Bupa Care Health Insurance Scheme
RV EREBERRETS Direct Debit Authorisation Form B RRES

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.

EEBLABERNTH - FARMFIEREERNLE - WK TR REAEFZR R o

(" Name of party to be credited (The beneficiary) Bank No. Branch No. Account No.
Rz~ (BN ROEE | AOER | WRPORS
BUPA (ASIA) LIMITED o|o|4|/4|9|9|2|1]5/0]0|2]|0]|0]1

|/ We hereby authorise my / our below named Bank to effect transfers from my / our account to ~ ANA / BERBEARA | BEZ TiliRT © (REZZATRKETAAN / TEFRITZ
that of the above named beneficiary in accordance with such instructions as my / our Bank may ~ $87R) BAA / BE 2P ONERT LA ©

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 AN/ EBERBAN BEZRITRAREZSERBASEERTAN/BEE -
transfer has been given to me / us. e . . R . -
|/ We jointly and severally accept full responsibility for any overdraft (or increase in existing overdraft) ﬁuﬁ%%‘ﬁ'ﬁﬁﬁ%z’&i\ E%Z)E AHRES (RRR BB - AN/ EE
on my / our account which may arise as a result of any such transfer(s). R R EBRERZHAL

I/ We agree that should there be insufficient funds in my / our account to meet any transfer hereby A / BERFABAA / BEE 2 POV ERWFIE N ZSEEEE - AN/ EE2
authorised, my / our Bank shall be entitled, in its discretion, not to effect such transfer in which ~ SRTTHE#RN TR - BIRITAIUEVIE S 2 Y& - 30 A BERS DA — 2 B33 @ ANBUE AR
event the Bank may make the usual charge and that it may cancel this authorisation at any time ~ X% -

on one week's written notice.

This authorisation shall have effect until further notice. AEEESBELIREESTRAARL -

I/ We agree that any notice of cancellation or variation of this authorisation which | / we may give to ~ ANA / BERE * AA / BEEUESCE AR E 2 (EMBA - BRBUY / EEER
my / our Bank shall be given at least two working days prior to the date on which such cancellation/ B&IRIEIIERAIRZR FAA / BEEZIRTT °

variation is to take effect.

My / Our Bank and Branch Name Bank No. Branch No. | My / Our Account No.
KNI BEZRITEATTEE IRITHRSRE DITHRR KA BEEZP AR
My / Our name as recorded on Statement / Passbook My / Our Signature(s) HKID Card No. / Passport No.
KNI BEERE | FREZHES KRNI BEZHEER BB BIRES / ERIRS
X
My / Our address as recorded on Statement / Passbook Date HEF (DD /MM /YY B/ A/ %)
KNI BEERE | TR L2t
Debtor's Name (If other than account holder) Membership No. (Debtor's Reference)
BEAZIES CGRIEFPAFKEAN) ‘ggfﬁrﬁ (Eiﬁrﬁi{) | | |
If the account holder is not the applicant/Subscriber, please fill in the following information. &7 B8 AWIERFEA/ZRA - BEBUTER} ©
Relationship with the applicant/Subscriber Reason for paying Subscription on behalf of the applicant / Subscriber
BN/ RIRABER REBAMIRRAZSRENREE
For bank use only $817E A Signature Verified X E%E
Notes: 1. The box marked 'Membership No." to be completed by Bupa. M - 1. @EET —WBRIDES -
2. The signature on this authorisation form must be the same as the signature of your Bank Account. 2 ENERRBAN 2 BZEEANARE T 2 RITPOR 2 HEEF -

Bupa (Asia) Limited R4 (M) BRDF

Address #4ik: 18/F, DCH Commercial Centre, 25 Westlands Road, Quarry Bay, Hong Kong Bupa 1£m
EBHBOREMK 255K RETREF L1812

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

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

Bupa Care Health Insurance Scheme
R ERBERRES Credit Card Authorisation Form f§ iR A RR#EE

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. If you have faxed this form to Bupa, please do not return it to us by mail again
ERBEUEARAN  FREMREREERXCELREURY - ELEBEMRISHENT - FERFEMERLE

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

Cardholder’s Name HKID Card No. Credit Card Account No. Credit Card Expiry Date {5~ Z|2H
RFRAMR BB S DB ERRF 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. X AZEERM (M) BRRARMAANGARFOBEINEMRELE  EES/TEA (HKS 7##)

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

BERRFAEALFRBA/IRRAIEGE - FEBUTER -

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

HEREA/RRARBER REBA/BERAZNRENREA
I hereby confirm to pay the Subscription due of Bupa Care Health Insurance Scheme for the applicant/ Subscriber, (Mr / Mrs / Ms) with HKID Card No.
AAREREERBAMRAZ ZBEG 2 ROLEREERREAERESTE (S5 I KK/ &%) ERH BRI

Cardholder's Signature £~ A% Contact Phone No. B4 & & 575 Date BH1 (DD /MM /YY B / A / &)

X

For Bupa use only {RiHE A

Bupa Care Membership No. {RIA%EFE (S B 75 : Authorised Code RS :

Subscription {RE (HKS &) : Date HHf :

Bupa (Asia) Limited R4 (M) BRA A

Address #k: 18/F, DCH Commercial Centre, 25 Westlands Road, Quarry Bay, Hong Kong BU a 1715\m
BB RBERE 25T ASTEESR L1812

85
Telephone ®:%: (852) 2517 5175 Facsimile {#H: (852) 2548 1848
Website #811: www.bupa.com.hk

MP007/9/1110





