BUPA CARE HEALTHNET HEALTH INSURANCE SCHEME
APPLICATION FORM

RHEREEERETEIRE

To ensure your cover can take effect on the first day of the following month, please send us the completed
application form at least 5 working days prior to the end of the month. Applications are subject to
underwriting.

WA KIE T A—SRAR - SR EZNRRERN ABENRDSETERTER © Fi7A B EURBEZIRIAEAEMN -

Please complete this form in ENGLISH and BLOCK LETTERS. Please tick as appropriate.
BARIE#E L ARBFER - WHEAMA M [v] 5 -

For Bupa use only {RIAEH
Contract No. & #4R5% :
Effective Date A3 HEf :

| Details of Applicant EBEE A& #} (Applicant must be aged 18 to 59 years 525 A F ik %78 518 5957)
Surname | Given Name (Same as HKID Card) | Sex | HKID Card No. / Passport No. | Date of Birth {4 H £ | Height Weight Marital Status (Optional) | Smoker
F (REBSHEER) MRl | BEFHOBERE / ERRS DDE | MMA | YY& | 55 #BE EIRAAOR (AIEEEE) WEE
om 9 Lsingle &5 [ves =
ijt Alb [ IMarried B1& [JNo &
R # | [JWith children 5F%
Home Flat / Room Floor Block Correspondence  Flat / Room Floor Block
Address  EBfi/ZE % e Address B/ E B8 23
A Bldg. / Mansion / House ’E"ﬂﬁﬂﬂt Bldg. / Mansion / House
KE/ ;@ (If different from KE/ @
Homgéddress
Court / Estate / Street EREEITR) Court / Estate / Street
M/ B #rE M/ B/ #rE
District Kin / HK /NT District Kin / HK / NT
& NEE/ BB #R & NEE /BB R

Country of Residence E{EEXR*
(If not in Hong Kong 3E &%)

Business Nature ¥7#414&

Home / Office Phone No. £ / A & & ;&5 15

E-mail Address & #h i~

Job Position Bifiz

Home / Office Fax No. (¥ / R A{EE5IE

Mobile Phone No. F12E 5715

* Unless requested below, Bupa will send the claims statement and Shortfall invoice, if applicable, by email only. No printed copy will be provided.
MRIERBREUATER  GHEFUERFXBXETERENZFEENE (WER)  MAFRHEFIEDE -
[] Please send me printed copies of the claims statement and Shortfall invoice, if applicable. s EEMELEBAE (WER) 2 HIEIARSLERA

# 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.
BIESBRRIAEmBM - BERIE (TM) BRAFTBREBEAMESELEERR NEABRTERXREHBEEREE -

Application for Family Member(s) FKEEIR{R (f applicable 0 )
Surname | Given Name % Sex | HKID Card No. / Date of Birth HAEHH | Height Weight Smoker | Subscription Due

(Same as HKID Card / 5] | Birth Certificate No. | (OD/MM/YYE/A/F) 55 BE (Yes/No) | fESiR B &40
Birth Certificate S B () SRR TE WiEE
BESNOE L RHEIER) Eﬁ%&g%g ! 7

Applicant #13 (Details as above / ERIF E)

= cm 2% kg 2AfT

% Spouse EifE R b B

© R cm 25 kg AT

g@ Child 7% R b &

Q3¢ K cm 2% kg AT

[

&1 Child 7% ft R Ib

Spouse must be aged 18 to 59 years and unmarried children must be aged 15 days to L.
17 years or below 23 years if in full-time education. &O;i:%%négl Subscription ,'-él;:
BBEFE NN T18E 595 M AR IE T X B N A RIS H E75E 23N T2 2 BHIE 4 ©

Choice of Cover #%{RIEH

Core Benefit X Z{R[E Optional Benefit [i&EIMRE Benefit Level fREEZ AL (Choose one {EifH—)

Hospital and Surgical Benefit {£fz & F iR + | [] Hospital Cash Benefit {(£fT3E & {RF% [JPlan %ﬁgj 1 Priva.te TL%%\ _
Clinical Benefit FI2R[E ] Supplementory Major Medical Benefit i B /E{RFE []Plan 5t#] 2 Semi-private #7157

[IPlan 5t&] 3 Ward A5

Payment Method #fHR&EH %

Remarks &

Please attach a cheque made payable to “Bupa (Asia) Limited”
BEXRREARR - XERBEAR [RE (M) BRAF]

Payment Method #ifH{R & 7574

[] Cheque %%
Bank Name k1754 7%
Cheque No. 3 Z5:15

] Credit Card =8+

Payment Frequency SR EF
Yearly G4

Please attach a completed Credit Card Authorisation Form
EEREZERRIREEESE

Please attach a completed Interest-free Installment Plan Application Form
BEREZZ 2B HBNFGHBIRBERETE

If the cheque issuer is not the applicant or Proposed Member, please fill in the following information. EXEHH A FHFARESE  FEBUTER -
Relationship with the applicant Reason for paying Subscription on behalf of the applicant

SEEPFHARIEK REFAZMNRENRE

[] Interest-free Instalment Payment % 8.5 B3k

Bank Account for Reimbursement {1 {§ZR1TEO

Claims payment will be reimbursed by autopay only. B {E7E LA G EER TR ©

| hereby agree and authorise Bupa (Asia) Limited to reimburse claims payment to the account below. X A BE K ZERAE (TH) BRADEHERBEKEBAUTED -
Account Holder's Name FA#A A% ‘ HKID Card No. &% & ) #5515

Personal local savings / current account number (HK$ only) A Z % / ERBITEORE (RRBE)
Bank Name Bank No. Account No.

RITHHE RITRIE FOstEs

N T N N B

If the above account holder is not the applicant, please fill in the following information.
BELMZFORBALFRFBA FEEUATESR -
Relationship with the applicant

BB ABER

Reason for receiving claims payment on behalf of the applicant
B AEREE R R A

N T N O Y
TRRIEAED

MPO016/10/1111/2K @Printed on recycled paper MEE4LENRFI



Health Declaration f&EE$8H

Please note that non-disclosure of health information may result in the Contract being void and / or claims ineligible for assessment / reimbursement.

FEE  EARERE BRI EREEHA VBN | IRERB AT ERIERZ/ BE -

1 At any time during the past seven years from the time of this Application, has / have the applicant / Proposed Member(s): -
B RATNAE CER  BRA EEERT Yes& No&
1.1 had any chronic or recurrent diseases, injuries not completely recovered or diagnosed as a Hepatitis B carrier? ] ]
BEEEAIEGUERERIER RE2REZAGIED BLAFASREE ?
1.2 exhibited any of the following symptoms in a repeated / persistent way? %78 / #5485 H A TE# 2 ] ]

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?
BE - TEE - EE - MRSOEE - KR - Mg - BUsEm - RRELDT  ARAE - HiE  OMETR B IR DR B8 - MRSE - EFREM -
PEPRIEE - K58 - 8O - EBRE - BRETR / JEIRSGBE12EAFERIER BEEMLSE ?

1.3 received any in-patient treatment / operation / physiotherapy? @& (T ABei2:a / Filt / YIsass ?

1.4 had any medical investigations / examinations or is there a foreseeable need for these in future? (485 (8 E G / RSl TERME B R A TR ?

1.5 taken any regular medications? & 5E HiBR A% ?

Was(Were) the Proposed Member(s) born before 37 weeks or after 42 weeks of pregnancy? (Applicable to the Proposed Member(s) aged 15 days

to 24 months only)

HRERENERI7TEARNRI2FREE? (REBARFRNFISHE24EAN%ERE)

If the applicant / any one of the Proposed Members answered YES to any of the above questions, please give details of the medical condition(s) in the table

below and also provide a copy of the relevant medical report(s). If the space below is insufficient, please fill in the Supplementary Health Declaration Form.

WRPHFA [ ET—EFE - U LEARMBENEES (] - SRTRFIHEFFE - LHERERNERRERF - WRBETHER - SRESHTRRENEK -

Ooof
Ooof

N

Applicant B A Proposed Member & & Proposed Member %& &
Name %
Symptom / Diagnosis
=Y

Investigation and its result /
Treatment / Operation / Medication
REREER RF Fili 1 89

Date of onset &% A
Date of recovery &R A

Fully recovered (Yes / No?)

ERERFEE (R/E?)

Name, Address and Tel. No. of Doctor
BRI REERS

Declaration and Authorisation 80 % 84

| / We acknowledge that Benefit is not payable under Bupa Care HealthNet 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 the dependant(s) as listed in this 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.

| / We hereby authorise Bupa to appoint Registered Medical Practitioners, Physiotherapists, Chiropractors, dental centres, wellness centres as well as imaging and laboratory
centres to provide HealthNet Benefit and to do all things and acts incidental to such appointment for the Member(s). | / 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
HealthNet Service Providers by the Member(s).

AA /I BEERARE [ROFRE] BRAEHE ([518]) 8T - AVERERRANESEZRE  BEXHMRAMSIBZEBRER  —E T THRE  BIFAA | BZELRFERABFAT
S RIGED « AN/ BSBH - AN / TEMAME - ARGER AR —EH  HEETE - AN/ EEHRROERELREHESEUAAN | BEERNARBRAMIIEZ ZHEA
Z RN R B R *tﬂfﬁ)ﬂ&lzﬁ}\/%%ﬁﬁ o AN/ BFEBMFLFBTE T B2 SERRMAY - YRBARBFRAZERBARBEEARA / BEERRAZBATEIE K2R

AN BSHERERARKBEEEMARE - YITAKRE - B8 TR2AH  REPORTERRTOURE [HERE] REBZEEMRBEZRETEE - K)\ | BEEERARBARBILREZF
RRABPRE DENRIBAER A BOERTMEL - & BmEHARREHEMMELZER  RE—BTE8E -

Personal Information Collection Statement BA &R kLA

Purpose: | / 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 purpose 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 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.

Voluntary provision of additional personal information for direct marketing purposes: | understand that information regarding my marital status is intended to be used for
direct marketing purposes and that provision of such information is optional.

AR AN/ BEHARABRNBBILTE EAREEFIEMAETHRERSEZMEEEAA / EEEH
AIREIMR / 3 &Eﬁi%%jzﬁﬁm%ﬁﬁﬁﬁméﬁ Q) BHERFHRALHEEARBNER LIRS  (4) HEEAHES
7 (6) MAEAARRAFAMENAREAA / ERERELE - R (7) BPEEIEEER -

BREBANER : AN / EETRABZSEAANTE LR ASRRET A TERE EEBEARHEIN - EARBNEERE - AAZENRRTNA - BREQF - BEAZAR - BRMARERHE
RS a0 AE R et - f%ﬁﬁ%%ﬁ‘}zﬁ# &iégim&'ﬂ}\t‘iﬁ% °

RERBEABRNRR : XA/ BSHAREAAN/ BSTELRIWLRAE M%*E%IE’JEMQM RIATRERIE UL AT ©

EREAERNER KA/ ESH EI(1)$F<}F1[EIA§M(?LI3§) &p) - A/ BEEERSHREERMAFMSEBRAA / EE 80EREAER - BRIZKFBERRINEAERALRE Y - it
BB W 255 A ST R LI8HE - MIRRAEBAAA /E%E’Lﬁ\ﬁﬂﬁ GBER k() AN/ BSWHBANARRERREENEHN - IRERONE PRI ER2517 5333 °

BRMEREEIMIAGRMEES AR - AABHAAARRBEABMERRINEAERBERERE  YTHAAAGREERTRIZSEN -

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

RANLRFRERA - PERARKULF B RFRAFIHZ18EA TRERAGHBARSEE

AR ATERIAEA T AR () BRIZUC R RIRRERIR ¢ (2) RIEME
WNERLBRBUETE REEMALIEE) : (5) ERE - Sirt R

Applicant’s Signature BB AEE Date HEJ (DD /MM /YY H/A/HF)

X

(Name #% : )

Proposed Member's Signature (Aged 18 or above) Date HEI (DD /MM /YY H/A/%F) Proposed Member's Signature (Aged 18 or above) Date HE#f (DD /MM /YY H/A/%)
FIMBHEIN L2 EGERTE FMBHEIIA L2 EREBEE

X X

(Name #% : ) (Name #4 : )

Agent's / Broker's / Telesales' Name (If applicable and must be completed by the applicant) | Agent's / Broker's / Telesales’ Code fXIEA / EiRfS / & Z R ERMEHE
RIBA /B EERREE (NEARYUEARPFARR)

Agent’s / Broker's / Telesales’ Contact Tel. No. fXZEA / /] / & F KB B AR

MPO16/10/1111/2K @) Printed on recycled paper LI &R



BUPA CARE HEALTHNET HEALTH INSURANCE SCHEME

APPLICATION FORM
RABEREEEREEIRE

Bu%

ri6

HEBSHZH

Previous Bupa Membership No.: ‘ ‘
ARIEE BARS -

For Transfer Contract Only R

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 dgte of coverage under this Contract will be payable up to the Maximum Limit of the Contract with the lower Benefit level.
MERAIZES S - —URAIEHIZRENESORERIGBAIIEBE 2 FRSIEE 2 A EREE - BREBENAHESONME HeEET - UREERE  EHEE -

Applicant's Signature B AEE

X

Date HEf (DD /MM /YY B/ A /%)

Reminder 121

To help us process your Application quickly, please ensure that you have:

enclosed payment of the correct Subscription amount and a copy of your HKID Card or Passport
enclosed a copy of your spouse’s HKID Card or Passport if your spouse enrols

enclosed a copy of birth certificate for each of your children who you would like to enrol
initialled any amendments on this application form

HIVEE BRI BRTER R - EUt B EIER R AR AL

ERIEHZRE RENEE SN EEREIER

ERARBzEESHEREREAR (MEE—FKRR)

BREF L HEBREIR (WFZ—RRR)

MEAER REEEE

BUPA CARE HEALTHNET HEALTH INSURANCE SCHEME

CREDIT CARD AUTHORISATION FORM
REEREEBRRENSIEAFURERES

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.
FEZBRBREER [X] LB URORE - BEEFELREEEM - FEEAFOURE -

EEBUEARERK

[] Visa @

[] MasterCard

[] Diners Club

[] American Express

Cardholder’'s Name HKID Card No. Credit Card Account No.
HFRALEA BERGNERT ERRFARE

N e e

Credit Card Expiry Date A -~Z|HH
(MM /YY A15)

| hereby authorise and direct Bupa (Asia) Limited to debit the Subscription due from my credit card account on a
yearly basis until further notice. KAZEERME (TH) BRARVAANGEARFOSFINERRESTE  EES1TRM -

Total Annual Subscription F{R & 458
(HK$ &%)

If the Cardholder is not the applicant / Subscriber or Proposed Member, please fill in the following information.
EERREBEALIERBA / RRANEGE  FHEEUATER -

Relationship with the Reason for paying Subscription on

applicant / Subscriber behalf of the applicant / Subscriber

HHRFEA [ RRARBEF REBBA [ BHRAZSRENREE

[J1 hereby confirm to pay the Subscription due of Bupa Care HealthNet Health Insurance Scheme for the applicant / Subscriber (Mr / Mrs / Ms)

AARABRAFERBEA I RRAZZHEHZ [RIOFEREE] BEREFBRESE (KE/ AKX/ Zt)

with HKID Card No.
BEAEF MR

Cardholder's Signature R AZE Contact Phone No. 48 & ;&SR 15

X

DateHEI (DD /MM /YY B/ A /%)

For Bupa use only [R5 A
Bupa Care HealthNet Membership No. [{RAFEHAY | & 8 H5

Subscription R & (HK$AE) :

Bupa (Asia) Limited {Ri8 (Z)M) BRA A

Address: 18/F, DCH Commercial Centre, 25 Westlands Road, Quarry Bay, Hong Kong
ik BRI ARERMKSRARETEEP L 181

Telephone E;E: (852) 2517 5175 Facsimile {#H: (852) 2548 1848

Website #31it: www.bupa.com.hk

Authorised Code 2 :

Date HEJ (D /MM /YY B/ A/%):

MPO16/10/1111/2K @) Printed on recycled paper L& HERI



