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# 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. 除非會員特別以書面通知，國際救援（亞洲）有限公司將設定香港為所有會員之居住國家，於有醫療需要時送返有關會員回香港。 

** For spouse, please submit the copy of HKID Card / Passport; for child, please submit the copy of birth certifi cate to Bupa.  
Spouse must be aged 18 to 59, and unmarried child(ren) must be aged under 18 or below 23 if in full time education.  18 59 18 23

Please enclose with a completed Credit Card Authorisation Form below

Member

**
DD MM YY

**

 III. Change of Bank Account for Reimbursement  

Personal local savings/current account number (HK$ only) /  ( )

I hereby agree and authorise Bupa (Asia) Limited to reimburse claims payment to the account below. 

If the above account holder is not the Subscriber, please fill in the following information. 
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Spouse  

Child  

Child  

Personal local savings / current account number (HK$ only)

 



Health Declaration 健康聲明 To protect your interest, please return this original form with your signature to Bupa. 為保障閣下的權益，請將本表格正本簽署然後交回保柏。
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# 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. 除非會員特別以書面通知，國際救援（亞洲）有限公司將設定香港為所有會員之居住國家，於有醫療需要時送返有關會員回香港。 

**
DD MM YY

**

** For spouse, please submit the copy of HKID Card / Passport; for child, please submit the copy of birth certifi cate to Bupa  
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Visa MasterCard Diners Club American Express

I hereby authorise and direct Bupa (Asia) Limited to debit the Subscription due from my credit card account on a yearly
basis until further notice. 

Total Annual Subscription 
(HK$ 港幣)

Cardholder’s Name
持卡人姓名

HKID Card No.
香港身份證號碼

Credit Card Account No.
信用卡戶口號碼

Credit Card Expiry Date 信用卡到期日
(MM / YY 月 / 年)

Contact Phone No. 聯絡電話號碼 Date 日期 (DD / MM / YY  日/月/年 )Cardholder's Signature 持卡人簽署

Bupa Gold Membership No.  保柏 Authorised Code 授權代碼：

Subscription (HK$ 港幣)： Date 日期： 

If Cardholder is not the applicant / Subscriber or proposed Member, please fill in the following information.
若信用卡持有人並非申請人/ 投保人或準會員，請填寫以下資料。
Relationship with the 
applicant / Subscriber Reason for paying Subscription on behalf of the applicant / Subscriber 
與申請人/ 投保人關係 代申請人/投保人支付保費的原因

I hereby confirm to pay the Subscription due of Bupa Gold Health Insurance Scheme for the applicant / Subscriber, (Mr / Mrs / Ms) with HKID Card No.
（先生 / 太太 / 女士） 香港身份證號碼

信用卡

For Bupa use only 保柏專用

保柏

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.
若選擇以信用卡付款，請填妥此表格及簽署於"X"位置，並交回保柏。若您已傳真此表格給我們，請無須寄回此表格。

本人同意及承擔申請人/ 投保人之全數應繳之保柏尊貴寶醫療保障計劃保費金額
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I / We acknowledge that Benefi t is not payable under Bupa Gold 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. I / We declare that, to the best of my / our knowledge and 
belief, the statements contained in this application are true and complete. I / 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. I / We have read and agreed to be bound by the terms and conditions of the Contract of this Scheme and I / 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.
I / We hereby authorise Bupa to appoint Registered Medical Practitioners, Registered Chinese Medicine Practitioners, Hospitals, Physiotherapists, Chiropractors, imaging and laboratory centres as well as 
dental centres to provide credit facility for eligible medical expenses and to do all things and acts incidental to such appointment for the Member(s). I / We acknowledge and agree that such appointment shall 
be made on such terms and conditions as Bupa shall think fi t at its absolute discretion. Bupa shall not be liable for any claim whatsoever which may be made against such service providers by the Member(s).

Personal Information Collection Statement 個人資料收集聲明 
Purposes: I / 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: I / We further agree that such personal information may be transferred for the purposes as specifi ed 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: I / We understand that Bupa may be unable to process this application or maintain the insurance under this application if I fail to provide any 
information requested in this application or otherwise by Bupa. 
My rights in respect of my personal information: I / 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 Offi cer 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 5383 for any 
enquiries about the Personal Information Collection Statement.

用途 (1) (2) 
(3) (4) (5) (6) 

(7) 
資料承讓人的類別

未能提供個人資料的後果

有關個人資料的權利 (1) 
25 18 (2) 2517 5383

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

(Name 姓名：                                                                

X

(Name 姓名：                                                            

X

(Name 姓名：                                                            

X

      

X

) ) ) 

 

Declaration and Authorisation 聲明及授權 

Subscriber's Signature 投保人簽署 
 

Member's Signature (aged 18 or above) 
年滿18歲或以上之會員簽署 

Member's Signature (aged 18 or above) 
年滿18歲或以上之會員簽署 

Date 日期 (DD / MM / YY 日/月/年)  

Proposed Member,


