Bupa Wise Choice Health Insurance Scheme

RIBERRERRERTE

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
st day of the following month. Please also make sure you have enclosed your full Subscription and a copy of HKID Card / passport. If the Proposed

PAAPP

Application Form BE&

Member is under the age of 18, please attach a copy of Birth Certificate / guardian proof, if applicable. All Applications are subject to underwriting
IRARIET A —RAR  FFEZNREFREFAERNRERERSDE/ BREIXNARNRDABEIEXRSFERK - MESER185

For Bupa use only R %A

PR - N bR R B AR BARIA(NIER) P B L BB IR R 1A BE AR o
Any amendments to this form should be endorsed. A copy of the application form will be sent to you to
REFR LG ERER  FRELEHNSBNEAMEREFE - Z'SEB%%EIJZK#%Q?%E@E%
Please complete bo
XEHHAZARFARZEARFE @ YFERH ©

=

Personal Details of Applicant E

ether with membershi

S Rk g yourrecord

es of the form IN ENGLISH AND BLOCK LETTERS and return it to Bupa.

Contract No. & #4m5% :

Effective Date AR A & :

pp uld be a parent or guardian if the Proposed Member
%o MERER1BHUT RHEALARESE I QUFHEBA)

Surname Given Name (same as HKID Card) HKID Card No./Passport No. Date of Birth {4 HHA Marital Status™*
% (BEEE S FAER) EBAHERE LR DD H MM A Yy % | IR
O Single &
O Married B4
O With children 5%
Home Address Flat / Room Floor Block Correspondence  Flat / Room Floor Block
{E=E ik B /= i =3 Address BA /= [EE 23
Bldg. / Mansion / House B Bldg. / Mansion / House
J% /& (if different from KNE /&
Home Address
Court / Estate / Street EHEEHIETR)  Court / Estate / Street
B/ E% fE B /B B
District Kln / HK / NT District Kin / HK / NT
s TLBE | B | SR & TLEE | BE R
Country of Residence F{EBIR Mobile Phone No. F2E 5&57 15 Home Phone No. ¥ £ & & 57 Personal E-mail Address fE A & &1k
(if not Hong Kong Zn3E&E )
Home Fax No. (£ E{E A Office Phone No. A &8 & 5% 5 Office Fax No. ‘A A{EE 5 Office E-mail Address 72 BB E b ik

** Provision of information is voluntary #2{it 5 & kS B RaEE

Bank Account for Reimbursement X 1B & ZRTFH

Claims payment will be reimbursed by autopay only. E5EFIER A& 88T At -
I hereby agree and authorise Bupa (Asia) Limited to reimburse claims payment to the account below. 7~ ARE R FHRM (M) HRADEREBRREBRUATEO -
Account Holder's Name = E#8 A%EE HKID Card No. &7 & (H&& 5765

Personal local savings/current account number (HKS only) {B A 23t i & /4 R 1T 5 O R85 (RPRA M)

Bank Name Bank No. Account No.
RITRE SRITHRSE B OSRES

If the above account holder is not the applicant, please fill in the following information. H Ll > FOFE AL FHFEA » BFEHBUTER -
Relationship with the applicant Reason for receiving claims payment on behalf of the applicant

HEFEABR KRB AMEES KA RE
e-Service & F IR

| hereby understand and agree that all documents related to this scheme will be in electronic format (if available) and no printed copy will be provided.
AARBLRBABFHRA (00F) WEFTH Rt 8B M - EEPRAFTRE -
e-notification (if any) sent to (choose one) LAILEE Ei i U ER B 340 (404 ) ((EIRE —)

Details of Proposed Member (& £ & %}

|

O Office E-mail Address 2 & B#E itk O Personal E-mail Address 8 A BE it

Proposed Member (A) (B) @ (D) (E) Height | Weight | Smoker | Business Job Position
25 Surname Given Name % Sex HKID Card No. / Date of Birth = BE | REE Nature 242
(Please tick either one (Same as HKID Card/Birth Certificate | 14 3] Birth Certificate No.* HAEBH TGS
BERLP—ELN ) REBHHE HMEEHEER BASOEHEERERE" DD A MM A] VY & For age 18 or above 18 55 HiEF
(O Same as If the Proposed Member is the same as the applicant, you are not required to fill in (A) to (E). m k9| O Yes

the applicant mAEE B EEAE AR - BEAES (A E (E)E - ol Ny

ERER 5 AAE[E & b O No#&
O Child F%& R B

The insurer of the current group medical indemnity insurance scheme

RN EREHERRERRE 8 ZARAR

The company which pays for this group medical indemnity insurance scheme #

S EREHEBEERRTE AR

*|f the Proposed Member is your child, please submit a copy of his/her birth certificate. SNEEEAE T4 - FEI FLLEBRAEEA -
# Please submit valid proof of group coverage accepted by Bupa. #5332 AR 1E#EE i) BB (R 5 BGERR -

Choice of Cover 3X{RIE B (Please tick as appropriate #=E3tm [ v | %)

Core Benefit & Z{R[E
(v) Hospital and Surgical Benefit {£5% &% F fif{RE

Benefit Level (RFEZ AR (choose one fEiHE —)

(O Plan5t&1 1 Private FARE (O Plan &) 2 Semi-private ¥FLRE (O Plan 51&) 3 Ward X%

HKS

Total Subscription paid with Application
BERAFRAN 2 RERE

Method of Payment #{J R 2 75 5% (Please tick as appropriate @t [ v/ ] %)

Payment Mode #fHREF Payment Method & {-HR E J57A Remarks &+t
O Yearly 58 O Autopay B B#%8E Please attach a chegue made payable to 'Bupa (Asia) Limited" for 1st year Subscription with
a completed Direct Debit Authorisation Form
(FRZERARERE - EREFREZIRREARAR - XRRAAR IR (EM) BRAR] )
(O Cheque X% Please attach a cheque made payable to 'Bupa (Asia) Limited’
Bank Name #77% (FEZRREARAR - ARBBAR (R (EM) BRAA])
Cheque No. % 515
(O Credit Card £+ Please attach a completed Credit Card Authorisation Form
(FEREZ 2 ERRNRREESD)
Monthly A Aut g Please attach a cheque made payable to 'Bupa (Asia) Limited" for first 2 months' Subscription
@) el O Autopay ERIER with a completed Dﬁrect Debit?kt]/thorisation Eor P
(FRZERNFRREE EREMEARBZXZREAAF - SERBARRE (BM) ARAF])

FFERATER o
Reason for paying Subscription on behalf of the applicant

REBFAXMNRENRR

If the cheque issuer is not the applicant, please fill in the following information. % 7 2% H A I 3EER 5

Relationship with the applicant
HEERFEARER
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Bupa Wise Choice Health Insurance Scheme

REBE EEEERESTE Application Form

R

Health Declaration 2EEEHH

Please note that non-disclosure of health information may result in the Contract being void and / or claims ineligible for assessment / reimbursement.
IR HUREHREZRERRIAER GBS VERR / ARERBFIEFERERZ / BFE
1) At any time during the past seven years from the time of this Application, has the applicant / Proposed Member: BB EIRTHBELFR - BEA/EZERE : Yes®& Nod

1.1 had any chronic or recurrent diseases, injuries not completely recovered or diagnosed as a Hepatitis B carrier? O O

BHEMEUERERIERRE - RE2FELAIGRED A LEFATRE?

1.2 exhibited any of the following symptoms in a repeated / persistent way? & R 78/ 48 HIE LA T RE 2 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.? 22 - 5875 - 388 - MRS IOERE « |02 - MR - B - REHT - KEXE -

B OHETR IRM - BER - IUR - BB - MARSIE - REREHMm - SREE - K UK - BRRE - BEE / ERSUAR 2@ A BRI R B E R L%
1.3 received any in-patient treatment / operation / physiotherapy? Z# TR AR08 | Fil / ¥R aE? O O
1.4 had any medical investigations / examinations or is there a foreseeable need for these in future? & &4 2T A1 E& iR d / SRk BHAIE SR B LB B2 O O
1.5 taken any regular medications? & i€ B iz A 2£4)? O O
2)  Was the Prosposed Member(s) born before 37 weeks or after 42 weeks of pregnancy? (Applicable to dependant aged 15 days to 24 months only) O O

eS8 RANER3TAMR42BREE P (RBRANFHENFI15AEZ24EANESS)

If the applicant / Proposed Member answered YES to any of the above questions, please give details of the medical condition(s) in the table below and also W‘th attachment

provide a copy of the relevant medical report(s). If the space below is insufficient, please fill in the Supplementary Health Declaration Form. A&

MRRFEA / EFEHRU LEFEABENDESR [R] - FRTRFIHEEFE - AFREERNBRREES - MRBETHER  FZHASHAREBRHAE - O

Symptom / D|agnosis Investigation and its result/Treatment/Operation /Medication Date of onset / recovery Fully recovered E 22 B 18 Name, Address and Tel. No. of Doctor
8 WERELERGRIFMIEY FRAH/ BEAH Yes/No /& BEMNE I REESE

Declaration EEBf

|, on behalf of myself / the Member, acknowledge that Benefit is not payable under Bupa Wise Choice 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 in this Application and accepted by Bupa. | declare that, | am / the Member
is covered under Hospital and Surgical Benefit of a group medical indemnity insurance scheme. | understand that if | am / the Member is not covered under such group policy on the effective date of this
Contract, the cover under this Contract will be invalid. | also declare that, to the best of my knowledge and belief, the statements contained in this Application are true and complete. | acknowledge that Bupa
reserves the right to ask for submission of more details of health status or medical reports of me / the Member as listed in this Application at my own cost. | have read and agreed to be bound by the terms
and conditions of the Contract of this Scheme and | agree that this Health Declaration and the answers given in this Application shall be the basis of the Contract between me and Bupa.

AANEWRERAAN/EE @ BRARBROEREEFREE ([518]) AE - AERERRANEEEZKE BEIEMRAMSIBBRER - — T THEE - BIFAAERRERNEFAE
SIS R - AARH - AN/ GERBRHAEREHOEBRBERENS - 20 2BERRFIRE - AABHBEAAN/GERULAOER A MBI IERERNZEBRE - HEOORER
R o AT - BAAFTFFE  ARFER DHERe —ER  BETE - AABRRAGREERESEBARARZIRAMIIE AN/ @82 BIEKAKLBERE - —EAATAX
i o AN AB AHEE B R ST LR 812 R R AR - W RIB A R AER A2 AR A R BB AR ABRIA Z BFTET & 4.2 11K -

Personal Information Collection Statement {8 A & ¥ U5

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, | 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 Kong or by other means as Bupa may notify me from time to time; and (2) | 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.

Az AARARREREEBLTRF  EARERFAEMREIRRESIE 2B ARAAN/GENEAER - AHERAEA TR0 ERU RFERRMERRS - QRBEAREINR/K
ARFNEMRREBNEE - QVRERRFHRAESERRBOER LIRS : (4) HEERASIEEBERENER LIRS (BT S SFELMALIER) : O)BRZRY - SistRHE ; (6) ERAZRH
PR REERA A/ G B - R(7)EPEEREERK -

BRERANER - AATREZSEARMAE DMAERET A TRBETBHEAREIN - EARENEERE - AAZENRRTNOA - BREAF - BEABAR  ARARERBEHH
e - RREBE IS - SOREERNEMALRER -

REERHEABNNER | AAHBEAATGRFUL R FRRERREOEMER  RIATREEIE LR -

BREAERNER : AABAN)REEAZRFER)ED - RABESHE REERBHMEEBNAAN/GENTMEAEY - ARZFEBRRBEAZBLEBEMEY - it REEH SREMK
255RREFTRET 181 - JIRRM TR BARANEMEER  RQ)AAMEBEABRKERBEEAER - AIHERANT S RIBEFLR2517 5333 ©

BRMREEIMAARRMEE#AR | AAHBAARRBRHEGMERNANEAERDRBEEHAE  YHAAAGRERRTRHZSEN -

I, as the Subscriber, understand that | declare and sign on behalf of the Member listed in this Application under this Scheme who is under the age of 18.

ANGZRFERERA - HEAARKRUFEIRFRAFILZ185A T @ SEHEARESE -

Applicant's Signature 55 A% E Date HEJ (DD /MM /YY R/ H/4)
X X
(Name #£% : )
Agent's / Broker's / Telesales’ Name (if applicable and must be completed by applicant) Agent's / Broker's / Telesales' Code {32 A / B[ / S ERKER

RIBA /R S ERRESR (NEA RV ARBFEAER)

Agent's / Broker's / Telesales’ Contact Tel. No. U2 A / B8R / & SEH K4 B A5

Bupa (Asia) Limited R4 (M) HRD A
Address #bit: 18/F, DCH Commercial Centre, 25 Westlands Road, Quarry Bay, Hong Kong BU
il s 2557 RS1TR %01 812

Telephone ®3&: (852) 2517 5175 Facsimile {H: (852) 2548 1848
Website #81ik: www.bupa.com.hk

G
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Bupa Wise Choice Health Insurance Scheme

RS R ERERTE Direct Debit Authorisation Form BN E#EE

If autopay is chosen as the payment method. please complete this form, sign where marked X" and return the original copy to Bupa with a cheque for the Subscription.

EEBEUGBERNA - FERMFEREFRXNMLE - WRFUFRIEIEFRYTREAZ TR

(Name of party to be credited (The beneficiary) Bank No. Branch No. Account No.
Wiz —7h (F:A) SRITARS DITHRS: Wk P A RS
BUPA (ASIA) LIMITED ololalalolal2l1lslolol2]ololn

| / We hereby authorise my / our below named Bank to effect transfers from my / our AA / EEREEAAN | EZZ2 THRTT - BREIXBZATRETAA I &F
account to that of the above named beneficiary in accordance with such instructions as  $RfTZ38R) BAAN / EE2PONEERT LliZaEA o
my / our Bank may receive from the beneficiary from time to time.

| / We agree that my / our Bank shall not be obliged to ascertain whether or not notice of Z]Sé | BEREAAN | BEZRTRATEZSBRANTTERTAA /
any such transfer has been given to me / us. BE-

I/ We jointly and severally accept full responsibility for any overdraft (or increase in existing MEZSEERM AN | BE2POERBEX (LS| 2BEIEM) - &
overdraft) on my / our account which may arise as a result of any such transfer(s). A | EERARR S BRELHET -

| / We agree that should there be insufficient funds in my / our account to meet any AN BERRABAAN | EEZP OV ERHFELNZERESR - AN/
transfer hereby authorised, my / our Bank shall be entitled, in its discretion, not to effect & = ZRTTHED TEAR - BRTAIKMIER 2 WE - WAIBERIA—28F
such transfer in which event the Bank may make the usual charge and that it may cancel ~EBAEUHARERESE o

this authorisation at any time on one week's written notice.

This authorisation shall have effect until further notice. AREESEATHNEZSTRARLL
| / We agree that any notice of cancellation or variation of this authorisation which | / we AA / BEFRE KA /| BERUERE XARERE Z(EBA - BREUE /

may give to my / our Bank shall be given at least two working days prior to the date on EHAEMAFKOMEITIERARZTAN / BEZRIT
which such cancellation / variation is to take effect.

My / Our Bank and Branch Name Bank No. Branch No. | My / Our Account No.
KA BEEZBTRDTTAE RTTHRSE DITHRIR AN EEZ 2 PO
My / Our name as recorded on Statement / Passbook My / Our Signature(s) HKID Card No. / Passport No.
KRN BEEREE | FREZSA KNI BEZHE ERF R / EREE

X
My / Our address as recorded on Statement / Passbook Date HEI (DD /MM /YY B/ A/4F)
RN BEEELEE TR L2

Debtor's Name (if other than account holder) Membership No. (Debtor's Reference)
BBAZESR CEEFPOFAEAN) BERR (EBART)

If the account holder is not the applicant / Subscriber, please fill in the following information. &5 0358 AW IEEHBA/IZRA - BEBUTER -

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

BB/ IRABER REFBAMIRAZMRENRE

For bank use only $R1T% A Signature Verified 2B %2
Notes: P et

1. The box marked 'Membership No." to be completed by Bupa. 1. BEMRE B RIDES -

2. The signature on this authorisation form must be the same as the signature of your Bank Account. 2. EWBEEN FERANERB T 2 RITP AN EEEF -

Bupa Wise Choice Health Insurance Scheme

FRHEE REREERESTTE Credit Card Authorisation Form E B+ R FEE

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.
é BRBUEARAR  FREMREREERX U ELRERN - ELEBEMRISHELNT - FERTEULERLE

(() Visa () MasterCard () Diners Club () American Express

Cardholder's Name HKID Card No. Credit Card Account No. Credit Card Expiry Date 1 f-RZI2H
FRASR BB S HER ERRPORE (MM /YY R /)
| 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. NAZLIRIERME (M) BRAREAANEAREAOBEXNEHRERTE  EE ST ° (HKS 7&#)

If Cardholder is not the applicant / Subscriber, please fill in the following information.

EEAREEALIERBA/ERA - FEBATER

Relationship with the applicant / Subscriber Reason for paying Subscription on behalf of the applicant / Subscriber
BB A/ARIR AR REBABRAZMRENRE
() I hereby confirm to pay the Subscription due of Bupa Wise Choice Health Insurance Scheme for the applicant / Subscriber, (Mr / Mrs / Ms) with HKID Card No.
~ AANRBREERBAMRRAZ ZBEAZ RS REBRRETEIRESEH (EE/AK/&ZE)__ EBFHERS
Cardholder's Signature # K A%% Contact Phone No. B4 B &85 15 Date HH3 (DD /MM /YY B/A/4)
X
For Bupa use only R A
Bupa Wise Choice Membership No. #R1A%3 FRig & 8 w55 : Authorised Code RS :
Subscription R # (HKS B#) : Date HH :

Bupa (Asia) Limited R4 (M) BRD A

Address #bi: 18/F, DCH Commercial Centre, 25 Westlands Road, Quarry Bay, Hong Kong BU a 1%@
BB B 2558 KRB TRIEH 01812

BB EI &)
Telephone ®3&: (852) 2517 5175 Facsimile {5 (852) 2548 1848
Website #1t: www.bupa.com.hk
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