BupaEC’ryEsgtal HealihLInsurance Scheme Registration Variation Form
RIHEFEBEREE B

Subscriber’s Name Day Time Contact Tel. No.
RIRALES il ey
Fax No.
Membership No. (16 digits) BASE
GERF (16 fIEF) Email Address
I I O

Types Of Cha nges EE&(IE E (Please tick the change(s) and fill in the details as required Z#/EZE 245517 WHZ 7% EH])

Spouse must be aged 18 to 59, and unmarried child(ren) must be aged under 18 or below 23 if in full time education. ELB4F 4B T182 595 R ALE T 2 F k67851 8570 N el 235U Tz B84
** For spouse, please submit the copy of HKID Card / Passport; for child, please submit the copy of birth certificate to Bupa. & RIEE 2 i 57 / i FREIA N F 2 A E A E A BRI

HKID Card No./ Date of Birth ) ) Smoker Country of
Surname Given Name Birth Certificate No.** A E E Weight Height Y/ N) Residencet
<3 £ Sex | &EHMERE/ | DD/ MM / YY 8E &5 TR (if not HK)
(Same as HKID Card / Bith Certificate 88513 / hEiaR) | 48] | teamzaes | B/ A /& | koAF) | (mAD) | (/@) | mEEge (ngkes)
Spouse Fg/E
Child 7%
Child 7%

# 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. B 3E & SRR A BB - BBEIEE (TM) ARAFABIEEERMACEZEERR  REBRBTEREXREWUSELERE -

Please tick the NEW choice iR #EB 2 Z &AM L [v |5

Hospital and Surgical Benefit {¥fz & Fi{REE O Changeto %% O 100% reimbursement 2 g f&*
Optional Benefit : 1. Clinical Benefit PR O Addas#mAg": O 100% reimbursement +2 (&
HEREERE O Change to %% : O 100% reimbursement -+ & f&{i*
O Cancel B4
2. Hospital Cash Benefit {1F 38 & (R O Add " O Cancel B0

* 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. & & 8 M¥HRIEEEAMRB R AKX - IEEA {ER B ATE BRBIIEE B IRIEATREEERE -

Subscription submitted with this form HKS

BRI R FRA L2 REBE

O by Cheque - Cheagge No.: O by Interest-Free Instalment Payment - Please enclose with a completed Interest-Free
XS — XFARE LA At 85 BN — Installment Plan Application Form

O by Credit Card - Please enclose with a completed Credit Card Authorisation Form EE (O EHE Y GBS B R R R A AR

UERREN — BFEEERZ A RIHRES

If the cheque issuer is not the Subscriber or Member, please fill in the following information. 737 28 AW FERR AN E 8 - EEBATER}
Relationsl%p with the Subscriber Reason for paying Subscription on behalf of the Subscriber
ERRAR AR KEBERALZHREHRE

Claims payment will be reimbursed by autopay only. &38R ) B B8R 5 3 o
I hereby agree and authorise Bupa (Asia) Limited to reimburse claims payment to the account below. ZABERFERM (TH) FRAVEREFZERATFEA -

Account Holder's Name F O & At5# HKID Card No. &% 515 &5k

Personal local savings/current account number (HK$ only) {8 A st f & / 34817 F O 3R (RR5B 1)
Bank Name i817478 Bank No.i#7747%% | Account No. = A1%:#

If the above account holder is not the Subscriber, please fill in the following information. £ it > F OB B AL KRR - FEBUTER -

Relationship with the Subscriber Reason for receiving claims payment on behalf of the Subscriber
ISR ARIR AR AMER S 300 R A

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.
FANREBUREFEHERBAUNBAIAZEFRHEE / ZHEANE - FAPHEAKTEBRREAMA 2 BHE =REBLE -

e-statement notification sent to the email address stated in section VI below (choose one) Office email address (O Personal email address
ATRBIEE 7SI (V) PR 8 B B i R B F A KB (B8 E ) AR EBEMIE 1 A B ED Ak

Yearly by Credit Card (please attach a newly completed Credit Card Authorisation Form)
MERRFH (BERFEZZ S/ E 7))

Bupa (Asia) Limited &4 (ZH) HRAF
Address #i4k : 18/F, DCH Commercial Centre, 25 Westlands Road, Quarry Bay, Hong Kong BU a 1?m
EBARBEMBSHASTRER I8 F) \

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

PAMVT
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BupaEC’r};tal HealihLInsurance Scheme Registration Variation Form
RHEFEBEREE B

New Address : Flat / Room Floor Block Bldg. / Mansion / House
Eip:ubils B/ = [ BE RE /1
Court / Estate / Street District Kin./HK./N.T.
B/ B g haule BB/ BB IR
New Telephone No.: Home : Office : Mobile Phone : Fax No :
GRS £ NGl FIRES HER
New Email Address :  Personal : Office :
MBI EA NGl

** For spouse, please submit the copy of HKID Card / Passport; for child, please submit the copy of birth certificate to Bupa. &3 RIEE 2 &/t 517 / il fREIAN K F 4 A B & Bl AR 2 /IR AT ©

HKID Card No./ Date of Birth Country of
Surname Given Name Birth Certificate No.** HERH Residence®
& Membership No. Sex BB G (B DD/ MM/ YY (if not HK)
(Same as HKID Card / Birth Certificate £2&4 51735 / 4= ZER) SERR [E3: ] A SRR R AR B/ A/ F |BEER®(WEESD)

Subscriber & A
Spouse {8

Child %
Child ¥%

# 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. fr3F & B IA EEEA - BIERER (BM) ARAFAHREFTEAMEGEZEGHRR  NERERERAREWEEREE -

Height &% cmagn/ ft/R | Weight &25& kgam/ bz

Please note that non-disclosure of health information may result in the Contract being void and / or claims ineligible for assessment / reimbursement.
FER - EMARKEE 2 RERROEREERANBRBR | RRERBETATERIEEK / EE -

1) At any time during the past seven years from the time of this Application, has / have the (Proposed) Member(s): Yes 2 No 7&
MEFEERNBELFEN  CBARERTE :

1.1 had any chronic or recurrent diseases, injuries not completely recovered or diagnosed as a Hepatitis B carrier ? O @)
2BAEAISUERERIRR AT2REZAIBIHD R LEFATREE?

1.2 exhibited any of the following symptoms in a repeated / persistent way? & &7 / #4838 IA TR ? 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.?
H O SER - BRE - MRSIOENE  RUE - MUREM) - RSB - REEDT - KEAE - HEE  OBETR R BER  BDR B - MRSNE - RERE
i - PEEREREE - SREE - B - IEERE - RAEDR / EIRSUBR1 2 AFEEIAZ BEE(LS ?

1.3 received any in-patient treatment / operation / physiotherapy? & 2{Efa ABz258 / Fiit / MEaR?

1.4 had any medical investigations / examinations or is there a foreseeable need for these in future? S48 S (T B&EIRE / RN FEHEKRALES?

1.5 taken any regular medications? & 5= HifR B £:47?

OO00O0
OO0O0O0

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) (&)& B R EREZ37 AR N42E% A (RERRFRN TOE24EANCE)EE)

If the (Proposed) Member(s) answered YES to any of the above questions, please give details of the medical condition(s) in the table below  With attachment

and also provide a copy of the relevant medical report(s). If the space below is insufficient, please fill in the Supplementary Health BEHAE
Declaration Form. O
MREF)FEHRA LEABBENEESR [R] - FRTRIHEEFE  EHFRGERNERRERES - ARETBER  FRASHTRERAX -
(Proposed) Member(s) Name|  Symptom / Diagnosis | Investigation and its result / Treatment / Operation / Medication | Date of onset / recovery | Fully recovered 2 5% &€ Name, Address and Tel. No. of Doctor
(B)gELHS R DR RERER AR Fil/ 89 REBH/ ERAH (Yes/No 2/%) BEME i RERRE

Bupa (Asia) Limited &4 (ZE) BRAF

Address #4E : 18/F, DCH Commercial Centre, 25 Westlands Road, Quarry Bay, Hong Kong BU a 1?m
ERMABEME2S5K A ST % 181818 p \
Telephone & 3% © (852) 2517 5333 Facsimile {2 K : (852) 2548 1848

Website #84E © www.bupa.com.hk



BupaEC_’r}';gl HeaIihLInsurance Scheme Registration Variation Form
RS EERRETE ERBRHE

| / 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 the 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 | EEHRRBRIASTEERERESE ( [58]] ) 8E - VEREHBBAMNEE B 2KRK  BESEMER MR BREM - — BT TEE - RIERAN/BSERRFRAEFA5 HI RS
RIGEER « AN | BEEE - AN / BEFAFTE  ABBER CEBZ &R HBETE - AN/BFERARAGEERRBUELHMAA | TZRRBFERAIIL 2 ZHEEAZ BEMKR KB
BRE - —BRRAA/BEEXM - AN/ EEEAELREE T B2 SGERRAR - TRBARFRAZEZEEAREEERRA/ESERBZ MRS ZRE -

KA | BERZRRERSEETMAE - Bt - atfp i WIRamen - 58  S8KEL - b~ BEERL  BRETRL - FRZA - RERORZERICRPORR R ERREERE
BREEMBEZRETEE - AA /| EERIALRAEEBUZEZ EREAIRE HEMRIANERBSENER FMiEL - S ERNEMSYERERSEEEMELZHR - RE—HTE8E -

Personal Information Collection Statement 18 A & # U £ 2 87

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.

C | es 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, | / 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.

A& : AN/ BERARABREEBILTE  AARERFIAEMAETEWESIFE 2 AEERAA / EAEESMEALR - rIGURIAEAT A1) IR R ERIBHER RS  (2) mIBEFZR
BT N / A ER A RRABNER : (3) RENRFHRAEEERENER IR © (4) EFRAEEERENERMRB(ETSREEMA LK)  (5) ERZY - Gist RIA%E : (6) 3t
AR AR AT AEERA [ EAE BEHE - R(O7) BPAEREERNK -

BRRBARES : AN/ BETREZEEALH AR LR RHE T A TREEETERAZRID) - EARBOKERE FAZEORBTINA - BRIBAF - BEAEAQR - ARARHERE
HEREE - RREBIIHE - VEEZERNEMALHERS -

RERBEARBBER : AN/ BSHABERA / BETREHILRFRRBEROEMER - RO TR IR FRAERRMIL RERNRE

AREAZRBRT : AN/ FERBO) REEAEHELRED - KA / ESERSHREERBAEERAA / 68 8OEREAEY - BEZRFZCNRBEABALEBEEKR A5
FBRIRREENK2SRAETHER L1812 - RRFRATHBARA / FENEMBTRR + R(Q2) KA/ EZFNHBEAEHUERAEEMNESH - TRERBNEFREEHR2517 5333 ¢

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

RAERERA - HIEAAKRILFTBIRFERAGIH 2185 A TREEAELBARES -

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/ A /%)
Fm18maI N Lz BEEE FW18mI A L EEHEE

X X X X

(Name 2% : ) (Name # : ) (Name #£4 : )

To protect your interest, please return this original form with your signature to Bupa. 5 REM TR » FEARBIAEBRAEIERME -

Agent's / Broker's / Telesales' Name (if applicable and must be completed by Subscriber) Agent's / Broker's / Telesales Code fRI2 A / BERT / & EHERMRHR
RIBA/ER SERERNE (ERRYERRRAERR)

Agent's / Broker's / Telesales' Name and Contact Tel. No. RI2A / B / & £K KRB 518

BupaEC_,r};_S;al Healih_\_lnsurance Scheme Credit Card Authorisation Form
RSV EERERETE EREHEERE

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.

EREUGART  BRRMAREERSEENXLE  ARORE - ECEBEMREERT - FERFE RS

4 — Y
O Visa O MasterCard O Diners Club O American Express
Cardholder’'s Name HKID Card No. Credit Card Account No. Credit Card Expiry Date {5 -RZ| 81 H
FRALS ERGHERE ERRF AR (MM /YY B /%)
| hereby authorise and direct Bupa (Asia) Limited to debit the Subscription due from my credit card account on a yearly Total Annual Subscription & % 4858
basis until further notice. R AZZEHERM (M) BERATNRAANERARFASFEXNEHARESTHE  EESTAA - (HKS #1#)
If Cardholder is not the applicant/Subscriber or Proposed Member, please fill in the following information.
HEARFAALFRBZA/MRRARERS - FEBUTER -
Relationship with the applicant/Subscriber Reason for paying Subscription on behalf of the applicant / Subscriber
HERFEA/IRARER REBABERAZINRENREA
O | hereby confirm to pay the Subscription due of Bupa Crystal Health Insurance Scheme for the applicant / Subscriber, (Mr / Mrs / Ms) with HKID Card No.
RARERABEATATZ2HEZG 2ROV EREREFEIRESSE (S /KK /1 &1) ERGMHERE
Cardholder's Signature #+~ A% E Contact Phone No. B4 & s 5% 15 Date BH1 (DD /MM /YY B/ A/ 4)
X
For Bupa use only {##H=H
Bupa Crystal Membership No. (R @& F B € 8455 - Authorised Code FAEES
Subscription R # (HKS #B#) : Date HHf :
& J

Bupa (Asia) Limited ®# (Z#) HRAR

Address #4E : 18/F, DCH Commercial Centre, 25 Westlands Road, Quarry Bay, Hong Kong BU a 1?m
EBARBEMBSHASTRER I8 p \
Telephone & 3% © (852) 2517 5333 Facsimile {2 K : (852) 2548 1848

Website #84E © www.bupa.com.hk

OP/BCNRV/1211



