BUPA CARE HEALTHNET HEALTH INSURANCE SCHEME BUﬁla"/L\
REGISTRATION VARIATION FORM 1210

RERRABEREEENETHF

To protect your interest, please return this original form with your signature to Bupa. BFRER TR  HEEARKERESRERERM

Subscriber’s Name Day Time Contact Tel No.
RARALER H PB4 T SR A5
Fax No.
Membership No. (16 digits ) BRI
BERR Email Address

N

H |. Addition of Dependant(s) #INF & A (Health Declaration must be completed 24 /BiE % )

Spouse must be aged 18 to 59, and unmarried child(ren) must be aged 15 days to 17 years or below 23 years if in full time education. BB i WA T18ZE 595 M A F L ik /B RIS A E17RE 23U T 2 2 B4
** For spouse, please submit the copy of HKID Card / Passport; for child, please submit the copy of birth certificate to Bupa. :5E A2 EiE F1iE | EREIA R L 4 BRHEEIAZER

f HKID Card No./ Date of Birth Smoker Country of
Surr;;me leen%Name Birth Certificate No.** AR . . (Yes /No) Residence#
, » ‘ Sex | “msgpmnE, | DD/MM/YY | Height | Weight | mysz= | (if not in HK)
(Same as HKID Card / Birth Certificate 8&%51:& / HABREMAR), M3 | hammEgE B/ A | & 55 [ (B/B) |BEER#NERE)
cmAas kg2 T
Spouse Fiig
ftR b
cmAas kgA T
Child F#%
ftR b
cmAas kg2 fT
Child F#%=
ftR IbE

# 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. Ff3F& B BIAF @A - HEHUE (M) ARATDSREFEAMEREZERER  NERETENXARAHEELEE -

Health Declaration must be completed for new choice with item marked with “x ”. The new benefit will be effective

. ¢
B II. Change of Benefit ERE on the date of renewal, if approved. & [ * | SEMRELBEBRERH  — &t FIRESRERBER )
* Please tick the NEW plan BRIt 82 =AML “v” 5

[] Plan1&5t&|— Private LRE [] Plan2 5 &= Semi-Private ¥ X% [ Plan 35t#l= ward XE
Addition / Cancellation of Optional Benefit #&h1=k BHE B R{REE B

[] Hospital Cash Benefit (¥} £RE [] *Add [] Cancel EUH

] Supplementary Major Medical Benefit Fff N2 &= [] *Add ] Cancel EUY

(age must be below 60 F#k%HERBOFIAT)
* 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 MFRIEFHATRE R AKX - FIAEANAE N A BRRRIBISHIEEAREEERE

Subscription submitted with this form HK$
R RFRI 2 (RE B

"] Cheque 3 Z Bank Name #7758 Please attach a cheque made payable to “Bupa (Asia) Limited”
FHLERBARE - XBRBEAR [RE (M) BRAA]

Cheque No. & 2%

. = Please attach a completed Credit Card Authorisation Form
[ Credit Card 2 WERME ER R RERESE

Please attach a completed Interest-free Installment Plan Application Form

[] Interest-free Instalment Payment % 8.5 HAf 5K SSEIET Y 685 R R B RS ERSE

If the cheque issuer is not the Subscriber or Member, please fill in the following information. & 2% P AW IFRIRAXEE » BHEBIATER -
Relationship with the Subscriber Reason for paying Subscription on behalf of the Subscriber

IR ABBIR RIBRAZHREHREA

B Ill. Change of Bank Account for Reimbursement B X fHiE{EZRTHEO

Claims payment will be reimbursed by autopay only &5 {E588 A &5 &R XA ©
| hereby agree and authorise Bupa (Asia) Limited to reimburse claims payment to the account below. XA AR R FERH (TEMN) BRATERBEERERUATED -

Account Holder’s Name = A#iH A% HKID Card No. &7 & 19 & 5715

Personal local savings / current account number (HK$ only) B AZ 8 / ERBITF OIS (RERBM)

Bank Name Bank No. Account No.
IRTTHTE RTTHRS FOsREs

NN S S S

If the above account holder is not the Subscriber or Member, please fill in the following information. £ bl > FOBEALFRREAREE  FHBEUTER -

Relationship with the Subscriber Reason for receiving claims payment on behalf of the Subscriber
B IR AR IR AMLERES TR E R

H 1V. Application for e-Statement Service BEEFEERRE

] 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. K ABRBUMEFEHRBAUNBRAZETRESE / ZHBENE - AAPHAEKTEERREANN 2 BHEE / ZHBENE -
e-Statement notification sent to the email address stated in section VI below

LATRFISE ST (VD) FTR M BB i R E T H R B A

H V. Change of Account Number for Credit Card E{EH-FE O

] Yearly by Credit Card LAEAREL
(please attach a newly completed Credit Card Authorisation Form FEiE[AIFHEZ 2 (5~ 5 FEZ /] )
PAMVT

OP/BCHRV/1111/2K - Bupa Care HealthNet



B VI. Change of Correspondence Address / Telephone no. / Email Address FEZiiEa bt / EiE5RES | TEPHbE

New Address Flat / Room Floor Block Bldg. / Mansion / House

Hrib ik B/=E E# 2 RE /18
Court / Estate / Street District Kin. / HK / NT
B/ B3/ g Hh/E NEE/ BE /R

New Telephone No. Home / Office Mobile Phone Fax No. (Home / Office)

HEERE F=E /A7 FREFE BHERE (EE/ 28D

New Email Address

FTEE b U

B VII. Change of Member(s) Details EX&EE&EE

** For spouse, please submit the copy of HKID Card / Passport; for child, please submit the copy of birth certificate to Bupa. iz 2 REE 2 BEE F 0% | #REIA N F iz H A FREEIAZ BRI

f HKID Card No./ Date of Birth Country of
Surr;;me G|ven%Name ) Birth Certificate No.** A B Residence#
, . i Membership No. Sex | xs g pumere ) DD/MM/YY | (ifnotin HK)
(Same as HKID Card / Birth Certificate E2&# 5173 / 4 EREER) BEET 145 U A SR R B/ A | & |EEEx#mIEES)

Subscriber #RA

Spouse 1B

Child F%

# 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. Br3F& BEFIAEE@EA - BERE (M) BRAFRBETESAMAGEZERER  REBERENXRAWUEERES -

B VIIl. Other Changes HMER (Please specify the details 5 =£4851%)

Health Declaration f#BEE8H To protect your interest, please return this original form with your signature to Bupa. B{REEB THIiER « HEARBEASBRBRERIE

Height &5 cmBAn / ft/ | Weight 8= kg AT / bk

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

IR HARSEEZRERROERSEBANBRLE / RRERBTANTABIESRK / fE -

1) At any time during the past seven years from the time of this Application, has / have the (Proposed) Member(s): YesZ  No&
HEFBANBELFER . (F) gERE ¢

1.1 had any chronic or recurrent diseases, injuries not completely recovered or diagnosed as a Hepatitis B carrier? O [}
LEEEMBUEREEINRRE - AT2REZAGARD BLEFATREE 7

1.2 exhibited any of the following symptoms in a repeated / persistent way & & 78 / #5458 H IR A TR ? O O

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?
WE PR S MRSIOETE - AR - M) - B - RELT  ARHE MR MR B - R AUR C BE - MiRSM(E - RERBH
- BEPRREE - K5 - BUK - IERRAE - BREDHE / ARSI R 12A A RINR 2 BBEFLE ?

1.3 received any in-patient treatment / operation / physiotherapy? @& (E{A ABt2a / Fii7 / WIEsass ?

1.4 had any medical investigations / examinations or is there a foreseeable need for these in future? E4E# ZALABEFRE / BBNEHEHRELTR ?

1.5 taken any regular medications? & FHiR ALY ?

2) 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) %% 82 AN ERI7ER R4 KM A? (REARFRNFISHE24EANERER)

If 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  \vith attachment

Ooooo
Oooo

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

MR (%) GERU LEARENEES TR, - BRTRIIHERFE - WHERGERNERREEE - MERBTHER  SRERHRRRENRE - d
(Proposed) Member () &8 (Proposed) Member () &5 (Proposed) Member (%) @8

Name %

Symptom / Diagnosis

R D

Investigation and its result /
Treatment / Operation / Medication
BERELER AR Fiig 1 #

Date of onset 7% F

Date of recovery & A

Fully recovered (Yes / No?)

BREERE (/87

Name, Address and Tel. No. of Doctor
BAME - i REERS

Declaration and Au

| / 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).

AN | BEHRRE [RARER] BEREE ([518]) R - AERERGBEMNEEB2AR BELEMERMSI R BEER - —ETTEE  BRIFEAA | BSHEARRBRNEF47
HYESRIGER - AN/ EEHE - BAA | BSHAAE  ARFR AR —DEHN  YBEETE - AN/ ESHBRNERELRUESEUAA | ESRRARBFRAMIIH 2 ZHEA
ZRERR N EERE  —BEARAAN/ BELN o AN/ BEEMEYRZE T2 ZERRAR - WRBARFRAZREBAREEELSAA / BERURAZEM A0 2 IRE

AN EELRFRRORAZEAMAE - DR - 58 - TRZHM - REDPORZERCBRTORM [BERE] REVZZEENFLRBETEE - AN/ ESHIAVLRABEBUEEZ &
RRAERE DERRIBAERASBOBRATMEL - & EMERBERBHERMEL SRR - RIE—HTE8E -

OP/BCHRV/1111/2K - Bupa Care HealthNet



Declaration and Authorisation 280 % }Z1E

Personal Information Collection Statement BA &R I EEA
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.

AR AN/ EERALRABROEBILRE - EARERFLEMEETHWELFEZMERBAA / EREENEAER - A ERIAEAT AR () @I E MR ERRE  (2) KIEE
RIREDNE / REBFHLMREEBNEX - (3) RUMKRFHRIOIEEERBOER LR : (4) #EROIEEERENER RGBT S RELMALTIEE) : (5) EREY - Fiat RF
% ¢ (6) BEMABBP PR AGEAA /EAR BRHE - R (7) BPEELEEER -
BEREBEANER - AN/ BERRAEZSEAEHATE L AFERE T AT EE EBBEASRIN - EERIENEEEE AAZENRBTNA - BREAF - BEHFELQR - ARAEHR

RGO BB - RIREBE RS

SorRERMEAALRER -

RERFEAERNER : AN/ ESHOEAA / ES TR BB RRME RO EMER - (RIATEEMR IR B F R AER M BB AR -

BEREAERNER - KA

EERAOBBREABRGLRED - KA / BEEREHREERBASAERAA / EAEEOEABEAEN - ERERFRLRBEABRLEIER - it

AESHIRBEWRK 25RASTEETLSE  RRFEMTRBAAA / EEHEMBITER : RQ) AA / BENHEEAERKERAFEIAEH - AIRERIANEPRIEHELR 2517 5333 ©
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.
RAZRBRHRRA - HARARKIEFEIRBRATIE 218U TZHBAFELBRAREE -

Subscriber's Signature #RAEE

Date HEi (DD /MM /YY H/A/%F)

X

(Name #% : )

Member's Signature (Aged 18 or above) Date HEJ (DD /MM /YY B/A/HF) Member's Signature (Aged 18 or above) Date HE§ (DD /MM /YY H/R/F)
FMBRIA L2 EEEE FRIBHIIA L EEEE

X X

(Name #£% : ) (Name #4 : )

Agent's / Broker's / Telesales' Name (if applicable and must be completed by Subscriber)

RIBA /BB ERARGES (EARSERRRAAR)

Agent’s / Broker's / Telesales’ Code HI2 A / EEFS / €K EKHFE

Agent’s / Broker's / Telesales’ Contact Tel. No. fXI2A / Fif] / & ERKRBEEEZIE

BUPA CARE HEALTHNET HEALTH INSURANCE SCHEME

REGISTRATION VARIATION FORM
REOEERERRETSERELHR

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.
FREUGHARER SEZERELREER (X 8 URERM - EEEFERREERM - FEATELRE

[] Visa @

[] MasterCard

["] Diners Club

[] American Express

Cardholder’s Name

BRAMA

HKID Card No.
ERHNERS

Credit Card Account No.
ERREORE

N e e

Credit Card Expiry Date {5/ <228
(MM /YY A /%)

| hereby authorise and direct Bupa (Asia) Limited to debit the Subscription due from my credit card account on a
yearly basis until further notice. AAZLZHERM (TM) BRARMAANERRFOSFIXNEGRESTE  EE2RTEKM -

Total Annual Subscription &R % &%
(HK$ )

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

EERARSAALIERBA I BRRAZEES -

Relationship with the
applicant / Subscriber

BHBLTER -

Reason for paying Subscription on
behalf of the applicant / Subscriber

Q HEEA [ RRABER

REFA I ERAZNRENRE

[ 11 hereby confirm to pay the Subscription due of Bupa Care HealthNet Health Insurance Scheme for the applicant / Subscriber (Mr / Mrs / Ms)
RARBRAEERBA RRAZZEES 2 [RIOFEE] BRRETERESSE (tE/ AR/ &L)

with HKID Card No.
ERH BRI

Cardholder's Signature R A%E

X

Contact Phone No. B45E &5 65

Date HHi (DD /MM / YY H/ B /%)

For Bupa use only {RIA% A

Bupa Care HealthNet Membership No. [{RAAFEEAY | & 8HE5% Authorised Code AERHS :

Subscription (& & (HK$E) : Date AEf (DD /MM /YY B/ A /%) :

Bupa (Asia) Limited {R1A (M) BRAA

Address: 18/F, DCH Commercial Centre, 25 Westlands Road, Quarry Bay, Hong Kong
ol BB EOBERM K25 RS ITREET L1818

Telephone E:%: (852) 2517 5175 Facsimile {2 E.: (852) 2548 1848

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

MPO016/10/1111/2K - Bupa Care HealthNet





