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Please ensure your completed application form is received by Bupa at least 5 working days prior to the end of month so as to effect the cover on EE = %
the Tst day of the following month. Please also make sure you have enclosed your full Subscription and a copy of HKID Card / passport. Appl |Cat| on Form AR

All Applications are subject to underwriting.
WRRAMETA—SAEN  SHEZNEFREFNERNRERSESOR / SRAZRABRNRDEBIERFTLRE -
i B SR LB BIR AR IARE A 3K For Bupa use only ##HZ=H

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

ARFERLMEEFAEY - FREFEHZTENZENUEEENRE - ARFRAAKTEAEBEEEFTEN —HFHHUMTRE -

Please complete both sides of the form IN ENGLISH AND BLOCK LETTERS and return it to Bupa.
BURXER AR AR ER 2 EARSE » XHERH Effective Date 430 H 4 -

Contract No. & £)%R55% :

t must be aged 18 years or above BFAFRS AR L)

Surname Given Name (same as HKID Card) HKID Card No./Passport No. | Date of Birth 4 H 8 Marital Status ™
£ (EEEE S ) E 48R MR | EBHHERBHEERE DD B (MM A Yy &£ BE IR R A
@i K9 | O Single £5 O Yes 2
Z}? /Alt)j O Married B4& O No &
R g | O With children 5F %
Home Address  Flat / Room Floor Block Correspondence  Flat / Room Floor Block
{EEHHE B/ = i 23 Address B/ = ==
Bldg. / Mansion / House SRR Bldg. / Mansion / House
KE /A (if different from KE /1
Home Address
Court / Estate / Street weRfEEMERR)  Court / Est/atg/ Street
B/ R/ #E B/ B3/ #1E
District Kln / HK / NT District Kin / HK / NT
WE TR B A B TR /B H

Country of Residence /& {EBIZ * Mobile Phone No. F12E 5&5%85 | Home Phone No. (FEE &5 | Home Fax No. (EEEHREH Personal E-mail Address f& A E Epsthiit
(if not Hong Kong 203F& )

Business Nature 75145 Job Position Bfiz Office Phone No. AR E &SRS | Office Fax No. ‘A el{EERHS Office E-mail Address /2 &) & Bt

Please give details if your spouse is a Proposed/ Existing Member of Bupa CarePro and/or your child(ren) is a Proposed/ Existing Member of Bupa Care Kid:

MENREA [REFER] WESE/MBEE - AN TFRA [RAZRE] fESES/EREEE - FREUTER

%ﬂ)ouse's Name Date of Birth HKID Card No. Membership No.
B HAEH BRSBTS BB
Children’s Name Date of Birth HKID Card No. Membership No.
FrE# HAERH BRSBTS 2R
** Provision of information is voluntary # Unless otherwise specified by Member in writing, Inter Partner Assistant ng Kong Limited will consider Hong Kong as the Country of Residence of all Members and repatriate relevant Members

REHEEREERELEE to Hong Kong when Medically Necessary. Fx3E®& 845 5 A EHiE A MR (M) BRARBREEAAMAGEZEERR  REBRZERRZREHEEREHS -

Bank Account for Reimbursement X {3E{#ZE1TF O

Claims payment will be reimbursed by autopay only. B {EER LGSR RZIT o
I hereby agree and authorise Bupa (Asia) Limited to reimburse claims payment to the account below. ZNAFERFERM (M) BRATEHREHRERUATED ©
Account Holder's Name & #58 A%HE HKID Card No. &7 &1 &5 15

Personal local savings/current account number (HKS only) 1B 7 it & /1 3R 4R 175 O 3155 (RPRB 1)

Bank Name Bank No. Account No.

RITHTE RITHRIE P AR

If the above account holder is not the applicant, please fill in the following information. ¥ it > F OB ALIERFA » FEBUTER -
Relationship with the applicant Reason for receiving claims payment on behalf of the applicant
HERFBABER ERE AUERES R R A

Application for e-Statement Service F ;58 F A E R RIS

(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.
AAREABRRE FEHRBAARBAAZ BEFHHES / ZEANE - AAPAHABTREEERNA 2 BHEE / 8R0S -

e-Statement notification sent to (choose one) LAtk B Efithut WERE F 455 i@ (ERE—) (O Office E-mail Address A 7B B4 (O Personal E-mail Address fALA B& s
Choice of Cover 2RI B (Please tick as appropriate #iEtin [ v | %)
Core Benefit = Z{RfE Optional Benefit &2 ZEIMRIE Benefit Level fREEZE 4, (choose one {EiE —)
() Hospital and Surgical Benefit {Efz & FHr{REE (O Clinical Benefit FI2RIE (O Plan 5t &1 1 Private AR E

(O Hospital Cash Benefit {EFz3i £ 4R

spa e swem s
(O Supplementary Major Medical Benefit O Planzt#l 2 Semi-private AR5

Bt o0 8 BRAR P s
(age must be below 60 FEAZA /360584 T ) O Plan&t&l 3 Ward X5
Total Subscription paid with Application HKS
BERAFRAN 2 RELE s
Method of Payment #{34R 2 J5 7% (Please tick as appropriate #&iZi@3tn [ v | %)
Payment Mode #fHREF = Payment Method #i{<HR #7574 Remarks &
O Yearly 45 O Autopay & EEEER Please attach a cheque made payable to ‘Bupa (Asia) Limited" for 1st year Subscription with
a completed Direct Debit Authorisation Form
(GBEZEENRERE  ZREFREZIZIEAANT - XBHBAS MR (TH) ERAF] )
O Cheque ¥ 2 Please attach a cheque made payable to ‘Bupa (Asia) Limited'
Bank Name #R775 % (BRIEREART - XERBEAR R (N) ERAF] )
Cheque No. 555
(O Credit Card 2+ Please attach a completed Credit Card Authorisation Form
(FEREZz ERRITREESTE)
(O Monthly A% O Autopay B EhEE8R Please attach a cheque made payable to 'Bupa (Asia) Limited" for first 2 months' Subscription
with a completed Direct Debit Authorisation Form
(FEZEENFEEE  EREMEAREZXEREADA  XEREAR [RIA (M) BRRF])

If the cheque issuer is not the applicant, please fill in the following information. & X R H AWIERFA - FEBANER ©

Relationship with the applicant Reason for paying Subscription on behalf of the applicant
SRR E ARR REBAINRENRE

MPO53/7/1111/19K @) Printed on recycled paper Wl EEARENRI



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

AR HAAREERE 2 REINMS AR EERANEUR | KRERFIETEREER/ FHE -

1 Atany time during the past seven years from the time of this Application, have you: FRER st AT BELFR - BES - Yes & No#&
1.1 had any chronic or recurrent diseases, injuries not completely recovered or diagnosed as a Hepatitis B carrier? O O

L EBREASMERERIERR AE2REZAIGHEDRLAFRERE?
1.2 exhibited any of the following symptoms in a repeated / persistent way? % R 7& / 548 H IR A TRE 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.? % « 588 « SRE - MR E « FIR © MAB () - BB - RELT - REHE -
B OHETR IRM - BER - BUR - BB - MRS - RERERMm - BREE - KL BUX - ERRE - BERE / ERSUBER 2@ AEEEIE R BEELE?
1.3 received any in-patient treatment / operation / physiotherapy? &AL AR 236 | F11T / YR A%E? @) @)
1.4 had any medical investigations / examinations or is there a foreseeable need for these in future? & & 2T B ERE / R BHESRE LT 22 O O
1.5 taken any regular medications? % & 2 AR B 4442 O O

If you 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 with attachment

@)
@)

medical report(s). If the space below is insufficient, please fill in the Supplementary Health Declaration Form. SEME
MREHU LEMEENRES [R] - FRATRIHEEFE - YFRHEEBNBRRERLS - IRETBER  BREARHARREBHE - @)
Symptom / Diagnosis Investigation and its result/Treatment/Operation Date of onset / recovery Fully recovered B2 B Name, Address and Tel. No. of Doctor
L D IMedication & &R £ &R AR Fli 1 BY HEBEH 2RAH Yes/No 2/I& BAEME U REFERE

| enrol as a Member of Bupa CarePro Health Insurance Scheme ('Scheme') and acknowledge that Benefit is not payable under this 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 me 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.

RARRKBREEREBEFERE R ([518]]) 2 &8 RIERBBULEIRTE - LVEREMIGEAIRE S 2K% - BEIEMFEIMaI B BREER - —ETTHE  RIEAANERRFRANEF
HFI I SRS o AR - BAAFAPTE - RRFR AR AR - EETE - FABRRREEREBNRUESHHRAAZRERRLBRES - —BRABKIALN - FAEM
R R BT UL B 2 B R R AR - YRBARRFRAZ R RERHREEERAALRIAZ FETA K2 RE

Purposes: | understand and agree that all personal information relating to me 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 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 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.

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 AARQRAERAEBIRGF  AURERFIEMEBTETIRRESIFEZAERBAANBEAZR - AERIBELT AR () BRI UL RS RIBHERR  (2) RIBERIRED TR/ EE
BREMRBEEANER : Q) REERRRIOIEEMEENER KR : (4) EEROSEEERBOER LIRS (BT S BEEM A TSMEE) © (5) ERARY - S5 RAK : (6) SAEFABH
HLE PR ERAR NBEAR ¢ R (7) BPERREEER -

BRERANER - AATRBZSEAERAE Eit Ag R T ATHEBETBEAZRIN  EARENRERE - AAZEORRENTA - BRRAF - BEAEAF - ARGE/REHH
FERHE - RRE BRI E - AR EROEMALLEE -

REREBEABRNER : AAADERATERFUL RFSRIBEROEAMER - (RIGTEERIZ L RS ©

FHRBARBNER : AABB0) REBEABBGRGES - AAGRERRE TRIBMFERAANEREAZR - BRZRBRERBEAERILRBERYK - it AEBARHEMEE255A
EITREF L1818 - SURRIANE BAR AR EARITIESR « R(2) AAMEEABREEREEMNSEH @ AIRBRANT S REHELR2517 5333 ¢

BREMREEMIABRMEEHAR | AABHAAARRBRESBEERTHEAERRBIEEHASE - YHARAGRERRTREZSEN -

Applicant's Signature EHFE AZE Date HEA (DD /MM /7YY H/B/%)
(Name #£4 )
Agent's / Broker's / Telesales' Name (if applicable and must be completed by applicant) Agent's / Broker's / Telesales' Code fR¥2A / BT / & ER KB

REA /B EERRME (WERRYARREAES)
Agent's / Broker's / Telesales' Contact Tel. No. fRI2 A / BB / & R R KRR B A5

Previous Bupa Membership No.:

AR & BARSE -

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.

IERBIZEBEE - — RIS HIXRENAEHRERRBNEBBZERIBE 2 EREE  BREBEMNENIRENRTEZ KmEERE - URIEERE - (EHEE -
Applicant's Signature HFEAZRE Date HE3 (DD /MM /YY B/ A /4)

MPO53/7/1111/19K @) Printed on recycled paper L& 4E DR



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.

EEBEL BRI FERMFEREERXNLE - WRBFEMFEER R RES L FER LR o

Name of party to be credited (The beneficiary)
Wkz =7 (R&@A)

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.
RN BE 2 RITRATHEE IRITHRIR DITHRIRE

My / Our name as recorded on Statement / Passbook

KN BEEFRE | FREZMS

My / Our address as recorded on Statement / Passbook

BN BEERE | FRLEZ i

Debtor's Name (If other than account holder)

BHAZIES (BEFPOKEAN)

My / Our Signature(s)
KNI EEZHE

Bank No. Branch No. Account No.
RITHR DITHRR WERE A SRS

00449921 5002001

AN/ BERERAN | BE2 TRIT - (BERRATHRT AN/ BERTZ
) BAA ) BE2PONSET DRERA «

AN/ BERBAAN I BEZRTREARERZSTERANREERTAAIES -

DRZSWEMSAN | BEEZFORRES (RSB ZELHEM) - AA/ES
BARREAARR BRI -

AN BESBRBAAN | BE2FOTRRWREL XS EARE AN/ BE2
SORRTTHE  ARGTRRARZKR LRI EREMATLK
R -

AEEEGEEEREEATRARL

AN/ EERE AN BEEBUHRERAREE 2 EfTBA -
RELMETHERMZTFAAN I BEZRIT

JAIRBUH | B

My / Our Account No.
KA1 EEZF AR

HKID Card No. / Passport No.
BRFDERES / ERRES

Date AH#3 (DD /MM /YY B/ B /%)

Membership No. (Debtor's Reference)
BERRE (EHAEDT)

If the account holder is not the applicant/Subscriber, please fill in the following information. %7 A8 AWIERHBA/IZRA + BEBATER ©

Relationship with the applicant/Subscriber
HEERFEA/IRRARBE

For bank use only $R1T5 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 ## (ZEif) BRA A

Address H#lt: 18/F, DCH Commercial Centre, 25 Westlands Road, Quarry Bay, Hong Kong
y BE255EASTTRIFRF 0 1812

#5:(852) 2517 5175 Facsimile f8#:(852) 2548 1848

Reason for paying Subscription on behalf of the applicant / Subscriber

REFA/ERAZNRENRR

Signature Verified X B%E

st - 1. @ BRI WBRIAR o
2. EWERERN HFERAMARB T ZRITPORNHFRT -

Bu%%im

Website #8311k www.bupa.com.hk

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

ERBUGEARR  FREZMREREERNXCELREURY - ECEBEMRISHEN - FEAFLURLE

O Visa O MasterCard O Diners Club

O American Express

Cardholder’s Name HKID Card No. Credit Card Account No. Credit Card Expiry Date {£ <22 H
FRALER BRI HERI ERRF O (MM /YY B /%)

Total Annual Subscription 4F £ #4858
(HKS 7##5)

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

basis until further notice. RAZEAERIA (M) ARATNRAANERRFAGFINEARESTE  EESTEA -
If Cardholder is not the applicant/Subscriber, please fill in the following information.

EEAREHAALIFRBA/REA - FEBATER -

Relationship with the applicant/ Subscriber Reason for paying Subscription on behalf of the applicant / Subscriber

EERFA/RRARBER REBA/BERAZNRENRE

O I hereby confirm to pay the Subscription due of Bupa CarePro Health Insurance Scheme for the applicant/ Subscriber, (Mr / Mrs / Ms)
RARBREERBA/IRAZ 2B EAZ RIOEREBEREAERESSE (e RK 1 &t)

Cardholder's Signature #-~A%Z& Contact Phone No. Ht4& B :E 5715

with HKID Card No.
BT NER

Date EH3 (DD /MM /YY B/ A /%)

For Bupa use only {RiA5 A
Bupa CarePro Membership No. {145 FEfE & 8 #7555 :

Subscription R # (HKS B#) :

Authorised Code #Z#EAH5 :
Date HEf :

Bupa (Asia) Limited R4 (ZEM) BRAF

4k 18/F, DCH Commercial Centre, 25 Westlands Road, Quarry Bay, Hong Kong
(255 REITR X812

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

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

Bu%%iﬁﬂ
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