


Note: Please ensure you have completed all the details in the Member Information section before signing this Health Declaration. Please note that Member will not be eligible for claims
resulting from the non-disclosure of health information.
AR BEARREHA - FEZGEERES - HIE  HEEREERZERARMSI B RERF - T EER
At any time during the past seven years from the time of this Application, has the Member: IR BT EIFTOBELERN EELE ¢ Yes;= Nof
1. had any chronic or recurrent diseases or injuries not completely recovered? & £ B {LA/1g G MR RIA T EEZAIG ?
2. had exhibited any of the following symptoms in a repeated / persistent way? & [z 78 /4548 H IR LA TRk ?

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.?
3R RE - RSB NE - RR - MR () - BB - REHT %f?ﬂ R OH(ETR IR - BER  BUR - BB - mRSNE -  RERE
HjJIH HEPRREE « R - BURk - JERRE - BAEDE/IERRSB R 2@ AIEEEIE R B EELE 7
3. received any in-patient treatment / operation / physiotherapy? B 5 (Er] ABt 278/ Fli/ Y2 a % ?
4. had any medical investigations / examinations? £ 5 {T{a] B AR E /i8R ?

5. taken any regular medications? $ i #A ik FA 2% ?

If your answer is YES to any of the above questions, please give details of the medical condition in the space provided below, and provide a copy of the relevant medical report(s). with attachment
MREA LEFFENRES [Z] - FHIHEEFE - LIRMEHENBERERIA - »AEME
Symptom / D'\agnosis Investigation/Treatment/Operation/Medication Date of Onset / Recovery Degree of Recovery Name, Address and Tel. No. of Doctor
i 2 RE SRR FilT I BY B EmAH ERREE BAEME it R BRGNS

|, 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

AARERARFRIIH 2 B8 - BRREEDEREEFRE S ([518)]) 8 LERBFRBBNEE B ZKR  BEREMRAMI B BREER - —RTTHE  BRIFAAERBRERADFMA
B W SRR A © ﬁ/\éﬂﬂ MAAFAME - REFR HERZ — 8K HBETE - AARRROGREREMESERMLE S 2 REKRRBERE - —ERHRAXN - RABMAEL
RIS TULET 82 BEF R AR - YRBARBRFRAZREBRAROZEER/AARRIAZFEAETAHZRE

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 AARBRRABRIABBILRF  AAREEFAAMRETREEIREZMEERAA/FENEAEN - AIREAELTRE )RR RS RIRRERRY © Q) REEMRED TR/ HEE
B EMRREBNER Q) RARREHRAIEEERBOER KRS - (A EERAIESERBOERKRE (ENSREEMATRERE)  5)EREE - Sat RFE  (6)EMABAT AR A
BREARN /G B  R(NETERREEEKR -

BREARANER  AATRBZSEAENTE LRARRETATERBETBREAZIHN  HARBOEEEE  AAZENRRTOA - BREAF - REREAF - ARAREREOHEREE
B REREGEIEE  UEEEROEFATRER

RERMEAENNER : FAHBERATGRMIL R FRRBEROEMER  RIATEEZL RS -

FRBAAZNNER : AARBNREBEAEFERGE - RABREHREEREMFEUNAA/EENEAEALY - AHEFRHRAEAZRLBEEY - it AEBHROBEREL 255K
EfTRET L1812 - RRBTEBAMAANEMRTER  RQ) RANMHEAERKERAFEMEH  IRERONEFLRIEER2517 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.

ANZHRFRRRA - BARARKRULEEBERAFIHZ18RA T @ BEHBAREE

Applicant's Signature BFEAZEE Date HEA (DD /MM /YY B/B/E)
Agent's / Broker's / Telesales' Name (if aipllcable and must be completed by applicant) Agent's / Broker's / Telesales' Code fRIZA / B / &R
B B B ERERS (MR 5 DA B AR

Agent's / Broker's / Telesales' Contact Tel. No. RIZA / BB / & E R KR4S E 55565

Previous Bupa Membership No.:

IR E BRI -

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.

MEREAZEBEHE - —PIRAEATRENRAEANRERBBIEZBEZERIIBEZAEREE  BRBASOIFTEGNANAHEZZSHEEE - UREERE - EHEMHE -
Applicant’s Signature FiE AZE Date HEi (DD /MM /YY B/B/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.

EEEUGBBEERN - 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 BEZRITEATTHE IRITHRSRE DITHRR

My / Our name as recorded on Statement / Passbook

AN EEESEE / FREZHA

My / Our address as recorded on Statement / Passbook

AN EEEESE / FR L2t

Debtor's Name (If other than account holder)

BEBAZES GEFRPAFKAEA)

If the account holder is not the applicant/Subscriber, please fill in the following information. # = E#548 AW IEHFEA/ZRA

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

Relationship with the applicant/Subscriber
BB A/RRABER

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 (M) BRDF

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

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

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

My / Our Signaturel(s)
LN

Bank No. Branch No. Account No.

RITARSR DITHRS R QSRS
00449921 5002001
AN BERBREAN | TEZTMRT . (RBEISZATRBTAAN/ TERITZ
HER) Eﬁ)\/i%ZﬁDWLBE%J: LZEA ©

AN BZERABAAN | BEZRTEAZBELXSERBAREERTAA/BE -
WEZEFEEMSAA / BEZPABRES (ISHFZEIEM) - KA/ES
FERR & QEEREE(T -

AN/ BERRBAAN BEEZPOWBRBWREINZEREER AN/ &
fﬁgg*&r%@ﬁ% BARITRIEVE S 2 Y& - 3R] BER IA— iﬁﬁiﬁiﬁ%ﬂﬂ%éﬁ
g o

Zli?mfgiﬂé}iﬁ%iiﬁlﬁi%fﬁ_%ﬂ%ﬁ ®

rNIEE C AN BESBUESE BN E Z AR - BREUE / EREXK
EIBi/ﬂfJﬂEIf‘Eiﬂ 17‘2!5/\/ BEZRIT

My / Our Account No.

KA BEEZP AR

HKID Card No. / Passport No.
BEZEE BAFZDERES | ERRE

Date BH#1 (DD /MM /YY B/ /%)
Membership No. (Debtor's Reference)
BERR (BEBAHT)
BHEBIATER ©

Signature Verified XB%E

1. GEREE—WaRHAR -
2. N ERERN FERAMARRE T 2RITP AR FERT -

Cali]

BieE -

Bupa

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  FREZMREREERX MU ELLEURY - EEEBEMRISHELNT

O Visa O MasterCard

AT o

Cardholder's Name HKID Card No Credit Card Account No.
FRAER EEFNER ERARF O

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

T BRATDRKAANEARFAGFNESRESTE  EERTEM -

basis until further notice. X AZZIEELR A (

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

EERREHEALERBA/BRRA - 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. {RIAE FE (& B /w55 :

Subscription R # (HKS ) :

Bupa (Asia) Limited R4 (M) BRA A

Address #bit: 18/F, DCH Commercial Centre, 25 Westlands Road, Quarry Bay, Hong Kong
¥ BARE 25 RETREE PO 1818

Telephone ®3&: (852) 2517 5175 Facsimile {8 (852) 2548 1848

Website #81t: www.bupa.com.hk

O Diners Club

Contact Phone No. B4 8 ;59515

O American Express

Credit Card Expiry Date A F2|#1H
(MM /YY B /%)

Total Annual Subscription 4F £ #4258
(HKS 7#85)

Reason for paying Subscription on behalf of the applicant / Subscriber
REBA/IBERAZNRENRE
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.
BEEFZNERE

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

(& /KK &t)

Authorised Code #Z#EAHS :
Date A :

Bupa || R
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