Bupa Individual Health Insurance Scheme

RABABERES

Hospitalisation Pre-admission Form
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(" Hospitalisation Pre-admission Hotline: (852) 2517 5328 Fax no. (852) 3973 6966  E-mail: preauth@bupa.com hk |

This form must be completed in full for us to process the application for the Guarantee of Payment letter. £ BEZ I REAEN2HER > UERE [ARARRBE] 2HF

( Part| - To be completed by Member % —# — AR EEE

Name of member Date of Birth B/ A&

BENHE HAERE / / (DD/MM/YY)
. Contact no. #4555

Msrabership number | R [
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(" Declaration and Authorisation BBE B S
| hereby declare that the below information given is true and correct. | also authorise any medical practitioner, hospital, clinic, by whom or where | / the Member have been observed or treated or any
insurance comﬂany or organisation that has any records or health information concerning me / the Member for any reason, to give full particulars thereof including prior medical history to Bupa. A copy of this
authorisation shall be considered as effective and valid as the original.
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Personal Information Collection Statement
Purposes: | understand and agree that all personal information relating to me / the 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 / 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 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, | / the Member 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 Kon? or by other means as Bupa may notify me from time to time; and (2) | / the Member can contact Bupa's Customer Care helpdesk on
2517 5333 for any enquiries about the Personal Information Collection Statement.
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Credit Card Authorisation Form for Shortfall Collection B ZEER 2 EA+BES

If the amount paid by Bupa to the hospital exceeds the eligible claims arising from this hospitalisation, this Form authorises Bupa to collect the shortfall amount from the
following credit card account. The credit card holder should be the Subscriber or the Member of the policy. Bupa will hold HKS500 from the credit limit of this credit card

account until our claim assessment is fully completed. The shortfall collection notice will be sent to you 21 days prior to the collection.
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Credit Card Authorisation Form = B3 #Z#% (this section must be completed it#H % % EHE)

Cardholder's Name #% & A4 HKID Card No. # R AEB S5 E5RE Signature of Member / Guardian
BB/ ERAEE
Credit Card Account No. =515 Credit Card Expiry Date A +%/# 8
(MM/YY 5 /%)
I hereby authorise and direct Bupa (Asia) Limited to debit the outstanding shortfall due from my credit card account X
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Cardholder's Signature %~ A%E Contact no. 55715 Date A Date ( DD/MM/YY )
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( Part Il - To be completed by the Attending Physician / Surgeon $£=%{3 — MEDBERR
MEDICAL HISTORY j& /&
Diagnosis / symptoms 2 / &
A/ A=
Onset date of the symptoms / condition #®HBEI : ___/____/___ _ _ (DD/MM/YY)
Is the condition recurrent / chronic? Y/N If 'Y’, onset date of the first episode B/ A ¥
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HOSPITALISATION DETAILS /=S
Hospital name Class of bed: Ward / Semi-private / Private
El E 5 &5l Lt@aRE / F ALK /I =R
ﬁ?g?rnnEilsﬁsgion date B/ A& Expected Length of Stay day(s)
” __/__1__ _ _ (DD/MM/YY) B ERB H
TREATMENT DETAILS Ja =15
Surgery / treatment required & 2 F1ii / 6% ¢ Anaesthesia i :
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Lab tests / Imaging / other diagnostic investigation required 2 2 1t5% / ¥ &iad / Hibpiitns

DOCTOR'S INFORMATION £ 4 & ¥} Signature of Doctor and Chop
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Doctor's name
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Contact no. Date
B AR SRS (Tel E:8) (Fax 5 &) B &

OP/BHPAF/1210-5K



How to use Bupa HealthCare (BHC) Card if hospitalisation is required?
(For Bupa CarePro or Care Kid members with Supplementary Major Medical Benefit)
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Call Bupa Hospitalisation Pre-admission Hotline at
(852) 2517 5328

B EIRIBEPT RS E4R (852) 2517 5328
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Fill out the Hospitalisation Pre-admission Form and send to Bupa
by fax on (852) 3973 6966 / post / in person #
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Receive a Guarantee of Payment (GOP) Letter from Bupa
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Upon admission, present Guarantee of Payment (GOP) Letter and Bupa
HealthCare (BHC) Card to hospital for registration
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Upon discharge, sign on the Claim Form prepared by hospital
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You will be notified of the claim status 7 working days after Bupa receiving full
documentation from hospital *
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You will be required to provide treatment information and authorise Bupa to collect shortfall of medical
expenses, if any, from your credit card account
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The actual date of claims notification depends on the submission of required documents from hospital
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Bupa (Asia) Limited &4 (ZEHM) BRAF

Address #i3E : 18/F, DCH Commercial Centre, 25 Westlands Road, Quarry Bay, Hong Kong
ERHRBENRDEASITHED L1812

Telephone B 5% : (852) 2517 5333 Facsimile X : (852) 3973 6966

Website #841 : www.bupa.com.hk

Bupa
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