Bupa Care Kid Health Insurance Scheme

RAOEREEEEARER S

Please ensure your completed application form is received by Bupa at least 5 working days prior to the end of month so as to effect the cover on
the Tst day of the following month. Please also make sure you have enclosed your full Subscription and a copy of birth certificate or official

guardian proof (with copy of guardian's HKID Card / passport). All Applications are subject to underwriting.

WERAKITE T A — SRR FIEZM R RERERNRER HAER/ BEARAXHEIR EERAT B HR / BRES)RAENR

LSEBMIERFTERMA o AT B R OEOGBRIERIAGE LY

Any amendments to this form should be endorsed. A copy of the application form will be sent to you together with membership pack for your record.

AHEXR LMEEREL  BREEERZSENEAVERENFE - ARFREANTERAEEEESEN —HFHAMTRE -

Please complete both sides of the form IN ENGLISH AND BLOCK LETTERS and return it to Bupa. ) X
BURXERAEAGRER 2 ERRAH & BFERH - Effective Date £ H 4 -

PAAPP

Application Form EiE&
For Bupa use only R 15 A
Contract No. & 445

Personal Details of Applicant (Parent / Legal Guardian) R iE A& (REF K EEEHE A ) (Applicant must be aged 18 years or above B35 AN A T8 L)

Surname Given Name (same as HKID Card) Sex HKID Card No./Passport No. Date of Birth tHAEH 81| Relationship with proposed Member
% (BEEHHEER) 5 | BB 1D BIRIEEREE DDA MM A| YY fF | BERRSEME

Home Address Flat / Room Floor Block Correspondence  Flat / Room Floor Block
FE=EHUE BRI/ E B8 23 Address B/ = =434 2

Bldg. / Mansion / House B Bldg. / Mansion / House

KE /12 (if different from KE /g

Home Address

Court / Estate / Street EAEEILTRE)  Court / Estate / Street

B/ E% B B R EE

District Kin /HK / NT - District Kin /HK / NT -

s e/ BE R & NEE I BE IR

Country of Residence E{EEIZ%
(if not Hong Kong 4n3E& )

Mobile Phone No. F12 & :&5% 15

Home Phone No. {£ % &5k 15

Home Fax No. (£ EFE R

Personal E-mail Address f&.A B & itik

Business Nature 25 14&E

Office Phone No. A &) & :&57 5

Office Fax No. A G/{E & 55

Office E-mail Address /A 7] & Ef it

Job Position B§fiz

Please give details if you and/or your spouse are proposed/existing member of Bupa CarePro:

MERKENEBAR [RNERE] HESEMEREE « FIRUEUTER
Spouse's Name Date of Birth HKID Card No.
iy A A BB H (BRE

Claims Reimbursement Details FE{EHFEE R

Claims payment will be reimbursed by autopay only. B{EzER LA 8 S8R 5 21T ©
1 hereby agree and authorise Bupa (Asia) Limited to reimburse claims payment to the account below. A AFER FERE (TEMN) GRATERBEEKXERUTED -
Account Holder's Name F 58 A4S HKID Card No. &4 & 17 55

Bank Name Bank No. Branch No. | Account No.
RITHRTH RTTHR DITHRIR F SRS

|| | | N N I ) I B A
AT T AR -
Reason for receiving claims payment on behalf of the applicant

REBBARBERNRE
Application for e-Statement Service HFE TEERRH

() Ihereby 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.
AABRABRREFEHRBAARGAAZETFREE / ZRBAE - AARORGBTRBERREHA 2 HEE / ZEBAE -
e-Statement notification sent to (choose one) LUt BE i B FEEF MM ((ERE—)  (  Office E-mail Address 2 FIB Btk

If the above account holder is not the applicant, please fill in the following information. # FiftZ 5 O# A AL IERFA -

Relationship with the applicant
HLER B ARIR

)

) Personal E-mail Address {8 A % Epithiit

%} (Child(ren) must be unmarried and aged 15 days to 17 years T Z /B ARIERF#A15 BZE17 57) Alitems must be completed ZUATHARR

oposed Member €51

Surname Given Name & Sex | Birth Certificate No./HKID Card No.* | Date of Birth 114 H & Height Weight C°E‘"“‘( a;zesgf::c)e“ Subscription Due
same as HKID Card / Bith Centficate BEAS (12 HAIER | 151 A ARSR S BB B D SRS DD E MM A YY & B s Eamnt e | EBIRBSE
cmAD kgAfr
ft R Ib
*  For applicant, please submit the copy of HKID Card: for child, please submit the copy of birth certificate to Bupa. &R BB A2 & &M FEIARF Total Subscription paid HKS
AR ARZEIRA Yvith Apﬁlication et
# Unless otherwise specified by applicant in writing, Inter Partner Assistance (IPA) will consider Hong Kong as the Country of Residence of the Member and repatriate BERPFERSNZRBEH

the Member to Hong Kong when Medically Necessary. B35 i AR RIA B EBA - EEHIE (M) ARBREEEATEZEEER  NEBRTENXREGEEEE -

Choice of Cover ¥Z{RIE B (Please tick as appropriate &3 {237 0 [v/] 57)

Core Benefit = Z{R[E Optional Benefit &2 2BIMREE Benefit Level {RIESAR (choose one fFiEH—)
v Hospital and Surgical Benefit {Efz &% FAT{REE ) Clinical Benefit PI{RE () Plan 5t#/ 1 Private LRE

| Hospital Cash Benefit {EFt 3 & (R Plan 5T#] 2 Semi-private *FLKE
Plan 5t&1 3 Ward X%

() Supplementary Major Medical Benefit
B hn B8 AR AR P

Method of Payment B4R EE J5 5% (Please tick as appropriate F5 521237 /0 [v/] %)

Payment Mode #fHMREL Remarks 5%

) Yearly FE4

Payment Method &R E 75 7%
() Autopay B B)EEIE

Please attach a cheque made payable to ‘Bupa (Asia) Limited" for Tst year Subscription with a
completed Direct Debit Authorisation Form
(FRZERMNREEE BEREFRBZXEREARE  XEZRAAR (R (M) BRAR] )

Please attach a cheque made payable to 'Bupa (Asia) Limited'
(BRXRREAAT - XRABEAS [RA (BH) BRAF] )

| Cheque =&
Bank Name #R775 1%

Cheque No. 32 515

Please attach a completed Credit Card Authorisation Form

| Credit Card 28R
(FEREZZ EARAREEESTE)

) Monthly A#%%  Autopay B BEAE Please attach a cheque made payable to 'BuEa (Asia) Limited" for first 2 months’ Subscription
. . with a completed Direct Debit Authorisation Form

(FEZEEMNFRREE  EREREARBZIERBARAR - XRARBARMRE (BMN) BRAF)
If the cheque issuer is not the applicant, please fill in the following information. # 3% 2%} AW IEERTEA » iBEBATER

Relationship with the applicant
HLER R ARRR

Reason for paying Subscription on behalf of the applicant

REBAXNRENRER
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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 BENEREHRN  FEESEEMES c FIE  EMERCERZ BRI SIBZ RIERE - R -
At any time during the past seven years from the time of this Application, has/have the Member(s): R EE T BIRTHBELER €8RS ¢ Yesi2 No&
1. had any chronic or recurrent diseases or injuries not completely recovered? & &5 {LA/1& R MR BRA T EEZ A5 ?
2. had exhibited any of the following symptoms in a repeated / persistent way? & [ 78 /3% 48 1 33 LA 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 leg pain, joint pain/swelling, or
unintentional body weight change in the past 12 months, etc.? 22 585 - &  MESOHTE - &2 - MR (i) - BEs&m - "ELT - KEME - iz
EETR B - B IR - BE - MRSUE - EFRELM - BREE K5 G ERE - BIR/ERSUBER1 2EAFEERR BEMLE ?
3. received any in-patient treatment / operation / physiotherapy? &% L AR08/ F it/ ¥ a5 ?
4. had any medical investigations / examinations? & % 5 {F{f] B iR 2 /4254 2
5. taken any regular medications? & & HA Al F %247) ?

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 medical report(s). with attachment
MREFHA LEFENRER [Z] - FHHEEFE  LREEBNBERRERIE - »EHK
Symptom / Diagnosis Treatment / Operation / Medication Date of Onset / Recovery Degree of Recovery Name, Address and Tel. No. of Doctor
SR/ DR SRR | Fi / #EY) R A EEAH EREE BEAEME - MUt ELEREE

|, on behalf of the Member as listed in this Application, acknowledge that Benefit is not payable under the Bupa Care Kid Health Insurance Scheme ('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 in this Application and accepted by Bupa. I hereby apply to be enrolled as a
Subscriber and enrol the Member as listed in this Application under this Scheme and understand that | declare and sign on behalf of the Member for this Application. | declare that, to the best of my 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 the Member as listed in this Application at
my own cost. | have read and agreed to be bound by the terms and conditions of the Contract of this Scheme and I agree that this Health Declaration and the answers given in this Application shall be the basis of the
Contract between me and Bupa.

| understand that my and the Member's 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 for such purposes. |
shall have the right to access and request correction of any personal information concerning me and the Member 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

|, as the Subscriber, understand that | declare and sign on behalf of the proposed Member listed in this Application under this Scheme who is under the age of 18 for this Application.

AARKRAHBRIHZ 8 - MERBRUEFREFREAE ([H8])RE - AERERGANEEE KD - BEXHEMRAMSI B BREER - —2TFEE - BRIFRAAERRF
RAEFAY LW RESRIAED - FAZRBFR/BRERAL[/FRFRAIIL 2 @ ERENAGE  YARUMBRBEDAARKRGEZBHRESE - AAEH  BAAPTHAE - AREFRLE
Re—PWER - HEETE - ROEREFERESHAHMUGE 2RI RBERE - —IBAAAAXN - AADMABELRZETUF B 2 ZERRAR - SRBRBERNZER
BN OEEARALRAZHEMTAHNZIRE

RABBRBATRE - FANEBERAMBEIFEANTARGENEAER - RETERMBBEENAL / #E  BEZEZRBABA / K2 (ER) IEMHRENE=F (EEBHR
ARSI BESRRIBEREAR - REBENTERSEES) - BEREARBERREDTAGSIREERREIEMEMRRE R RRY - BEXERFERENEHERE - RELER
BB ANEHE o RARBRRMREERBAFETABNAAREENEAER  BERMREEERAIRRIFRE (BN ARARDETENEBENK2SFKAETHET L1688 [EAE
BIALRREE] Yo

RANEZRFREEA - BALRBDRARKBZRAINEZ 18FATEG 8 cBAREE -

Applicant’s Signature FIFE AZEE Date AHj
Agent's / Broker's / Telesales' Name (if applicable and must be completed by applicant) Agent's / Broker's / Telesales' Code RIZA / BER / & E R REHR

RIBA /B EERRGER (ER i%?ﬁm HEAER)
Agent's / Broker's / Telesales' Contact Tel. No. fRIEA / BfS / & ER KRB KB ER

Previous Bupa Membership No.:

AIRIEE BRI

Subject to Bupa's approval of membership transfer, eligible claims related to any sicknesses or injuries that were covered under the previous contract and commenced before the effective
date of coverage under this Contract will be payable up to the Maximum Limit of the contract with the lower Benefit level.

WMERARIEEBNEE  —IRAAOZRERAGHORERBANEEBZARRBEZAEREE  BRENSOAFEGNAMB RSB EE  UREERE  (FHEE-
Applicant’s Signature BFEAZE Date A Hj

Bupa (Asia) Limited R4 (ZEM) BR AT

Address #tr#ik: 18/F, DCH Commercial Centre, 25 Westlands Road, Quarry Bay, Hong Kong
EEMR BE255EAETTREF L1818

Telephone ®3E: (852) 2517 5175 Facsimile f#H: (852) 2548 1848

Website #4E: www.bupa.com.hk
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If autopay is chosen as the payment method, please complete this form, sign where marked X' and return the original copy to Bupa with a cheque for the Subscription.

EEBEL BB FRRMREEREENXWE AN REZIEF R RENZFERERE

Name of party to be credited (The beneficiary)
Wk =7 (R&mA)

BUPA (ASIA) LIMITED

| / We hereby authorise my / our below named Bank to effect transfers from my / our account to
that of the above named beneficiary in accordance with such instructions as my / our Bank may
receive from the beneficiary from time to time.

| / We agree that my / our Bank shall not be obliged to ascertain whether or not notice of any such
transfer has been given to me / us.

|/ We jointly and severally accept full responsibility for any overdraft (or increase in existing overdraft)
on my / our account which may arise as a result of any such transfer(s).

|/ We agree that should there be insufficient funds in my / our account to meet any transfer hereby
authorised, my / our Bank shall be entitled, in its discretion, not to effect such transfer in which
event the Bank may make the usual charge and that it may cancel this authorisation at any time
on one week's written notice.

This authorisation shall have effect until further notice.

|/ We agree that any notice of cancellation or variation of this authorisation which | / we may give to
my / our Bank shall be given at least two working days prior to the date on which such cancellation /
variation is to take effect.

My / Our Bank and Branch Name Bank No. Branch No.
KNI BEZRITEATHE IRITHRSRE DITHRR

My / Our name as recorded on Statement / Passbook
KRN BEEGEE | FREZHA

My / Our address as recorded on Statement / Passbook
KA BEEEE | 7B 2 it

Debtor's Name (If other than account holder)

BEBAzES CGEFRPAFAEA)

My / Our Signature(s)

Bank No. Branch No. Account No.
RITARSR DITHRS R QSRS

0044992150020 01

AN I BERBERAN [ BZ 2 THRT - (RERBSATEGETAAN/ BFRTZ
#R) BAAN/BEZPARNERT LRRHA -

KA EBEEREARAN I BSZRITHRAREXSHRBNRTERTAA /S -
MRZEERMSAAN / EF2POHRESX (HSREZBEEM) - KA/ EF
FRIER R & BAERIEE -

BN/ BEHRABAAN / BEE2POYEBARALNZEREER - AN/ BF
ﬁ;fgﬁéT\%@,ﬂE C BRITAIKEVER 2B - WA BER A — 2B IER NI
RREE -

FEEESRBEEREERTRARL -

ANIBERE AN BZEERERAREE 2 EFBEM - ARIUE / B
B&LMETERMRTAAN / BEZRIT

My / Our Account No.
KA BEEZP AR

HKID Card No. / Passport No.

AN BEZEER BAFZDERES | ERRE
Date
=R:]

Membership No. (Debtor's Reference)
BERS (BEBAHT)

If the account holder is not the applicant/Subscriber, please fill in the following information. # /7 A8 AWIEHBA/ZRA + BEBATER ©

Relationship with the applicant/Subscriber
BB A/RIRABER

For bank use only 8175 /A

Notes: 1. The box marked 'Membership No." to be completed by Bupa.

2. The signature on this authorisation form must be the same as the signature of your Bank Account.

Bupa (Asia) Limited R4 (ZEM) BRD A

Address #b4t: 18/F, DCH Commercial Centre, 25 Westlands Road, Quarry Bay, Hong Kong
EEHABERE 2SHASTEES L1812

Telephone & 3#: (852) 2517 5175 Facsimile {§#: (852) 2548 1848

Website #84k: www.bupa.com.hk

Reason for paying Subscription on behalf of the applicant / Subscriber
REBAMIRRAZSRENREE

Signature Verified X B%E

st - 1. @ BRI M RIBAR -

2. N ERERN FERAMARE T ZRITP AR FERT -

Bupa || Trig

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

Note: If you have faxed this form to Bupa, please do not return it to us by mail again.

O Visa O MasterCard

EEBUGARMIN  FRZNREERFERX U ELRER - ELEBBEURSHEN - FEATEULRE

O Diners Club

O American Express

Cardholder's Name HKID Card No. Credit Card Account No. Credit Card Expiry Date A REIHE
FRASR BB T EBIRE ERARFE O (MM /YY B /%)
| hereby authorise and direct Bupa (Asia) Limited to debit the Subscription due from my credit card account on a yearly Total Annual Subscription & % #2858

basis until further notice. K AZZIZAEGRIE (M) BRARMAANEARPOSFINEHRESE EESTHA -

If Cardholder is not the applicant/Subscriber, please fill in the following information.
EEARFAEALIFRFALRA - FEBATER -
Relationship with the applicant/Subscriber
BEERFA/RRARBER

AARABRAEAT AL 2BEH 2 RIDEFEEERETERESE

Cardholder's Signature -~ A%E
B4R B SRR S

For Bupa use only RiAE A
Bupa Care Kid Membership No. {RIAE FE{E & B 455 :
Subscription R # (HKS ) :

Bupa (Asia) Limited R4 (M) BRAD A

Address 31 18/F, DCH Commercial Centre, 25 Westlands Road, Quarry Bay, Hong Kong
3 BARE 25 AT E SO 1818

Telephone ®3&: (852) 2517 5175 Facsimile {85 (852) 2548 1848

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

Contact Phone No.

(HKS &%)

Reason for paying Subscription on behalf of the applicant / Subscriber
REBA/BERAZNRENRE
O I hereby confirm to pay the Subscription due of Bupa Care Kid Health Insurance Scheme for the applicant/ Subscriber, (Mr / Mrs / Ms)

with HKID Card No.
B NERE

Date HE3 (DD /MM /YY B/ B | %)

(5 KK &%)

Authorised Code #Z#EAHS :
Date A :

Bupa J{/ﬁ/ﬁﬂ
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