Bupa MyFlexi VHIS Plan Application Form
RIEEE BEB R 2| F5H

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.
WMEREMTE FA—SRAER » BRIAZMERERI A EATR D SE TEXRFEIRIA o FTARALEIRBIZRIAMEN

If there is insufficient space provided for your answer or information given in this Application form, please continue
on a separate sheet of paper, specifying the section to which your answer relates, and add your signature with date.
MZARBER AR M RHERBAR » AR IAARIEHRBBPTS BMA LT NEZR B o

Please complete this form in ENGLISH and BLOCK LETTERS. Please tick as appropriate. For Bupa Refereﬂnce No.:

HENBRKER I ARETR > WHEATN (/] 5 - use only | = TR
All Ages described in this form refer to the Age as at the Policy Effective Date. 1RAEEA Ec;ltlgyiligtécﬁtév.e
AERFRAPMERSREE A ZREETE © e A M A Yy E

Medical Protection Needs Assessment EE{REEET{E
(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. 5= | LU TEESEME IR RRE TORRESNBESNE » LUREE THRERER - MEIRRFREERAE MREREE
EeRIER » RIRPA ARG ARSIERE ©)
Question R 1 What is/are your objective(s) for purchasing the medical insurance policy? (tick one or more) R RILBRERBEHNENE? (FE—1E5%18)
[JOption £ 1: For the expenses of hospitalisation &R EfRRIS
[ JOption #8422 : For the financial need when suffer from critical illness & 2 B R AASHEE
[ JOption #4£3 : For the long term care and financial needs in case of permanent total disability &Kk AT 2EREH EHRRERERICHEES

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

AIENPIZ A MBI (BT « REZ)
Question &% 2 Which type(s) of medical insurance you are looking for? (tick one or more) FERIREE EIHEH—1EA R B ERE0R? (A€ —185 % 18)
[ JOption #E321: Indemnity (cover the eligible expenses by the policy) FBEEEE (ENLRERE Y SERBIRMHERBHHBEE)
[ JOption #8422 : Non-indemnity (a payment based on a sum insured amount by the policy) JEBETNELE (BMZ{REFTBRMNREE(EHIEE)

Personal Details of Policy Holder fREiFH ABEHEl (Policy Holder's Age must be 18 years or above {RE 575 AEHNEAISHRTU L)
Title #8358 Name of Policy Holder (same as HKID Card) {REIFE AR (FEEB S EER)

[IMré4  Surname

[IMrsAK

[IMsZt  Given Name

[IMiss/)E &

HKID Card No. / Passport No. Sex Date of Birth
ERGMNEIRN / £ MR M3 F LB

DD H MM 5 YYYy F

Contact Details of Policy Holder {REE#FH A48 ZEl
Correspondence Address* i@sflithiE* (Please complete in ENGLISH and BLOCK LETTERS 5L\ S X IFHEE )

Flat E{i / Room % / Floor [@#{
Block [ / Building AJE / Mansion  / House 1% / Estate 230
Street 7 / Road &

HK &8 Kin f188 NT #5
District &

Email Address” BBt

Contact No. Ef#&EE Fax No. SE5%5 Mobile No. #B1E L5

Successive Policy Holder (Optional) #{ERIREIFE A (FIEEET)
Please state the successive Policy Holder in case you pass away i&7IBR7EIMEHMBER FEENFEERFEA

Surname

i3

Given Name

HKID Card No. / Passport No. Relationship with Proposed Insured Person”
BB SNERS / BRI BEZRARR"

* P. O. Box, hotel address and overseas address are not acceptable. TEE4E ~ /& MUt R oM R840 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.
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.
PAAPP

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

# {ReIEIE myBupa 8 LR FHMNEFIRBERK FEARMREEMNINOX - BEEMSLEETXM  (AERC myBupa R4 IRHEIMIL o EXXFE LHIMRE myBupa 1RAE 5 (R
EEWREIBEEN © MR T & UES 7 TUREIE LR E S BIENRIZS -
A7 EREPBBH - FRAKEEBEFHIUETER - SRERRMIFERULMNREFLNEBNATERS - B2 > MRMFZEEBFHUREIFMAXABITIENE » BEHERIIRR
EERREF T ARIREVESE

** B LEHN myBupa HRHEFHEE » 552% https://www.bupa.com.hk/tc/customer-care/mybupa/ » ILEEE TR EXN o

~ BB/ T Y/RE/F B R/ R i/ BN R R it/ AR /R BNARE/ AT R/ARMHE/ARMHEN T L/REHENRE

Details of Proposed Insured Person FEZ{FAEE]} (Age must be between 15 days - 80 years inclusive #4782 150 E 805 (LIEEERE))

[ Myself &A (Details as page 1 ERIIEE—&)

Place of Residence!
B!

Or

] Proposed Insured Person ZEX{® A

Proposed Insured Person's Name (same as HKID Card/Passport/Birth Certificate) 2SR AR (AEBSDE/ER /L EEEEMERE)

Surname

i3

Given Name

=

HKID Card No./Passport No./Birth Certificate No. Sex 4 Date of Birth
BB BRI/ BRI/ L ERPAE B 451 M3 F HAEHEA

DD H MM 5 Yyyy &

Relationship with Policy Holder”
BRBEB ARR"

Place of Residence?!

Bt

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

1 The above Place of Residence will be used to determine the validity and coverage of the Policy. Please inform Bupa immediately in writing if the proposed Insured Person
has changed the Place of Residence.

~ ERRERE/ TR/ /BN E/ B hik/R BN R/ X 8/ RENER /BT L/ ARME/ABRHEN T L/ ABHENR

1 PR AR EEREN A NERIEEE o MEREZRACERBEM > AU EEER R o

Choice of Cover Z{RIEH
) s ® For Bupa use only {RHEH
Bupa MyFlexi VHIS Plan {RiAE ;Eic HFEER RT3

2
Plan Level (VHIS Certification Number) (Choose one plan) ;g;gag[d Premium
T8 (EEB R EREY) GERIE—EH ) o
] Delue 5 [ Advance i1 [ Standard %4 amount f any
(FO0029-03-000-04) (FO0029-02-000-04) (FO0029-01-000-04) FHIISEE ()
[] Deluxe Plus FH4RE 4 [] Advance Plus FH#R#%515 [] Standard Plus F#RE 7 Premium for
(F00029-03-001-04) (F00029-02-001-04) (FO0029-01-001-04) optional benefit +
» with Push the Limit Benefit » with Push the Limit Benefit « with Push the Limit Benefit HiR(FERE
RAEFRIRE RAEARRE RAAEFRARE
« Standard Private Room * Semi-private Room *« Ward Room
DENRE FIRE KE Levy
REEE +
Optional Benefit? BiE{RiE2
Subtotal

[] Clinical Benefit P35 7% e =
(must enrol together with Push the Limit Benefit 4B AR RIEFFRR)

[] Dental Benefit Plan A ZFR{REETEIA / [] Dental Benefit Plan B FR{RFE514IB
Other discount

[] Maternity Benefit ZEHRE amount, ifﬂany -
(Age must be between 18 - 49 years inclusive Fis2 5% 18-495% (B EHE##)) Hitifrin£ 8 nH)

Total premium and
levy paid (HKD)

2 The Optional Benefits are not part of the VHIS Certified Plan and the premium paid (inclusive of Premium Loading, p =
if any) shall not be entitled to tax deduction (if applicable). ﬁi?}gﬁﬁg
2 BERETABN BEBRR BN ER  HEMESN ZRE(EERNGRE - AR =ARBINE EH) - o
Verified by
Za:

0 Please tick this box if you would like to receive coverage for Pre-existing Conditions with Premium Loading.3
SEBIEULTE > IIRT B IR E SIS (R AT D A RERIREE o 3

3 We may have to exclude some medical conditions from your cover because of the medical history declared. We may be able to offer you an option to cover some of these
excluded medical conditions with Premium Loading. If you choose this option, we may contact you to collect additional information for assessment.

3 BFIPIAE S ERFRERIREVRE TR — RSB T ERIFIER o RAINERMLIBIINMRERRENEREREMARERE o ITERILE - RANSBHERUEIEEINERUFERZ
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Child Discount (if applicable) FRIFEHH cniEm)

Child discount is available if the proposed/existing Insured Person is at Age 17 or below and one or both parents is/are covered under Bupa MyFlexi VHIS Plan.

FLTNBEBRBARFE 7RI TIE/RERMERA - IRGAR— AR ABRZFERS RMoEEEEMEREL o

Please indicate your Insured Person Policy No. if you are an existing Insured Person

Please tick if you are a proposed /existing Insured Person MFRBAREN - BARZRNRERE
THREESEA | BESEA - BRERANLE V) % Insured Person Policy No. Z{R A fRESEHE
Your Spouse {REYEC (B Please indicate your Insured Person Policy No. if your spouse is an existing Insured Person

MRHEBRREREA > HESZRARBIRE
Insured Person Policy No. SR A {REESEAS

Spouse’s Name (same as HKID Card) BB ($5F8 55 %5ER)

Surname
jié3
Given Name
HKID Card No. / Passport No. Date of Birth
3 NIKOBTE [ SERROBTE
EEBERN / B BB Y] vy Yyyy 2=
Your Child {fREIF & Please indicate your Insured Person Policy No. if your child is an existing Insured Person
MR FZRREZRA » FERZRARESE
Insured Person Policy No. SR A fREESEHE
Child’s Name (same as HKID Card/Birth Certificate) ¥« % (BEB S 158/ HEEPEER)
Surname
Given Name
k=
HKID Card No. / Birth Certificate No. Date of Birth
Fs NiEg ERELELE
ERBSHENRE / HAEEPERE LB Ry vy Yrvy 2=
Your Child fREIF 2 Please indicate your Insured Person Policy No. if your child is an existing Insured Person
RN TR RREZRA » FHERZRARESRS
Insured Person Policy No. S{® AREESERS
Child’s Name (same as HKID Card/Birth Certificate) ¥« % (FAEB B/ %/HEEPEEER)
Surname
Given Name
HKID Card No. / Birth Certificate No. Date of Birth
s L% D xnp=s 0
BB SN / bR E S HEHH bE  MMA yyvy &
Premium Payment Method &{HF&ESE
Payment Frequency #{HRE R Payment Method #{HRE 75 7% Remarks &3t
[] Yearly &4 [] Credit Card 2B Please attach a completed Credit Card Authorisation Form
BEREZ 2 EARATRIEEES D
[] Autopay from Bank iR1T B Eh#EER Please attach a cheque made payable to “Bupa (Asia) Limited” for the
(From renewal payment only @R EEEEA) 1st year’s premium and levy with a completed Direct Debit
Authorisation Form
FHRZERITREL > EREFREMGREHEZXEROARE  ZRIGH
A#IMRE (S2M) BIRAS)
] Monthly B4 [] Credit Card == Please attach a completed Credit Card Authorisation Form
BERRY 2 ERARATRIEEESE
[] Autopay from Bank iR17 B &R Please attach a cheque made payable to “Bupa (Asia) Limited” for the
first 2 months’ premium and levy with a completed Direct Debit
Authorisation Form
FAZEBIRREE  EREMEARERRERE L XRROIARE] » R
B|AA MR (G2 BIRAB)

Bank Account for Reimbursement Z{J8E 2 $RTAO

Claims payment will be reimbursed by autopay only. BEEHRER U EEERA LT o

| hereby agree and authorise Bupa (Asia) Limited to reimburse claims payment to the account below. s A FIERIZHEEME (E550) ARASEREMZIENRUTAD ©
Account Holder’s Name (Same as recorded on bank account statement/passbook)

FOFBEASS (RIRTHE/FEER)

HKID Card No.
ERFNERE
Personal Hong Kong savings / current account number (HKD only) AAEHBEHE / ERIBTAOMEE (2RBT)
Bank Name Bank No. Account No.
RITRE SRITARSE F Ok

If the above account holder is not the Policy Holder/Insured Person*, please fill in the following information. & itz B OEA AL IHREREA /RN HEBUTER
Relationship with the Policy Holder/Insured Person® ER{REFA A /R A BlZ
(Applicable to spouse, parents or children only FIEREREE « KEHFL)

["]1am choosing not to provide my bank account details at this time. | acknowledge that | will need to provide a valid Hong Kong bank account details later for Bupa (Asia)
Limited to avoid any delay on claims reimbursement. Z8x AIREHERZHIRTA OER « RAABAEHERZERE (M) BRABREEMNNEBRITAOER » LRILRIRHE -
If you do not provide your bank account information, you may update it later on myBupa, our online and mobile platform. W{RFEBIRMHIRRITE OB K » (REIREER
myBupa#f ERFHEFE FEH o

*Please delete if inappropriate MR ERE
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Health Declaration and Questionnaire fi2FESAKRREE
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 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.
ERIERFBIET > BOUZEEHERRORBEEMESRAMBEESREE - NRMIREREEELEEE > BIBRKERE - MMRERZRNERMRAEEEE > MERRPAESER
RIS ERFBIRPTEEMNIRIE o HAERPISEEIFRILIRIRE ; SUR 2SR D IRPTESRIRE(E o
(i) This questionnaire collects health-related information solely for the purpose of underwriting which is a process for Bupa to evaluate the health risk of the applicants and decide
the application results. The underwriting process that Bupa adopts should be fair and reasonable, and Bupa should explain the application results if requested by the customers.
IERB I EE B ERERIN ERMEE AR Z AR » MIZREMRBMERBAZRERB AT RFERVERF « RINRBNZREFRANTAE  TEREEREREIERFER -
(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.
ERRBEAN » MBBEHREMAME » RABSHERARARETERERNER  RORBMRENER > ISR RERNENEAMBEME—FREERUEZRZA ©
(iii) If there are any changes to or updates of the information provided in this questionnaire after the time of submission of this application and before you receive the Policy, you
are required to notify Bupa in a timely manner.
BIFERRXARFEREE MR RERTNABM AR SPIRENE NS T HERN » MR REBHERM
(iv) Even after an insurance policy has been issued upon successful application, the insurance coverage for the proposed 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).
BMEE IR RIS RE - BIRRRDFTRREFAFFTERRBIRETT B R ERNER > SURIRGDFTEIER A E RS S B A R B NRE » ERRANRBIRIER SR
R (RATF I AERILALE « (FEFSUREEARAIRE - SIBREIE(E -

Guidance Note in completing the questionnaire IHER&53]

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—EREZERS (Bl & ARNREES - ZBEIZERMRERE o

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 RE R SAR -

SE/RE MR ~ IFER/BYRE (BER) HEAR (BHRD) « BE  NNEGEER « BOE - BREMRH / RSN (RRERLER) - ERFERMRER G (RERER
IEH)  BREREE (BEERER)  BhEE - FHEETAR (EEH) - TRARIBRERBRESHNIRE « 11/ 1ER/H0L/EE -

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.

MEBEEREMAAGE > HABSHERARMIZETERERNER » BFETZANEARBEBAENBRRERRACHSEZNENE A RAEBRER o

Health Questionnaire - Section A fi2ERI#% - BZP

Height 575" cm EXK OR 5k feet ;R inches i
Weight B E" kg AF OR & pounds(lbs) &
Do you (or proposed Insured Person) smoke” or have you (or proposed Insured Person) smoked” in the last one year? [lYesE []No&d

MEHESRNERERE REBE—ERSTRE"

# Not required for proposed 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).
BEATZEZRARBIER o [RE ) ZLBENZROECETRNEE S « B} BERCARLTRAAERGIINETFE)

1. In the last 3 years, have you (or proposed 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? []Yes2 []No&
TERE=FEN > REEZRA) BEBLSRERTHIFEGINES - SMER - 84F - 85 AEAUFERNEER RS EXEEAS (BN
ERBL  IARAT - BRl B NIRES A BEREIE ?

2. In the last 3 years, have you (or proposed 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)? [JYesE []No&
ERE=ZFR > MEEZRAN) ST LRZHEWEREZIRD (Bl « BR - OBE Xt - BEK - BERHE - BORR - EEFRH -2
AR ~ ZEUPFSORIE ~ RALFFSORIR) 2
If the answer is “Yes”, do your (or proposed Insured Person) investigation result(s) include the followings?

MRERE B REERZRANNBREERESEETIIER?

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

IREEZIRA) [EZ B0 SRER LS
(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
MERERESRBRERABERZ AR (BN — LR B2 AROVIERINATERE/ MEE/ FEREIIHE/ R GERR PRI
B RAR HIRESIE)

3. Inthelast 5 years, have you (or proposed 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? [1YesZ [ No&d

TRERFR  REERRAN) EEEWREZETH BUIZBEETSH/SBE—R/ AHER) RAXPBE—EANESEY ?

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

=] as
EBERER - RREBEA) BEBACER? [Jyes® [1No%

5. Inthelast 5 years, have you (or proposed Insured Person) undergone a surgical procedure (including endoscopy or biopsy) without
being admitted into a hospital? [JYesZ []No&d

EBERERN > MMEFEZRA) 2ESEFERER TEZIMUET (QENRRBEEEMCR) ?
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Health Declaration and Questionnaire (Cont.) ZFEEAKREE (48)

Health Questionnaire - Section A f#ERI#% - BZP

6. Apart from anything you (or proposed Insured Person) have already disclosed in Questions 1- 5, do you (or proposed Insured
Person) have any of the following conditions? [T R(S#EZRA) T H 12 SIEEBPRRBNERSL » REEZRA) 2EE FIER?

(a) Unintentional weight loss by more than 5 kg (11 Ibs) over past 1 year [JYesZ [ No&d
TEBE—FR > BEEASHELD TS5 AT (MEE)ULE
(b) Abnormal bleeding (such as vaginal bleeding, rectal bleeding, nose bleeding or coughing up of blood) for at least one month [JYesZ []No&d

RIEF I (FlenpeEtm ~ i ~ RS sk m) =0 —E@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 Insured Person) are seeking or intend to seek medical advice [JYes2 [ No&
HAMZERAOR SURBURAE (BIINAER « 555 ~ FHEZW - BB LigE) MERSHESRBRER

(d) Inthe last1year, you (or proposed 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&
TEBE—FR > MEESREN)EEARBERRIFERER DL EI N REHRTEXEE A B (GINERELE « WIRARKE  Bafl L) KR
E2a

7. Have you (or proposed Insured Person) ever been diagnosed with any of the following diseases or medical conditions?
IREESZIRA) BE BHRHED THRREERR R ?

(a) Cancer or carcinoma in situ EEESRIEE [JYes2 [ No&d
(b) Brain tumor K&ERIES [vYes2 [JNo&
(c) Heart disease LiEFR [JYes2 []No&
(d) Stroke (including transient ischemic attack (TIA)) FJ& (BIEFEE AT > (A8 ThFRE) ) [1vYes2 [JNo&
(e) Hypertension SI0E [JYesZ []No&
(f) Diabetes mellitus or impaired glucose tolerance #ERFEEEMEMNEBERE [JYes? []No&
(9) Prolapsed intervertebral disc or degenerative spine conditions &4 28 H o F R IC 5% []YesZ []No&
(h) Diseases or medical conditions requiring a medical device or prosthesis to be implanted within the body EEEIE A BFEEIE [JYes@ []No&
I O IR SRR BRAR R
(i) Mental health conditions (such as depression, anxiety, schizophrenia, eating disorders, or bipolar disorders) &R 5 (HIZ0n []Yes2 []No&d
B FE - BROH - R REHBRIEINEE)
() Multiple sclerosis ZE4HHE{LE [JYes@ []No&
(k) Congenital conditions (medical, physical or mental abnormalities that existed at the time of or before birth) 4R MHHE (55 H []vYes2 []NoZ&

ERHZFIEFENESE SR LHRT)

For proposed insured children aged 6 or below only AR SEEU T2 ESRRE

8. Was the proposed insured child born before 37th week of pregnancy? [JYesE []No&d
ERRFERONIBRZEI7EAMLE?

Health Questionnaire - Section B {#ER#% - 2%

If you answer Yes to any of the questions in Section A above, please provide additional information as applicable below.
MRIFFRU LB A —IBRIEZ ERA (B & SEUTERNEEREELEN -

Question No. &5 Question No. 5% Question No. 5%
Medical condition JIE Medical condition JHJE Medical condition J&fE

1. Disease / medical condition / sign and symptom

B/ R ERARN / RS
2. Date of first occurrence of sign and symptom

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

been performed

BETRAR/ BT/ AlE/ i
3b. Date of such treatment / investigation / tests /

scan

BRbaR/mE/ AR/ BHEEH
4. Present condition (such as whether fully recovered,

follow up action / medication / next follow up

date)

TR (BIINREBRaRE - BRRIE/IRARESREY/

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

treatment

B8/ aREH
If you have any medical reports or reports of investigations, please enclose them and put a tick in the box. ] With attachment
MIFB B ERRE N RIRE RS » ARELLRIEERM L WeERZRM TV 5% e BEME

50f12 MP271/6/1222



Declaration and Authorisation EEARIZHE

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

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

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

AARULUEERFER ( THEHE) ) RFIBAZEERRESE] ( [518)) ) Z&5H - MEZSRAFRFRMSE * FABEEZRANEEAERBERAEZRAR LIRS o
ARNFERARNFE Z (R ETEITH 32 B AR A 2 I BRETATE AL BN ERABTERA/EZRARRHEERERR « MR R REAIEES

Coverage and Pre-existing Conditions {R&E& BB HIE

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

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

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

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

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

ARNER » SIAAFREIFTE » REFXR L (BFEAEARASENEEZEAL) REIFULFERREN—IER ( Ek) ) - HREEE  ERETE - AABANME SRS
SHERBOBERILMARE—HD ; QUMAKRERFRBIEHESR - ERLTENER  RABERAANRERATFEIIEBZN2HNBINRE ; RO UAEAHEZRARMES
EERTENER RETEZEZRAZRE

MAANRREEFMSENEZRARLILRE - IERREZRABBENEERNBERARBARBERIERE - AARPESRAFRMMNZEWREARAFRMNZE o
RANFERNAREEND (FRBERDERRE BEQE AR EEHTIIEZ B > EA) AECHEZARIWES A ERENIERREFEVERNESHIE » BEHE
M Rms B2 BRER » RIFARATERBERAEFRY LIS RIAES > BRER—EFTEE - AABBNTTRIAPFENAS BRELN A ZRINERER > EZRANE
BB e > AANBEBIBAIRA

MEARERNRFERAKBLRERIAZHER  RASEUWEINREUREBRERNFRR » SBEANRINGEEZSEUEDRARA  FRIETIREABERERAEMZEEZRAR
RIEEEMINRMERFRES °

AN \FESRINEE S (R A\ BIPATE B SR S LB (T it SR £ P 86 Bl SR A0 A 12 (B (B A IR EEA H A) st E M Eth RN AR EBEANZZR ILFRIDEHER « BRIARBHEERE > R0
AR IEAERAZE R R ARVRIBIL I BNAERY o AR ABLINERRAERRALIFEBAARER  RABBNEZRANRREFERBAAZEKAER » AABSEILUSEBEIRME o KA
BRI EBRNRERERI B S AZEARNREER FREFTZEKA BB R TENAL -

Personal Data and Information Disclosure A ABE R EMIHE

| 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 on the last page of this Application.

The Policy Holder further confirms to have obtained consent from the proposed Insured Person (or the guardian, if applicable) for me to provide Bupa, and for Bupa to provide
me, with health and medical information and other personal data regarding the proposed Insured Person for the purposes of this Application, and the continuance of the Policy,
including renewal.

| acknowledge that Bupa reserves the right to ask for submission of more details of health status or medical reports of the proposed Insured Person at my own cost. | also
authorise any medical practitioner, hospital, clinic, by whom or where the proposed Insured Person has been observed or treated or any insurance company or organisation
that has any records or health information concerning the proposed Insured Person 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.

| 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 Expenses and to do all things and acts incidental to such appointment for
the proposed Insured Person. | 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 by me against any such service provider appointed by Bupa.

AN N B RIRIE TG B 4R B8 I R EA R A S E AR IS PRIRER RN A AREAE R - BIFRBARFRRE —EN MEAERIREREE) NATBRERANAR

REFFAANILINER - FAEBAEZRA GHEEZA - N#H) BSEAER » RATBRBURFRBRIAERANRBRBERILE (BEER) LREFREEAEMEZRANRREERENRE
MIBANERS

RANERFRABRERREELBRAERZRAZRERRREBRRS > —BEBHEALZM « AL BEREMAESRARZIVARNEL ~ Bt » 2T IFHEZRARRIER
BRI ZRBABNEEREZRAZZEER (QFRE) 2XFRE > AEEEZRIREERBRENS

RAERRADHBEEEIMAE « Bt - AEBEL  BERL ~ BEPO ~ BRFBPO ~ REFOREMARFSEER IRMEERERY - AEEBERERZ LS REEBEHZZEMEZ
B TEZRA  RARDLFEBEBLEZEZFERRMRREDERFREUERASENER TMEL - MERRARBBREMEENRSEEEMELZHRER » /e—HFFfgas -

Policy and Eligibility for Tax Deduction {RERRFEIFHNER

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

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

| acknowledge that the premium paid under this Plan shall not be automatically entitled to tax deduction even this Application is approved by Bupa. | understand that | am
required to fulfil the conditions and assessment criteria imposed by the Inland Revenue Department and any applicable laws (which may amend from time to time), which
include but not limited to allowable relationship for dependant, age/disability/full-time education requirement, date and amount of qualifying premium paid, in order to enjoy
any tax deduction.

Policies purchased for grandchild, domestic partner (i.e. civil partner, or the person with whom the Policy Holder lives in a continuous, committed, exclusive relationship during which
period neither the Policy Holder or that person were or are married to or partnered with any other person) and domestic partner’s child/parents are not eligible for tax deductions.
RABRETHRIRE 2 BMHETRMR - ZIRERENUILRFERBIRMTARA ©

AABBRBRIERE R NG T RENBENFBERIARBREETIRE > SRREREEFEIER - RALEBRATERFNEAIEENIRITIRA /EHRWER)INEERE  AA
RSARECHIRE » AR B 30KRAIUEE@BARIA

< \BAE BMELLEREE B (RIAEA > A FEANHNREL A BB ZEMBFINA - AABBRANBRERBEREMBRANEE AIRFKER) FHRENRERTHERESTZER
IR > SEERRNRNRHEA « T2/ 2BHNBEER  URINAERRENSIERDHS -

RAABZBFZ -~ ARHE (ABRHEERBEANHEERAREFFALFLEE » WIRFHFE - BHLURME—ORFENAL > MBRREFEAXZA LI BEMEMA LRIENES)
MBEFRHENTFR/RXEPMEENRETATERBIRNER ©

(P.T.O.)
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Declaration and Authorisation (Cont.) RIS (48)

Applicable to Application through authorised insurance broker ERAIEBEIZE(RIGKLAEITZHS

| 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.

AABRB ~ BAKRAE  RIDERAABERETHSENRE » NRESNHARN (SFEREN) nasLaMRENERBRRICLE RS
ARATRRBRRBUEIISEALUENEE » 7 o] UERIRERIRERES o

Personal Information Collection Statement {AAE I LSRR

(i) | have read and understood the Personal Information Collection Statement included in this application form. | have also brought the Personal Information Collection
Statement to the attention of the proposed Insured Person (or the guardian if applicable) and confirmed the understanding and agreement to it. | 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
ANANCARI A A AR MAANERINERRE) - AATBREEZRA (HHEEA > NEH) B2 MEASRKRERR) URIBAKAEEENS - AABEM MEA
ERHNEER ) ATARETERERAANEASHESERERNT MEABRESR) FIEEREEA ; &

[ (i) 1consent 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 premium discounts),
wellness, rewards, loyalty or privileges programmes and related product 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.
AABBRAGARAZEAER > SFERANES « BEE - 45~ BERKERR > AANGERE MEABRERR) PRl EERER(GIMRENID) -« (5 - 28 -
EERHNEEAYRABANERRBRENTSEESN(FEUEE - FHREANNEREM) > THARAAEREBHERANERREER(EBE
customercare@bupa.com.hkZEE2517 5333) » ERFIAE ILFARANEAER BIEERZTSEERR °

Cancellation Rights and Refund of Premium(s) within Cooling-off Period ¢ ARG REMIEF RIBIERE

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

AABAFABEUE@MEMNERRE (EN) SRAFRIHRELEREFMFEHRERRERE - FAPRATESEEF > ZBUHRENBMYARPAEZLHARA (5B
M) ARAREEBAERIESEE77SEER2EIEN SHHAERIT - ZARRSHRARIBRENSHNENERMFF AL AMNEERRZ B 21 KR
(ABRREALE) - FAPFRSHRENERHME GEN) BRAT ERXAREFRFHIALFANEERRN—HBENE - UeHH—FBHMEA -

I, as the Policy Holder, understand that | declare and sign on behalf of the proposed Insured Person listed in this Application under this Plan who is under the Age of 18.
RALHBARBEFAA » BBARARRILSBRBRATIE 218U TEZRAFLEAKRES -
| understand that no cover will be payable under the Policy unless this Application is approved and premium is received in full by Bupa (Asia) Limited (“Bupa”).

FABBLRERERE GEM) BRAR ( MR ) #HERFRESTRZE » FESRAEX(HRRE

Policy Holder's Signature Signed in Hong Kong on Proposed Insured Person’s Signature (Age 18 years old or above) | Signed in Hong Kong on
REFFA AR REBEEZAH BEZRAEE (18RHUL) NEBHEEZ A

X X

(Full Name ) DD A MM A YYYy £ (Full Name ) DD A MM S YYYy £
2] e

Agent's / Broker's / Telesales’ Name (If applicable and must be completed by the Policy Holder) Agent's / Broker's / Telesales' Contact Tel No.

RIEBA /L) EERARUE WERARYSARREFEANER) RIBA /4D ) EHEARBAEBERE

Agent's / Broker's / Telesales’ Code Agent's / Broker's / Telesales' Email Address

RIBA /I | EERRBR REA /4L ) BERREBI ML

Reminder $22{F

To help us process your Application quickly, please ensure that you have: KPR EIRMBMRTEAR A » FIULAIREIER R AR o

enclosed payment of the correct premium and levy and a copy of your HKID Card or Passport BEFRZRERFREGERRNEESHENERI L
initialled any amendments on this application form REMERZ RESER

enclosed a copy of the HKID Card, Passport or the birth certificate of the Proposed Insured Person EREZRANSEEDE  ERIEAEERE

Bupa (Asia) Limited 1#1 (Z2l) BIEAT

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

ik EENREIE S RE 7758 EE R 2E6E

Telephone B (852) 2517 5175 Facsimile f8E: (852) 2548 1848 Website #841E: www.bupa.com.hk

lil Bupa Hong Kong |Q|
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Personal Information Collection Statement {E A KUK EEEEH
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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:

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.

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.

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.

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.

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:

hatol

s

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.
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.
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

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.
For any enquiries about this Statement, please do not hesitate to contact our Customer Care helpdesk at 2517 5333.

. 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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Bupa MyFlexi VHIS Plan Credit Card Authorisation Form
FEE R BREEBRTSIEARARRES

Policy Holder's Name {REEFFE A&
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 BRZILREREER X B > IRERHE o SREMELREARM > BREFEIRE

[] Visa [] Mastercard

Cardholder’s Name #FEA#&

HKID Card No. &S 785558 Credit Card Account No. EA-FR D5 Credit Card
Expiry Date
ERFEME  vg s

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

AABBARIFREIR AT RIINBNABERIARBREENRE > SAREFEESFEDER - AALEERH (SN BRASBIUAANERRROGFE/SAENEMRE
KREHESEE > BESR{TEA

If the Cardholder is not the Policy Holder/Insured Person®, please fill in the following information. ZEREIFA AL IEREIFTEA /RN FEBLUTER ©

Relationship with the Policy Holder/Insured Person® E2{RE81FA A /R A BilZ
(Applicable to spouse, parents or children only RIERREE - KEBHFL)

] I hereby confirm to pay the premium and levy due of Bupa MyFlexi VHIS Plan for the Policy Holder as listed in this form.
RARERAENILRE ENREFEAZ2MEEZ RAE S BRERABIRERREBESE

Cardholder’s Signature FEAEE Contact Phone No. 48 & 555565 Date A
X
oA MMA Yyyy &€

For Bupa use only Bupa MyFlexi VHIS Plan Insured Person Policy No.
RHEEA IR EAC B FABR R T RIS RASRESSRAS ©

Date Authorised Code :

HEA RS

DD H MM B Yyyy &

*Please delete if inappropriate Mk EAE
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Bupa MyFlexi VHIS Plan Direct Debit Authorisation Form
FEE R BERRT S EROMIRES

Policy Holder's Name 1RE#H A&
Surname

e

Given Name

If autopay is chosen as the payment method, please complete this form, sign where marked "X" and return the original copy to Bupa with a cheque for the premium and
levy amount. EEHEN BENEEIR(TT 0 AEHUIEREREEN X 18 WEFREREEARBTRERFREGESENSZ ZXEIRA

| acknowledge that the Policy shall be renewed automatically on a yearly basis unless it is not renewed by giving notice to Bupa or according to the terms of the Policy.
| hereby authorise and direct Bupa (Asia) Limited to automatically debit the premium and levy due from my account on an annual / monthly basis until further notice.
EABERIFREIRANEFRIBNBNFBERIRRFRERITRTE > SAREREEFEEHER - AALEREN (N FRADEHUSANE OSF/EAXVRERERREUE ST
HEHTIEH ©

Name of party to be credited (The beneficiary) Bank No. Branch No. Account No.
Wiz—75 (R=EA) SRITARSE DT W R OS5
BUPA (ASIA) LIMITED 0/2/4 7|8[/7/6/2[1/7|8|8|/0|/0]1

|/We hereby authorise my/our above-named bank (the “Bank”) to effect transfer from KA (%) RIBEEERZIRTT ( TZIRTT) )  RBBRARERHE TZRfT2 e
my/our above-mentioned account to the above-named beneficiary in accordance BAA (%) FREOSEETWEZA - BERNEESEASBBIU HISE IR
with such instructions as the Bank may receive from the beneficiary from time to time, GniEm) o

provided always that the amount of any one such transfer shall not exceed the limit

indicated above (if applicable).

|/We agree that the Bank shall not be obliged to ascertain whether or not notice of TN (B) ARZIFTHESEXTEHRETEENEA (B) -

any such transfer has been given to me/us.

I/We jointly and severally accept full responsibility for any overdraft (or increase in NMEZEEEMSAAN (%) 2 LA OHIRSY (RL|\EFZBEZEM) > AA
existing overdraft) on my/our above-mentioned account which may arise as a result (%) GHERZREEREDIES(T

of any such transfer(s).

I/We confirm that my/our signature(s) on this authorisation is/are the same as filed AN (5 BEBEEAREERNZELZ 8RN (B) EHEORZIRTESLRT
with the Bank for the operation of my/our above-mentioned account to be debited 248E

for the transfer.

I/We agree that should there be insufficient funds in my/our above-mentioned AN (%) BEWLMREOWERHRIES G ERER » ZRTEEASTIHER Y
account to meet any transfer hereby authorised, the Bank shall be entitled, at its WEVEZ FEER » ZF&EA—MHEEA (5) 2T

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 KA (%) BRI ENARES 2 FMELN » BREEERENEMRR D WIE
may give to the Bank shall be given at least two working days prior to the date on TAERZ BRI TZIRIT ©

which such cancellation or variation is to take effect.

This authorisation shall have effect until further notice or until the above given expiry AEREREEEVEESTENALTEE FFIHEALE UME+TPREZH

date (whichever first occurs). BRA%E) o
My / Our Bank and Branch Name Bagk No. My / Our Account No.
KN | BEEZBRTRDTERE RITARSE KA/ BEEZROWRE

N ) O I I

My / Our name as recorded on Statement / Passbook 2 /| BETE4EE | ERBEZME

HKID Card No. / My / Our signature(s) &xA /| EEZHE Date of signing & BHHA
Passport No.
BEBSERE /
R X
DD A MM B YYyy i

My / Our address as recorded on Statement / Passbook 2= A\ / BETEASES / 178 L2 it

Debtor's Name (If other than account holder) ¥ AZ#HE (BIEFOFAEAN) Insured Person's Policy No. (Debtor's Reference) R AFRESRHS (EHAf)

N O N

If the account holder is not the Policy Holder / Insured Person®, please fill in the following information. &R A AL IHREBIZFEA /RN FEBUTER -
Relationship with the Policy Holder/Insured Person™ EMRERFA A /RN BEE
(Applicable to spouse, parents or children only RS - REXFL)

For bank use only Signature Verified

RITERA BREE

Notes: 1. The box marked “Insured Person's Policy No.” is to be completed by Bupa. MisE @ 1. RERAREFBE—MHROER ©
2. The signature on this authorisation form must be the same as the signature of your Bank Account. 2. IR ERN 2 BERANERE T ZIRITA ORNZ BEBER ©
« Please delete if inappropriate * ERBAERE

Mof12 MP271/6/1222
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