Bupa Care Kid Health Insurance Scheme

152471 25 R 88 AR A R S 280 ““MW

Please ensure your completed application form is received by Bu;;a at least 5 working days prior to the end of month so as to effect the cover on
the st day of the following month. Please also make sure you have enclosed your full Subscription and a copy of birth certificate or official

Application Form H &

guardian proof (with copy of guardian's HKID Card / passport). All Applications are subject to underwriting.
WEREKTET A —SAM  FIEZORERERERNRBRHERAE  BEEARAXHRIA(ZEREASTESOR  ERAS)RAEN

BLARBIERT ORI © FTA BB RUBCBIRIGIZRIGEEER -
Any amendments to this form should be endorsed. A copy of the application form will be sent to you together with membership pack for your record.
REBFER EMEEMER  BREEERZENTEUEREFE - APFREAKLERGETESEN —HFHEE TRE -

Please complete both sides of the form IN ENGLISH AND BLOCK LETTERS and return it to Bupa.

BURNEMEZARBERZEARER - WHERHE ©

For Bupa use only RHZERA

Contract No. & £)4@5 :

Effective Date =3 B H -

Personal Details of Applicant (Parent / Legal Guardian) B 35 A B ¥ (R & 5 & A B2 3 A ) (Applicant must be aged 18 years or above B35 AF# 4B 18R L)

Surname Given Name (same as HKID Card) Sex | HKID Card No./Passport No.* Date of Birth tHAEH 8| Relationship with Proposed Member 2% & 8 %
# (EEEHDEMER) | H5 | BBSHEREEREE DD B MM A| YY &
Membership No. (if applicable) & & $% 85 (43 /)

Home Address Flat / Room Floor Block Correspondence  Flat / Room Floor Block
fEEHbHE B/ = % 23 Address BfI /= B8 23

Bldg. / Mansion / House LA Bldg. / Mansion / House

AE /1 (if different from KE

Home Address

Court / Estate / Street EHEEMILTR)  Court / Estate / Street

/B AE B/ E%e B

District Kin /HK / NT - District Kin /HK / NT -

Ho[E hEE I BE IR & BE/ B /R

Country of Residence B{EEIZ
(if not Hong Kong #A3E& )

Mobile Phone No. F12E ;&5 | Home Phone No. (£ & ;& 5% 15

Home Fax No. (X EFE 515

Personal E-mail Address fELA B E b

Business Nature 27148

Job Position Bfiz Office Phone No. A &) & :& 5715

Office Fax No. A Bl{HE 53

Office E-mail Address A &) Ep3isi

Please give details if your spouse is a Proposed/Existing Member of Bupa CarePro:

MEMEER [RIESER] WESSHAKES -

Spouse’'s Name

BBt

BIRENATER -
Date of Birth
A4 A EA

Membership No.(if applicable)
g Bk (Em)

HKID Card No.
BB BRI

Bank Account for Reimbursement X EZRTF O

Claims payment will be reimbursed by autopay only. &38R LA B EheEaR H LA -
I hereby agree and authorise Bupa (Asia) Limited to reimburse claims payment to the account below. ZARER ZERM (TEN) GRATDEREERERUTED -
Account Holder's Name F R#55 A% HKID Card No. &% &1 515

Personal local savings/current account number (HKS only) B A 73t & /13 28R 17 5 O 5758 (RPRBME)

Bank Name Bank No. Account No.
R1THE RITHRSR FORES

|| I N [ I O N N BN
ing information. & L2 F OB ALIREA - FHBEUTER -
Reason for receiving claims payment on behalf of the applicant

R AMEEE R R E
Application for e-Statement Service Hi5E FEERRH

() 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.
C AABRFABRREFREERBANREAAZ EFHEE / ZRBAE - AARAALRBTSBAREALA 2 BEE / 2HANE -
e-Statement notification sent to (choose one) LAk EEhar YENE F s B R MM ((FiEH—) () Office E-mail Address 722 71 E it

¥} (Child(ren) must be unmarried and aged 15 days to 17 years T X4 BAKERE#HH15 BE17 5) ?u?;ggff%};gg et

fill in the foll

If the above account holder is not the applicant, pl

Relationship with the applicant
SR B ARIR

() Personal E-mail Address {8 A EE it

Details of Proposed Member E& 5%

Surname Given Name % Sex | Birth Certificate No./HKID Card No.* | Date of Birth 114 F 1 Height Weight C‘};";g;:;’;“kd:n"‘f” Subscription Due
(sameas HKID Card / Birth Cericate SEE A2 1R | MERI | HAEFRERWBESHOERT ppBa MM A VY &F = S ErEzt mres | ERRESE
A7 kg AT
ft R Ib %
*  For applicant, please submit the copy of HKID Card: for child, please submit the copy of birth certificate to Bupa. Total Subscription paid HKS
FERRFAZEBSNEEARFREEZABRARZOURE with Application A
# Unless otherwise specified by applicant in writing, Inter Partner Assistance Hong Kong Limited will consider Hong Kong as the Country of Residence EREBFRAN CRELE

of the Member and repatriate the Member to Hong Kong when Medically Necessary.
FRIEERFEARFRIA BEBA - BB (M) ERAAIMREEARTEZEEER NEBBRENXRGERER -

Choice of Cover ¥R{RIE B (Please tick as appropriate #=E:h0 [ v | %)

Core Benefit = 21R[& Optional Benefit &2 FEIMRIE Benefit Level {REEE AR (choose one i —)
) Hospital and Surgical Benefit {£5 & F i {RFE () Clinical Benefit P2 RIE () Plan&tE 1 Private LR
() Hospital Cash Benefit {EBtIi &R () Plan 5t#&l 2 Semi-private ¥FARE

(| Supplementary Major Medical Benefit () Plant& 3 Ward KB
P hn & R ARFE

Method of Payment HAFTIRER 53 (Please tick as appropriate HEBi [ v | %)

Payment Mode #fHREH N Remarks #85E

() Yearly G4

Payment Method #{HR & 75 7%
| Autopay B EhEERE

Please attach a cheque made payable to ‘Bupa (Asia) Limited' for Tst year Subscription with a
completed Direct Debit Authorisation Form
FHEEBENRRES  EREFREZXBREAAR  XRARBASL [RE (TH) BRAF] )

Please attach a cheque made payable to ‘Bupa (Asia) Limited’

| Cheque %=

Bank Name 887747 (X RRZEARE - XRHRBAS (R (2M) BRAR] )
Cheque No. 3 Z#1H

Please attach a completed Credit Card Authorisation Form

| Credit Card
(GEEREZ 2 ERFNFREEFE)

_ Monthly A%k ) Autopay B BhEEEE

Please attach a cheque made payable to ‘BuFa (Asia) Limited' for first 2 months’ Subscription
with a completed Direct Debit Authorisation Fon
(FRZERNRERE  EREREAREZXRREAAF - XFHRBARMRE (TM) FRAR)

If the cheque issuer is not the applicant, please fill in the following information. &3 23 H AW IEHBA * EEBUATER ©
Relationship with the applicant Reason for paying Subscription on behalf of the applicant
ELERE AR REBAMNRENRE

MP097/4/1111/9K @ Printed on recycled paper LA S 4EENR)



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

IR EMARERE RN EREEHS VBN / ARERFIEFERIEER / BFE -

1 Atany time during the past seven years from the time of this Application, has the Proposed Member: B &85 EIRIHIBELFRN - A ERE ¢

1.1 had any chronic or recurrent diseases, injuries not completely recovered or diagnosed as a Hepatitis B carrier?

BAEMEAISESERNER RT2REZAIGIEL RIEFAERE?

1.2 exhlblted any of the following symptoms in a repeated / persistent way? & 78 / 548 H 35 A TR 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.? ## « 585% « 3% - MREOENE « FI2 - MR(HEM) - BEsZM - RELT « XEMNE - #iE - BETR - BH -
PEsE -~ RDR - EUE - MRS - EEREHM - SEREE - K2 - 58Uk ERE - BERE / BIRSGER1 2@ AEEEERZ BER (LS

1.3 received any in-patient treatment / operation / physiotherapy? B S{ER A58 | F1T / YIRAE?

1.4 had any medical investigations / examinations or is there a foreseeable need for these in future? & 45 Z (ER] B ERE / B NTEHEHRE LT E?

1.5 taken any regular medications? % & i AR FI Z&47?

2 Was the Proposed Member born before 37 weeks or after 42 weeks of pregnancy? (Applicable to the Proposed Member aged 15 days to 24 months only)
EGRRENEPITANK42BAREE? (RERARFRNF15AE24AANER S e

If the Proposed Members answered YES to any of the above questions, please give detalls of the medical condition(s) in the table below and also provide a copy of SAEME
the relevant medical report(s). If the space below is insufficient, please fill in the Supplementary Health Declaration Form. -

MREGEH U EABENEES [R] - ERTRIIHERFHE  LFERMERNBERERERS - WRETBER  FREREERERAX -

Yes& No#&

Symptom / Dlagmosis Investigation and its result/Treatment/Operation /Medication |  Date of onset / recovery | Fully recovered B 52 BE{R Name, Address and Tel. No. of Doctor
B R BEREER /8% | F1it/ 9 R AE AR A S Yes/No /& BEAENE - i KRB

|, on behalf of the Member as listed in this Application, acknowledge that Benefit is not payable under Bupa Care Kid 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 in this Application and accepted by Bupa. | declare that, to the best of my
knowledge and belief, the statements contained in this Application are true and complete. | acknowledge that Bupa reserves the right to ask for submission of more details of health status or medical reports of the
Member as listed in the Application at my own cost. | have read and agreed to be bound by the terms and conditions of the Contract of this Scheme and | agree that this Health Declaration and the answers given
in this Application shall be the basis of the Contract between me and Bupa.

AARKARRFRIIN 2GR - BRRBROEFRBRRETS ([518)) R - AEREBRARANEEEZER BEIHMERMSIBZBRER  —ETTHEE  BIAAELRFRARHA
S WRSRIARS - AAEH - BAAMRMAE - RBEFR AR B HBEE - AABRROERZIRAESERMLES 8 2 RFHKAKBERERS - —BERRAAZN - AABAEL
RSB T B2 BEFRAR - YRBARRFRAZERBRARODEER/RALRAZFEATAOZRE

Purposes: | understand and agree that all personal information relating to me / the 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 / the 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: | 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: | 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: | further understand that (1) under the Personal Data (Privacy) Ordinance, | shall have the right to request access to and correction of any personal information
concerning me / the 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 from time to time; and (2) | can contact Bupa’s Customer Care helpdesk on 2517 5333 for any enquiries about the Personal Information
Collection Statement.

AR AARBRRABRQEBILRE  EAREREFAEMEETSRESIREZMEERAA/ GENEAEN - TREREAT R )RR RHREGRERRE @ QREBEMRES TR/ REE
BRYHEMRREBNER Q) RERRRAIERERBOER LIRS - (DERFAOIEKRERBOERLRE (ETE SERMA TR  G)ERZY - Gat R  (6) HEMARHT Al A
BREAAN/ BB - R(NEPERSEEEKR -

BREEANER LNAWH%EX—?M}\EHTILLFH SRHTUTRBET BRI - EARENEERE AAZENRBTNTA - BREBAR - BEAZ QR - ARIGEHRBOMERR
- REBEBEIHE - SOLRBERNEFALRERE

RERFBEARNNER - FARABEAATREHILRFRRBEROEMER - RIOTEEEELRE

BREAERERN : AARBO )$EP§1I/\§%CHMBE)M§U P AANBREHRIEERIBAFARNAAN/ @BOEMAEAZR - BRAZRFBREBEAEMLRBEEY - i SEBHROBERIEE 255K
EITRETR L1812 - RIRRB T BAAANEMETESR  RQ2) RANEEAEBERAFEANEN  TRERBNETSREER2517 5333 -

|, as the Subscriber, understand that | declare and sign on behalf of the Member listed in this Application under this Scheme who is under the age of 18.

RALRFBRHERA - HARARKRBLFABRBERATILZ185RA TR BELBAREE -

Applicant's Signature FREEAZE Date HEA (DD /MM /YY B/A/E)
Agent's / Broker's / Telesales' Name (|f applicable and must be completed by applicant) Agent's / Broker's / Telesales' Code (IZA / B / & ERKMGEIR
ﬁfi/\ IR EERRER (1 BRMPAFAER)

Agent's / Broker's / Telesales' Contact Tel. No. fRI2A / B8R / &R KRBHAZ B EGID

Previous Bupa Membership No.:
IR E B 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
date of coverage under this Contract will be payable up to the Maximum Limit of the contract with the lower Benefit level.

MEREAZEBERE - —PIRAEATRENRAEHNRERBBIEZBEZERIIBEZAEREE  BRBASOIFTEGNRNAHEZZSHEEE - UREZERE - EHEHE -
Applicant’s Signature FiE AZE Date HEi (DD /MM /YY B/A/4)
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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.

EEEUGBHEEN  BERMKEREERXME - WERURIRIEA R RENZER LRI

Name of party to be credited (The beneficiary)
Wokz =7 (R&mA)

BUPA (ASIA) LIMITED

| / We hereby authorise my / our below named Bank to effect transfers from my / our account to
that of the above named beneficiary in accordance with such instructions as my / our Bank may
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
transfer has been given to me / us.

|/ We jointly and severally accept full responsibility for any overdraft (or increase in existing overdraft)
on my / our account which may arise as a result of any such transfer(s).

| / We agree that should there be insufficient funds in my / our account to meet any transfer hereby
authorised, my / our Bank shall be entitled, in its discretion, not to effect such transfer in which
event the Bank may make the usual charge and that it may cancel this authorisation at any time
on one week's written notice.

This authorisation shall have effect until further notice.

|/ We agree that any notice of cancellation or variation of this authorisation which | / we may give to
my / our Bank shall be given at least two working days prior to the date on which such cancellation /
variation is to take effect.

My / Our Bank and Branch Name Bank No. Branch No.
KNI BEZRITEATHE IRITHRSRE DITHRR

My / Our name as recorded on Statement / Passbook
KA BEEEE | FREZHR

My / Our address as recorded on Statement / Passbook
KA | BEEEE | 7B 2 it

Debtor's Name (If other than account holder)

BEBAzES CGEHRPAFKAEA)

My / Our Signature(s)
KRNI BEZHE

Bank No. Branch No. Account No.
RITARSR DITHRS R QSRS

0044992150020 01

AN I BERBERAN [ BZ 2 THIRIT - (RERBSATEGETAAN/ BFRTZ
#R) BAAN/BEZPARNERT LRRHA ©

KA BEEREARAN I BSZRITHRARELXSHRBANRTERTAA /S -
MERZEERMSAAN / EF2POHRESX (HSREZBEIEM) - KA/ EF
FRIER K& BAERHEE -

AN/ BEHRABAAN  BEE2POYEBARALNZEREER - AN/ BS
EI?E%T\%@EE C BRITAIKEVER 2 W E - S ATBER A — 2B IR NIV
RRE -

FEEESEREEREERTRARL -

KNI BERE AN BZEERERAREE 2 EFBEM - ARIUE / B
B&LMETERMRTAAN / BEEZRIT

My / Our Account No.
KA BEEZP AR

HKID Card No. / Passport No.
BAZDERES | ERRE

Date HER (DD /MM /YY B/ A /4)

Membership No. (Debtor's Reference)
BERSR (BEBAHT)

If the account holder is not the applicant/Subscriber, please fill in the following information. #/7 O#8 AWIEHFBA/ZRA + BEBUATER ©

Relationship with the applicant/Subscriber
HEERFEA/IRRABER

For bank use only 8175 /A

Notes: 1. The box marked 'Membership No." to be completed by Bupa.

2. The signature on this authorisation form must be the same as the signature of your Bank Account.

Bupa (Asia) Limited R4 (ZEiMl) BRAD A

Address #b4t: 18/F, DCH Commercial Centre, 25 Westlands Road, Quarry Bay, Hong Kong
EEHABERE 2SHASTEES L1812

Telephone & 3#: (852) 2517 5175 Facsimile {§5: (852) 2548 1848

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

Reason for paying Subscription on behalf of the applicant / Subscriber
REBAMIRRAZSRENREE

Signature Verified X B%E

st - 1. @ERTE M RIBAR -

2. N ERERN HFERAMARRE N ZRITP AR FERT -

Bupa || Trig

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

EEBU AR - FERRRIEREER XU ELREIRY - BECEFEMRBHENT FEAFEUELS -

O Visa O MasterCard

Cardholder's Name HKID Card No. Credit Card Account No.
FRAER BB T BIR ERRP OSRES

| hereby authorise and direct Bupa (Asia) Limited to debit the Subscription due from my credit card account on a yearly

basis until further notice. K AZZIZAEGRIE (M) BRARMAANEARPOSFINESRESE  EESTBA -

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

EERAREHEALERBA/BRERA  FEBATER -

Relationship with the applicant/Subscriber
ERER A/ RIRARRR

FARBRAERBA/IRRAZ ZHEH 2 RINERRERRETIRESEE
Cardholder's Signature -~ A%E

For Bupa use only RiAE A
Bupa Care Kid Membership No. (R 11 35 FZ{iE & B 755 :
Subscription R # (HKS ) :

Bupa (Asia) Limited R4 (M) BRA A

Address #bit: 18/F, DCH Commercial Centre, 25 Westlands Road, Quarry Bay, Hong Kong
3 BARE 25 R ITEE PO 818

Telephone ®3&: (852) 2517 5175 Facsimile {85 (852) 2548 1848

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

O Diners Club

Contact Phone No. B4 8 525515

O American Express

Credit Card Expiry Date =R F2|#H
(MM /YY B /%)

Total Annual Subscription 4F £ %8
(HKS 7#85)

Reason for paying Subscription on behalf of the applicant / Subscriber
REBA/BERAZNRENRE
I hereby confirm to pay the Subscription due of Bupa Care Kid Health Insurance Scheme for the applicant/ Subscriber, (Mr / Mrs / Ms)

with HKID Card No.
B DERE

Date HE (DD /MM /YY B/F/%)

(5 RK 1 &%)

Authorised Code AR :
Date A :

Bupa Ju?/ﬁ?]
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