Bupa MyFlexi VHIS Plan Bupa
Registration Variation Form
) 1246

R EAC B RE Rt BB E SR

Policy Holder please complete this form in ENGLISH AND BLOCK LETTERS. Please tick as appropriate. {REB15H A B USESCERIEZ AR WHEAM ANV 55

To protect your interest, please return this original form with your signature to Bupa. A{REE TR ERARBESEEARETETH-

Membership No. (16 digits)
2B (6T

Name of Policy Holder (same as HKID Card) {REIF AU (B1E B S P HHEE)

Surname

Given Name

Types of Changes BIIEE (Please tick the change(s) and fill in the details as required HEEHEENRIH LHBFARBRL)

B |. Application for e-Services H:EEFIRE

[] 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 Section Il 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 Section Il below.

*  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.

[ AARFERER myBupa 4 ERFHHOBTIRY > UERMK FHEA AMREBRMIED XM - BERBSLBTXMH"  AABEE myBupa ikF » WU TEZSBORHEBIHM - EXHE
EEMN M myBupa 1RATE  HEFWEIBIEN  RAPERFEUIZFT K ESLEARESTHFBIENRIZ

WRGAEEBRFURMBE I > RIS IRIFACIRP OB I35 LH BEGEA o INVREF MBI > AT E ZBOREIMAEIUAL o
* ARALEMN myBupa NRIEFXMHEE » 552 % https://www.bupa.com.hk/tc/customer-care/mybupa/ > IEEEB & REFEN o

M Il. Change of Correspondence Address / Telephone No. / Email Address Egki@sfiitiit / TEEIEE | THE AL

New Correspondence Address** #ri@sfliil** (Please complete in ENGLISH and BLOCK LETTERS S IEREIER)
Flat 81 / Room % / Floor B

Block [ / Building A</& / Mansion [ / House & / Estate B35

Street #7 / Road &

HK &% Kin FL3E NT # 5
District #i&

New Email Address #rEE EBithiit

New Contact No. 483 New Fax No. #r{EEEHS New Mobile No. #7i#heE &5k

** P. 0. Box, hotel address and overseas address are not acceptable. TRE{=Fa  B/E Mt BiE oMt Q154 o

B Ill. Nomination or Change of Successive Policy Holder 2% B EMREIRAA
Please state the (new) successive Policy Holder in case you pass away s&3IBBEIREMAVIER MEEN G REFEA

Surname

i3

Given Name

HKID Card No. / Passport No. Relationship with Insured Person
EBSH TS / EERRE HERARMAL

1. 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.
BN/ FR/RE/EEIRE/ R/ BH R/ S/ BNERE/ BT L/ AR HE/ AEHENFL/FEHENRE

PAMVT
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H 1V. Change of Particulars of existing Policy Holder or Insured Person EMIREREZEAXZEAZTE
Policy Holder REFHEA

New name of Policy Holder (Same as HKID Card / Passport) {RERE AMIEE (BEBSH5 / #BIER) =

Surname

Given Name

Hkx

New HKID Card No. / Passport No.
HEBSNBIRS / EEBHE

Place of Residence!
B

*** Please submit the copy of HKID Card / Passport to Bupa. :5ERE B &) / % BRI CFEe

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 Insured Person has changed
the Place of Residence.
1 bt E A AR EE RENERIEAREEE  MERRRABEREEH > BIAUEmERRA

Insured Person Z{gFA

New name of Insured Person (Same as HKID Card / Passport / Birth certificate) S{RABIGR CAEE SN [ #£R / HEFASER) ™

Surname

&3

Given Name

New HKID Card No./Passport No./Birth certificate No.™**
BB BNE R/ RRNS/ L RAE

Place of Residence!

Bt
*** Please submit the copy of HKID Card / Passport / Birth certificate to Bupa. 5EREBSHE / #58 / HEBBERIAZOIRGe

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 Insured Person has changed
the Place of Residence.
1 bt AR EERENERIEARESE o MERZRABEREEM > BN EEEIRA

H V. Change of Benefit EX{RRE

Health Declaration and Questionnaire must be completed for plan level upgrade or addition of Clinical benefit (marked with “+”).
The new benefit will be effective on the date of renewal, if approved. If there is an upgrade of plan level or addition of clinical

benefit, all benefits payable for medical conditions that occurred before the effective date of variation will be subject to lower
benefit condition. Please refer to the endorsement for all conditions that apply to your Policy after benefit variation.
YNSEIBIR S RIS INPIL RIS (B T+ 5 > W EEREEEIARNS - — St » FHEESNERE LR - A BIRA sismE iSSR0 » FiENEMRE
EMBFIZBHERR D ERFNEERSREREIRTEFR - BRFREEREREERMRENEL - B2 EM -

Please tick the NEW plan level S5 S E st B1 2 =AML v 5%

Deluxe &5 * Advance &% * Standard £z

Deluxe Plus FARE & * Advance Plus FH4R%8 5 * Standard Plus FHAk&EA*

» with Push the Limit Benefit « with Push the Limit Benefit « with Push the Limit Benefit
A EFRIRE RAZFHRIRE A EFARIRE

« Standard Private Room 1ZEFAR = « Semi-private Room ¥fKE * Ward Room A&

Addition / Cancellation of Optional Benefit™ ¥ HN=kEN;# B BEFEIMRIE~

Clinical Benefit PIs2{RE

(must enrol together with Push the Limit Benefit 2478 B4R R IERRHER) Add 1in® Cancel B
Dental Benefit Plan A FR{RESHEIA Add 170 Cancel BUH
Dental Benefit Plan B FF1R[EE1EIB Add 1870 Cancel BUH
Maternity Benefit ZRHFLE

Add #10 Cancel BUH

(Age must be between 18 - 49 years inclusive FE#54EA18-495% (H BRI EIEER))

~ The Optional Benefits are not part of the VHIS Certified Plan and the premium paid (inclusive of Premium Loading, if any) shall not be entitled to tax deduction (if applicable).

~ BERELTEN BERR BN ER - HEMOAN 2 RE(RENIRE - BRI ZBRBIE (@) -
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B VI. Health Declaration and Questionnaire &A%

Important Note EEEIF

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.

ERERFEBRET > BOUESHEORONEEMESE/ZRAMEBEREE c MRMIREREREESEE > AIEFERE c MMAERBRESMAEZRE > MARRARIES

AR > B BRI Z A MRS o HAERPISESIER ILITYIRE ; SR/ 2B D IRPTEISAYEE(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.
IERES R ERRRMNERMEEARRZAR » MZRSMBTMEFRBAZBERBRATERFERNEF  RAKANZREFRARATAE > TEREERERBEPFER

(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.

ERBEA » (MHBBEEMAME » RAMESHERBRARMETERERNEL « RIORBMERNER > AIERRERERENEAMBEZME—FREEN 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{RTEIRR XA RERE ERWEMRER AR AR S PRENER S ERINENEH > MEERFBEHRIA

(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).

BIEE MR EZ SZHREE » BIRAIZ (i) AT ELPRAIFT S M RIER ST B R RV B > SRR (i) Pt S BRI I e B S B e IR AR » EE B /R RANRBRERAE
BXEEE > (RATNAI SRR ~ (FEESHEE B RI(RE » SIBABEEME -

Guidance Note in completing the questionnaire {EERI&ES|

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—EEREZERS (Bl & 5 ANREES - 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.

IR U MR SUAE -

SR/RE /MR - BER/BYRE (BER) HETR (BEED)  BE - RHRE (B58)  I50E - BRERRE / IKER (RERER) BRFSHMRERER (BRERE
B) BRERRE MEERER)  FEhEE - FRXETAR (BEH) FEARIRRERBERESNES « 18 /1318 / 8ot / £TE ©

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.

MBEREPMAANGE > RABSHERARDIZETERERNER » SFEEZAINEARBRBAENERRERRADHSEZNENE AR BEER

Health Questionnaire - Section A f2EER#% - FZp

Height 25" cm EX OR feet IR inches 0
Weight pas” kg Af OR 3% pounds(lbs) EE
Do you (or proposed Member/Insured Person) smoke# or have you (or proposed Member/Insured Person) smoked# in the last one year? []Yes2 []No&

MEERS/BRANEIERE NERE—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). 18U T2 EGE/ZRABTIES o [RE ) FILRENSEOECRRNEE  Th ~ B3} - BERERELT
HREERBIMEFE) o

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? []Yes2 []No&
EBE=FRN  MREESE/ZRAN) BRE SRR ERTHITE (FINES - 8MER  84F - 85F) AT RABRER BT EEREAS (
BIINERLER L ~ Y)IRARAD BRI A) BORRES ATt BREEIE ?

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 [JNo&d

ERE=FRN > REESE/ZRAN) REBETHUBWESR BT RE (G155  BRK ~ LEE ~ Xt ~ BB « BiEE « BOHR - EBEFHE
~ B Al ~ ZEAFSOAIE ~ REATSCRIER) 7

If the answer is “Yes”, do your (or proposed Member/Insured Person) investigation result(s) include the followings?

MREER (B MEEFE/ZRANVBESERZSEETIER?

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

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
MERERESREFE RHATERT AR (BN —LERUBEZRENAEN BRI EE/ fEAE/ BIERIE3IH1E/ G R -h 8 R LT
LB 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  REEEE/ZRA) BSOS RBEEZED (INEBREIETEH/ SB—R/ ARER) RBE»HBE—EAESEY ?

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

YesE No&
FEBERLER - ARG E/DRA) BEEACER? [)Yes® [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&
ERERFEN  MEEGE/ZRAN) BEBEIEERIER MEZIMIERF (EENSESRGESUEEMIE) ?

(P.T.O. ;588 F—H)
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B VI. Health Declaration and Questionnaire (Cont.) B@FEEAREE (&)

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?

BRTIM(REGE/ZMRA) 51 ESHMETERENERS - (REEFGE/ZRA) 2EE FIER?

(a) Unintentional weight loss by more than 5 kg (11 lbs) over past 1 year [JYesZ [ No&d
TERE—FR » BEEMUHHLD TS AT (MEE)MUE
(b) Abnormal bleeding (such as vaginal bleeding, rectal bleeding, nose bleeding or coughing up of blood) for at least one month [JYesE [ No&

FAEEHM (FIENp2EE M ~ 1 ~ R magzin) =0 —@E8
(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 [JYesZ []No&
H MR EEARRSURERER (BINAELR ~ 3556 ~ FFEW - MBS LER) MEESiTEsRBRER
(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® [JNo&
E@zéjfw P REEEFE/ZRN)BEARBRANFEER GRS NBEETEERE S (GINEHEEE - YR A% « IFOREL)
VBRI A

7. Have you (or proposed Member/Insured Person) ever been diagnosed with any of the following diseases or medical conditions?

IMEHEGE/ZMRA) B BRHED TIIBRA R ?

(a) Cancer or carcinoma in situ EEESYRIE [JYes@ []No&
(b) Brain tumor F%FiENE [JYes® [ No&
(c) Heart disease U\iEZER [JYes@ []No&
(d) Stroke (including transient ischemic attack (TIA)) F/& (B3EEE AT > AT8 ThFE) ) [JYesZ []No&
(e) Hypertension & IEE []Yes®@ []No&
(f) Diabetes mellitus or impaired glucose tolerance #ERFRI A E &M 2 2 [JYesE []No&
(g9) Prolapsed intervertebral disc or degenerative spine conditions #8228 H sl B MR LI RR [JYes2 [JNo#&
(h) Diseases or medical conditions requiring a medical device or prosthesis to be implanted within the body EE 18 A B {E2RaE [JYes2 [JNo#&
[ B9 S AR R AR
(i) Mental health conditions (such as depression, anxiety, schizophrenia, eating disorders, or bipolar disorders) fEE# 2 EAR T (HIE0N []Yes2 []No&d
B~ £E - BHOR B RBENEBRITNEE)
(j) Multiple sclerosis ZEMRE(LE [JYesZ [ No&
(k) Congenital conditions (medical, physical or mental abnormalities that existed at the time of or before birth) Jc XM &K GEMH [Yes2 []No&

ERHZATEFENES  EEgER LRT)

For proposed insured children aged 6 or below only BERER/NESU T2 ESREE

8. Was the proposed insured child born before 37th week of pregnancy? []Yes2 []No&
ERRBERENRZEI7ERLE?

Health Questionnaire - Section B {#EERI%E - Z6

If you answer Yes to any of the questions in Section A above, please provide additional information as applicable below
MRIFFEU EREMEA—IBRIEZEER (21 & > SEUTERNHEREEZER

Question Question Question
No. &5 No. 5% No. 5%
Medical condition J&fE Medical condition JHIE Medical condition J&fE
1. Disease / medical condition / sign and symptom
I / BRI / FREURIERR
2. Date of first occurrence of sign and symptom
BERHIREEERR B H#
3a. Treatment / investigations / tests / scans that have
been performed
BETIARER/ RE /AL B
3b. Date of such treatment / investigation / tests /
scan
BRAR/mE/ AR/ FHEEH
4. Present condition (such as whether fully recovered,
follow up action / medication / next follow up
date)
TR (BINREER2EE - BRRE/IRFARESRY)/
TREZHH)
5. Date of last follow-up medical consultation /
treatment
&EBEZ/ BEBH
If you (or the Insured Person) have any medical reports or reports of investigations, please enclose them and put a tick in the box. ] With attachment

R (RZLRA) BEARRRS WEFEEERE - ABILRBER L > WERZEEM TV 5 e HAME




B VIL. Other Changes HE (Please specify the details s5E£4AFIEA)

Declaration and Authorisation EEARISHE

| declare that, to the best of my knowledge and belief, the statements contained in this Variation Form (“variation”) are true and complete.
ARANEB > AP E > ABREFER L ( (BXHA ) EE &R IBERE -

Coverage and Pre-existing Conditions {RIERk BB fHIiE

| declare that, to the best of my knowledge and belief the information provided in this Variation or in support of this Variation 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 Variation on behalf of the Insured Person under the Age of 18, all Information disclosed on behalf of the Insured Person has been verified by me as true and
correct. | acknowledge that the knowledge of 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 there is a plan level upgrade or addition of clinical benefit) unless complete details are fully disclosed in this Variation and accepted by Bupa.

| understand that | am required to notify Bupa immediately if the health condition of the Insured Person has changed at any time after the submission of this Variation and before
the effective date of Variation.

In the event the pre-existing medical conditions have been disclosed in the Variation 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 Insured Person.

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

RAEES > ARG > AENHFER L (BFAEARAETNEEAL) BHETFUIFERMBEN—ER ( T8 ) MBEEE - EHATE - RABBOMEERRNS
HERBENERTAARE—HD ; QUAREARARHAER  ERETENSER  RABERETANREGSA T FESIEBC2HHEINERE ; RAIMAEAZRARHEESR -
ERRTENER > BEXEZZRAZRE o

MAANNRREE TR 8ENZRARE I ENFFE » FIERRZRABBNIEENEEAALBEAEERIER - RABDIZRAFI Z ERR AR ZE

RAERNEREENH (A RIRASHNE BERENICIEHRTIBEZ B » MER) FIREEZ AR O R B HIERREFHERNEBHIE « BESEMBRMS 1
ZBRER  RIFRAEAENHBAE Y LI E SRR - BRER 2T FRE - RABRNERZABNHF RN BEHBENH ZARERER - SRANRERTEER
o > AN NRE T BLERIIRE ©

MEBHIECNAE R FENN BT EROERER > RESEUIINGREREERIERIRL » BRI INREER S UEEBANEA o RATRZEAREREAEMFEZRAD
REMEZEMINRAERFRES ©

AN NFESINZ R ABIPITE B RS H B At S EIFEFr B Bl KA1 (BB RMN EEA B A) SUEAEMERANAREERAFERZILFRIDEMER « BRIARREMHEBERRE » /A7)
EIERAZ R ABYRIEN SZBIAERY « AR AMINEAZRALIEEBIXAER - RABBNZRANNREFERBRAZEIAER » FABBEREUMUSEENFRRE - kAR 1EE
RERRI B S 5ZEARIIRBEEREEEFEZEAAMEBRITENAL

Policy and Eligibility for Tax Deduction fRERIRIEITRNEIE

| agree to be bound by the terms and conditions of the Policy of this Plan after this Variation is approved.

| acknowledge that the premium paid under this Plan shall not be automatically entitled to tax deduction even this Variation 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.
I 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.

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.

RILE N FRBERENE - RARRETHBIRE 2 SRR

Zs \BAE BBt BB A B R IGHEM > A5HBI FTERTIWRE T A2 BESZERBINAE « FABARABRERBEEREMBERNERE (FIRKER) FHlEr &Yt RHERER =5
MR > BIEERRNBINRMEA  Fi/BR/2AGIBEER » Uk EERFRENSHEKAMH -

AABRBBRIEREI AR N AT RENBENFBERIARBREGEIRE - SAREFESFEEHER - FATRERPTERSNANEENIRITIRA/EHF @A) NEURE o A A
RIFRAREUHRE - B ERH30KAINEE@BARA o

RANABBRTLZ ~ BAEHE (ABRHEERSESNHENEREREARBLEE » WRFHTE - BAURM—NBRNAL > MARRERBEARZATILREMEMA TERES) M
ERHENTZ/RXIPIEEMNREL A AMBIIHNER

| have read and understood the Personal Information Collection Statement included in this Variation Form. If applicable, | have also brought the Personal Information Collection
Statement to the attention of the Insured Person (or the guardian if applicable) and confirm the understanding and agreement to it.

FANEHLARARERFBRMLN MEAEERR) < NEA > AATBREZFEA (REEEA - WEA) B MAASHGERR) UHIHARREARAZ

I, as the Policy Holder, understand that | declare and sign on behalf of the Insured Person listed in this Variation Form under this Plan who is under the Age of 18.

FNESREFAN > BEAANRIEBHFFRAIIE 218U TR RAMEHBEARES -

Policy Holder’s Signature Signed in Hong Kong on Insured Person’s Signature (Age 18 years old or above) Signed in Hong Kong on
REFBAEE NEBEEZAH ZRAEE (18HRIUL) NEBEEZAH

X X

(Full Name ) oD A MM A YYyy & (Full Name ) DD A MM A YYYY i
e 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.

RIBA /42 | SERRER (NBRARNERREREANER) RIBA /4L ) SERRBAEBER

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

RIBA /4T | EERERRR RIBA /4L ) EERRBI ML

Bupa (Asia) Limited #t8 (Z2) BEAT
Address #ilit: 6/F, Tower 2, The Quayside, 77 Hoi Bun Road, Kwun Tong, Kowloon, Hong Kong &8/ BEERIE G RIE 77506 EE £ 22618
Telephone E5E: (852) 2517 5333 Facsimile f8H.: (852) 2548 1848 Website #8it: www.bupa.com.hk

ﬁl Bupa Hong Kong |Q|
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Personal Information Collection Statement A A Z ¥kt E2BH

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;
communication with you or the Member (or with you on behalf of the Member) in relation to any of the purposes set out in this Statement;
enabling an actual or proposed assignee, transferee, participant or sub-participant of all or a substantial part of the Company’s rights or business to evaluate
the transaction intended to be the subject of the assignment, transfer, participation or sub-participation; and
making disclosure to satisfy the requirements of any laws, rules and regulations, codes of practice, guidance notes or guidelines binding on the Company.

5. Personal information collected or held by the Company 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:

o
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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. to request 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.

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