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REERZREBERETE Application Form B35

Please ensure you have enclosed your full initial subscription and a copy of the HKID Card. If the Proposed Member is under the age of 18, ForB |
please attach a copy of Birth Certificate/dependant VISA/guardian proof, if applicable. All Applications are subject to underwriting. @7 B L Ealhy
AP EEHNERRE R B S HEAIR - EGRA18RAT « i EHERPR/ZRASEZ/EEAFBRAR (WER) - A HBLEL O Application for backdating Contract Effective Date

BIRIAZIRIAREER S ym A g 2
Any ame;dm?zits té this form should be endorsed. A copy of the Application Form will be sent to you together with membership pack for your record. HREASHLERR A
ARFRENBEAER  FREEAHZTENEANEREER - ANFRAAKSEAGERRSEH—HFHHRETRE - O Application for postdating Contract Effective Date
SEHE IR A A7
Please complete both sides of the form IN ENGLISH AND CAPITAL LETTERS and return it to Bupa. FRERS ".)JEX& R N
BURNEHEZARFRZEEREE * YHFERH ° Contract Effective Date & #I4E X H HR -

rdian if the age of Proposed Member is below 18 years)

Surname Given Name (same as HKID Card) HKID Card No. Date of Birth {14 H £ Marital Status
2% (ERFAE S EHER) BES BRI DDE [MMA [ vy & | #BIRAR
O Single & &
O Married E.45
O With children B F%
Home Address  Flat / Room Floor Block Correspondence  Flat / Room Floor Block
[E2=25 5o BN/ E B FE Address B/ = BH% FE
Bldg. / Mansion / House EELBAE Bldg. / Mansion / House
KE /18 (if different from RE /&
Home Address
Court / Estate / Street mefEEhiRFE)  Court / Estate / Street
B/ E36 / HE B/ B B
District Kin / HK / NT District Kin /HK / NT
B NBE BB I HR SR JUR /B HiS
Country of Residence & {¥BIZX Mobile Phone No. F12E &5 | Home Phone No. (FEE 555 | Home Fax No. (F E{E AR5 Personal E-mail Address & A E &bk
Country of Origin (if not Hong Kong) | Business Nature 27142 Office Phone No. A B]EFEFEAS | Office Fax No. A BHEESRES Office E-mail Address 72 B] & &l
REH (ANIEEE)
Name of Employer &% & Job Position Bz Job Duties = Z T {EB 7 Average MONTHLY income during the past 12 months: HKS
BETZEARGAFHRA:EE

Details of PI‘OpOSGd Member (Applicant should be a parent or guardian if the age of Proposed Member is below 18 years)

EEEER mEeBR18HUT  BBALXESERE T LIHEBEA)

Surname Given Name % Sex HKID Card No./ Date of Birth 4 A Hj Weight Relationship with applicant
(same as HKID Card/Birth Certificate 131 Birth Certificate No. DD MM 2% 55 s BEEEAYBE

A 5 ) B/ EERBIER) EESNERE/ L ERRERE =] A £

cm kg O Self B2

R A O Father R

O Mother &%}

O Guardian E57# A

Method of Payment BATIREE S (Please tick as appropriate ;E2ZI N [v/] 57)

Payment Mode #fHREF Payment Method MR E J57% Remarks &+t
() Yearly &4k () Autopay B EnEgiE Please attach a cheque made payable to ‘Bupa (Asia) Limited' for first year Subscription with a
completed Direct Debit Authorisation Form
GREZEEMNZRRES  EABFREZXERAARAT - XRABAL [RHE (M) ARAR] )
() Cheque %22 Please attach a cheque made payable to ‘Bupa (Asia) Limited'
Bank Name #R77%5 (BRXREREADNT  XFRRBAR (R (EH) BRAA] )
Cheque No. %515
() Credit Card Please complete the Credit Card Authorisation Form
(FEZERRIRRES)
() Citibank Credit Card 12-month Interest-free Please complete the 12-month Interest-free Monthly Instalment Plan Agreement
Monthly Instalment Payment BEZT_@ERAREAESHTEIRESE
LATERRERITIE AR+ =M@ A %2 At 5 BT
() Monthly A%k () Autopay B BEEEE Please attach a cheque made payable to 'BuEa (Asia) Limited" for first 2 months’ Subscription
with a completed Direct Debit Authorisation Form
(FHZERNGRRES - EREMEARBZERREADNR - XERBARRA (BM) ARAF])

If the cheque issuer is not the applicant, please fill in the following information. # 3 228t} AW IEERFEA @ sEEBIATER}

Relationship with the applicant Reason for paying Subscription on behalf of the applicant

HERFE AR REBAZNRENREA

Sum Insured and Subscription R{REER R &

Sum Insured 47%8" (A) Annual/Monthly Subscription Rate 24F/4% B {R # 5 (B) Annual/Monthly Subscription 24 /4% A2 (C) Initial Subscription paid with Application
(©=[(A) +1,000]x (B) ERSERAN 2 ERRE

HKS Subscription Rate HKS HKS

B fRE =X B bt

1. Please select a sum insured in the multiples of HKD50,000. The minimum and maximum sum insured are HKD200,000 per contract and HKD1,500,000 for all Bupa critical illness insurance contracts respectively.
FRBASSE A BUNRRE - RERRBVATRANEH 208 - MABRBLKRSNEANRSRRBABE1508 -
2. Round to the nearest integer. LATA#E AR EAE AEH

Insurance History {# 42 8%

1. Has any previous application for or reinstatement of life, disability, accident, critical illness, medical or other insurance for the Proposed Member been () YesZ ()No &
declined, postponed, rated or modified in any way? If yes, please state:

EGERAERRAPHFERAS - B85 - B K BREIEMRRHFERRARER TR  ERBIMRESERER? 11 [Z] &7

b d
=
"
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I8

2. Does the Proposed Member have any existing critical illness insurance and / or concurrent application for critical illness insurance? If yes, please detail below. () YesZ (ONo%&
(Include existing Bupa critical illness insurance, if any. If the total sum insured is over HKS 4 million, please fill in a Financial Questionnaire)

EGERRKRETEAREERBEMERRETE? I [R] - FHA5H WRERALKRENE - 5718 - RIREFEBBEBNEE T - FEBIBES) o
Insurance Company {RE&7A &) Issued Date %%} H £ Sum Insured (HKS) {7 &8 (B#)




Health Declaration EE% BA (Not applicable if the Proposed Member is required to undertake medical examination B ¥ S MRENEFETHER)

Important notes EE&EH :
Please ensure you have answered all the questions below before signing this Application. Please note that Members will not be eligible for claims resulting from the non-disclosure

of health information. ZZAREBERA * BEIZA TAARRE o EfAREERAREAR M| B RERS @ A5 TEER -

1. Last consultation FiT—AKZER :
Date HHj Reason [RA
Result %5

Name and address of the doctor &4 # % Kbt

2. Have your natural parents or siblings had diabetes; breast, cervical, ovarian, colon, or other cancer(s); high blood pressure, heart problems, stroke, () YesZ ()No#&

haemochromatosis, Huntington Disease (Huntington's Chorea), polycystic kidney disease or any other hereditary disease(s)? Please provide relationship,

condition, age at onset and/ or age at death (if applicable).

BITHRE S LRI E S BARKE U8 - FEWE R BE  EMRE I - OlEER - PR NeXNHE  FEEERRK  SBRBE

SE b EERS ? FIRMERR R REER R/ T FR (WER) -

3. So far as you know have you ever had and/or been treated for and/or been told you had any of the following diseases or disturbance?

BB - BT ST B R/SHIRRER A TR ALK /s F L B a5 ? ) )

3.1 Any chest pain*, heart disease or problems of the blood vessels (e.g. rheumatic fever, raised blood pressure, high blood cholesterol, angina, irregular heart () Yes 2 () No 7
beat, murmur, heart attack, etc.)?
ERIE* - DRFESETENERRE (G : BRER - SR - EERES - L8 ~ DETE - LDREMES - DRRBIES) ? i B

3.2 Any chest or breathing complaint* (e.g. asthma, bronchitis, tuberculosis, persistent hoarseness or cough or other respiratory problems, etc.)? OYes® ONo#&
EIMI ARSI IR R > (PIANEERS ~ STRER ~ 1% ~ AP BHERR - HEMFRBERRES) ?

3.3 Any complaint of the digestive system* (e.g. hepatitis or hepatitis carrier, gallstones, gastric ulcer, esophageal reflux, polyps, bowel or rectal bleeding, etc.)? () Yes*2 () No &
EAHERGHEEY (FIMFRASFATREE - BA - HLEES - BRER - 8A - BREBHNS) ?

3.4 Any diseases of the genital urinary system (e.g. Blood or protein in urine, kidney stones, nephritis or nephropathy, renal failure, prostate disorders, ovarian () Yes & ()No &
cysts, endometriosis, etc.)?
EARREERGER (PIMMREEAR - BA - BARER - BWEERB - AJIRER - PREE - FEARRNSE) ?

3.5 Any neurological or mental disorders* (e.g. epilepsy*, impairments of hearing, speech, or vision, prolonged headache, convulsions, depression, stroke, () Yes2 ()No#&
paralysis, multiple sclerosis, Parkinson's disease, Alzheimer's disease, etc.)?
RS SRR IR (BIERE* ~ B/RESARNRIE - RESERE - B% - 08 - b - B - ZEMEL - HERERK - EFERRES) ?

3.6 Any endocrine disorders (e.g. diabetes™*, pituitary disorder, thyroid disorder, etc.)? OYes®2 ONo&
ERIADWERR (BIFEREY - MERRR - FRRERRS) ?

3.7 Chronic pain or other problem in your neck or back*, ankylosing spondylitis*, sciatica®, muscle or joint disorders, gout, rheumatism, systemic lupus () Yes2Z ()No %
erythematosus, or other physical disability?
BUERRRAERE  REMEERAY - LEMERY - NIARSRE - BRE - BRR - IRE - RETHERK?

3.8 Cancer, tumour, lumps, cyst, disorder of skin, disorder of lymph gland, anaemia, leukaemia, other disorder of blood? (O Yes2 ONo#&
FRAE - PR - BB - BIE - MERE - AERKR - B - B0 - EfibEmAReRR?
3.9 Venereal disease, AIDS, AIDS-related conditions, any blood test for HIV virus? OYes2 ONo&

PR ~ Bl ~ EERREBNKRE - BEXERRRS A MRAE?
ke

4. Have you ever used drugs such as stimulants, hallucinogens, narcotics or other controlled substance other than prescribed by a physician, or been counselled, () Yes™2 () No &
treated or arrested for excessive use of alcohol or drugs?

FERRAEMNEER X% B EMUIERBERT X ER Y - KRB REMESHE  JaRSRH?
5. Within the past seven years have you had any:

BELENMTEE: ] ]
5.1 diagnostic test such as X-ray, electrocardiogram, genetic test or blood test, biopsies, ultrasonogram? OYes® ONo#&
EXDEHRBEXE - LEE - BEERRR - RRR BRI RENBIRRE?
5.2 illness, operation, medical advice or hospital treatment not mentioned above? (OYesZ (INo &
BA LW ARRRAER - THEZFMN - BREZSERRE? ) )
5.3 pension and/or claimed payment for any sickness, accident or injury? OVYesZ2 ONo&
EER -« BONKZAS RIS HE (B R/eR K2 ?
6. Has your weight changed more than 11 Ibs/5kgs in the past year? OYes® ONo&
BE—FA - BTHREETE1BEISDTIALRER?
7. Are you currently taking any medication? OYes® ONo&
BT BATRAE RAEMEY?
8. Have you smoked cigarettes within the past 12 months? If Yes, please state: OYes® ONo&
MTEBET—EARNEERE? 1 [F] - HH :
a. Average no. of cigarettes daily? b.  For how many years have you smoked?
BHTFHRENZE? BTEREZESDE?
9. Do you take alcohol on a regular basis? O Yes* 2 ONo &
BTEGRAERNEE?
10.For juvenile Proposed Member under the age of 2 years SUERRMBENA THRELEE S (O Yes2 ONo#&

a.  Weight at birth {485 |bs f#/ozs % +/kgs AT
b.  Had the Proposed Member been confined in hospital for more than 5 days since birth? If Yes, please give reason:

BB - MBRBBIXR - BHARE
c.  Were there any birth difficulties, RH problem, congenital deformed limbs, "blue baby *, lack of mental development or Down's syndrome?

ERBBRME  BAFHE  ERUERERY  S28%  RZEFLEERIERGAESEIR?

Questions 11 to 15 are to be completed for female Proposed Member 11 %&1 5@ R B AR ZIEEE S

11.Have you ever had or been told to have, or been treated for any disease /disorder of the cervix, uterus or the breast? OYes® ONo&
MTEERWERRTFESE 7= ABRREARE?

12.Have you ever had or have been advised to have, or are you intending to have tests or treatment of the breast such as mammogram, an ultrasound or surgery, etc? OYes® ONo#&
E T A ER ST E R I B R ESARMILEX « BERSFi?

13.Have you ever had, or have been advised to have, or are you intending to have investigations and /or treatment of the cervix or uterus, such as a pap smear, cone () Yes 2 ()No &
biopsy, colposcopy or ultrasound, etc.?

BT EEIRARTERFEE  FEAREIRERNAKXARE,  HEWERIARE  BERNBETRRE?

14.Are you now pregnant? If Yes , please state week(s) of pregnancy: OYes2 ONo#&
HTRERDIER? 5L @ FHEZES :
15.Have you been informed by a doctor or is there any reason to believe that your pregnancy may be abnormal? OYes® ONo&

BT B A B A S s B I R B IER ERNIER?
For each "YES" answer for Questions 1 to 15, please identify question number and give full details, conditions, dates, duration and result. Please give full names and
address of doctors, hospitals and clinics.

WMENVENVSENERR [B] - FEARERLIIEFFE - sk Bl - BN  DEER B4 Bk 2280t -

W

If you answer "YES” to questions or illnesses marked with an "*", please fill in relevant health questionnaires.

R x ERHERKRNERR (=] @ FEREREERS -

MP113/2/1109/8.5K @ Printed on recycled paper LA 3 4% EN Rl



Declaration and Authorisation B3 [ 1%

| hereby declare and agree on behalf of myself and/or the Member in this Application that (1) to the best of my knowledge and belief, the statements and answers contained in this Application
Form and any other questionnaires issued by Bupa, and answers given to Bupa's appointed medical examiner, are true and complete; (2) all answers to such questions, together with this
Application, shall form the basis and become a part of the Contract; (3) failure to disclose all relevant information may result in non-payment of a claim and/or all cover under the Contract
being cancelled; (4) any misrepresentation or non-disclosure of smoking habit will render the Contract void in case of claims, whether the claim is pertaining to smoking or not.

| understand that the Member's personal information collected or held by Bupa, including information given during previous applications and claims, 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. | shall have the right to access and request
correction of any personal information concerning 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.

| hereby authorise on behalf of myself and/or the Member in this Application that (1) any employer, registered medical practitioner, hospital, clinic, insurance company, bank, government
institution, or other organisation, institution or person, that has any records or knowledge of the Member and who has attended or may hereafter attend to the Member to disclose such
information to Bupa; (2) Bupa or any of its appointed medical examiners or laboratories to perform the necessary medical assessments and tests to evaluate the health status of the Member
in relation to this Application and any claim arising therefrom. Bupa reserves the rights to ask for submission of more details of health status or medical reports of the Member as listed in this
Application at Member's own cost. Such authorisation shall survive me and shall be irrevocable.

|, as the Subscriber, understand that | declare and sign on behalf of the Member of this Application who is aged below 18, if applicable.
RAZIARAAR/S I BB S SR EAREE()ARRER R EM— )R RAEHOEEAMEN —RLRERRMZRAETNEE - ERABREOER - AAAFAME - 98

**% (Z)J:iifﬁiéﬂﬁ?ﬁﬁxﬁﬁﬁtﬂﬁ B Hﬁﬁkﬁﬁﬁ/\%’]ﬁ%&% BARE TR REMEHBRROEH - 85| REEPRBER R/ AN RERBEH - (DEAREEEORER
ERREAHEST  HEEHANEN -

$Aﬁﬂ51%$571%€£ EAFERRAMRESIFE < IAANE BNEALR - RETERBAMMNAL/EE - BZELRBRIBAMLLRE (WER) EMRIENE =5 (EEBRNIE
SN BEBREBEFEFAS AR - REUNTERGREE) - AEREARSRRESTAEHEHRERRBIEMLBRBER KRS  BEREHEREMZHERE - RRLEMEERA
B o AARBRRHMMEERBIIFEEMBRAANEAZR ﬁ%ﬁ?ﬁﬁ& BIEARAIBEERN (M) BRABDEEHBEME25FASTAET L1818 [EABMLEEE] K -
$/\S§lﬁkﬁ2«%$}\&/ia BT B MEfIEE © e DR RRAE] - R1T - BUTHEE - EMAGSAL - LB AENEHE 824 BE - R/RBLBRATRERE
2BER YRR EARE 1#%{%8 (ZM%EUZEHE}E$ZE$ FABSACERRT - AIBLLIRRE SR M AR ER S G BATMR 2 BET AR - (ERsdkERZR
BT - RS RERERESEHE ,\F$$nﬁﬁﬁﬁm2{g§ﬂk/ﬂ&§1§#&i I EAREEXN - lit?“ﬁ’é%&$/\/a B FiR R B R AR

RAZHRFARRA - BABRBEDAARKRIEBEFRAGIE 2185 T8 BUEREHERREE -
Applicant's Signature 5 AEE Signed in Hong Kong on #&&HE

X DD A/ MM A/ YY 4

Please submit this Application Form to Bupa within 14 days of the above signature date.

FRALPAFREN LAZEAHANI4RARE RS -

Agent's / Broker's / Telesales' Name (if applicable and must be completed by applicant) Agent's / Broker's / Telesales' Code XA /BRI / &R EHES
RIBA /R EFARER (WBERARYARBFZAETR)

Agent's / Broker's / Telesales' Contact Tel. No. fRI2 A / BB / & # R KR B sE5705

Bupa Critical Essential Care
REEEZREERERTE Direct Debit Authorisation Form BN FIEEE

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.

EREL BB FERMREEREERXWE - RN FREZIEARATRENZER IR

(" Name of party to be credited (The beneficiary) Bank No. Branch No. Account No.
Wrz—7 (@A) IRITHRSE DITHRS WGP A SRS
BUPA (ASIA) LIMITED olola/4]/9|9]2]

| / We hereby authorise my / our below named Bank to effect transfers from my / our account to ~ ANA / BEBREAA | BE 2 TR © (RESBZATELTAA/ BSRTZ
that of the above named beneficiary in accordance with such instructions as my / our Bank may ~ #5/R) BAA / BEZZFORNER T LA ©

receive from the beneficiary from time to time.

I/ We agree that my / our Bank shall not be obliged to ascertain whether or not notice of any such ~ AA / EERBAAN / ES2RITEAZEZSERBASEERTAAN/ BES -
transfer has been given to me / us. o . . ‘ i .
|/ We jointly and severally accept full responsibility for any overdraft (or increase in existing overdraft) ﬁulila%gisaﬁﬁélié /ig—#Z)E- RHERES (LSRG ZESIRM) - AN/ FS
on my / our account which may arise as a result of any such transfer(s). FAR & BAER AT

|/ We agree that should there be insufficient funds in my / our account to meet any transfer hereby AAA / BEERABARA /| L2 P QW ERARIBZ NZERERE - AN/ BEE2
authorised, my / our Bank shall be entitled, in its discretion, not to effect such transfer in which ~ $R1TA T T 828k - HfETT—JWHXTE%Zuﬁlg A A BERF A — 2 B E E A AEUE AR
event the Bank may make the usual charge and that it may cancel this authorisation at any time ~ #Z4£&

on one week's written notice.

This authorisation shall have effect until further notice. AEREREBLEREERTRMRILE -

I/ We agree that any notice of cancellation or variation of this authorisation which | / we may give ~ ANA / BERE © AN / BEEUHSCE SABAES 2 EBA - ERBUH / EEUER
to my / our Bank sliwall be given at least two working days prior to the date on which such cancellation  BfRARBEIERARZ FAA / BF 2 RIT °

/ variation is to take effect.

Bupa (Asia) Limited R4 (ZEM) BRA T

Address it ‘fi 18/F, DCH Commercial Centre, 25 Westlands Road, Quarry Bay, Hong Kong Bupa 1£m
BBHS R 25 A ST 01 818

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

Website #34E: www.bupa.com.hk

My / Our Bank and Branch Name Bank No. Branch No. | My / Our Account No.
KA BEEZRTRDITHE RITHRSR DITHRIR AN EBE 2 PO
My / Our name as recorded on Statement / Passbook My / Our Signature(s) HKID Card No. / Passport No.
TN EEHERE | FRE2HS KNI BEZHE BAFMERES | EIRRES
X
My / Our address as recorded on Statement / Passbook Date
AN EEHEEE  FREZ I HE
=
Debtor's Name (If other than account holder) Membershlp No. (Debtor's Reference) =
BEAZIES (RIEFPAFEAN) SEE (E f%ui) 4
[ fE
If the account holder is not the applicant/Subscriber, please fill in the following information. # = A8 AW IERFZA/BRA & E%MTﬁﬂ e s
Relationship with the applicant/Subscriber Reason for paying Subscription on behalf of the applicant / Subscriber §
ERERGEA I RIRARRR REBA/BRRAZHRENHRE S
[
For bank use only 175/ Signature Verified 2B #2& 5
o
Notes: 1. The box marked 'Membership No." to be completed by Bupa. M 1. FERF—WHRDES - ®
2. The signature on this authorisation form must be the same as the signature of your Bank Account. 2. EURBEE N EFEAMARE T 2 RITP DR Z HEJAE o
B
=
g
=



Bupa Critical Essential Care
REERZREBERETTE Credit Card Authorisation Form B F R ES

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. ~ FHiZ LS AR5 - FEZULREER REFERX M ELRER - EEEBEULRERRF] - BEATEWLRE

(O Visa @ (O MasterCard (O Diners Club (O American Express

Cardholder’s Name HKID Card No. Credit Card Account No. Credit Card Expiry Date =K Z|58H
FRALR R DERE ERRP D% (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 4% #%8

basis until further notice. X AZIRAERTE (M) BRABDRAANGEARFABFXNEHRESH  BEESTEM - (HKS B%)

If Cardholder is not the applicant/Subscriber, please fill in the following information.

EEARHEALIERBA/RRA - FEBATER -

Relationship with the applicant/ Subscriber Reason for paying Subscription on behalf of the applicant / Subscriber

HHREA/RIRARBER REFBA/RRAZHRE K RE

O | hereby confirm to pay the Subscription due of Bupa Critical Essential Care for the applicant/ Subscriber, (Mr / Mrs / Ms) with HKID Card No.
RAARBREEATN AL Z ZBEHZRAE ZRERRETSRESHE (4% /KK /1 &L) BB FHBRE

Cardholder's Signature FKA%E Contact Phone No. Date HEA (DD /MM /YY B / B / %)

HitE B A RS

X

For Bupa use only RiAZEHA

Bupa Critical Essential Care Membership No. {R14%5 2 1R & B 4R 5% : Authorised Code #ZHEMRTE :

Subscription £R# (HKS %) : Date HE7 :

Bupa (Asia) Limited R4 (M) HRAT

Address #bit: 18/F, DCH Commercial Centre, 25 Westlands Road, Quarry Bay, Hong Kong Bupa 1£m
ERGBRERR 2SR ASTHESD L1812

Telephone ®&: (852) 2517 5175 Facsimile 55:(852) 2548 1848 —_—

Website #811: www.bupa.com.hk

Bupa Critical Essential Care 12-month Interest-free Monthly Instalment Plan Agreement

u.é—.{ Fﬁ{ 2z A EJ —1 ﬁ /'\Hﬂ,f—]-!hi‘ $J|—|ﬁ$
REELZREERETFE+T—BAXESHNANRGEIREE
If Citibank Credit Card 12-month Interest-free Monthly Instalment Payment is chosen as the payment method, please complete this form, sign where marked X' and return the original copy to Bupa.

EEBEUERRITEAF T A28 AR B3 FEZNREERFERXLE + WREURIE
For Citibank Credit Cardholder / Diners Club Cardmember use only RETEERITIEAFELRAKIEHIIEEEH

To: Citibank (Hong Kong) Limited / Diners Club International (H.K.) Ltd. % : fE#E8R{T (Fi#) ARA T / AKE BiAEKE (F#) GRAR
Cardholder's Name 4 A& (Cardholder must be the applicant / Subscriber 5+ A% BREEA 1 IREA) Contact Phone No.

Please charge the total amount of the following instalment plan to my Credit Card account as follows:

FERAAUT FOXEMAFENRE  UBNTIREDH

(Please tick as appropriate FHZIEILN [v ] 5) O Citibank Visa fEiE$R1TVisaF O Citibank MasterCard fEERITESEF O Diners Club Card AR1s FFE
Account No. Credit Card Expiry Date f5 A< ZI#1 R Total Annual Subscription B4R
[ =k N N I I I I N A A N I (VY WAR - W= (HKS &%) )
(“Terms and Conditions #2X % 48l )
To: Citibank (Hong Kong) Limited / Diners Club International (H.K.) Ltd. 2 : fEHE$R{T (Fi) BRAE / AREFAAER (F#) GRAF
1. | hereby agree that the 12-month interest-free monthly instalment plan is only applicable to Citibank 5. I hereby agree that the total Subscription will be held from available credit limit of my above mentioned
Credit Card issued by Citibank (Hong Kong) Limited and Diners Club Card issued by Diners Club Citibank Credit Card / Diners Club Card. | also agree that instalment amount will be debited monthly
International (H.K.) Ltd. and subject to account status checking. Full payment is needed for holder of from the above mentioned Citibank Credit Card / Diners Club Card account.
non-Hong Kong issued Citibank Credit Card and Diners Club Card. AANBBFAABMSZZBRE  BRANZ LRIEERTERF / KRERZEHAAERER

AANBE12EA RS A BN BRBARBIEERT (B8) BRATDRTZIEERITE HIBR ° A AJREA AR 50398 A B LB IRRITIE B+ / RSRASFEES QR HBR ©
AFRRAREHIER (B8) BRARABTZAREHL  BERFEFOMRRME @ FEHH ' g f . . .
MR 2 IR B ERAKE B2 BT - R e R L LI

2. | hereby agree that the 12-month interest-free monthly instalment plan is subject to account status ) ) : ) :
checking, and final acceptance by Citibank (Hong Kong) Limited and Diners Club International (H.K.) Ltd. e ?nt};i:hez::stic:: Z?zhﬂz;?si:zya: drzipnedcitﬂg;Ehfhlziinll?sgh}z/zi\;vizinsg;i Crelcaeilse vt el dite
AARE2M8 5 %8 B HABTR B I - BRFES DRRTE - RESIEMRT(ES) PR A - X IR A T 5]+ S 2 5% o [PIRETETE
BRAR / KRIEFALER (B8) BRQAAEAEZARAFES - PASRER

3. | hereby agree that all my monthly instalment payments are irrevocable and the details thereof cannot be

altered by me. ) L ; y AT "
EAREEL R R THERE NS R EREATY any further disputes on the Bupa intlcal Essential Care, | will contact Bupa (Asia) Limited directly.
== 0o J st 3 AT s BE =
4. inizb;/nzarte;s;:jtcgtde gizi)luonitstanding amount will become immediately due upon cancellation of my ?;)\EE{;‘(EEgg?ggﬁgé;ggg{émég%%;{&ﬂgéﬁi)\g’}gggg?ﬁjﬂﬁ)géz
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8. | hereby agree that Bupa Critical Essential Care is provided and underwritten by Bupa (Asia) Limited.
Bupa (Asia) Limited is solely responsible for all obligations and liabilities relating to the Scheme. For

To: Bupa (Asia) Limited 2 : {748 (ZEM) BIR A
| hereby agree that no refund will be permitted if termination from Member(s) occur(s) during the Contract Year.

AANBBNGEEANFERRLE FIERBETEERE -
Citibank Credit Cardholder's / Diners Club Cardmember's Signature M RITEAFE R /| AKRERIAGEHE

(Signature must be the same as the signature on your Citibank Credit Card / Diners Club Card X Date:
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Citibank Credit Card is issued by Citibank (Hong Kong) Limited
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For Bupa use only R 5 A
Bupa Critical Essential Care
Membership No Authorised Code: Date:
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Bupa (Asia) Limited R4 (ZEH) BRAF

Address tE: 18/F, DCH Commercial Centre, 25 Westlands Road, Quarry Bay, Hong Kong BU a 1ﬁm
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Telephone E5%: (852) 2517 5175 Facsimile f52:(852) 2548 1848

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