Bupa Crystal Health Insurance Scheme Registration Variation Form

RAREEERRERE FH BT EEE

Subscriber's Name Day Time Contact Tel. No.
BRERALES H B4 B RE RS
Fax No.
Membership No. (16 digits) RIS
SRR (16 (18F) Email Address

T O et O O O O

Types of Cha nges FXER (Please tick the change(s) and fill in the details as required FZ£/EZ 2017 WIAZ 75 EHY )

Spouse must be aged 18 to 59, and unmarried child(ren) must be aged under 18 or below 23 if in full time education. BB i 247871825955 e A48 T & & i 478 /31857 A T 8k235 A T 2 & B |84
* For spouse, please submit the copy of HKID Card / Passport; for child, please submit the copy of birth certificate to Bupa. #iE RIS 2 F/E 5 17iE / i RREIA KT & H A R EI A B RIE -

Date of Birth Smoker Country of
Surname Given Name HPKa'st Coar;:dNNol.);*/ enm Weight Height | (Y/N) Residence*
# & Sex | #w#EHHEHEE/ | D / M /Y [ LT TR (if not HK)
(Same as HKID Card /Passport 5% (/3% / &R | 143 HRE B/ A /& | kg2F) | (ma%) | (/&) |EEER: (uEss)

Spouse FifE

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. B 3F& BFRIABERA - BEME (M) RRBREBERMEREZRERER  NEBRFERXREHUEENEE -

Please tick the NEW choice fERA#TEIE 2 =AML [v/ 15

Hospital and Surgical Benefit Xz & FHi{RIE O Changeto 24 : O 100% reimbursement -+ ("
Optional Benefit : 1. Clinical Benefit PI{RE O Addas #inA": O 100% reimbursement + 2 fE
HEREERA O Changeto 2% : O 100% reimbursement -+ & {&*
O Cancel 3%
2. Hospital Cash Benefit (£t &{RE O Add s O Cancel B4

* 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. & & 8 #¥T{REFERATRERE AKX - FIEEA KK B RIS BEF SRS ISRIRATREREIERHE -

Subscription submitted with this form HKS

ERIEAFERN 2 REEE
O by Che&ue = Cht—.;gue No.: O by Citibank Credit Card 12-month - Plesae enclose with completed 12-month Interest-free
AL ZHN — X Ehs interest-free monthly instalment ~ Monthly Instalment Plan Agreement
by Credit Card - Please enclose with completed Credit Card Authorisation Form LATEHESRTER R+ @A A% B8 B — #FEBEZZ + %8 FH5 411
O LMER RS — BEFEIEEZZEHNTHIREE D HRR R Aat IR EE
If the cheque issuer is not the Subscriber or member, please fill in the following information. # 37 22 H AW IERRAKE B » BEBATER}
Relationship with the Subscriber Reason for paying Subscription on behalf of the Subscriber
ERIRR AR REBRAZHREHREA

| hereby agree and authorise Bupa (Asia) Limited to reimburse claims payment to the account below AN /A& RFFHELRNT (BN BIRZ A4 EA AR T/~ 0

Bank Name Branch Name Account Holder's Name

SRITHE PITHEE P OEE A

AccountNo | | | | —| | | | —| | | | | | | |
PRk Bank No. SR T4 5% Branch No. 9174 %% Account No. = (515

If the above account holder is not the Subscriber or member, please fill in the following information. # it > F 0458 AW IR AREE - FEBUTER ©
Relationship with the Subscriber Reason for receiving claims payment on behalf of the Subscriber
ERRIR AR AR AR AMEREE R R A

O I 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.
AARRARUNEFEHRBAUBSAAZEFREE / ZHEEHNE - FAPHAEKTEEEREAM 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 BIEE75I8 (V) FTR B B BRI B F A KB (B E ) NGIE R BN BT

.|

Yearly by Credit Card (please attach a newly completed Credit Card Authorisation Form)
MERTEM (FEFFERZ (AR EFE)

New Address : Flat / Room Floor Block Bldg. / Mansion / House
fiip:ubils B/ = E B R /18
Court / Estate / Street District Kin./HK. /N.T.
B/ RS/ I B/ EBE R
New Telephone No.: Home : Office : Mobile Phone : Fax No :
B RS = D] FIRE: BERE
New Email Address :  Personal : Office :
FEBHUE EA NGl
Bupa (Asia) Limited &4 (ZH) HRAF
Address #i4k : 18/F, DCH Commercial Centre, 25 Westlands Road, Quarry Bay, Hong Kong
BERRBEMRFTASTEER L1812 Bupa 1%@
Telephone & 3% © (852) 2517 5333 Facsimile {2 K : (852) 2548 1848

Website #84E © www.bupa.com.hk

PAMVT
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Bupa Crystal Health Insurance Scheme

REEFEBERES

For spouse, please submit the copy of HKID Card / Passport; for child, please submit the copy of birth certificate to Bupa FEREB2EE5HH | #RA AR T ZHERIELZEREA

Registration Variation Form

_E_FIEEE H%:Z

) HKID Card No. / Date of Birth
Surname Given Name Passport No. * H4 B
<3 Membership No. Sex BB S DBRHE / D/ M/ YW
(Same as HKID Card /Passport 8% 5178 / 8 4E[E) ZERER [E3;] EREE B/, A/ %

Country of

Residence*

(if not HK)
[EEBR" WFEES)

Subscriber R A

Spouse AfB

Child 7%

Child %

# 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. Bk 3F & S RIAEEEA - BIFHER (TMN) AAHREBERMARE VEFER  RNERETEHXREHEEDAEE -

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 BEBARFREEYN  FEHZSBENIN c FEE  AUARKCHEBRZBEMRMSI B RERTF - TR -
At any time during the past seven years from the time of this Application, has/have the Member(s):
E3$nau+§ﬂﬁllﬁ’7i@z"§t¢ﬁq BERE:
. had any chronic or recurrent diseases or injuries not completely recovered?
BEEMEESEBRMRRBIRTEREZANE 2
2. had exhlblted any of the following symptoms in a repeated / persistent way?
& [ B S E IR 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
leg pain, joint pain /swelling, or umntentlonal body weight change in the past 12 months, etc.?
2 - B - A - PESKINERNE - R - MR m) - BB - REET %f%ﬂ’ﬁ g OHETR R R ADR BB - MRRME - RERER
i Eﬂiliﬁ KRB B EEH@T Bﬁﬁ"f/ﬂiﬂﬁi&iﬁ£1 ZﬂEIFHFE B8R BB E L E
3. received any in-patient treatment / operation / physiotherapy?
B REMABR LA FilT/ WA ?
4. had any medical mvestigations / examinations?
LEZERBRRE/ R
5, taken any regular medlcatlons?
Zey) 2

2 MR A

Yes &

O
O

OO¢?

00 O
00O

If your( a)nswer 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 wwhga%ap%hénent
report!
ﬁﬂ%f’]’ﬁ%%i&ﬁﬁéﬁ’] BEA [R], #FHHARFE WRMABNERREEIAE -
(Proposed) Sympt /Di Treatment / Operation / Date of D fR Name, Address and
Member(s)’ Name ymp 5’12;/ e E;gnoss Medication Onset / Recovery egree or hecovery Tel. No. of Doctor
CEgans VA% | FilT B2 e HE /A H 2 BAME - i RBEEGEAS

1/We acknowledge that Benefit is not payable under the Bupa Crystal 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. [/We have read and agreed to be bound by the terms and conditions of the Contract of Bupa Crystal 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.

1/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 ir ion concerning the ber(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.

1/We hereby authorise Bupa to appoint Registered Medical Practitioners, Hospitals, Registered Chinese Medicine Practitioners, Physiotherapists, Chiropractors, Qualified Nurses, cancer centres, day case centres, diabetic centres, dental centres, wellness centres as well as
imaging and laboratory centres to provide CrystalNet 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 CrystalNet Service Providers by the Member(s)

1, 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 | BESMERERESYRBRRENERAT - LERMERSGAARE S 2 KR  BEREOERMNEI K2 BEER - —#TFRE - RIEAA / ESERRFRARFESHDMERIEEMD - KA | BER - BAA | TEMAMALE - ABER AR 2 — &

ﬁggﬁ%;%ﬁ;ﬁiﬂgﬂﬂghﬁ?%ﬁ@ﬂi}\la%&Wﬁnﬁz‘zWFﬁﬁ‘JﬁZxﬁtﬁ/\Z{gEﬁX&&Qﬁéﬁ‘t —BRAEAA / FEXL ZW\/E%E%ﬂaﬁﬁﬂ%gfﬁtﬁaamgﬁﬁﬁﬁ"#ﬂzﬁ'%m&*ﬂlﬁll TREAFFRAZ RERAREEFEREA /

ZF)\/E%EHE%M"IR% ﬁﬁ%ﬁﬁaﬁﬂﬁ%*ﬂﬁﬁ%%d@ﬁﬁz}fﬁﬁﬁﬁrﬁﬁﬁm BARH - Ria FREBEROAL/HEE  BREZRBAEAER (NER) REMRRENE= %(E%rﬁiﬁlﬁlj@f"&\“ﬁ?ﬁﬁﬁﬁﬁ&ﬁ%fﬁ?ﬁ@&? REBNTRGEEE)  BIEEE
ARERRUAMARRRUERREIAMNABRBERRRY HEERHERAMZHTRE  RAKSAREAA/ZSHE - ANEEREREZNREERBABACANNGENBAAZH  FRRMREEARARERE (F
) BRA 7§r§uﬁﬁ?ﬁﬂ%%?ﬁkaﬁﬁ%%bﬂ&% (I)\@WL%E&J L8

ANEERERERARAZEEMRAR - CEMRE - A BB QBRRES  BERL  BERL F}ﬂvﬁﬁ REEPL - BPEREBFOXERBYABEREREBAZENBZRBTRE - AANBSARLAE

FERBRD
ﬁ%§&2ﬁﬁ&ﬁ%kiﬁ§mﬁmuﬁwﬁAﬁmFRTWW& HEEREMSYRBRRBEEBMEL PR  RE—BTEAER
AAERBRRABB L BEDFARRRERATIH 2 18FA TR EAZ BAREE -

Subscriber's Signature #RA%E Member's Signature (aged 18 or above) #1855 > #EHE

X X

(Name #£4: ) (Name #£4: )
Member's Signature (aged 18 or above) Fif185s L2 @ E%E Member's Signature (aged 18 or above) #1852 @EHE

X X

(Name #4%: ) (Name 24: )
/b L i

Member's Signature (aged 18 or above) 185N L2 € ESE Date B

X

(Name #4: )

To protect your interest, please return this original form with your signature to Bupa. 5REM T 13 FEARBIFEBABIERME -

Agent's / Broker's / Telesales” Name (if applicable and must be completed by Subscriber) Agent's / Broker's / Telesales Code 112 A / B8R / & EHEMRIR

RIEBA /B SERRGD (WEARSERRERAER)

Agent's / Broker's / Telesales' Name and Contact Tel. No. RI2A / BRI / & XK BE B 515

OP/BCNRV/1209



