Bupa Civil Servants Health Insurance Scheme Registration Variation Form

RELKEBRRETE BT

ﬂl’o protect your interest, please return this original form with your signature to Bupa. A&EE T HEx%  BEEARKEAEKBAERERM o

iber” Day Time Contact Tel. No.
;ﬁ;i\c;il%er sName = Fé%#%ﬁﬁé%ﬁ)ﬂ%
Fax No.
Membership No. (16 digits) BESRE
B BRI 0 etumr) Email Address
N I Y Y e A Y O O -7

||
Types Of C ha n g es EE& IE E (Please tick the changel(s) and fill in details as required 72/ & 245517 00 EHZ A7 75 7Y )

b I Ch f B F E& 1% 2z (Health Declaration must be completed for new choice with item marked with "*". The new benefit will be effective
.Lhange or bene it & BE o the date ofrencual i approved. & [~/ SHFRESFABRERT » —THE » FRERIRTRELY )

*Please tick the NEW plan and option Rzt E8IREEZE>ZRAMNLE [v] 5

O  Plan st 1 (Private FAXE) (O Option 2 1 (O Option 42 2
N - . 100% reimbursement on Hospital 80% reimbursement on Hospital
(O Plan t#l 2 (Semi-private L% 5) and Surgical Benefit and Surgical Benefit
QO Plan 8 3 (Ward A5) {EB R FRIEREE100% & A {EB R FMRIERE E80% &
Addition / Cancellation of Optional Benefit &nsiEUE HEREEER
()  Out-patient Benefit Pz ER{RE O *Add #in (O Cancel B4
(O Hospital Top-up Benefit FififER 88 (R O *Add #in O Cancel BUH
(O  Bupa Worldwide Assistance Programme {#ieEIE % Bt &) O Add 10 O Cancel BU#

* 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 & 8 ¥ RIBEHLAIRERE AKX - FIAEALEMEJIEBRRIBGRIARRERERE -

Subscription amount submitted with this form HKS
ERILRFERM L2 REE

by Cheque Cheque No.: O by Credit Card - Please enclose with a completed Credit Card Authorisation Form
IASZ RS KRR MERREN — SFEBEZ 2 ERRATRES
If the cheque issuer is not the Subscriber or Member, please fill in the following information. # % 23 H AW IHLRAKE S © FEBUTER ©
Relationship with the Subscriber Reason for paying Subscription on behalf of the Subscriber
B R ARBR REBERASHMRENHRE
—
= = - - EE ==
O II. Application for e-statement Service B EE FHEERRK
O | 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.
RAARBABWERE FHEERBAURERAZEFRHESE / ZHAMNE - AABAEEKTSBEEEARAZHEE Z8RNE -
e-statement notification sent to the email address stated in section Ill below (choose one) O Office email address O Home email address
LATRPIE =TH () AR H B E I NERE FAEERBA (BB E ) AR BB EEERIHE
=
0 Yz LD e
O 1Il. Change of Correspondence Address / Telephone No. / Email Address BBzt / EFEHE | EBibit
New Address :  Flat / Room Floor Block
#iwat B/ E B &
Bldg. / Mansion / House Court / Estate / Street
RE | 1& M/ Bt/ i
District Kin./HK/ N.T.
ol NEE/BE I HR
New Telephone No.: Home : Office : Mobile Phone : Fax No. :
BRI Es | FIRES HHEREH
New Email Address: Home : Office :
B UL = NG|
=
= = . N
O V. Change of Member(s) Details EH&E&H
. ! Country of
Surname Given Name leglg&arrthl\(l;ﬁ*/ Date of Birth Rg;fgerr}’cga
% £ Membership No. Sex BEH DB/ HAERE (if not HK)
(Same as HKID Card/Passport 81257 & 17 /& R HH R BERT MR ARSI DDE MMA YY£ | EEEZR* (M3EEE)
Subscriber &R A
Spouse ft{E
Child %
Child 7%

* For spouse, please submit the copy of HKID Card / Passport; for child, please submit the copy of birth certificate to Bupa. FERIEE2 EHESHE / EREIA L T2 B EFBRAEIRZERE

# Unless otherwise specified by Member in writing, Inter Partner Assistance Hong Kong Limited will consider Hong Kong as the Country of Residence of all Members and repatriate relevant Members to Hong Kong
when Medically Necessary. (Only applicable to Members with Bupa Worldwide Assistance Programme)
MRIFSEFFUEEE - BERE (M) ERADEREEARMEACEZEEER  REBATENXRAMSELER - (RBEARAEGRHBEREDFIEZEE)

Telephone &% © (852) 2517 5333 Facsimile 5& : (852) 2548 1848
Website #84t : www.bupa.com.hk

Bupa (Asia) Limited *4 (M) HROH

Address #i3F : 18/F, DCH Commercial Centre, 25 Westlands Road, Quarry Bay, Hong Kong m

H“H“H HH“HHW H“MW Bupa [| &
PAMVT

OP/CSRV/0311-0.5K



Bupa Civil Servants Health Insurance Scheme Registration Variation Form
REQAHEBERE S FURRAE
(O V.Addition of Dependant 12105 % A

Spouse must be aged 18 to 64, and unmarried child(ren) must be aged below 18 or below 25 if in full time education. EL(B4F 787 F18Z 64 5 KA IE T L2 F I B A1 85 Fel25 57bA T 2 & B IS4 ©

HKID Card No. / . ; Smoker Country of
Surname Given Name Passport No. * Date of Birth Weight Height (Y/N) Residence®
# # Sex | BEBHHERLS / HAERH = = R iEE (if not HK)
(Same as HKID Card/Passport 8277 55 548 HR) | #3) R DDE MMA YYZE| (kg2am) | (em2%) | (2@) | BEER* (03EEH)

Spouse fitf#

Child F%

Child F%

* For spouse, please submit the copy of HKID Card / Passport; for child, please submit the copy of birth certificate to Bupa. F&EREE 2 B SN E / & REIA R T2 B EFREEIRZERA

# Unless otherwise specified by Member in writing, Inter Partner Assistance Hong Kong Limited will consider Hong Kong as the Country of Residence of all Members and repatriate relevant Members to Hong Kong
when Medically Necessary. (Only applicable to Members with Bupa Worldwide Assistance Programme)
BRIFEGERHABEEM  BREME (M) ERAFAEREFERFMAETEZEERER  NEBRTERNRRAWGELEE - (REARAERUERENFEZEE)

p
O VI Other Changes ﬁﬂbia& (Please specify the details #:##75/%7)

( "
H ea Ith DECIa ratlo n ﬁﬁg Hﬂ ( To protect your interest, please return this original form with your signature to Bupa A{R[E/ T HfEzs + EAG A RIS IER B BEREZ BRI )

Please ensure you have completed all the details in the Members Information section before signing this Health Declaration. Please note that Members will not be eligible
for claims resulting from the non-disclosure of health information.

EE  FEARBEBARN  FEZGBEMIND o FIE  ERERKEBZRERRAMSI B2 RERE - B TERS -

At any time during the past seven years from the time of this Application, has/have the Member(s): FEFEEIATMBECFN - EBRE : Yes &

1. had any chronic or recurrent diseases or injuries not completely recovered? & 28 M@ KEH IR FRART 2 REZEIE ?

2. had exhibited any of the following symptoms in a repeated / persistent way? & 2 &/ & £ 35 A T m ?
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.? Z#t - 38 « 3% « s NE « {2 « MAREMm) « Bz - "REET - KEXE -
g OHETR B - B AUR - BB - MRRME - REREHM - PRREE - KR S0 BRRE - BER/ERSEER 1 2EAFEEE R BERLE?

3. received any in-patient treatment / operation / physiotherapy? & # S {F{a] APt 26/ F 11/ 9326 ?

4. had any medical investigations / examinations? & 5 {T ] & B iR & /125 ?

5. taken any regular medications? & & 8k FA 524 7 O O

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 withg%aﬁ:#ment
FHHME

report(s). MREFHIA LEMEARENRER [R] - FIHBAMRFE - RABBNBRRERIA -

il
z
o

iz}

O
OO

OO
OO

(Proposed) Member(s)' Name | Symptom / Diagnosis  (Investigation/Treatment/Operation/Medication Date of Onset / Recovery Degree of Recovery Name, Address and Tel. No. of Doctor
(g ans TR %2 BE /AR Tl 5 RERH/ ERAH BRiZE B - b R B REGRER

Declaration %87

| / We acknowledge that eligible Benefit is payable according to the Benefit level prior to the upgrade of Benefit level (if applicable) under Bupa Civil Servants Health Insurance Scheme ('Scheme’) for any costs
of treatment arising from any illnesses, injuries or other conditions commenced or presented before the Coverage Commencement Date of such upgrade (if applicable). | / We declare that, to the best of my
/ our knowledge and belief, the statements contained in this form are true and complete. | / We acknowledge that Bupa reserves the right to ask for submission of more details of health status or medical
reports of me / us and the dependant(s) as listed in this form at my / our own costs. | / We have read and agreed to be bound by the terms and conditions of the Contract of this Scheme and | / we agree that
this Health Declaration and the answers given in this form shall be the basis of the Contract between me / us and Bupa.

AN | BSHIRBREAT S BAREE ([F81]) RE  AERNRE GUER) MRERHS BAIEBFESHRER - BEFHMBERMSI Bz ERBRER - —ERBEIMRE (ER) A
RRIESREGE - KA/ BERE - AN/ BEMAE - RREREARZ —EH HIBETE - AN/ EERBROERERRHESERAA / EZRRARFRAMIIH 2 ZHBAZEE
RRRBERE - —EBHAAN/ BEXN - AN/ BEEEAELRZETUAB 2 ZERRAY - YRBARFRAZEERAREEER/SAA / EZRRAZHAFTANZIBE

Personal Information Collection Statement 1B A % ¥}k % 85

Purposes: |/We understand and agree that all personal information relating to me / any 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 / any 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: |/We 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: |/We 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: |/We further understand that (1) under the Personal Data (Privacy) Ordinance, I/we shall have the right to request access to and correction of any personal information
concerning me / any 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/us from time to time; and (2) I/we can contact Bupa's Customer Care helpdesk on 2517 5333 for any enquiries about the Personal Information Collection Statement.
AR AN/ BEHARRABRIGERIL RS  EARERFIEMSETERRRIRE 2 MAEGRAAMEMESNEAZR - AIRERBIEATRE() BRI REREEERRTE  (2) REBAARE
DR /SR BB Bk HAARBR BRI EAX ¢ (3) IR RARFTIRIAS L SR MM M EE i I BRTS ¢ (4) HEE RN S LR MMB (0 22 2 S IR 7S (BT 2 BIEELAth A T 3liH8) « (5) BRMXY - Mt RIAR : (6) BLfE
A B PR B PR BN A/ & BB ¢ R(7) MPREREEER -

BREBRBANER : AA/BEENRASZSZEAEHATE RARRETUATRBERERASSED)  EARBNEERE - AAZENREHTNA - BREQAE - BEAZLQR - ARIBEHEREDN
HERHHEE - RIREDRE LS - SOEBEROEM A LM -

RERBEAABRNERR : FA/BSHEERAN/ BTSRRI R FRRABROEMER - RIATEEERIE I B 5 RAEER L R BARNRE -

FREARRNERN : AN/ BFHE RBEALR LR ED - AA/ESHREMHRETRAMEBRNAA/(EAE S AOEREAER - BREZRBBRRAEAGRILBEEY - ik BES
HEBEME 2SR ASTTEESR L1818 - SURRATEBARA/BZSNEMBITRELR  RQAA/FEMNLEAERRERPEEIAEN @ AIRNERENEFRIEELZ2517 5333 ¢

|, as the Subscriber, understand that | declare and sign on behalf of the dependant(s) listed in this application under this Scheme who is / are under the age of 18.

BRAERERA - FAARAKKIFBIRFRATIL 21 85A TR HRAEHBAREE -

Subscriber's Signature R AZEE Member's Signature (aged 18 or above) Member's Signature (aged 18 or above) Date HHA (DD/MM/YY B/ /%)
FMI8HEINA L2 BEHE FMIBHEINA L2 BEHE

X X X X

(Name #£4 : ) (Name #£4 : ) (Name #£4 : )

To protect your interest, please return this original form with your signature to Bupa. 5REM T 0% » FEARBELEBARAEIERME -

Telesales' Name and Contact Tel. No. (if applicable and must be completed by Subscriber)

BERREL R EHERE QNERRLARRRAER)
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