To protect your interest, please return this original form with your signature to Bupa. A REME T f# - FEAREEREBRAEIERM -
Subscriber's Name Day Time Contact Tel. No.
RIRALER H Fal B B SR 505

Fax No.
Membership No. (16 digits) EARE
& RR (16 8T Email Address
BE A

(Please tick the change(s) and fill in the details as required 57 & 205517 WAEZ Hr 75 E#] )

(7 . (Health Declaration must be completed for new choice with item marked with "+". The new benefit will be
O I_ Change Of Beneflt EE&{%FE ;ﬁ};ctij/e on the date of renewal, if approved. % [«/ $5A9#F 2 H X BEBREFEY -+ —AEHE - FIREALRERE

* Please tick the NEW plan BRI EIZ =AM E [v] 5

O Plan 1 &8I Private x5 (O  Plan 2 &&= SemiPrivate ¥FKE O Plan3 #HEI= Ward A
Addition / Cancellation of Optional Benefit # tI=EUH B RREEH
(O  Clinical Benefit PIREE O  Other Efi:
O *add QO  Cancel 8% * Add
(O Hospital Cash Benefit {55 (2 sEm
O *Add m O  Cancel BUH O Cancel
(O Supplementary Major Medical Benefit 11525 (age must be below 60 £ #1478 £605F A ) BUH
O  *Add #m O  Ccancel B

* 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. &5 & B HZT{RIEFEBAMREE AKX « FIALES L)L E IS BB RIBE B ARRERAEE(E -

Subscription submitted with this form HKS

R L R AR B2 REBHE
by Cheque Cheque no.: O by Credit Card - Please enclose with a completed Credit Card Authorisation Form
LA ZZBAT X RIS MERREN — FFREEZ EARIREES
If the cheque issuer is not the Subscriber, please fill in the following information. & 22 H AW IERAR A @ BEBIATER} ©
Relationship with the Subscriber Reason for paying Subscription on behalf of the Subscriber
BRI RABR RERALZHRENREA

O 1. Application for e-Statement Service HEEF£EREK

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.
FAARRARUBMEFEHERBAUBNESAAZEFREE / ZHEEHNE - FAPHAESTEERREAN 2 BHE ZRENE -

e-statement notification sent to the email address stated in section Ill below (choose one) O Office email address Personal email address
LATHISE =I5(1) PR M BB b I E FAE B R AN (R E—) AR BB & A BE

© Il Change of Correspondence Address / Telephone No. / Email Address
EHEMRMIL | SRR SBYt

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

Bldg. / Mansion / House Court / Estate / Street

KE/1E MR fiE

District Kin./HK. /N.T.

@ JUBE | B IR
New Telephone No.: Home : Office : Mobile Phone : Fax No. :
HEEIRS E NA] FrRER FERE
New Email Address :  Personal : Office :
BT {EA )

O IV. Change of Member Details E4&8E#

** Please submit a copy of HKID Card / Passport to Bupa il [F &% 5177 / it BRI A 2 ER 18

HKID Card No./ Date of Birth Country of

Surname Given Name Passport No. ™ YA A Residence*

& # Sex EEIRERE/ DD MM YY (if not HK)
(Same as HKID Card /Passport 8% 7% 5195 / #AF) [E3:] HREE =] A * EERR" (P3EEH)

# Unless otherwise specified by Member in writing, Inter Partner Assistance Hong Kong Limited will consider Hong Kong as the Country of Residence of the Member and repatriate relevant the Member to Hong
Kong when Medically Necessary. f 3F & B4R A EE@E A - BIEBEE (M) ARADEREEARGEZEAER  NEBEBTERXEGTEREE -

Telephone &% : (852) 2517 5333 Facsimile { & : (852) 2548 1848
Website #84E : www.bupa.com.hk

Bupa (Asia) Limited &4 (M) BRAF
Address #B31F : 18/F, DCH Commercial Centre, 25 Westlands Road, Quarry Bay, Hong Kong BU a 1?@
FRRAFRMUB2SEAE TR 10 P \

PAMVT

OP/BCPRV/1211-1K



o V. Other Cha nges E@EE& (Please specify the details 3 #4851/85)

"
H ea Ith DeCIa ratlon ﬁ E E HB To protect your interest, please return this original form with your signature to Bupa. 5RE/R T » B AFBREFEEREZEIRY

Height &% cman/ ftR | Weight 885 kgafr/ Ib#

Please note that non-disclosure of health information may result in the Contract being void and / or claims ineligible for assessment / reimbursement.
AR EARERE 2 RERIS RS SRR OERT | ARERFTATE R/ BE -

1 Atany time during the past seven years from the time of this Application, have you: Yes 2 No &
HEFTERNBELFA - GRS

1.1 had any chronic or recurrent diseases, injuries not completely recovered or diagnosed as a Hepatitis B carrier ? @) @)
L REEMIEEREBIERRE - AT2REZ UGS R BT AFEE?

1.2 exhibited any of the following symptoms in a repeated / persistent way? & &7 / #48& HBRIA TRE ? 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.?
B BAR  SRE - WRESMNETE - R2 - MACLM) - BUSKEW - REDT  KEME - M OHETR IR - B IR BB - MRSE - RFRE

I BEAREREE - KL SRR IERRAE - BEERE / ERRSUBER1 2AAE 2 BEREE 7
1.3 received any in-patient treatment / operation / physiotherapy? &# X ABti2ia | Fiif / ¥iEaE? @) O
1.4 had any medical investigations / examinations or is there a foreseeable need for these in future? &4 Z (T8RS / 5k T8 EG A LR 22 @) @)
1.5 taken any regular medications? & 5= #iAR A Z:4)? 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  Wjith attachment
copy of the relevant medical report(s). If the space below is insufficient, please fill in the Supplementary Health Declaration Form. SEHE
MELHRALEARENEES (2]  FRTRIHEHEFE  THERAEBNEREEEES - ARETBER  BRARHARERNE - O

Symptom / Diagnosis Investigation and its result / Treatment / Operation / Medication Date of onset / recovery | Fully recovered B2 & & Name, Address and Tel. No. of Doctor

=0 REREER /AR Fil 1 59 FRBH/ AR (Yes/No /%) BAME I RBERE

Declaration R

| acknowledge that Benefit is not payable under Bupa CarePro 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 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.

FABERRBRASFEEEFRETS ( [58)] ) RE - LERERBAMNEEE KR - BELEMEANSI R BRER  —ETTRE - RIFEAAERRFRAE FH5 B LS RIBER
AABE - BRAAMAE - ARFRLHEEZ AR IBETE - ANERROEREREREZERAAZRERARBERS - —NEBAAAXN - RABMEYFEETUHEZ & &
RRAR - WRBARFRAZ REEAROEERA AR T A2 RER -

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 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 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.

R#  AARBRRBRAERLERE  FAREEFIAMECETEREIFHEZMERMAANBEAZR - ATERAELTREO) BRI RFERRHERRTE  (2) EEREFMREIT /L RER
SEMRBRAMNER : Q) REIRFRIAIEEMEENER IR « (4) EERASIEEEREOERRRSE (B782FEMATIME)  (5) ERES - S RHAF ¢ (6) SIERARH AT
B FRIR B NBAS R (7) BRPARNEEEK -

RERBAMRD - AATRBZFEAER A E DRAERET A THE (EEERAEEEN) - EARENKERE  RAZENRBRTNIA - BRERAF - BEBAEAR - ARVEAREOHE
AR - RRXRede  EREROEFALIER -

RERBEARBHER : AABOEAATERMUL RFRRBEROEMER - RIG LRI I 3 AR IR UL RSN RE

AERBEARRMER - AABBO) RBEABR (FLER) GO - RABREH REERBAREERAANERNEAEN - ERSRFHRFROEABRLEEEY - I ATBHARERE 255K
ETREET L1818 - HIRRA TR BARANEMBITER + R(Q2) RAMHBEABRMERPAEEMEN - IRERAGOETSREER2517 5333 ¢

Subscriber’s Signature R A%E Date HER (DD/MM/YY B/ A/4E)

(Name #£4: )
To protect your interest, please return this original form with your signature to Bupa. 5REM T 0 » EEAREELEBRAEIERM -

Agent's / Broker's / Telesales” Name (if applicable and must be completed by Subscriber) Agent's / Broker's / Telesales Code {32 A / BRI / &R KRN
RIEA R EERERLR (EARVERRRARR)

Agent's / Broker's / Telesales' Name and Contact Tel. No. RI2A / Bf / & R KRB 5515




