Bupa Care Health Insurance Scheme

RALREEEBRREE

Registration Variation Form

BERERHE

(To protect your interest, please return this original form with your signature to Bupa. 5REM T W @ FEARBELAEBRAEIE R

Subscriber’s Name

Day Time Contact Tel. No.

RIRALES H B 4% B AR A
Fax No.

Membership No. (16 digits) BRERE

GEHE (16 (1T Email Address

| Ehisiuhis

Types Of Cha nges E E& IE H  (Please tick the changel(s) and fill in the details as required 757 & 205517 WA 73 EF#Y)

~

O I Addition OI: Dependant ﬁﬂﬂ&fﬁﬁk (Health Declaration must be completed 4 ZFEE (Z/FE 5 )

Spouse must be aged 18 to 59, and unmarried child(ren) must be aged under 18 or below 23 if in full time education. EBFEMENF18E 595 M AIEF L FERMNAER 85 FTR235U 2 2 BHlZE
** For spouse, please submit the copy of HKID Card / Passport; for child, please submit the copy of birth certificate to Bupa. 53 RIEE 2 &/ 517 / il FREIA K F & H A F A& IR BRI

) HKID Card No./ Date of Birth . . Smoker Country of
Surname Given Name Birth Certificate No.** Y B Weight Height (Y/N) Residence*
£ Sex EB5(HEE/ | DD /MM / YY s 55 RIEE (if not HK)
(Same as HKID Card / Birth Certificate &£ 5(7:E / A EHBER)| 5] | wemmagm> | 8/ A £ | kA7) | mdD) | (@) |[EEER ()

Spouse #ifE

Child F%

Child 7%

# Unless otherwise specified by Member in writing, Inter Partner Assistance Hong Kong Limited will consider Hong Kong as the Country of Residence of all Members and repatriate relevant Members to Hong Kong

when Medically Necessary. B 3E® BRI A BEBA - BERE (BM) FRAASREFERMACEZEARR  NEBRTERNEXRAMEELEE -
(Health Declaration must be completed for new choice with item marked with "+". The new benefit will be effective

' a =
O 1l Change of Benefit EHRE ., icvioe of rommnn] ifapproved. % /+) SWITEALAABRELES  —THE - FREBFHERTLH o )

w

* Please tick the NEW plan iRtz =AML [v] 3
O

O Plan 1 5t&|— Private LR 5E O Plan 2 5t&|= Semi-Private ¥f.X%E Plan 3 5t&|= Ward XE

Addition / Cancellation of Optional Benefit # =L BUH B 2R E1E B
(O  Clinical Benefit FiRf (O  Other 4t :
O *Add = O  Cancel B O *add
(O Hospital Cash Benefit {FBtiR (R s
* 48 S
O *Add #m O cancel B4 O Cancel
(O  Supplementary Major Medical Benefit fi}n% (5% (age must be below 60 & A R605TAT) BUH
O *Add #m (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. & & B #¥T{RISFEEATREZE AA - FIAEALEMB RIS BB IIE G ARMREREIER(E -

Subscription submitted with this form HKS
BRI FRFERM L2 REBE

by Cheque Cheque no.: O by Credit Card - Please enclose with a completed Credit Card Authorisation Form
VAR A1 X RS MERREN — BHRBEZ 2 ERRIRERES

If the cheque issuer is not the Subscriber or Member, please fill in the following information. % 32 528 H AW SERIR A E S -
Relationship with the Subscriber
SR RARIR

FHBATER -
Reason for paying Subscription on behalf of the Subscriber

RERASZRENR

(O 1II. Application for e-Statement Service #¥EF4EREH

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.
FAERARUNEFEHERBAUNSEIAZETRMHRE /| ZEEANE - AP HAKTEERRERR 2 BRE ZHELNE -
e-statement notification sent to the email address stated in section IV below (choose one) O Office email address
LATRFI B PIE(IV) PR Y B B R B F A kB A (B H —) AR BE M

Personal email address
B AEE

(O IV.Change of Correspondence Address / Telephone No. / Email Address EXiEsh it | E5%1E | EHibit

New Address : Flat / Room Floor Block
fripaukels B/ = B B

Bldg. / Mansion / House Court / Estate / Street

KE /& M /RS i

District Kin. /HK./N.T.

HlE JUBE | BB | R
New Telephone No.: Home : Office : Mobile Phone : Fax No. :
B EGRES IE N FIRER HAERE
New Email Address :  Personal : Office :
FTEBHUE TEA NGl

Bupa (Asia) Limited ®# (ZE#) HRAR

Address #4E : 18/F, DCH Commercial Centre, 25 Westlands Road, Quarry Bay, Hong Kong
ERBSBENRDFASITHED L1812

Telephone B 5 : (852) 2517 5333 Facsimile f#5& : (852) 2548 1848

Website #8341 : www.bupa.com.hk

Bupa | "16

PAMVT

OP/BCRV/1211 - 0.5K Bupa Care



(O V. Change of Member(s) Details EX28&%

** For spouse, please submit the copy of HKID Card / Passport; for child, please submit the copy of birth certificate to Bupa. & RE/E 2 E4 510 E | EHRaIA T4 4B E 2342 BIURIA

HKID Card No./ Date of Birth Country of

Surname Given Name Birth Certificate No.** e Residencet

1 Membership No. Sex BB S DB / DD MM YY _(if not HK) .
(%mmstCmW&MWHMQ&ﬁé%%ﬁﬁwﬂﬁ%%@@ SEESR H5) 4 R B A & | EEER EEH)

Subscriber R A

Spouse FifE

Child %=

Child %=

# Unless otherwise specified by Member in writing, Inter Partner Assistance Hong Kong Limited will consider Hong Kong as the Country of Residence of all Members and repatriate relevant Members to Hong Kong

when Medically Necessary. B 3F & BRI A EEmA - BEREKE (BM) BRATDBREZTEAMBCEZEGHER NEBEFERXAREWTEEEE -

_
O VI. Other Changes HWEH (please specify the details 7:7475/%7 )

~
H ea Ith Dec Ia rati on ﬁ E% Hﬂ To protect your interest, please return this original form with your signature to Bupa. AR/ T & BHAEREXBEERELERE

Height 57 cmAH / ftR | Weight 12E kgAfF / Ib

Please note that non-disclosure of health information may result in the Contract being void and / or claims ineligible for assessment / reimbursement.
IR EARERE RERRIIERSERA BN | IRERF AT ERERZ / BFE -

1) At any time during the past seven years from the time of this Application, has / have the (Proposed) Member(s): Yes £ No &
MEFEERNBEEFA - () BERE:
1.1 had any chronic or recurrent diseases, injuries not completely recovered or diagnosed as a Hepatitis B carrier ? @) @)

LREEMEUEREBRERR  AE2REZAIEHEL AT AFRE?

1.2 exhibited any of the following symptoms in a repeated / persistent way? &7 / #48 HR A THEE ?
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.?
R SEE - SRE - WRSENE - AR - MERLMm) - BISERK  RREHT KRB - HE OBETR B EE  IUR 25 - MRSUNE - BFERE
I BEPREREE - K28 - SR - IBRRAS - RN / EARSUBER12EAEEIBH I BERLE ?

1.3 received any in-patient treatment / operation / physiotherapy? & S {Ea ABt2ia | Fili / ¥32ak?

1.4 had any medical investigations / examinations or is there a foreseeable need for these in future? S48 TAIBERS / BB AIEHEBRELES?

1.5 taken any regular medications? & 5 #ifR A )2

2)  Was(Were) the (Proposed) Memberl(s) born before 37 weeks or after 42 weeks of pregnancy? (Applicable to the (Proposed) Member(s) aged 15
days to 24 months only) (%)&8R2ENER3I7TEAK42EEEA? (RERRERNTISBE24EANE)ESR)

O
O

0000
0000

With attachment

If the (Proposed) Member(s) answered YES to any of the above questions, please give details of the medical condition(s) in the table below and S AT
also provide a copy of the relevant medical report(s). If the space below is insufficient, please fill in the Supplementary Health Declaration Form. ZR=
MECEBEFRUALEAEENEESR [R] » BRTRIEEBFHE - LHREAPDNERRERES - MRETBER  FRESHITRERHAR - O
(Proposed) Member(s) Name| ~ Symptom / Diagnosis | Investigation and its result / Treatment / Operation / Medication | Date of onset / recovery | Fully recovered 2 5% &€ Name, Address and Tel. No. of Doctor
(B)gaMA == WEREER AR Fir/ &9 REAH/ AREH (Yes/No 2/%) AR MU REESS

Declaration & Hf

| / We acknowledge that Benefit is not payable under Bupa Care 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 / us in this application and accepted by Bupa. | / We declare that, to the best of my / our knowledge and
belief, the statements contained in this application are true and complete. | / We acknowledge that Bupa reserves the right to ask for submission of more details of health status or medical reports of me /
us and 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 this Scheme and | / 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.

KA | BERERRBRIDLE Jﬁfﬁéﬁﬁﬁ’ ‘fi‘ ( ( LB ) ARE - RERERSGEAE E%ZJ’%F BEREMEAMSI B BRER - — 2T FRE  BRIEAA | EEEABERACDFA7 LIS
RIEEER © AN | SFRH - BN | BSMAME - ARFEE AR 8RN  9BEE - KA /| BSERROAEZKEHE S BAANESRNEH ﬁWFﬁWﬁZxﬁ%%/\ZfL?HNR&
BRE - —BEARAA/BEXN - AA/E SEAETRE B F I Jri‘JZ%ﬂ%?K&iEEHU YR $$uﬁ%ﬁ2&ﬁgﬁﬂ&@ SERAA L %%Eﬁiﬁ’fEZFﬁPﬁ T/\”]Z$ B

Personal Information Collection Statement {8 A & #Hii &£ 2 if

Purposes: | / We understand and agree that all personal information relating to me / any Member collected or held by Bupa, whether contained in this application, or obtained in any claim processing
procedure or otherwise from time to time, may be used by Bupa for the purposes of (1) processing this application and providing subsequent services; (2) processing any claims analysis and/or medical or
other insurance-related checks; (3) provision and design of products and services of Bupa or any of its group companies; (4) marketing of products and services of Bupa or any of its group companies (but
not other persons or organisations); (5) data matching, statistics and research; (6) communication with me / any Member in relation to any of the purposes set out in this statement; and (7) satisfying any
applicable legal or regulatory requirements.

Classes of data transferees: | / We further agree that such personal information may be transferred for the purposes as specified above to any of the following parties (within or outside Hong Kong): any
group company of Bupa, any insurance intermediary as authorised by myself, any reinsurance company, any claims investigation company, any service provider providing services to Bupa, any association or
federation relating to the insurance industry or any person or organisation as required by law.

Consequences of non-provision of personal information: | / We understand that Bupa may be unable to process this application or maintain the insurance under this application if | fail to provide any
information requested in this application or otherwise by Bupa.

My rights in respect of my personal information: | / We further understand that (1) under the Personal Data (Privacy) Ordinance, | / we shall have the right to request access to and correction of any
personal information concerning me / any Member provided to Bupa; and that all such requests can be made in writing and addressed to the Personal Data Privacy Officer of Bupa at 18/F, DCH Commercial
Centre, 25 Westlands Road, Quarry Bay, Hong Kong or by other means as Bupa may notify me / us from time to time; and (2) | / we can contact Bupa's Customer Care helpdesk on 2517 5333 for any
enquiries about the Personal Information Collection Statement.

A AN | BERARFABREEBILRE - EARERFIEMEETRERESSE 2 A ERANA / EAESMEAZRR - aIfURAEATAE0) BRI R EREAERIRG § (2) REERR
EAM R / HEBFEREMRREENER (3) R KRS Jrf%’flﬂ_}@ﬁ%l%?ﬁmiun&}?ﬁ% (4) HEER M E R EEENE R RRS(ET S BIEEL A T S#E) : (5) ERAZE - fiat R ¢ (6) Bt
(ERIAR AR PR e AR AN / (E & BEHAE ¢ R(7) BpAREEEK -

BRRBARER - AN/ BEINRBZEEAE AT E LSRR T A TRE(ETBHEAZEID) - EARANEERE RAZENRBRTNA - BREAR - BERAERF - ARAEREREH
HEERHAE - REQE S RS %/XEEIE’MIHA:EYEIF ©

RERUBABTROER : AN/ BEABEAAN / BETERFUL R FRRIAZ RO EMER - RIGTREER IR 1L B 3 RARBIR il RSN AIRR o
HREARBORF - AL | EEHE() $ETF1I/\§H(%LF‘B)M’?"J $)\ | BEBRESHREERAMBERRAA / EAR8NERMEALR - BRENRE ?5(1111%*51!/\§*4%L|‘3$EH& I RE
BRRBEMK25RAETHED L1818 » RRRETEBHMAA / EENEMBITER + RQ) KA / BSNEEAE K EBAF ERIEH - T@(E@f%ﬁlﬁ’]@ﬁﬁﬁﬁ?ﬁ%ﬁZS] 75

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

RAERERA - ABRRAKRULFTBIRFERASL 2185 A TR B ARLBARES -

Subscriber's Signature ¥R AZEE Member's Signature (aged 18 or above) Member's Signature (aged 18 or above) Date HEj (DD/MM/YY B/ A/%)
Fm18mI A L BEERE Fm18mI N 2 BEERE

X X X X

(Name #£4 : ) (Name #£ : ) (Name #£ : )

To protect your interest, please return this original form with your signature to Bupa. REM T H##3% » FEARBEFEBAELIERME -

Agent's / Broker's / Telesales’ Name (if applicable and must be completed by Subscriber) Agent's / Broker's / Telesales Code {32 A / BT / & %R KR
RIEA /B EERRMS (WERRVERRERAER)

Agent's / Broker's / Telesales' Name and Contact Tel. No. K32 A / M / & KR BHE B 515

OP/BCRV/1211 - 0.5K Bupa Care



