(To protect your interest, please return this original form with your signature to Bupa. 5 REM T K3 » FEAREEAEBREIERM o

Subscriber’s Name Day Time Contact Tel. No.
BRI S H PB4 T SRS
Fax No.
Membership No. (16 digits) AR
GEHmE (16 B F) Email Address
FEHHE
TypeS of Changes EHER (Please tick the change(s) and fill in the details as required & %@ 2¢ 5517 10 1EHZ 7 &)

(. LIl
O I Addltlon Of Dependant IgﬂﬂﬁIﬁ%A (Health Declaration must be completed £ ZFH 5 ZEE )

Spouse must be aged 18 to 59, and unmarried child(ren) must be aﬁed 15 days-17 or below 23 if in full time education. Bf8F &% AN F18E 5951 RIEF L F I UARI5A-175 R85 AT 22 AHIRE
* For spouse, please submit the copy of HKID Card / Passport; for child, please submit the copy of birth certificate to Bupa. {52 RER B2 &8 &% / #REIAR 7 Z 1 ELRAZER o

. HKID Card No. / Date of Birth . ) Smoker Country of
Surname Given Name Passport No. * A A Weight Height | (Y/N) Residence?
7% £ Sex | BABIHERL / D/ M /YY ] 1) R E (if not HK)
(Same as HKID Card /Passport 8% 515 / RMER) | 43 RS B/ A /& | kg2F) | (ma%) | (/&) |EEER: (WEsEs)
Spouse Fif®
Child 7%
Child F%

# Unless otherwise specified by Members in writing, Inter Partner Assistance (IPA) will consider Hong Kong as the Country of Residence of all Members and repatriate relevant Members to Hong Kong when
Medically Necessary. FRIF& BRI @A - BERERIE (M) AAEREEERFMAGEZEERR  REREATENXREWREQEE -

w

~
. (Health Declaration must be completed for new choice with item marked with "+". The new benefit will be effective
O II.Cha nge of Benefit EBIREE oite e ot oot ifapproved. 7 /+) SWTEELARBRFLES  —THE » FRIEAHHERE LY - )

* Please tick the NEW plan #ER#Tat 8z 2 AL ‘v 5

O Plan 1 &t#&— Private fLX% O Plan 2 5t#/= Semi-Private ¥fRE O Plan 3 5t#/= Ward X%
Addition / Cancellation of Optional Benefit 1 tNsk BUH B R {REE B
O Hospital Cash Benefit EFc3E & (RME O *Add O  Cancel 8UH

* If the Benefit after the change is higher than the Benefit the Member is entitled to before the change, Benefit is payable as per the Benefit before the change in relation to any illnesses or injuries
covered under this Contract that commenced before Contract Effective Date. & & B 80 ¥ {RIFFEERATREE AKX - FIATES K4 B AT B HRR IR G ISR RATRIEEIER M -

Subscription submitted with this form HKS

ERILRFERM E2REBE
by Cheque - Cheque No.: O by Citibank Credit Card 12-month - Please enclose with completed 12-month Interest-free
O S EE N — S EEE interest-free monthly instalment Monthly Instalment Plan Agreement
O by Chenlt Card) = Plere Grelose mids completed Credit Card Authorisation Form L}\?l:bﬁfEﬁI*Fﬁ‘F'I'fIIEﬁI w8 A— EHEBEZZ +—EH %8 AH5ET
LMERREN — BFEEEZZSHRTHIREEZ o R AatdlFEE
If the cheque issuer is not the Subscriber or member, please fill in the following information. %37 =2 H AT IERRAKE B - EEBATER -
Relationship with the Subscriber Reason for paying Subscription on behalf of the Subscriber
AR ARBIR RERAZHRENREA

(O 1II. Change of Bank Account Number for Reimbursement EX #8575 0%

I hereby agree and authorise Bupa (Asia) Limited to reimburse claims payment to the account below ZA /& & R FZHERIA (GBN) B R A\ a1E2 5 45 18 50 BRI A

Bank Name Branch Name Account Holder's Name

RITHRME DITHEE FOBBEAME

AccountNo | I I | —| I I | —| I I I I I I I
b Bank No. SR 74 5% Branch No. 2774 5% Account No. F A 5EHES

If the above account holder is not the Subscriber or member, please fill in the following information. % it 2 F A AT IHLRAKEE - BEBUTER -
Relationship with the Subscriber Reason for receiving claims payment on behalf of the Subscriber
ERIRABIR RIBRAMEEE R R A

(O IV. Application for e-Statement Service HEEFLEXRH

O | hereby agree to receive an e-Statement notification to access my electronic claims statement / shortfall invoice. | understand that no printed copy of claims

statement / shortfall invoice will be issued thereafter.
AARRRUNETEERBANBRSAACETREEE / ZHEHNE - AAAHAEKTEEREREAR 2 BHE ZRBENE -

e-statement notification sent to the email address stated in section VI below (choose one) Office email address O Personal email address
AT AN RIB(V) TR BEB U R E T A E R BA ((FIBH—) NI e he YN RiciS: kil

(O V. Change of Account Number for Credit Card EMER+FFO%E

O Yearly by Credit Card LAE R (please attach a newly completed Credit Card Authorisation Form) (3/F578 2.2 2/ #1131 2275

(O VI. Change of Correspondence Address / Telephone No. / Email Address EdiEsiit / 5% Bt

New Address : Flat / Room Floor Block Bldg. / Mansion / House

itk B/ = B B KE /18
Court / Estate / Street District Kin./HK./N.T.
F/ E%E B8 R NBE/ BB /AR

New Telephone No.: Home : Office : Mobile Phone : Fax No :

B AR T A7) FIREHE BRI

New Email Address :  Personal : Office :

MBI A NG

Telephone &3 : (852) 2517 5333 Facsimile {5 : (852) 2548 1848
Website #84E : www.bupa.com.hk

Bupa (Asia) Limited 24 (ZEH) BRAT
Address 14t © 18/F, DCH Commercial Centre, 25 Westlands Road, Quarry Bay, Hong Kong BU a 1?m
FRRABRMUB2SEAE T ET 102 P .

PAMVT

OP/BCHRV/1209



(O VII. Change of Member(s) Details Ex&8&%

For spouse, please submit the copy of HKID Card / Passport; for child, please submit the copy of birth certificate to Bupa #EREEE 2 EHE 57 | EREIAK F L2 HERBIRLZERM

) HKID Card No. / Date of Birth Country of

Surname G|ven Name Passport No. * HAERH Residence*

# Membership No. Sex BB DERNS/ D/ M/ YY (if not HK)
(Same as HKID Card /Passport Eﬁ%ﬁ',ﬁ?{fﬁﬁ | FERRAER) 2EHER MBI ARasRIE* B/ A /I % |EEER WHEES)

Subscriber #7&A
Spouse #fE

Child 7%
# Unless otherwise specified by Members in writing, Inter Partner Assistance (IPA) will consider Hong Kong as the Country of Residence of all Members and repatriate relevant Members to Hong Kong when
Medically Necessary. BrIE® BRI BE@A - BEKIE (M) RAERXEEEAMEEEZEEER RNEBRREERNXREMEERES -

-
O VI Other Changes EMEE& (Please specify the details 7#=#7/%7)

a4 .
H ead Ith DECI aration {E E § Hﬂ To protect your interest, please return this original form with your signature to Bupa. BRERT s & ARG EXEERERERK

Please ensure you have completed all the details in the Members Information section before signing this Health Declaration. Please note that Members will not
be eligible for claims resulting from the non-disclosure of health information.
AR BEAREEAN  FEZGRENIN - FEE - AAERCEBRZBERRM I B RERS - HTIEER -

At any time during the past seven years from the time of this Application, has/have the Member(s):

Eiﬂﬂﬂuﬁuri‘lﬁlﬁ’]iﬁitiﬂq gERE: Yes@ No#&
. had any chronic or recurrent diseases or |nJur|e5 not completely recovered?
LEREMEERERERBIARTEEEZEE O O
2. had exhibited any of the following symptoms in a repeated / persistent way? O O

R B/ R LR A TR ?
Fever, headache, dizziness, chest pain or discomfort, shortness of breath, blood spitting, hoarseness or cough, night sweating, loss of consciousness, seizure,
indigestion, vomiting, abdominal pain, diarrhea, jaundice, blood in the stool or urine, abnormal vaginal bleeding, dysuria, incontinence, allergy, back and/or
Ieg paln joint pain /swelling, or unintentional body weight change in the past 12 months, etc.?

~BEAE C SRE - MBSINERTE - BT - MUZR(REIM) o BUSRE - REHDT %iiﬂ% R OEETR - BE  BBRE IR BE - MRSKME -  REREDL
E[l ?#WIII%’E KRB B ERE - BERERIBE12EAFEEGRBERLSE

3. received any in-patient treatment / operation / physiotherapy?

BEXEFABRDR FM/ WEER ?

o O
4. had any medical investigations / examinations? O O
o O

BERIEMBERE/ R ?

5. taken any regular medications?

ZEHRAEY ? _
If your answer is YES to any of the above questions, please give details of the medical condition in the space provided below, and provide a copy of the relevant W'th:?tta‘:hé_“e”t
medical report(s): BENE
MR EEARENERES (2] . FHHERMFEE, LREBENBRBRSEEIX -
(Proposed) S /Di .| Treatment / Operation / Date of D R Name, Address and
Member(s)’ Name ymptoms / Diagnosis Medication Onset / Recovery egree % necovery Tel. No. of Doctor
(e)BALS PR ey JEAE L) 7% I H | AR EL ) ERER BARE i BB AR

1/We acknowledge that Benefit is not payable under the Bupa Care HealthNet Health Insurance Scheme for any costs of treatment arising from any existing illnesses, injuries or other conditions presented before the Coverage
Commencement Date unless complete current details are fully disclosed by me/us in this Application and accepted by Bupa. I/We declare that, to the best of my/our knowledge and belief, the statements contained in this Application
are true and complete. Bupa reserves the right to ask for submission of more details of health status or medical reports of me/us and the dependant(s) as listed in the Application at my/our own cost. I/We have read and agreed to
be bound by the terms and conditions of the Contract of Bupa Care HealthNet Health Insurance Scheme and I/we agree that this Health Declaration and the answers given in this Application shall be the basis of the Contract
between me/us and Bupa.

I/We understand that all Members' personal information collected or held by Bupa is provided and may be held, used, and disclosed by Bupa or individuals/organisations associated with Bupa, appointed agent/broker, if applicable,
or any selected third party (within or outside of Hong Kong, including reinsurance and claims investigation companies and industry associations / federations) for the purposes of processing this Application and providing subsequent
services and claims analysis for this or providing any other insurance products and services, direct marketing, and data matching, and to communicate with me/us for such purposes. I/We shall have the right to access and request
correction of any personal information concerning the Member(s) held by Bupa; and request for such access and correction can be made to the Personal Data Privacy Officer of Bupa at 18/F, DCH Commercial Centre, 25 Westlands
Road, Quarry Bay, Hong Kong.

| / We hereby authorise Bupa to appoint Registered Medical Practitioners, Physiotherapists, dental centres, wellness centres as well as imaging and laboratory centres to provide HealthNet Benefit and to do all things and acts
incidental to such appointment for the Member(s). I/We 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 HealthNet Service Providers by the Member(s)

I, as the Subscriber, understand that | declare and sign on behalf of the dependant(s) listed in the Application under this Scheme who is / are under the age of 18 for this Application.

AN | BEZAERIBHRIOFREE Efﬂﬂz SHEIRE - AEREBRGBIEEBZKR  BIEREMBERAMEI B BRER - — BT THME  BRIEAA /| BEEABRFRANEF AT HUBSRIAED - KA/ BESEH - GAAA /
’E‘t‘ﬁﬁ%ﬂﬁﬂn REFER CHRZ — AR BB TE - RIEAEREREHESEMAA / BEERNBERAMFIHZ ZEBAZRBERARERES - —BARAA/ BEXM - AN/ TSEMERL R B M TRAFRAE
9?1%5%3‘?‘%2%{'%%&%33?\‘] P WRABARFRAZ BEBARBEERAAN | BFERRIFZ M EHZIRE

ANEERBRARIRE - FRARES %1%$Elﬁﬁuﬁl%&ﬁ*ﬁzﬁﬁﬁf‘ﬁﬂ 8 E’]@)\ﬁﬂ Rfa FRREAMOAL/EE  BEEZRBABAMRE (ERA) REABRBENE=5 (E?%f“mj% S5 BIEBREBREEREA
A REMNTERE &Hw EBRIE AR E R REDA R R BB MRMRRER RS  AERARENRUSRE  RALZARRANBSEE - ANEBZEERENREERAAEAETHAGE
HEAER  BRRM R AT BURERIA () BRA T B RBEMK2GRASTTHED L1818 [EAERFLRBEE] W -

AL Egﬁ&%ﬁmﬁ?ﬁiﬁﬁﬂﬂﬁ& YIIEERAD - SFRE2AT 15'<1LEF'U& VR RIEBRP ONBHBEREREEZZENBTZRBTER - KA/ FEEERALRABEMUEEZ GHRRMAAPRE DEMRIBUERRE BN
SUREH - & Eﬂﬁﬁﬁiﬁiﬁﬂﬁﬁﬁﬁﬁﬁﬂfﬂizﬁﬂ% RE—BTEaE

RAERIRRAB B BRFEHARARRBHRAGIH Z 18584 FZ 4 §/\Z§Eﬁ&§§ ©

T

#

Subscriber's Signature 2R AZEE Member's Signature (aged 18 or above) 185 L> @85
(Name 24 ) (Name #£4: )
Member's Signature (aged 18 or above) Fi18EmHMU 2 @ 5% E Member's Signature (aged 18 or above) Fii185maA t> @ 8% E
((Name #££: ) (Name #4: )

's Si WISHEN LY GBS
Member's Signature (aged 18 or above) F185 s L2 @55 F Date B

(Name #44: )
To protect your interest, please return this original form with your signature to Bupa. 5REM T H#E & B ARE EAREBRERERM -

Agent's / Broker's / Telesales' Name (if applicable and must be completed by Subscriber) Agent's / Broker's / Telesales Code X3 A / i / 5 AR

REA /R EERRER (EARBEHRRAES)
Agent's / Broker's / Telesales’ Name and Contact Tel. No. RIZA / B / SR XBE T E508




