment
&&EZ/ AEBE
If you have any medical reports or reports of investigations, please enclose them and put a tick in the box. ] With attachment
MIRB A ABERRESNBRGEERS » AMBILRIEERM L WeARZEM TV 5% o SENE

OP/BCPMTOR/1122 Civil Servants



VII. Declaration 88

| acknowledge that in respect of the medical conditions existing before the effective date of Bupa CarePro Health Insurance Scheme (the New Contract):

1 the maximum limits payable shall be the lower of the maximum limits of the New Contract and Bupa Civil Servants Health Insurance Scheme (except for the Hospital and Surgical
Benefit payable to those members who have been enrolled in Bupa Civil Servants Health Insurance Scheme for a minimum of two years immediately prior to this membership
transfer); and

2) |If I have been enrolled in Bupa Civil Servants Health Insurance Scheme for a minimum of two years immediately prior to this membership transfer, and the benefit level | applied
for and which is approved by Bupa under the New Contract, is different to the eligible benefit level for transfer provided under the Bupa Civil Servants Health Insurance Scheme,
the maximum limit for the Hospital and Surgical Benefit payable will be the maximum limit under the New Contract at the lower of the benefit level of the New Contract and the
eligible benefit level for transfer under the Bupa Civil Servants Health Insurance Scheme.

| declare that, to the best of my knowledge and belief, the statements contained in this form 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 at my own cost.

| also authorise any medical practitioner, hospital, clinic, by whom or where | have been observed or treated or any insurance company or organization that has any records or health

information concerning me for any reason, to give full particulars thereof including prior medical history to Bupa. A copy of this authorization shall be considered as effective and

valid as the original.

I understand | shall become the new Subscriber of Bupa CarePro Health Insurance Scheme (the New Contract) after the Application for this membership transfer and release of

ownership is processed.

| have read and agreed to be bound by the terms and conditions of the New Contract and | agree that the answers given in this form shall be the basis of the New 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.

| 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 Appointed Service

Providers by me.

| 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.

RN ROESREBRRAESE (FE4) EXENEFEER:

1) RBEEREARFEABERERENE  METIPRERSHESEREEREEESSIEEAZARNREABERRREA IR IOMENEE 2 MERKAFIRE] RN 5 &

2) WAAESEEBHEBRESRNFRIAATEEBERE & 0 MEL BE RERIOHENIT SN RIERT - BRIBATEEBERE S N EREBNRERTE > [EREFNRE 2585
BEER SISO RFREAT S BBEREH S TS ERBBHRERS]  BERNRERI LR SONRSEESEE(FHIEE -

AABE > SRAANFTAIFNGS » ARER LER —IER ) 19BTE -

RAEDRIOAEERIEEESERAAZ BRI BERRS - —VEBREAL

AL BFERE AR ABRRIAENELE « Bt 257 SUFERARRAEAERZRBABSBERAAZ 2 HER (BIFTHE) 2R FRA > NSRS ZBIRBEREFSEN ©

AABARSEBERBERBEPAETETNE » AARRARIESREBFRRE 2 ZHMREAFEH)

AR EBE TR AN SRR TEERFFRAZEIBFEARARRAZ MBI S0 R

RABBRIERIIE NG T RANENFABERIARBESOHEIRETERER > SUAOREESFEDER  FALBERBEERNRAISENIRTIRA S A RUBER)INERE o WRARRE

EUHEA » BN ENBEFR10XIUE@mBAIRM ©

RAEBRIBEIIEEEMIAE « 8t~ BEFO ~ BERO  BRBHOKREMIRE HAER MR E2 SR EREER) REMZEEMBZRBFEA  EARDILRZAMILZEZ FRRMBEIR

ENERFAUERAEBEER FTIEL - A ABBBRNSREITERBUEBMIEL ZHR  RII—FFgas -

KBNS EFTEER SN EE M REFEF BRI KA R (BF BRI EEN B A) REFEMEREAASHEREAER ELREAEHER - ERAARBHEZRRFE > REATLLEHEEHR

PR S7 BAERY o AR AULIMNE RIS B IFEEIRA B R c ZABHNE BN GV FEHBRAEEKABR » AABSEUMNUEEBARA © TkABR) EENEERL S AZEARIRBERE

BRI ZEKA N EERITENAL

Personal Information Collection Statement EA &K s eA

(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
RABMERLEABARBRAAN MEABRWER) - RABBRADILUERILIKEILRER A EMBSARERREANEAZR > BIrERE MEABEURERE ) NPIBREHIRRE o AAR
Bt MEABERKRERR) FtARRTERRHEEANEBABHESBREAINT MEABRKESR) FIENEREEA ; &

D (ii) 1 consent 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.
RABBRAERARAZBAER > SIERANEE ~ BEESE 45~ BEARKERT > MAAERIRE MEAERKEZRR) FrleERBGINEERT) « @5 -« 128 - 8 8HstEEt
B R HARRIBYE AR IS EE R (BEUE « FRIGHREEEN) > WEAARA B RSB RIS P RFZR(BIMECcustomercare@bupa.com.hke 282517 5333) » ZR{RIH
RIERAANEAE B EERTISEERR

| 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”).

FAPRBRAERRRE (EM) BRAE ( MR ) HERGE2BREE » REFREASZHRRE

New Subscriber’s Signature Signed in Hong Kong on Telesales’ Name (If applicable and must be completed by the Subscriber)
MRIRARE REBEBEZHE EERREE (EARSERRRERAER)

Telesales’ Code

EERRRR
X
(K'I:’I*UZ! Name ) oD A MM A YYyy & Telesales’ Contact Tel. No.

EREARMEEERS

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 EiE: (852) 2517 5333 Facsimile fEE: (852) 2548 1848

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

ﬁl Bupa Hong Kong |Q|
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Bupa CarePro Health Insurance Scheme Direct Debit Authorisation Form

R0 2 REEFRRES B IR IEES

Membership No. (16 digits)
BER (161UHF)

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 subscription

and levy. HEENBEERMAN > FEZILFERBER X1 (B » WERILREERRAIRE RIREHEN

ESEI =

| 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.
AABRBRBRIERE RN AT RIENBHNABERIARBSVEIRTE - [RIEARKESERPER - RAZEERRAEMNERADEDHUEAANEOGEF / SAZVEERERRE

HELE  HERTEN -

Name of party to be credited (The beneficiary)

WEz—7n (&N
BUPA (ASIA) LIMITED

Account No.

SRITHRSE DITHRIE WA OS5
0/2/4 7/8/7 6/ 2/1/7/8/8/0|0]1

Bank No. Branch No.

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

AN (F) B M2 8T ( TZIR1T) ) > RIBBGERATRHE TZIRITZIET »
BAA (%) LR OEIRTUHA - BSERSAENMSIBEL HISEZIREE (@
E

FA (¥) BEZRTHASEZSERESTCENEA () -

WRZFBRMLAA () 2 EPOHRSES (RLBRFZBEIEM) > AAE)
GHERESHAREZEET

AN () BEEAREENZES » B4 (5) LRPORZRTHEELE TS
IR

FA (5) BEN ERE O ERATIEL N AMER  ZIRTHEETTIHEET
WENARZ FEER 2S8R MHRAA (5) (¥ -

A (%) AEBEHHENAEEE 2 EFEN - AREERERENE &R MIE
TERZAIRZFZIRIT ©

FREEREBENEESTENRLHEE FHFHARRILE UMEFRFZH

date (whichever first occurs). HRA%E) o
My / Our Bank and Branch Name Bank No. My / Our Account No.
AN BEZRITROITER SRATHRSR AN EFEZF O

My / Our name as recorded on Statement / Passbook ZsA / BEE4EE /FRLEZHS

HKID Card No. / Passport No.

EBSHEIRS / ERS X

My / Our signature(s) &N /BEZHE

Date of signing ZZ HHA

DD H MM 5 YyYyy &

My / Our address as recorded on Statement / Passbook 2 A / EETE4EES /178 L2 it

Debtor’s Name (If other than account holder) fEFSAZ#E EIEROFEA)

Membership No. (Debtor's Reference) &E4R5% (B AED)

L 1 1 [ 1 |

If the account holder is not the applicant / Subscriber / Member, please fill in the following information. & OFE ALIERFEAN/RRAN/EE > FEBUTER
Relationship with the applicant / Subscriber / Member™ (Applicable to spouse, parents or children only)

HEEA / RIRA /| EEBIGR (RERNER - REXTFL

For bank use only

RITEA

Signature Verified

BREE

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

FfsE 0 1. BEER—MBFRIDAR o
2. EILEEEN BERNLRER T ZRITR ORNZ BB -
FhrTERE

*
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Bupa CarePro Health Insurance Scheme Credit Card Authorisation Form

RN REEFRFRES B ER R IRES

Membership No. (16 digits)
BEWRE (161UHF)

Subscriber’s Name #1R A #
Surname

e

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.

EITERIFULRE > 5HEHNEEN MEABRIREER) UERRSEZA « Ra R RANESRERZEERER o

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.

EEBUGEARUR FEZILRBRBEER X1 (& > WRERE o« SREMEILREGR - FRETOUERE -

[] Visa [] MasterCard

Cardholder’'s Name #FE A&

HKID Card No. &E 5785505 Credit Card Account No. EBFA A5 Credit Card
Expiry Date
ERFEHE 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.
AABBEBRIERER NG FRANENFBERIARBSNERETE » TUAOFEEFEDER - RAZBRRFRBENERATBHUEAANEHERROSE / SAXNRHRE R
REBESE  BEESTEM -

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 F@EABREE « KBHFX)

[ I hereby confirm to pay the subscription and levy due of Bupa Health Insurance Scheme for the Subscriber as listed in this form.

FANRRRALIIF IR LR RAZ 2B AR RIS B RERFERESE

Cardholder’s Signature ##HHFAZEE Contact Phone No. 48 Es55E05 Date H#A

DD H MM S YYYY &

* Please delete if inappropriate sk RiERE

OP/BCPMTOR/1122 Civil Servants



Personal Information Collection Statement {AA &} Ukt E2RA

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;
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
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:

a0}

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.

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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