Bupa Gold Health Insurance Scheme Registration Variation Form

RAEEEEERRETE ERBEREE

Subscriber’s Name Day Time Contact Tel. No.
RIRALER B B4R B SRS
Fax No.
Membership No. (16 digits) B
BRMET (16 (1H7) Email Address
I T O I O T

T es Of C h anges E E& IE E (Please tick the changel(s) and fill in the details as required 55/ & 25517 00 HZ A7 75 EF#Y)
YP g q

Spouse must be aged 18 to 59, and unmarried child(ren) must be aged under 18 or below 23 if in full time education. EBFEMUENF18E59m MAREF L ERNERT 85 TR23mNU T 22 BHlEE
** For spouse, please submit the copy of HKID Card / Passport; for child, please submit the copy of birth certificate to Bupa. & RE S 2 i 57 / i REIA N F 2 H AR A E BIARZ BIRIG

Date of Birth Smok Country of
Surname Given Name legg Coarrthl\cl&*/ a:ﬁeio = glqr Weight Heigjt (rYn?Ne)r Rg;ge',}'ch
# % Sex | EBH{HEEE/ | DD / MM / YY s g5 TR (if not HK)
(Same as HKID Card /Passport 815 #5735 / #EEMER) | 5 RS B, A /& | keaF) | (maR) | (/8 |EEER: (nEEs)

Spouse 2 {B

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. B 3E & BRI A BB - HENIE (TM) ARAASIXEEERMACTEZEERR  REBRTEREXREMEELERE -

* Addition / Cancellation of Optional Benefit # /1=t HLH £ 2 4B SMREE

O Clinical Benefit O Dental Benefit O Maternity Benefit
PILIREE FEHRE ERHRE
O *Add 50 O Cancel BUH O *Add &0 O Cancel HUH O Add 30 O Cancel BUH

* 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. 08 8 (W ¥TRFEREEATRERERA - FIATES K4£ B 51 2 B 5 SUF G 1 ARTR EREERSH -

Subscription submitted with this form HKS

ERULFRFERK_ EZ REBE
O tfy C;eque Ch;tzue No.: O tfy Sredit Card - I’!ease enclois witlj a com/:/eted Credit Card Authorisation Form below
PASZ =S 2273 AMERREN — FFEEEZ 2 ERRIRIRES
If the cheque issuer is not the Subscriber or Member, please fill in the following information. # X S2& H AW IHRIRAKE B « FEBUU FEHR ©
Relationship with the Subscriber Reason for paying Subscription on behalf of the Subscriber
BIRRARIR RERAZNREHRE

Claims payment will be reimbursed by autopay only. & &8 2 A& Eheas 5 1+ -
| hereby agree and authorise Bupa (Asia) Limited to reimburse claims payment to the account below. 7< A B& & 2124 (TM) ARA DERBEHKERUTED -

Account Holder's Name F Ri%8 A% HKID Card No. &% & 17755715

Personal local savings / current account number (HKS$ only) {BAZ#{#E / ERR1TS O3 (RREH)
Bank Name 1741 Bank No.i#7745%% | Account No. = D555

If the above account holder is not the Subscriber, please fill in the following information. # Lt > F O EALFRRA - FEEUTEH -

Relationship with the Subscriber Reason for receiving claims payment on behalf of the Subscriber
HIRRARER RIRAMERGE R RE

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.
AARERRUNEFEHERBANBSAAZEFRHEE / ZHEEANE - FAPOBEKTEERREERA 2 BHEE / ZHBASE -
e-statement notification sent to the email address stated in section VI below (choose one) Office email address O Personal email address
PATRBIE 7SI (V)BTRS Bk R E F A RB A (8 E ) AR BB B A BBk

O Yearly by Credit Card JA{Z R4 (please attach a newly completed Credit Card Authorisation Form ZZ/E3 22 (/117K # 2 5/5)

Telephone &% : (852) 2517 5383 Facsimile {§ £ : (852) 2548 1848
Website #8141 : www.bupa.com.hk

Bupa (Asia) Limited ®# (T#) BRAR
Address i3It : 18/F, DCH Commercial Centre, 25 Westlands Road, Quarry Bay, Hong Kong
R R M B 258 A 8 117 L1918 B upa G

PAMVT

OP/BGRV/1211-1.5K



Bupa Gold Health Insurance Scheme Registration Variation Form

RAEEEEERETE ERBEREE

New Address : Flat / Room Floor Block
ik B/ = B BE

Bl}dﬁ. / Mansion / House Court / Estate / Street

AE /& M B/

District Kin. /HK. /N.T.

/& NEE/ BEIHR
New Telephone No. : Home : Office : Mobile Phone : Fax No :
HEER EE G| FiRER HERE
New Email Address :  Personal : Office :
B E AL BEA D

** For spouse, please submit the copy of HKID Card / Passport; for child, please submit the copy of birth certificate to Bupa & RIS &4 517 & [ #RREIA L F & H £ FHERIAZEIRIA

. HKID Card No. / Date of Birth Country of
Surname Given Name Passport No.** afe=p:t Residence
Membership No. Sex BEFDER/ DD/ MM/ YY (if not HK)

(Same as HKID Card /Passport £2&75 515 3 / M 18[F) EER MR HERRSRAE B/ B/ % |EEEx (WFEEE)

Subscriber &R A

Spouse FifE

Child F%

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. fr FF & S5 R A B EAA - BIBERIE () ERAFDEREEARMAGEZEREER  RNEBEFTERXEFHEEERER -

Height && cmAan / ftR | Weight fg=

Please note that non-disclosure of health information may result in the Contract being void and / or claims ineligible for assessment / reimbursement.
FEE  EARERE 2 ERERRS AR SERS B | ARERF TR ERI R BE -

1) At any time during the past seven years from the time of this Application, has / have the (Proposed) Member(s): Yes £ No &
MEFEAMBELFN  BFERT

1.1 had any chronic or recurrent diseases, injuries not completely recovered or diagnosed as a Hepatitis B carrier ? @) @)
2 BAEMEESERIRE A2 REZAIEREL RZAFATRE?

1.2 exhibited any of the following symptoms in a repeated / persistent way? [z 7 / #4& R 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.?
WA - R RE - KRSENE SRR - MBR(REM) - BRI - R AEMR B TR B B IR B8 - MRSKNE - RERE
i - FEPRARE - SRZE - BURk - IZRRAE - BREE / BARSUB R 2@ AFEEIR C BBERLE ?

1.3 received any in-patient treatment / operation / physiotherapy? & S (T ABta | Fili / ¥iEa?

1.4 had any medical investigations / examinations or is there a foreseeable need for these in future? S48 TR EFIRE / BB IEHEBRALER?

1.5 taken any regular medications? & & #iAR F 242

OO0OO0O0O
OO0OO0O0O

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) #& 8 2T EZ237ER1542 Ak A (RBARFRN FOR24(EARES 8)
If the (Proposed) Members 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 SEWE
Declaration Form. O

MREEEEHU LEARENEESR [R] - FRTRIIHEEFE  THERGERNERRERS - MRETBER  FREASHARERAX -

(Proposed) Member(s) Name| -~ Symptom / Diagnosis | Investigation and its result / Treatment / Operation / Medication | Date of onset / recovery | Fully recovered 522 B /& Name, Address and Tel. No. of Doctor
(B)gEMA R WERELR AR Fl B REES/ ARAH (Yes/No /%) B i RS

Bupa (Asia) Limited ®# (Z#) HRAR

Address il : 18/F, DCH Commercial Centre, 25 Westlands Road, Quarry Bay, Hong Kong BU a 1?@
ERHRBERRDHRASITHEDL18E p \

Telephone Z 5% : (852) 2517 5383 Facsimile f#£& : (852) 2548 1848
Website #84F : www.bupa.com.hk

OP/BGRV/1211-1.5K



Bupa Gold Health Insurance Scheme Registration Variation Form

FHESEBRRETE FUE T

| / We acknowledge that Benefit 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. | / 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, 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). | / 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 such service providers by the Member(s).

KA | BEEHABBEROEEEREREE ( [58] ) BE - MERERABAMREZ2ARK - BEREMFEAMSIBZBRER - —2 T FHEE @ BIEAA /| BSEARFRANEF45 LI RSG
RIGEERY » AN | BERH - AN /| BEMAME - ARBR AR —EF - YBERE - AN /| EEHRRNERERREHEZEHAA | BEERNARRFRAFMIIH 2 ZHEAZRERR K
BRBRE - —BRARTA/ BEXN  AAN/BSEERLREETUM B2 ZRRRER - TRBRRFRAZEERARBEEREA I BZRRAZ BRI ZRE

KA | BEERFREREKAREEMAE P8 - Bk IR - 58  ERRMEBPORTBDAARHAERBEEAZ B XREREBZZEMTZZRETEE - AN / EEHRLRF
EHEMUEEZ R RARIREDERFRHAERBEBHOBR Fm{EL ?ﬁ@ﬁﬁﬁﬁﬁﬁtﬂﬁ%ﬁiﬂgﬁﬁﬂ’ﬁﬁzﬁﬁi CRE—ETEEE -

Personal Information Collection Statement {8 A & #} i & 2 Ff

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 5383 for any
enquiries about the Personal Information Collection Statement.

FHE CAN I BERARRABRBEBILER  FARERFIAMERETEREXRFE ZAAEEAA / EARENEAAR - AJEURAELTAE0) &2 5 R ERERERIRE | (2) REBEFR
DR | ZERFELEMREAEBNSE ) EE R RAIEEBEEOER KRS  (4) EERAKEEEEROERKRSE (BT S REEMATHHEE) - (5) ERZE - SRR (6) 5t
EH$§E}1¢FEEE’JF€3§E$}\ / &ﬂ@,aam R(7) BpEEREEEK -

BERBANED : AN/ EETRABZEEALKATE DRASREAT A TREEDERAIIRI) - EARBOEEEE - AAZENRRPOA - BREAF - BEAZARF - ARIOEHRES
HIERHAS - 1%%@%5%@?&3&@ : ﬁiﬁé%iﬂ’]&ﬁ/\i%l? ©

RERBBAATROER : AN/ FERRERA / EETHRFULRFRRAZRNEMER - (RIATALEIRIL B F RAAER UL R FNNRE

AREAZRBRT : AN/ FERBO) REBEEAEHELE G - KA / ESERSHREERAMAERNAA / EF88OEREAEY - BRZRKFZCRRMEABRALET K - IEBE
BRRBEME25RAETEED L1181 » RRRETFBIAA / EENEMRTIRR « RQ2) KA/ ESNHEABRERABEREH - IHERANTFIREER2517 5383 -

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

RAERERA - HAARARRILETRIRFERASIH 21850 A TRHEAEHBARE

Subscriber's Signature IR AZE Member's Signature (aged 18 or above) Member's Signature (aged 18 or above) Date EEA (DD/MM/YY B/ A/5)
FR1BAIA LG EEE FR1BHIA L G ERR
X X X X
(Name #£4 : ) (Name # : ) (Name # : )
To protect your interest, please return this original form with your signature to Bupa. 5 REM T 0 » FEAREELEBRAEIERMA -
Agent's / Broker's / Telesales’ Name (if applicable and must be completed by Subscriber) Agent's / Broker's / Telesales Code HI A / BER | B ER KR

RIBA /R EERERGER (ERRLERRRARR)

Agent's / Broker's / Telesales’ Name and Contact Tel. No. RIZA / iR / SR XBEE 5508

Bupa Gold Health Insurance Scheme Credit Card Authorisation Form

ey A e R SR

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.
ERBUGHARNR  FERMRERFZERNXLE  WREIRN - EEREBEUREERN  FERAFE RS

/O Visa @ () MasterCard () Diners Club () American Express

Cardholder’s Name HKID Card No. Credit Card Account No. Credit Card Expiry DatefsB~Z2/HH
FRAKR BB DR FRRP A% (MM /YY B /4)
I hereby authorise and direct Bupa (Asia) Limited to debit the Subscription due from my credit card account on a yearly Total Annual Subscription #4258

basis until further notice. R AZZIEAERIA (M) ERARRRANEAREABEXNESRESTE  EESTTHA - (HKS #5%)

If Cardholder is not the appllcant / Subscriber or Proposed Member, please fill in the following information.
EERARHAALIFRBIA/RRAZERS - FEBUATEHR -

Relationship with the

applicant / Subscriber Reason for paying Subscription on behalf of the applicant / Subscriber

HERFA/RRABER REFBABRRAZSREDNRE
| hereby confirm to pay the Subscription due of Bupa Gold Health Insurance Scheme for the applicant / Subscriber, (Mr / Mrs / Ms) with HKID Card No.
FARBRAERBA/RRAZZBEHZRNEEETBEREFIRESTH (BE/ AR/ &ZE) _____ BEBHHERSG

Cardholder's Signature #RA%E Contact Phone No. 48 & 555715 Date HE (DD/MM /YY B/ A/4)

X

For Bupa use only {RAE A

Bupa Gold Membership No. {RIAZE EE & B 4R5% : Authorised Code #ZH#EMRES :

Subscription {R%E (HKS &) : Date HH :

Bupa (Asia) Limited ®# (Z#) HRAR

Address #4F : 18/F, DCH Commercial Centre, 25 Westlands Road, Quarry Bay, Hong Kong BU a 1?@
EAMRREMERSFASITEET L1812 p \

Telephone Z 5% : (852) 2517 5383 Facsimile f#£& : (852) 2548 1848
Website #84t : www.bupa.com.hk

OP/BGRV/1211-1.5K



