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&

RHSTEBRRE

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 the 1st day of the
following month. Please also make sure you have enclosed your full Subscription and a copy of HKID Card / passport. All Applications are subject to underwriting For Bupa use only RAER
WAAHETA—SRAN  FREZNEFREFERNRERELSHRE  EREFRABABRSEBIEXRFERN « FiA R FRLBCBRIGZRIGEEN -

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

Application Form E i

APFREMEEAEY  FREEENEZENZANERENHE - ADFRANNEGEFAGEEESEN —HIFHAMTRE - Contract No. & ##R 5 :
Please complete both sides of the form IN ENGLISH AND BLOCK LETTERS and return it to Bupa. A\ EXERERARFERZEEREE  THERM Effective Date 2% H £

Personal Details of Applicant BB 55 AE #} (Applicant must be aged 18 to 59 years F A F R %A H18Z595)

Surname Given Name (same as HKID Card) Sex | HKID Card No./Passport No. | Date of Birth 4 H Hf Height Weight | Marital Status™* Smoker
% % (HEBHHERR) | 5 | E450EREAREE DDAMM A WE | 85 L IR RAEH
o /E% O Single & O Yes &
A&D A‘b O Married 248 O No&
R w | O With children 5F %
Home Address Flat / Room Floor Block Correspondence  Flat / Room Floor Block
[ES==s bl B/ FE B 23 Address B/ E B
By -
Bldg. / Mansion / House B Bldg. / Mansion / House
KE /128 (if different from KE /18
Home Address
Court / Estate / Street wngaE=ipit ~E)  Court / Estate / Street
BB A B R EE
District Kin / HK / NT District Kin /HK /NT
S8 NE I EE | FIR SR NBIERFR
Country of Residence /& {EBIZ # Mobile Phone No. F1RE 5 | Home Phone No. (EEE&E5:# | Home Fax No. {ZEHE 575 Personal E-mail Address {8 A S &bt
(if not Hong Kong fn3E& %)
Business Nature S 7515 Job Position Bz Office Phone No. A A& E5%45 | Office Fax No. A Rl{E E S Office E-mail Address ‘A =] B Ep itk
** Provision of information is voluntary # 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
RELSEHBEREE to Hong Kong when Medically Necessary. 3@ 8 FFIUEEBA - BBEME (TM) ARAABREEARAMEEEZEFER REBATERXREHEEREHS -

Bank Account for Reimbursement X {JE & Z2E1TFE O

Claims payment will be reimbursed by autopay only. 8{E7008 R A & BEAR 5 X3 -
I hereby agree and authorise Bupa (Asia) Limited to reimburse claims payment to the account below. < ARERZBERE (TN BRLTEHEBEMEREBRUTEO ©
Account Holder's Name ° O35 A5 HKID Card No. & & 1775 5585

Personal local savings/current account number (HKS only) {8 A 23t % &/ 43 4R 17 5 O 5RH65 (R PRAB M)

Bank Name Bank No. Account No.
RITHE RITHRSR B OSRES

If the above account holder is not the applicant, please fill in the following information. & Eift 2 5 O#FH AL IERFA - HEHEUTER -

Relationship with the applicant Reason for receiving claims payment on behalf of the applicant
HERE AR BB ABEEE R RE

Application for e-Statement Service B ;5 & T # E R IR

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

AABRRBRBEFEERBAUNREAAZETHES / 2RANE - AARAEASTeBERERRA 2 KEE / 2RB0E -
e-Statement notification sent to (choose one) LA B HBi i INENE T E KB ((HEH—) O Office E-mail Address 72 =)@ EBih it O Personal E-mail Address f&lA & &t i

. P
Details of Proposed Member(s) 22 S &%} ;7770
Given Name %

Blrth Certlflcate No/ Date of Bi

Surname Sex & Subscription Due
(same as HKID Card/Birth Certificate | ard N (DD/MM/YY
ena e anes | T | e anenaathnaew | 0/ A E) BHRESH
Applicant BIFE A (Details as above / E#4[A )
If the applicant would like to enrol any dependant(s) in this Scheme, please complete all of the following details for the respective dependant(s). R 5 A SR[AE R A= 4L A BRE AT E] - B ABREZEE ABZINTAER -
< m 2% kg A
@ Spouse Bt % ftR b &
- m 25 kg AT
= X fR b#
s AT~y N
< . A% kg B
gyl Child 7% ftR b J
* For applicant and spouse, please submit the copy of HKID Card; for child, please submit the copy of birth certificate to Bupa.  Total Subscription paid with Application ~ HK$
HERPFARERBZEBS NEEARFLHEFABZRIAZ LR BRBFRAN 2 REER B

Choice of Cover E{%Iﬁ B (Please tick as appropriate $#&Z1n [ v/ | %)
Core Benefit = B{R[E Optional Benefit [ i ZBIMREE Benefit Level (REEZ 4

(/) Hospital and Surgical Benefit £z & FATRIE (O Clinical Benefit FI2 R ) Standard Private {2EFLRE
(O Hospital Cash Benefit XT3 £ RE

Method of Payment BAHRE S 7E (Pleasetick as appropriate FZEBIM [ v | %)

Payment Mode #XfHR#EFZ= Payment Method SR & 5% Remarks =t
Yearly S5 O Cheque % Please attach a cheque made payable to ‘Bupa (Asia) Limited'
Bank Name #R77% 7 (BEXEREADE  XRARBEAR (R (BH) BRAF] )
Cheque No. 3 255
O Credit Card 15+~ Please attach a completed Credit Card Authorisation Form
(FEREZ 2 ERRNREEESTD)
QO Interest-Free Instalment Payment Please attach a completed Interest-Free Installment Plan Application Form
R B EI R (FEREZ 228D PTG B RERESE)

If the cheque issuer is not the applicant or Proposed Member, please fill in the following information. # X Z# AT IERBZAKEG S @ BFEBUATER -
Relationship with the applicant Reason for paying Subscription on behalf of the applicant

HEEREARIR REFAZNRENRA

MP002/8/1111/8K



Bupa Crystal Health Insurance Scheme
REBEEBERRETTS Application Form EiER

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

AR MRS EE ZBIIOLOARGEREOEUE / KRERFIETERERZ / HE -

1) Atany time during the past seven years from the time of this Application, has / have the applicant / Prosposed Member(s): Yes® No#&
MR EATNEELFA  BEA/ BGERSE

1.1 had any chronic or recurrent diseases, injuries not completely recovered or diagnosed as a Hepatitis B carrier? @) @)
LEREEMRERERRE AE2REZABRED R AT ATREE?

1.2 exhibited any of the following symptoms in a repeated / persistent way? & R 78 / 548 135 LA TR 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? 324 - 58f5 « 58% - IO R@ETE  Fe - M) - Bz - REGHT - <EH
{%E HE OB(ETR IRM R BDR BB - miRsmE - EEREHM - BEREEE - K2 GU - IBERE - BIETE / EIRSGBR1 2@ AEEEE R BEE
&

1.3 received any in-patient treatment / operation / physiotherapy? ©#& (LR A58 | F1T / YIREHE?

1.4 had any medical investigations / examinations or is there a foreseeable need for these in future? B 4% 2 (E R B ERE / BB NIEHTHRE LT E?

1.5 taken any regular medications? & & Bz FA 22477

2)  Was(Were) the Proposed Member(s) born before 37 weeks or after 42 weeks of pregnancy? (Applicable to the Proposed Member(s) aged O to 24 months only)
EFERENERITAMK42BREE? (RBARFRNTFOE24EANEEE)

If the applicant / any one of the Proposed Members 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 medical report(s). If the space below is insufficient, please fill in the Supplementary Health Declaration Form. HEME

MBEFA/MEM—AEGERU LEMRENRES [R] FRTRFAHAEFE - LHEEMERNBRESEE - MRETHER  FREARBEXRERHAR - O

-
Proposed Member(s)' Name Symptom / Diagnosis Investigation and its result/Treatment/Operation Date of onset / recovery | Fully recovered B 2 2 B8 Name, Address and Tel. No. of Doctor

EEENE A e IMedication 187 | KA R 365 | it /84 mEAH/ ERAM Yes/No B/& BAESRE IR EERE

O 00O
O 00O

with attachment

\_ J
Declaration and Authorisation Z8H % {2

| / We acknowledge that Benefit is not payable under Bupa Crystal 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 / us in this Application and accepted by Bupa. | / We declare that, to the best of my / our knowledge and
belief, the statements contained in this Application 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 Application at my / our own cost. | / 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 Application shall be the basis of the Contract between me / us and Bupa.

|/ We hereby authorise Bupa to appoint Registered Medical Practitioners, Hospitals, Registered Chinese Medicine Practitioners, Physiotherapists, Chiropractors, Qualified Nurses, cancer centres, day case
centres, diabetic centres, dental centres, wellness centres as well as imaging and laboratory centres to provide CrystalNet Benefit and to do all things and acts incidental to such appointment for the
Member(s). | / We acknowledge and agree that such appointment shall be made on such terms and conditions as Bupa shall think fit at its absolute discretion. Bupa shall not be liable for any claim whatsoever
which may be made against CrystalNet Service Providers by the Member(s).

AN/ EEHRBEROSVERERENE ([58])) R - MAERERGEANESEZARE BESIHEMBAMSI B2 BRER - —2 T THE  BRIEAN/ESERRBRANE FH7HLH1ESE
RIEM - AN/ BERE - BRAAN/BEMAME - FARFR AR —DEN  YBEETE - AA/EERBROEREIRUESEUAA/ ESRREARBRAMIIE 2 ZHBEAZREMRR K
BRRE  —BAAAA/BEEXN AN/ BECARLF BB T B2 ZHEARAA - YRBARFBRAZ BFERERODZESRAN/BESRRAZFATE02RE

AN/ BELEREFRERARELMAER - Bt - M - YIRam - A8 aEREL  BEDL - BEDL  BRETL - FRZH - REPLEZEREBPOARHETERRRERE
HMZEEMBEZ2RBTEE - AN/ ESHRLREEBUEE 2 GERRARAE DERRIAAERASBENER TMIEL - #E8RnEHMSYEBRREHERMEL 28R - RE—BTE8E -

Personal Information Collection Statement {BA & ¥ Uk 583

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 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, | / 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) | / we 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 AN/ EEHARAERABBLES  EARERFHEMBETSEESFE 2 IEEBAN/ EMEENEAER - aJHRIAVELA TR (1) RI2 IR E MR ER RS ¢ (2) RIBERR
B R/ HEBFRSLEMRREBNEE - QURHERRROIEEERENER LR  (4)EERASEEEARENERKRS (BT FEAMATIEE  C)ERZYE - St AR
(6) SUE(AI AR B b A ) IR AN A /(BT & B HAR © (7)) P AR EEER -

ERUREANER : AA/ESMABZSEAEHTE Dl AR RHE T A TERBAEEEERAIRIN - FARENEIERE AAZENREDNA - BREQR - BEFAERF - SRIEHRS
MR RREDBI IS - EREROEMALREE -

RERFEABRNER - AN/ BERAEAN/BE TR R FSRAZROEMER - RIGTREERITUL R -

BRAEAEROER : AN/ EZHB0)REBEAERALEED - KA/ ESEREHREEREMFEBRAA/MEAE BOEMAEAER o ARERKEBURRAEAERTAR EEUR - s
BRHIRBEMK 2B ASTHED L1818 - HRFRBETHBAAAN/ FEENEMBTER  RQFA/EEMEEAERKERBEEAEN - AIRERANEFRBEHR2517 5333 ¢
BREMRHEEMEAERMEEHAR | AABAAARRBREEBERTIHEAERDRBIEEHASE  YHARAGEEERTRUZSEN -

|, 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.

AANLRFERERA - HARARKBLFBRBERAINEZ18FA TZHEAEHBRAREE -

Applicant's Signature B35 AZE Date EEA (DD/MM/YY A/ A/%) Proposed Member's Signature (aged 18 or above) Date HHj (DD/MM/YY B/ A/%)
Fm18mI N 2 EREBHEE

X X X X
(Name #£4 : ) (Name #£4 : )
Proposed Member's Signature (aged 18 or above) Date HE] (DD/MM/YY A/A/%) Proposed Member's Signature (aged 18 or above) Date HH (DD/MM/YY B/ A/%)
Fm18mE A L ERBEE Fm18mE A L R BEE
X X X X
(Name #£% - ) (Name #£4 - )
Agent's / Broker's / Telesales' Name (if applicable and must be completed by applicant) Agent's / Broker's / Telesales' Code X32 A / BERT / & KM
REA /B EERRGESR (ER RV ARBFAER)

Agent's / Broker's / Telesales' Contact Tel. No, fREEA / P / 4 5 & & i4s B 55 0505 J

MP002/8/1111/8K



Bupa Crystal Health Insurance Scheme
REBFEEERRESTE Credit Card Authorisation Form 5 iR R RESE

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.

ERBLEARN  FRRMREREERXLE - URERE - EEEEEMREART - FRATEUL RS

4 N\
O Visa @ O MasterCard l O Diners Club O American Express
Cardholder's Name HKID Card No. Credit Card Account No. Credit Card Expiry Date 15 -~ Z|28H
RFRASA BBFHOERS EARP O (MM /7YY B /%)
I hereby authorise and direct Bupa (Asia) Limited to debit the Subscription due from my credit card account on a yearly Total Annual Subscription 4% #%8
basis until further notice. RAZRIERIA (M) ARATNREANEARFAGEXNEHARESTE  EESTEA - (HKS &)
If Cardholder is not the applicant/Subscriber or Proposed Member, please fill in the following information.
EERREAALEABA/RALERE @ FHBUTER -
Relationship with the applicant/ Subscriber Reason for paying Subscription on behalf of the applicant /Subscriber
AR RARIE REBABRRAZNREHRE
O I'hereby confirm to pay the Subscription due of Bupa Crystal Health Insurance Scheme for the applicant / Subscriber, (Mr / Mrs / Ms) with HKID Card No
RARBRAERBEA/IRRAZ 2HEH 2 ROSVBEBREREABIRESHE (/AKX &t) BRF BRI
Cardholder's Signature # K A%E Contact Phone No. B4 B 355555 Date HH1 (DD /MM /YY B/ A /)
X
For Bupa use only RiAZEHA
Bupa Crystal Membership No. fR1H &% E & B #&55 Authorised Code 2 HS :
Subscription fR# (HKS %) : Date HEf :
A J

Bupa (Asia) Limited R4 (M) BRA A
Address #bit: 18/F, DCH Commercial Centre, 25 Westlands Road, Quarry Bay, Hong Kong BU a 1%@
B s 255K RS TR H 0 812

Telephone ®3&: (852) 2517 5175 Facsimile {85 (852) 2548 1848
Website #4t: www.bupa.com.hk

MP002/8/1111/8K





