Bupa Critical Essential Care Application for Reinstatement

REEZREERET S L GE TS

e Subscribers may apply to reinstate their Contract within three (3) months from the due date of the unpaid Subscription.

BRARAMREE 2 B et 38 A AR F A AIEM -

e Approval of reinstatement is subject to satisfactory evidence of insurability and/or additional financial and medical information of the Member that is provided at the Subscriber's
expense. Please note that no cover will be provided during the lapsed period.
BREBUARBRIARENRRERER /G BHMBR T BN ER - WARLRAIYE - BHRBRARRRAZM - @EAMHH A REEARRE

e Please complete, sign and return this original Application together with a cheque for the payment of the outstanding subscription to Bupa. If reinstatement is not approved, Bupa
will return the cheque to you.

FEZ - BEERHEFRREAZRAHREZ XFE—HFERA - ERNEMEFNELAE - RIABERALREIE

Subscriber's Name Day Time Contact Tel. No.
RIRAMEA H 48 B B RS
Fax No.

Membership No. (16 digits) BEHH

FEHE (16 LT Email Address
[ Y T O

Subscription amount submitted with this form HKS Cheque no.:

R RERN L2 RE (B X ERRE

If the cheque issuer is not the Subscriber, please fill in the following information. % 37 222 H AW IEEIRA » FEBUTER ©

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

B IR ANRR RERAZNRENRE

Important notes EE&E R} :
Please ensure you have answered all the questions below before signing this Application. Please note that Members will not be eligible for claims resulting from the non-disclosure of

health information. ZEZZREBFRAT - BEIE A TAERE o EAREEREOBEARMSI B RE RS - (G EER -
1. Last consultation & — K2 &R
Date HHj Reason [RHA
Result &%

Name and address of the doctor %4 #4 R ibiE

2. Have your natural parents or siblings had diabetes; breast, cervical, ovarian, colon, or other cancer(s); high blood pressure, heart problems, stroke, () Yes ()No#

haemochromatosis, Huntington Disease (Huntington’s Chorea), polycystic Kidney disease or any other hereditary disease(s)? (Please provide relationship,

condition, age at onset and/ or age at death (if applicable).

B TR BIHRA BB AR © I - FEEE IR B SHEMRE S  DRER TR IeFNHE TEEERR  SEEE

SREAEER 7 FIRERER - R - WREFRR/IIETFER (ERA) -

3. So far as you know have you ever had and/or been treated for and/or been told you had any of the following diseases or disturbance?

METRIA - BT B0 EA R/ R BE A TR T R/ B a5 ?

3.1 Any chest pain*, heart disease or problems of the blood vessels (e.g. rheumatic fever, raised blood pressure, high blood cholesterol, angina, irregular heart () Yes 2 () No &
beat, murmur, heart attack, etc.)?
A ~ VIEFKETNERRE (FII0 : BIRES - B - EERFS - O8F - DETE - LRS- DRBERIES) ?

3.2 Any chest or breathing complaint® (e.g. asthma, bronchitis, tuberculosis, persistent hoarseness or cough or other respiratory problems, etc.)? OYes® ONo&
(EMEPsRIEIR B (FIshs ~ X REX ~ B% - HADTHIH ~ HHMITRBEERR) ?

3.3 Any complaint of the digestive system™ (e.g. hepatitis or hepatitis carrier, gallstones, gastric ulcer, esophageal reflux, polyps, bowel or rectal bleeding, etc)? () Yes*2 () No &
ETH RRRRBY (PIAFT AT A TS « IBA - MCEES - BRER - 8A - BBHN%) ?

3.4 Any diseases of the genital urinary system (e.g. Blood or protein in urine, kidney stones, nephritis or nephropathy, renal failure, prostate disorders, ovarian () Yes @2 ()No &
cysts, endometriosis, etc.)?
R IR SR RS (FINMRSER R ~ BA - BASER - BRERS « AIIRKAR - INEEE - FTEREEMS) ?

3.5 Any neurological or mental disorders™ (e.g. epilepsy®, impairments of hearing, speech, or vision, prolonged headache, convulsions, depression, stroke, () Yes @ ()No#&
paralysis, multiple sclerosis, Parkinson's disease, Alzheimer's disease, etc.)?
RSB IERR " (P - BHAES/ARNRIE - RUEER &% 118 - hE - BE - 2BUB(L - BEHRER - EERRES) ?

3.6 Any endocrine disorders (e.g. diabetes*, pituitary disorder, thyroid disorder, etc.)? OYes®2 ONo&
AR BER (FIERRS - MERRR - FRRERS) ?

3.7 Chronic pain or other problem in your neck or back®, ankylosing spondylitis*, sciatica®, muscle or joint disorders, gout, rheumatism, systemic lupus () Yes& () No 7
erythematosus, or other physical disability?
@M EE R A MRS - REMEMAY - LEE - NIABHRE - AR - ERR - fIIDRE - ETFERK?

3.8 Cancer, tumour, lumps, cyst, disorder of skin, disorder of lymph gland, anaemia, leukaemia, other disorder of blood? OYes® ONo&
RRIE ~ FEAE - JEMR - BWIE - RERE  WEROER - Bl - A - EtbERNABEKRR?
3.9 Venereal disease, AIDS, AIDS-related conditions, any blood test for HIV virus? O YesZ (ONo&

MR~ BUAS ~ EEERABNAR - BRIEZERSMN IR
4. Have you ever used drugs such as stimulants, hallucinogens, narcotics or other controlled substance other than prescribed by a physician, or been counselled, () Yes*2 (O)No &
treated or arrested for excessive use of alcohol or drugs?
FEERAEYMBEER - KL - RS H IR EER TR E LY - EBMBRREMETHE B
5. Within the past seven years have you had any:

BELFARTEAE:
5.1 diagnostic test such as X-ray, electrocardiogram, genetic test or blood test, biopsies, ultrasonogram? OYes® ONo&
EXZERBEXE - LEE - BEERERR - RRER BRI RENBERRE?
5.2 illness, operation, medical advice or hospital treatment not mentioned above? OYes® ONo&
BA LR RAKR - WHEZFM - BRERSBRTAE?
5.3 pension and/or claimed payment for any sickness, accident or injury? OYes®2 ONo&
FER -« BONKZAS I ERISEE (B R /eR K2 ?
6. Has your weight changed more than 11 Ibs/5kgs in the past year? OYes® ONo&
BE—FA BTNRELSTRE VBN EaERE?
7. Are you currently taking any medication? OYesZ ONo&

BT B AR E B AR S ?

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

Bupa (Asia) Limited &4 (Tl) ERAF
Address 14l : 18/F, DCH Commercial Centre, 25 Westlands Road, Quarry Bay, Hong Kong BU a 1?m
BB EWRK2FAETRES L1812 p \
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Bupa CLiEicaI EssentELCare Application for Reinstatement
REERZREKERETE R

8. Have you smoked cigarettes within the past 12 months? If Yes, please state: OYes®2 ONo&
MTEBET ARG ERE? 0 [F] - FE8 :
a. Average no. of cigarettes daily?
BHTFHRENZE?
b.  For how many years have you smoked?

BTEREZLF?

9. Do you take alcohol on a regular basis? O Yes*2 ONo &
T EERABERNEE?
10.For juvenile Member under the age of 2 years RiERRMIA THRESR S OYes®2 ONo&

a. Weight at birth {4485 |bs &% / ozs %2t / kgs AT
b.  Had the Member been confined in hospital for more than 5 days since birth? If Yes, please give reason

Bk B - MBEBIXR - BHARE
c.  Were there any birth difficulties, RH problem, congenital deformed limbs, "blue baby *, lack of mental development or Down's syndrome?

BERHRBE AFHEE  AREREBRY 52857 REESLVEERIERGEAESER?

Questions 11 to 15 are to be completed for female Member 5112158 REARZIEE 8

11.Have you ever had or been told to have, or been treated for any disease /disorder of the cervix, uterus or the breast? (OYesZ ONo%
BTEaRMEARFEE 752  ABERRERGRK?

12.Have you ever had or have been advised to have, or are you intending to have tests or treatment of the breast such as mammogram, an ultrasound or surgery, etc? () YesZ ()No &
BT 2 EIBRA ST HRABEIREIARMIEXE - BERIFM?

13.Have you ever had, or have been advised to have, or are you intending to have investigations and /or treatment of the cervix or uterus, such as a pap smear, cone () Yes 2 ()No &
biopsy, colposcopy or ultrasound, etc?

BT EEIWERRITHAFEE  FEAREIREARNHRAREZR - RIS - BERIBTRIBE?

14.Are you now pregnant7 If yes , please state week(s) of pregnancy OYes® ONo&
ETRERTER? B8  BIIRE2EH
15.Have you been informed by a doctor or is there any reason to believe that your pregnancy may be abnormal? OYes® ONo&

BT EoWEEENXREMRREREZTER?

For each "YES" answer for Questions 1 to 15, please identify question number and give full details, conditions, dates, duration and result. Please give full names and
address of doctors, hospitals and clinics.

WMENVEVSRENERR [B] - BRI - sk B - AR - DEER B PR E RIS o

If you answer "YES' to questions or illnesses marked with an "+, please fill in relevant health questionnaires. 127K * SEMIRESRRNERA (2] @ FEREHEREMNS -

Declaration and Authorisation 83 12

| hereby request that the above contract with Bupa be reinstated and | understand and agree to the Condition of Reinstatement as stipulated in this application. | hereby declare and agree on behalf of myself / the
Member in this application that (1) to the best of my knowledge and belief, the statements and answers contained in this application form and any other questionnaires issued by Bupa, and answers given to Bupa's
appointed medical examiner, are true and complete; (2) all answers to such questions, together with this application, shall form the basis and become a part of the Contract; (3) failure to disclose all relevant
information may result in non-payment of a claim and/or all cover under the policy being cancelled; (4) any misrepresentation or non-disclosure of smoking habit will render the Contract void in case of claims,
whether the claim is pertaining to smoking or not.

| hereby authorise on behalf of myself / the Member in this application that (1) any employer, registered medical practitioner, hospital, clinic, insurance company, bank, government institution, or other organisation,
institution or person, that has any records or knowledge of the Member and who has attended or may hereafter attend to the Member to disclose such information to Bupa; (2) Bupa or any of its appointed medical
examiners or laboratories to perform the necessary medical assessments and tests to evaluate the health status of the Member in relation to this application and any claim arising therefrom. | acknowledge that
Bupa reserves the rights to ask for submission of more details of health status or medical reports of the Member as listed in this application at my own cost. Such authorisation shall survive me and shall be irrevocable.

ANRE UL 2 iR 2 A KRR - WA E R AR ER R AR LD R E R o AAZURERAA /ML RFNOE SRR RFEE (1) AR EFR R EAM— R ERAE RS R EN — IRt
REERAREIZANEE  BRASRROER - BAARTMNE  HMETE  (2) Lk Emﬁﬁﬁ@%&ﬁtﬂﬂuﬁ% R RBEBRRENRE : QIMARET2REMBEMXRNER - K23
B R SRR S S/ S AR B (RPN (4)&17”&@”3#“’9’]9&*&%%& EmAREAMET  OREHANER

ANEUREAA/ UL RFN S SRR EFEE - FMAEE R 1%592}—] SRTT - AT  EABS AT  AMEBERFHENERE S 2 28%  R/AELRAALHEIHRES -
BRI EERHR AR - QUIRASIEMEEE 28B4 - éi?)\ﬁﬂdbﬁﬁﬁ AISLULIRAR R R (S BRI R A & BT TR 2 B AR AT AR f’Eﬁ%%ﬁ%EZﬁiJﬁHﬁﬁ RANFER
RIEBREREREZ AR RRARERMTZRERNRERRS - —IBARAAIN  WEREREAAN/GE S RRIDAERRTAHE

Personal Information Collection Statement {EA & EEH

Purposes: | understand and agree that all personal information relating to me / the Member collected or held by Bupa, whether contained in this application or during previous applications, 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.

AR - AN A RFRBRAE B BFEIARNEF  (ERRERFIEMAETHKRESITE A ARAAN/ BRI EAER - ATERIAME A% (1) ERI2 I R RIRHERIRS ¢ (2)BIE(ERR
BT R/ SRR KRR A RIS R Q) RERR RO EEMBEAER LR « (A HERAESERENERRRE (ETSREEMATIEE)  C)ERZY - SietRHE - (63
(AR PR PR B AR A / & B4R R (7) B PREREEER -

HERERBANEER - RATREBEZSEAGR AT E LR ARRETATEEETERAIIRIN - EARBEOEEEE RAZENRBRINA - BREAR  BEAZ AR - ARIVRHERBEHOHE
B - RIRERE RS  SOREEROEM AL EE -

RERUEAENORR - AABABRERATIRM HRERRIAERNEMBER - RIGTEERIZ L RGE - MABERMI R AR -

AREAERMRER - AARE () REREAERHFLR) 5G] - ﬁ/\“ﬁ'%gﬁﬁ&ﬂkﬁﬁmFﬁ?—rﬁ%ﬁ#$}\/ﬁE E’]Eﬂ@}\ﬁﬂ BRZSGEBRRAEA BB E W - i AEEQRBERK25
SEARETREERL 181 - FIRRIE TR BAAANEMBRER « R (QAAMEEAEBERBEEMNEH - TREREOESRIBEEL2517 5333 ¢

I, as the Subscriber, understand that | declare and sign on behalf of the proposed Member listed in this application under this Scheme who is under the age of 18.

AAMEBRRA - HARARKULE BRERATIH 2 185A T8 B (EHBRARESE -
Subscriber's Signature &R A% E Signed in Hong Kong on 2% ZMW&#

X DD A/ MM A/ YY 4

Please submit this Application Form to Bupa within 14 days of the above signature date. ER{RILFAFERER LMHB ABHN14RARERME o

To protect your interest, please return this original form with your signature to Bupa. B{R#EM T Wi @ BEEAREEREBSRERERM -

Agent's / Broker's / Telesales' Name (if applicable and must be completed by Subscriber) Agent's / Broker's / Telesales' Code RIEA / BB / &R KRR
REA /EE / EEARER (NERRSERRRAER)

Agent's / Broker's / Telesales' Contact Tel. No. fRI2 A / &R / & ¥R RIS B 5005
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