q’o protect your interest, please return this original form with your signature to Bupa. B{REM T iz FHAREEREZSARAERERME -

Subscriber’s Name Day Time Contact Tel. No.
RARALER H Pl 45 T RE SR TS
Fax No.
Membership No. (16 digits) k]
gRFER (16 (18F) Email Address
EEIAE

(Please tick the change(s) and fill in the details as required i35 #EZ 2 &017 0 EZ HT 75 B )

w7

(. I (Health Declaration must be completed for new choice with item marked with "+". The new benefit will be
O I_ Cha n ge Of Be n Eflt EE&{% FE ;f;%cti;/e on the date of renewal, if approved. 7 [+/ $EH9 32 E X BEBREFEL - —AFHE  FIREAFRERA

* Please tick the NEW plan BRI &I 2 =AM E [v ] 5%

O Plan 18— Private #LxE (O Plan2 &&= Semi-Private ¥F.K5E O Plan3 &= Ward K5
Addition / Cancellation of Optional Benefit 3 M= EUH & R{REER
(O  Clinical Benefit PI{RIE (O Other i :
* N
O Add g O cancel 804 O  *add
(O Hospital Cash Benefit (£ & 75 Epill
*Add | B4
O dd &0 O cancel B4 O Cancel
(O Ssupplementary Major Medical Benefit B nEmE(RRE HUH
O *Add s O cancel U4

*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 HFTRIFFREAMREE AKX « FIAEAS LA XA ATE BB IB G5 ARTIRERIERE o

Subscription submitted with this form HKS
R R ERM E 2 REEE

O by Cheque Cheque no.: O by Credit Card - Please enclose with a completed Credit Card Authorisation Form

AR R4 XRGRES AEAREN — FFMEEZZ EARIZERES
If the cheque issuer is not the Subscriber, please fill in the following information. % 37 328t AW 3EIZARA - FEBUATER ¢
Relationship with the Subscriber Reason for paying Subscription on behalf of the Subscriber
EIRAR ARRIR RERAZHRENRA

O 11 Application for e-Statement Service #3E 7 &HEREH

O 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.
AANREAERNEFHEERBANUNBAAZEFREE / ZHRENE - SAPHHEAKTEBEREAMA 2 BHEE Z8BHE -

e-statement notification sent to the email address stated in section IIl below (choose one) O Office email address (O Personal email address
VA3 EE = I8 (1) PR RO BB N F A E B AN (R E—) ARE AL EAEE it

CHT Change of Correspondence Address / Telephone no. / Email Address
EER I / BERE / EHt

New Address : Flat / Room Floor Block
ik B = B B

Bldg. / Mansion / House Court / Estate / Street

KE | 1& M /RS i

District Kin. /HK. /N.T.

Hlm JUBE | BB I R
New Telephone No.: Home : Office : Mobile Phone : Fax No. :
HEEIRTS EE N E] FIRER HERT
New Email Address :  Personal : Office :
FTEMHUE A NGl

O V. Change of Subscriber / Member Details EX&RA I 2 &R

** Please submit a copy of identity proof to Bupa for details update &3 7] £ {5 7 7 34 & A 32 [0 4R48 bA B 37 &0kt

HKID Card No./ Date of Birth Country of
Surname Given Name Birth Certificate No.** A HE Residence*
# % Sex EE S DB / DD MM Yy _(if not HK)
(Same as HKID Card / Birth Certificate B&55 133 / H 4+ BRE1AR) 3 A B B A & FEER (MFEE)

Subscriber &R A

Member & &

# Unless otherwise specified by Subscriber in writing, Inter Partner Assistance (IPA) will consider Hong Kong as the Country of Residence of the Member and repatriate the Member to Hong Kong when Medically
Necessary. RIFERRARBIAEEBA - EFRWE (EN) RABREEERAREZERERR  NEBRRFTERXERGEDEE -

Telephone &% : (852) 2517 5333 Facsimile {8 & : (852) 2548 1848
Website #8141 : www.bupa.com.hk

Bupa (Asia) Limited ®# (Z#) HRAR
Address i3I : 18/F, DCH Commercial Centre, 25 Westlands Road, Quarry Bay, Hong Kong BU a 1?@
EEBRBERNKEFASTEED L1812 p \

PAMVT

OP/BCKRV/1211



O V. other Changes E@EE& (Please specify the details & & #1311 87)

a ]
H ed Ith DEC Ia ratIO n EEE EH To protect your interest, please return this original form with your signature to Bupa. #RE& T###zs + B X FHEFEERELERY

Height & cmRag/ ftR | Weight g2 & kg2f/ b

Please note that non-disclosure of health information may result in the Contract being void and / or claims ineligible for assessment / reimbursement.
AR - RS 2 RIS YA BB | RRERBTEFEREEK / FFHE -

1) At any time during the past seven years from the time of this Application, has the (Proposed) Member: Yes 2 No &
REFETERNBELFERN  HBERT :

1.1 had any chronic or recurrent diseases, injuries not completely recovered or diagnosed as a Hepatitis B carrier ? O O
LEREEEMEUESERMRR A2 REZAIGIRL RLEAFRTREE?

1.2 exhibited any of the following symptoms in a repeated / persistent way? & &7 / #548 HIR LA T 2 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.?
E G R MRSIEENE - R - AL - BUESEM  REHT - KRB - HE O HETR B - iR - AUR 5 MRSME - BFRE
i - BEREE - KA - R - IRERAE - BREDR / BEIRSUB X1 2 A BRI R 2 RERLE 2

1.3 received any in-patient treatment / operation / physiotherapy? & ST ABta / Fili / igiaE?

1.4 had any medical investigations / examinations or is there a foreseeable need for these in future? 24 FHABERS / BB FERERREIHLTS?

1.5 taken any regular medications? &= £#i88 A %42

0000
0000

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) (£)& 8 2 &R EZ237ERTR42E % HE? CUERAREFERNF15BZ24EANCE)E )

If the (Proposed) Member answered YES to any of the above questions, please give details of the medical condition(s) in the table below and also With attachment

provide a copy of the relevant medical report(s). If the space below is insufficient, please fill in the Supplementary Health Declaration Form. SHEMA
MRE)EERU LEABBEHEER [R] - BRTRIIHEEFE  LHREERNBREREEE - ARETEER  S2HRHARERAR - O
Symptom / Diagnosis Investigation and its result / Treatment / Operation / Medication Date of onset / recovery | Fully recovered B 72 f& Name, Address and Tel. No. of Doctor
w2 WEREER AR Fir/ &9 wEAH/ AREH (Yes/No 2/%) BEAEMER it R BRERIS

Declaration & A

|, on behalf of the Member, 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 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.

AARKREE  BRRBEROERBEERESE ([5H8]] ) RE - AERERKBAIEEB2KRE  BESIHMERM5I B2 BRER  —ET TEE  RIFAAERBFRAB A LIS
RIGEED - RARE - RAANTAAGE - REFR AR —ER YBETE - AARZROERESFREHESZAHEGE 2RER R REERSE - —EARRAZN - RABMHBEL BT
FHEIZ S GRRAR - WRBARFRAZEEERREE(ERRALREZMATEK 2R -

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 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: | 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.

RE : ANAAKRABRBEBILERF - FARERFREMEETRRESHEZAEABAAN/GEBNEAER - ATHERAEATRE ) R RERREERRS © (2) @IZERMREDIT R/&
HEEFSEMRRABNER () BHERGHRAKEREREOER RS - (4) HERAXESEBREBOER MRS (ETE2EEMALEE)  (5) BREY - BRI : (6) SHEFIAZRH
RATRE R EAN /B BEE - K (7) BpREREEER -

HRRBARER  AATREZSEAER A Ll AR R T A TEREBEESEENSEI) « ERANEEEE RAZEORBRNA  BREAQR - BEBEQF - ARAREARGHOHE
B - RREN SRS - OERB RO EMALHEE -

RERBEAZROER - AABHAERATRAUL BB RRAE RO EMER - (RIGT LRI I B 55 RAEBIR UL R B AR -

ARBEAZREER : AARSO) RBEAER FLE) G0 - AAGREMREERBATFEBNAA/EENEMEAER - EHZKBBRRBEAERLEBEEY - it AEBERBERK255%
REFTEES L8 - RIRRBTRBAAANEAMSTIESR  R(2) RAMEEAB K EERABEAEN - IBERIANZTSIREER2517 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.

BAERBERA - BARARRIL B BFRAIEZ18FA T B BEHBARESE

Subscriber's Signature &8 A% E Date HEf (DD/MM/YY B/ A/4E)

(Name #4: )
To protect your interest, please return this original form with your signature to Bupa. AREE T % - FEAREERAEBREERMA -

Agent's / Broker's / Telesales' Name (if applicable and must be completed by Subscriber) Agent's / Broker's / Telesales Code fRI2 A / B / & 2 ERRH
RIEBA /BRI @ ERRLS (EARNUERRRAES)

Agent's / Broker's / Telesales' Name and Contact Tel. No. I / Bif / & $ KR HHE B EHIE




