Bupa Together Health Insurance Scheme Application Form

RN BB RERE R IRIET 8 P55

To ensure your cover can take effect on the first day of the following month, please send us the

completed application form at least 5 working days prior to the end of the month. Applications are
subject to underwriting. For Bupa Reference No. :
MAENTETA—SREN > FRHAENRFRINARARSETERFERA o FTA BELEBBIZIRIAEER © use only DERE

Please complete this form in ENGLISH and BLOCK LETTERS. Please tick as appropriate. iEE Effective Date :

USRS HZARER > WHERMASIN TV 5% o " ESud=] 0D A MM A YYyy &

Medical Protection Needs Assessment BEREEETG
(Please note: The following questions are to evaluate the suitability of the insurance product(s) under this application based on your needs and circumstances. Application
can be suspended or rejected in case of suitability mismatch. 553 = | U TRIESEMLEILRFEE TORBERNES N  LURZE THNEERER - ILIRFRERAE MREREHE
FCRYIER » SREAA PTG AR TUIEAE © )
Question [ & 1 What is/are your objective(s) for purchasing the medical insurance policy? (tick one or more) SRR FILEEFRENENR? (AIE—1E5 218
[JOption £ 1: For the expenses of hospitalisation & FfRRZ
[JOption 422 : For the financial need when suffer from critical illness Rt & _F B ERNEERE
[JOption #4123 : For the long term care and financial needs in case of permanent total disability KA EEFNERAREFRLCERS

[JOption £ 4 : For the expenses of outpatient visits and other medical needs (such as dental, vision benefit, etc)

BIEMPIZ R EMBERFTR (HINFE « REZ)
Question [ 2 Which type(s) of medical insurance you are looking for? (tick one or more) FERIREE FEI M —i8E B BB (REIR? (A8 —I85 %)
[JOption #21: Indemnity (cover the eligible expenses by the policy) FBETELE (ANRRERTE T AERBEIRMHBREHANEE)

[ JOption ##£2 : Non-indemnity (a payment based on a sum insured amount by the policy) JESBETELE (BMZ{REFTBAMREEIEHIEE)

Personal Details of Applicant BBEE A E#} (Applicant must be aged 18 years or above Fizs A %4 B A 18 )
Title 7858 Name of Applicant (same as HKID Card) FEEEA S (EEBSHEERD
[IMré4  Surname

CIMrs AKX

[IMsZt  Given Name

[IMiss/vA &

HKID Card No. / Passport No. Sex Date of Birth
EEGDEIG / EBRE MR M3 F BB

DD A MM 5 YYYY iF

Contact Details of Applicant Bi:5 A Bit48 =kl

Correspondence Address* i@sTliiiIt* (Please complete in ENGLISH and BLOCK LETTERS s5 M ZES FIE1EES)

Flat B / Room = / Floor [Z#{
Block [ / Building X/& / Mansion & / House 1% / Estate 251

Street % / Road &

HK &8 Kin f13E NT #7 5%
District #il&

Email Address” BBt

Contact No. H##&EE Fax No. fSES%H Mobile No. 7i8hE:E9%hE

Place of Residence”
BT

* P. O. Box, hotel address and overseas address are not acceptable. EREUEFE « /& HIE RS INIERQ R34

#You can access our e-Services through myBupa, our online and mobile platform, to view and download some of your policy-related documents. To access these
e-documents**, you are required to register for a myBupa account and provide an email address where you will receive email notifications when a document is ready for
you to access from your myBupa account. You will no longer receive hard copy of these documents by post.

To help save our planet, Bupa encourages communications through electronic means. This will be the default option for our future communications with you after your
insurance policy has been set up. However, if you wish to receive a hard copy of all documents by post, please contact your insurance consultant to let us know your
preference.

** Please refer to https://www.bupa.com.hk/en/customer-care/mybupa/ for the latest list of e-documents available on myBupa. This list is subject to change.

# {RE1i518 myBupa 8L R FHNB T IRFAR R TREMREMERMIIN X - BERIELEET X" (A myBupa IRF » WRHEBIHL o BXHE EFEMRMN myBupa IR5#E > 1R(E
BUREIBEEN © MR B LUIE A KRB B EREX A HIENR] A o
7 EHHFIFHIK > ROSEEBEF HNETERE - BREERFIRRERILMIRERFNEBNIGTERE - B2 > MRGHZEEHFHUREIFTA XX BITIENZ - SBHHEIREIRIRER
IR T AR IREVEE o

** B LEP myBupa WEHEFXBE » 552 % https://www.bupa.com.hk/tc/customer-care/mybupa/ » ILEBEEFEFE

~ Unless otherwise specified by Member in writing, Inter Partner Assistance Hong Kong Limited will consider Hong Kong as the Place of
Residence of all Members and repatriate relevant Members to Hong Kong when Medically Necessary.
PAAPP

FROFEERBIMEmEN » EREME (TN ARABDRRESEAMEEEZED  RARRRFERERAMERLES
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Details of Proposed Member(s) and Choice of Cover #&SE¥E|RIGRIER

BB (R 1

] Myself & A (Details as page 1 EXHNEE—H)
Core Benefit il Hospital and Surgical Benefit ~ Benefit Level il Ward  Optional Benefit Islur:(yjplerlnéenta?g Major Clinical Maternity Dental (Plan A) Dental (Plan B)
B0 R AR 1543 KB EEEIMRE B RERT SE ER2 FR GHEIA) L (1EB)
[]Spouse 8 (must be aged 16 years or above. F#AE T F165R AL © )
Spouse’s Name (same as HKID Card) BBt (BRE8 519 54ER)
Surname
i3
Given Name
E
HKID Card No. Sex Date of Birth
T S1) B RE MR M 5 FX ]
ERBNERE MR HEHE o0 s vy &
Place of Residence”
B
Core Benefit |z Hospital and Surgical Benefit ~ Benefit Level |z Ward  Optional Benefit aU%P'eT”Be”ta?; Major " Clinical Maternity Dental (PlanA) | Dental (Plan B)
TEEE R MR B4R KB EEEIMRE e PI& A2 R GHEIA) FAL 1)
i AN B8 fR P&

JChild ¥« 1 (Child Members must be aged 15 days or above. F&Z F#nEA15HLE )
Child’s Name (same as HKID Card/Birth Certificate) FZ % (REBS 155/ EEBESEIER)
Surname
Given Name
HKID Card No. / Birth Certificate No. Sex % Date of Birth
EEGNHIE / HAEEPERS i3] M3 F HEBH

DD H MM A Yyyy =
Place of Residence”
BT
Core Benefit 7 Hospital and Surgical Benefit ~ Benefit Level 7 Ward  Optional Benefit I?/lu;()jplerlnBenta?{ Major Clinical Maternity Dental (Plan A) Dental (Plan B)
TBRE R F AR 1RIERR AE  EEEMRE vt Pi& ER2 R GIEIA) FH GHEB)
] Child ¥% 2 (Child Members must be aged 15 days or above. F&Z F#nEA1SHL L )
Child’s Name (same as HKID Card/Birth Certificate) FZ % CEREB S5/ HEEBESIER)
Surname
i3
Given Name
HKID Card No. / Birth Certificate No. Sex % Date of Birth
ERSHERS / LA EPERE i3] M3 F HEBH

DD H MM A Yyyy &
Place of Residence”
B
Core Benefit 7 Hospital and Surgical Benefit ~ Benefit Level 7 Ward  Optional Benefit a%%péerlns:rﬁ?; Major Clinical Maternity Dental (Plan A) Dental (Plan B)
TERE EBRRF R REEARR AE  EEGEMEE == ' P32 ER2 o GEIA) EEENGE )

] Applicant’s parents / Applicant’s parents-in-law B AR EEARBZRXE

Relationship with the applicant Applicant’s father Applicant’s mother Applicant’s father-in-law

ERERZEARA EREE A Z A0 BEEAZ & FREA ABCIBZ A0
Applicant’s parents’ / Applicant’s parents-in-law’s Name (same as HKID Card) B35 A EFE ARG LBUE (BEBSDEHEE)
Surname
Given Name
HKID Card No. Sex Date of Birth
EBSHEE g M FZ  wamm
oD A
Place of Residence”
B
Core Benefit Hospital and Surgical Benefit ~ Benefit Level Ward  Optional Benefit Supplementary Major Clinical Maternity
rzme Y amRERmE pugs D xg  eawRE Hedicel Benefit Pz B2

Wi B {1

repatriate relevant Members to Hong Kong when Medically Necessary.

FRIFEERHILEEEN > BERRIE (M) ERATHRESEAMEBEEZBIM  NEBERERXREMEELSEE -
1 Applicable to proposed Member(s) under 60 years old. #HERE0FUTZEZE °
2 Applicable to female proposed Member(s) aged 18-49. EHEN18-49m 2 UM #EEE o

MM 5

Dental (Plan A)
TR GHEIA)

Applicant’s mother-in-law

FBALBZ &R

YYyy &

Dental (Plan B)
R (Gt8IB)

~ Unless otherwise specified by Member in writing, Inter Partner Assistance Hong Kong Limited will consider Hong Kong as the Place of Residence of all Members and
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Details of Proposed Member(s) and Choice of Cover (Cont.) #2SEEIRIGRIER (48)

] Applicant’s parents / Applicant’s parents-in-law E:E A EFEARBZRXE

Relationship with the applicant Applicant’s father Applicant’s mother Applicant’s father-in-law Applicant’s mother-in-law
EAEREE A RAMA EREEAZ A8 FREEAZ S RIS A BB Z A0 BRE BB G
Applicant’s parents’ / Applicant’s parents-in-law’s Name (same as HKID Card) B35 A st FRss A FRfE 2 L B (BREE S EEE)
Surname
jié3
Given Name
HKID Card No. Sex Date of Birth
A ! M5 F#&
; sz MR
EEBSHBRE 32 R oD A MM A YYYYy &
Place of Residence”
B
Core Benefit 7 Hospital and Surgical Benefit ~ Benefit Level 7 Ward  Optional Benefit au%ple?wgnta?; Major Clinical Maternity Dental (Plan A) Dental (Plan B)
IBRE ERRFARE 1B AE  ERENME vt E A2 FR GHIA) S G2l

Unless otherwise specified by Member in writing, Inter Partner Assistance Hong Kong Limited will consider Hong Kong as the Place of Residence of all Members and
repatriate relevant Members to Hong Kong when Medically Necessary.

FRIFE BERIUEERA » ERKIE (EN) BRATRRESEAMBEREZEAN  NEBRREENXREMEEEES -
1 Applicable to proposed Member(s) under 60 years old. ERRE0EUTFZHEEE o
2 Applicable to female proposed Member(s) aged 18-49. #ERM8-49 2 LI #EEE -

Payment Method #{HREH %

Payment Frequency &i{HREF I Payment Method #ifHRE 5% Remarks 3t
] Yearly &8 ] Credit Card 5/E Please attach a completedCredit Card Authorisation Form
FEREY 2 ERRAREEES D
] Autopay from Bank $R{T B EhEiR Please attach a cheque made payable to “Bupa (Asia) Limited” for
(From renewal payment only &R ELEA) the Tst year’s subscription and levy with a completed Direct Debit

Authorisation Form
FAZEEIRIEEE > EREEREAREREZZRTEAAR » R
BEAA [RA () BRAS)

] Monthly B# [] Credit Card 5B +& Elgase aga\ch a completed Credit Card Authorisation Form
FEREZZERRAREEES0
[] Autopay from Bank $R{TE 88k Please attach a cheque made payable to “Bupa (Asia) Limited” for

the first 2 months’ subscription and levy with a completed Direct
Debit Authorisation Form

FHZERAREES - EREMEARERREREZ X EXEIAAF
ZEREAA TR (E2) BRAR)

Bank Account for Reimbursement Z{JiEZRITAO

Claims payment will be reimbursed by autopay only. BE{EHIER M EEERA LA ©
| hereby agree and authorise Bupa (Asia) Limited to reimburse claims payment to the account below. Zx AR E R IZH#FHE (EEM) ARAREREERERUTED -

Account Holder’s Name (Same as recorded on bank account statement/passbook)
FORAAMS (S5R17458 /Z81ER)

HKID Card No.
ERGHERE
Personal Hong Kong savings / current account number (HK$ only) BAE#HE / FRIBITEOME (RREK)
Bank Name Bank No. Account No.
RITERE RITHRSE F Ok

If the above account holder is not the applicant, please fill in the following information. & iz EO#FE ALIEHBA » BEBUTER
Relationship with the applicant or proposed Member* EdE:E A 5% & & *@i{%
(Applicable to spouse, parents or children only FEAEE « KBS FL)

* Please delete if inappropriate M ERE
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Health Declaration and Questionnaire {EZFEEARNE

Important Note EEEIE

During the insurance application process, it's important that you act with utmost good faith and disclose all material facts related to the proposed Member to Bupa.

If you are uncertain as to whether a fact is material, then it should be disclosed. If you fail to disclose or misrepresent a material fact and this causes Bupa to accept

the risk, this will raise questions about your entitlement to insurance benefits. Consequences may include termination of your policy or reduction of entitlement to

claims payments in all or part.

ERIEERFBET > BOUEEHERRONEEMERSMEEESE - IRCIREEEFERLEE > AIEFERE c IIRREREERRAEEEE > MERRDAESRER

% > SR EMPEEMNRE o HAERPISEEIERILRHRE ; SR/ D2 BREDIRFTERFHREME -

(i) This questionnaire collects health-related information solely for the purpose of underwriting which is a process for Bupa to evaluate the health risk of the applicants and decide
the application results. The underwriting process that Bupa adopts should be fair and reasonable, and Bupa should explain the application results if requested by the customers.
IERB I E B E RN ERMEE AR Z AR » MIZREMRBTMERFZAZRERBRRERFERNZRE « RIDKBNZREFRANTAE  TEREEREREERFER -

(ii) As the applicant, you are required to provide Bupa with complete and accurate information requested in this questionnaire to the best of your knowledge and belief. Based
on the information provided, Bupa may have follow-up questions or enquiries that require you to provide further information for underwriting purpose.

EARBEN » MBBEEREMAPNE > RARSHRERARARETERERNER  RORBRRENER > ISR HRERNENEAMBERIME—FREERUEZRZA ©

(iii) If there are any changes to or updates of the information provided in this questionnaire after the time of submission of this application and before you receive the Policy,
you are required to notify Bupa in a timely manner. E{RTEIER A ERFERE E(RLEIRE RN AESPIRENERIA R B (MEERFIBARA ©

(iv) Even after an insurance policy has been issued upon successful application, the insurance coverage for the proposed Member may be affected or the policy may be
terminated, voided or rescinded, or claims may be repudiated by Bupa, if you have not provided Bupa with complete and accurate information to the best of your
knowledge and belief according to (ii), or if you have not notified Bupa on any changes to or updates of the information in time according to (iii).

BIEEE IR R IE SR B (R 8 > FEIRRIZ (i) PR E PR AIFN (5 M RIDIR (e B R MM ) » BRI (i) Pt SEE RV E R U S B M A R B AR » B G EBMREBRIFAIESR
B2 > (RIQIFOIAEAIAR L ~ VYRR SURITE B RAIREE » SUIE4ERS(E o

Guidance Note in completing the questionnaire 1 RI&155|

If your answer to any of the questions in Section A below is “Yes”, please proceed to answer the relevant follow-up questions in Health Questionnaire - Section B.

ENTREEAN—BEREZEES (B B FRRREES - ZEEZERMERIERRE

You do not need to disclose information regarding the medical conditions or treatments below -

Cold / flu / sore throat, gastroenteritis / food poisoning (fully recovered), indigestions (no investigations required), acne, muscle sprained (fully recovered), thrush,

routine scan / blood test for pregnancy (normal result), routine cervical smear (normal result), routine health check (normal result), preventive vaccination, Hormonal

Replacement Therapy (menopause), infertility treatment or uncomplicated pregnancy, myopia / hyperopia / astigmatism / presbyopia.

IR B U MR SUAE -

SRE/RE /MR ~ BEX/BYHPE (BER) - HERR (BRRD) - &5 « IREE (BER) « 808 - BRERRHE / IRER (BRERER) ERTERMERERER (RRER

ER) s BREREE BEEREER)  BEhEE - TR E7TAE (BEH) FEARIMRRERBRESHNES 118 /1518 /50t / £t °

You are required to provide Bupa with complete and accurate information requested in this questionnaire to the best of your knowledge and belief, including any and all

medical information which are known or ought to be known by Bupa in any previous insurance application and medical claims.

REERBEPNAIE @ ZABSHERAFRDIRETERERNER » BFEZANEAREPFENBERER RO SEZ BT REBEER -

Health Questionnaire - Section A {#EER9% - BIR

: Name of Name of Name of Name of
N f | t
amEE%f&p%lcan proposed Member proposed Member proposed Member proposed Member

EEEMZ EHENE EEENHE EERENHE

Height %E# cm Bk / cm Bk / cm EX/ cm EX/ cm EX/
i 5

- feet IR inches feet IR inches i feet ;R inches feet IR inches feet IR inches
) kg AfF/ kg AfF/ kg AfF/ kg AfF/ kg AfF/

Weight B2s" ¢ ° ¢ ¢ ¢
pounds(lbs) 5% pounds(lbs) &% pounds(lbs) &% pounds(lbs) % pounds(lbs)

Do you (or proposed Membgr) smoke’;t or have you (or
proposed Member) srT;oked in the last one ysar? [JYes@ [INod | [JYes@ [JNo& | []YesE [JNo& | [JYesE [JNo& | []Yes2 []Nod
MEEEE)ELERE FTBRE—FNGERE"?

1. Inthe last 3 years, have you (or proposed Member)
ever had or been advised to have any regular or
ongoing (such as monthly, every 2 months,
half-yearly, annually) follow-up consultations or
medical care with a healthcare professional (such as
specialist doctor, physiotherapist, psychiatrist) for [JYes@ [INo#& | [JYes@ [JNo& | []YesE [JNo& | [JYesE [JNo& | []Yes2 []Nod&
any disease or other medical condition?
EBEZER » (RESS) BT BETWRBEBRS
BE(BINEA - BMER ~ ¥ F - 8F) AEAEHNE
BERREREXEEAS BIINEREE  YIRa5RET -
IR B ) MVERIER A S BRI 7

# Not required for proposed Member below 18 years old. For the purpose of this question, the meaning of “smoking” includes but is not limited to cigarettes, cigars,
tobacco pipes, chewing tobacco and the use of nicotine replacement products (such as e-cigarettes).
BEUTZEESRRER o [RIE | TILHBENSHBEERRNEE  Sh 23} BERCHARL T HANERBINEFIE) o
(P.T.O. ;588 F—H)
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Health Declaration and Questionnaire (Cont.) f2FEEAKREE (&)

Name of applicant

R AR

Name of
proposed Member
#Eg8

Name of
proposed Member
EREN

Name of
proposed Member
#=EEM

Name of
proposed Member
EHEH

In the last 3 years, have you (or proposed Member)
ever had or been advised to undergo
investigations (such as blood or urine test, ECG,
X-ray, ultrasound, CT scan, MRI, PET scan, HIV test,
Hepatitis B test, Hepatitis C test)?

EBEZFER  (REERE) REEHRITNERERETR
2 (HIINERID ~ BRFR ~ VEEE ~ XK ~ BER SR ~ B
DR ~ EBFRHE s SHmAE - CRFKAE - RE
FRSCRIE) 2

If the answer is “Yes”, do your (or proposed Member)
investigation result(s) include the followings?
MREZE (B (REEEE)NREEREZEEE T
1BR?

(a) Abnormal test result is advised

BEERREE

You (or proposed Member) are still awaiting
test / test result

fR(EEE 8) EZEaiRaiiniass

Medical advice has been sought or treatment is
required for the test result (such as liver cyst /
brain cyst / joint degeneration or calcification /
lung or breast or thyroid calcification
discovered on imaging test, that may not
require immediate treatment)
PiERERESREBRERNBEEET AR(BIM—L
FBRERRSRNE RIS/ RS/ RETR
1ESEH1E/ IR AR R R S R ER 2 FL B S FRARBR
RE5E)

(b)

©

[JYesZ

[ Yes2

[JYesZ

[]YesZ

I No&

[INo&

1 No&

I No&

[]VYesZ

[ Yes2E

[]VYesZ

[]VYesZ

I No&

[ I No&

I No&

1 No&

[]VYes2

] Yes2

[]Yes2

[]Yes2

[ ] No&

[ I No&

[ ] No&

1 No&

[JYesZ

[ Yes2

[JYesZ

[JYesZ

I No&

[INo&

I No&

I No&

[]VYesZ

[ Yes2

[JVYesZ

[]VYesZ

[ I No&

[ I No&

[INo&

1 No&

In the last 5 years, have you (or proposed Member)
been advised by your doctor to take any
medications (such as to be taken daily / once per
week / as needed as directed by doctor) for a
continuous period of more than 1 month?
FEBERFERN > REEEE) BESRBEEZETH (Bl
BBLETSH/ 88—/ BRER) RAAHBE—E
BT &) ?

[]YesZ

[INo&

[]VYesZ

I No&

[]YesZ

[ ] No&

[JYesZ

[ I No&

[JYesZ

[INo&

In the last 5 years, have you (or proposed Member)
been admitted into a hospital?

EBRERFR > MMEEEE) EEGAERR?

[JYesZ

I No&

[]VYesZ

I No&

[]Yes2

[ ] No&

[JYesZ

I No&

[]YesZ

[INo&

In the last 5 years, have you (or proposed Member)
undergone a surgical procedure (including
endoscopy or biopsy) without being admitted into
a hospital?

EBELFR  MREAEER) BEBEIERER MER
SRR (BRERRESEREIUEMAERBER) ?

[JYesZ

[INo&

[]VYesZ

I No&

[]Yes2

[ ] No&

[JYesZ

[JNo&

[JVYesZ

[INo&

Apart from anything you (or proposed Member)
have already disclosed in Questions 1-5, do you
(or proposed Member) have any of the following
conditions?

FRTIR (SREGE) 151 £ 5IEMBEFERBNERIN » 7R
(BEES) 2EA MlER?

(a) Unintentional weight loss by more than 5 kg
(11 Ibs) over past 1 year

TEBAE—FR > BEESOELD TS5 AT (ME)ULE
Abnormal bleeding (such as vaginal bleeding,
rectal bleeding, nose bleeding or coughing up
of blood) for at least one month

RIEEHM (FlgnpeEd i ~ i ~ R& ez =
b—@Aa

Other medical conditions or other sign and
symptom (such as lump, headache, persistent
coughing, chest pain or epigastric pain) that
you (or proposed Member) are seeking or
intend to seek medical advice

HMEREGIRR SRR (GG fELR ~ 355% ~ 1548
IZW ~ BfEEE EAEE) MIETT ST ESREEER

In the last 1 year, you (or proposed Member)
had or have been required to have follow-up
consultation with a healthcare professional
(such as specialist doctor, physiotherapist,
psychiatrist) for any medical condition or sign
and symptom

ERE—FR  REESRB) B ERRBER SRR
FAER BT R EETHXEE A S (BlINER
B~ MIRARAT ~ SRl B A MRES A

(b)

©

(d

~

[]YesE@

[]Yes2

[]YesE@

[ Yes2E

I No&

[INo&

I No&

[INo&

[]VYesZ

[ Yes2

[]YesZ

] YesE

I No&

[ I No&

I No&

[ I No&

[]YesZ

] Yes2

] Yes2

[]YesZ

1 No&

[ I No&

1 No&

[ ] No&

[]YesE@

[ Yes2

] Yes2

[JYes®

I No&

[INo&

I No&

[INo&

[]YesE

[ Yes2

[]VYesE

] YesE

1 No&

I No&

1 No&

[ I No&

(P.T.O. ;588 F—H)
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Health Declaration and Questionnaire (Cont.) f2FEEAKREE (&)

Name of applicant Name of Name of Name of Name of
B A proposed Member proposed Member proposed Member proposed Member
; ERENE ERENE ERENT EREH
7. Have you (or proposed Member) ever been
diagnosed with any of the following diseases or
medical conditions?
IREEEE) B8 QWD T IIRRIEERR ?
(a) Cancer or carcinoma in situ SEfESL RIS [JYes2 [JNo& | []Yes® [INo&E | []Yes2 [INo& | []Yes2 [INo& | []YesE []No&
(b) Brain tumor ASERAER [JYes@ [INo@ | [JYesE [INo@& | [JYes@ [INo& | [JYes® [INo& | []YesE []No&
(c) Heart disease D\IEZEH [JYes@ [JNo& | [JYes@ [INo& | [JYes@ [JNo& | [JYes® [JNo&E | []YesE [ No&

@ (S_It_lrzl;)eEgrgl(tg#ig%%érggé%;i&s?:g%i?/Ja\tEtPa}%j ) [JYesE [INo#& | [JYes® [JNo& | []YesE [JNo& | []YesE [JNo& | []Yes2 []Nod&

(e) Hypertension & & [JYes@ [INo#& | [JYesE [JNo& | []YesZ [JNo& | [JYes2 [JNo& | []YesZ []No&

® tDoilaek.;:E]ise?g)%ﬁtﬁu;%%;g%%é%ucose [JYes@ [JNo& | [JYes@E [INodE | [JYes@ [JNod& | [JYesE [JNo&E | []YesE []No&

(@ :;?r:aep:oe:dlirt\its;\ée*g%i&ga%ié;cz%;/;%jjg&ef?%ve [JYes@ [JNo& | [JYes@ [INodE | [JYes [JNod& | [JYes2 [JNo&E | []YesE []No&

(h) Diseases or medical conditions requiring a
medical device or prosthesis to be implanted
within the body %%E)\%J?%ﬁéﬁ%ﬁ%@ﬁﬁéﬁ [JYes@ [JNo#& | [JYes@ [INo& | [JYes@ [JNo& | [JYes@ [JNoE | []YesE [ No&
R

(i) Mental health conditions (such as depression,
E?;:I;Tg’dsizg:rfjc;??)r%“?;é;;;gﬂ%jgggﬂeé;ﬁf’\c%é)?ﬁ [ Yes@ [INo& | [JYes@ [INo& | []Yes@ [INo& | [JYes@ [INo& | [JYesZ []Nod&
AR« BRERABSREINBIE)

() Multiple sclerosis %2 MRFEE [JYes® [INo& | [JYesE [JNo& | []YesE [JNo& | [JYesE [JNo& | []YesE []No&

(k) Congenital conditions (medical, physical or
mental abnormalities that existed at the time
of or before birth) JeRMER (FEM HAER 2 Al
BEEENES « £BEw ENEE)

[JYes@ [JNo& | [JYes@ [INodE | [JYesE [JNodE | [JYes2 [JNo&E | []YesE [ No&

For proposed insured children aged 6 or below only EERSEEU T2 ESRRE

8. Was the insured child born before 37th week of
pregnancy? [JYesE [JNo& | [JYes@ [INo& | [JYes [JNo& | [JYes2 [JNoFE | []YesE [ No&
RRABRENEREI7BRIHLE?

Health Questionnaire - Section B f£EERI% - 26

If you answer Yes to any of the questions in Section A above, please provide additional information as applicable below.
MRIRFEU EREMEA—IBRIEZ EEA [R) &> FEUTERNHEEREELER -

Name of applicant / proposed Member

BN/ EGBHE
Question No. &5 Question No. &5 Question No. &5
Medical condition JHfE Medical condition J&iE Medical condition J&fE

1. Disease / medical condition / sign and symptom

R/ REROR / IR

2. Date of first occurrence of sign and symptom
BRI ERERR HES

3a. Treatment / investigations / tests / scans that have
been performed

CIETRAR/BE /Bl / wi

3b. Date of such treatment / investigation / tests /
scan

BRaR/BE/ =/ mHE S

4. Present condition (such as whether fully recovered,
follow up action / medication / next follow up

date)
R (BIINRE B RE - BRRIE/IRFAREREY/
TRELEH)

5. Date of last follow-up medical consultation /
treatment

wEED/ ARAH

(P.T.O. ;583 F—H)
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Health Declaration and Questionnaire (Cont.) 2FEEAKRBE (&)

Name of proposed Member
EGEMEZ

Question No. &5

Medical condition J&fE

Question No. s

Medical condition J&iE

Question No. 5%

Medical condition JHfE

1. Disease / medical condition / sign and symptom

B/ BB/ SRS

2. Date of first occurrence of sign and symptom

BERERHRERAERN B

3a. Treatment / investigations / tests / scans that have
been performed

CETENAR/ RS/ R/

3b. Date of such treatment / investigation / tests /
scan

BRaR/mE/ A=/ BB

4. Present condition (such as whether fully recovered,
follow up action / medication / next follow up
date)

IR (BINREERE2REE - BLIRE/ IRFARESZY)/
TREZHH)

5. Date of last follow-up medical consultation /
treatment

REEZ/ AREH

Name of proposed Member
HEEENZ

Question No. &5

Medical condition JBfE

Question No. &5

Medical condition J&fE

Question No. &5

Medical condition J#E

1. Disease / medical condition / sign and symptom

R/ REROR / R

2. Date of first occurrence of sign and symptom
BRUBRBIERRIBEA

3a. Treatment / investigations / tests / scans that have
been performed

SETRAER/ BE/ BlE/ wE

3b. Date of such treatment / investigation / tests /
scan

BRaRk/BE/ =/ BB R

4. Present condition (such as whether fully recovered,
follow up action / medication / next follow up

date)
Bk (BIINRSERERE - BRRIE/IRFARESREY/
TREZHE)

5. Date of last follow-up medical consultation /
treatment

REED/ AEAH

7 of 16
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Health Declaration and Questionnaire (Cont.) f2FEEAKREE (&)

Name of proposed Member
EGEMEZ

Question No. &5%

Medical condition JHJE

Question No. &5

Medical condition J&fE

Question No. &5

Medical condition JHfE

1. Disease / medical condition / sign and symptom

TR/ REOR / IR

2. Date of first occurrence of sign and symptom

BERHBRHRERER B S

3a. Treatment / investigations / tests / scans that have
been performed

CETHER/ RS/ RS/

3b. Date of such treatment / investigation / tests /
scan

BRaR/aE/ A=/ mHEE 8N

4. Present condition (such as whether fully recovered,
follow up action / medication / next follow up
date)

IR (BINBEETERE - BLIRE/ IRFRIESZY)/
TREZHH)

5. Date of last follow-up medical consultation /
treatment

REED/ AREH

Name of proposed Member
HEEENZ

Question No. &5

Medical condition JHJE

Question No. &5k

Medical condition J&fE

Question No. &5

Medical condition JIE

1. Disease / medical condition / sign and symptom

TR/ BRI / R

2. Date of first occurrence of sign and symptom
BRUBREIERRIBEA

3a. Treatment / investigations / tests / scans that have
been performed

SETRAR/ RS/ BE/ 1w

3b. Date of such treatment / investigation / tests /
scan

ARaR/ B/ BEl/ RHEEE

4. Present condition (such as whether fully recovered,
follow up action / medication / next follow up
date)

TR (BINREERERE - BRRIE/IRFARESEY/
TREZHE)

5. Date of last follow-up medical consultation /
treatment

REEZ/ ABAH

If you have any medical reports or reports of investigations, please enclose them and put a tick in the box.

ITEEFBRRSHNEFGERE - FRIERBERKN L > WEERERM v e

[] With attachment
SHEME

MP170/13/1122
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Declaration and Authorisation AR IZ1E

| / We apply as a Member of Bupa Together Health Insurance Scheme (“Scheme”). | / We confirm that | / we have selected this insurance plan of my / our own free will. I/We

further confirm that the product features of the Scheme were able to fulfil my / our medical protection needs, financial situation and premium affordability. | / We acknowledge

that Benefit is not payable under this Scheme being applied for any costs of treatment arising from any existing illnesses, injuries or other conditions presented before the

Coverage Commencement Date unless complete details are fully disclosed by me / us in this Application and accepted by Bupa (Asia) Limited (“Bupa”).

| / We declare that, to the best of my / our knowledge and belief and, if applicable, based on information provided by the legal guardian of the proposed Member, 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 and the proposed Members as listed in this

Application at my / our own cost.

| / We also authorise any medical practitioner, hospital, clinic, by whom or where | / the proposed Member have / has been observed or treated or any insurance company or

organisation that has any records or health information concerning me and / or the proposed 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.

| / We agree to be bound by the terms and conditions of the Contract of this Scheme, which | / we understand are available on request and will be provided to me / us if this

application is approved. | / we agree that this Health Declaration and Questionnaire and the answers given in this Application shall be the basis of the Contract between me / us

and Bupa. | understand that | have the right to cancel this Contract within 21 days from the Coverage Commencement Date and that if | do not cancel the Contract within that
period, all information in this Application is deemed to be final.

| / We acknowledge that the Contract shall be renewed automatically on a yearly basis unless it is not renewed by giving notice to Bupa or according to the terms of the Contract.

| / We further authorise Bupa to deduct the subscription payments from my / our designated bank account / credit card (where applicable) upon renewal. If | / we want to cancel

the Contract in future, the Subscriber will need to inform Bupa in writing at least 10 days before the Contract Anniversary Date.

| / We acknowledge that Bupa has discretion to appoint Registered Medical Practitioners, Hospitals, Qualified Nurses, cancer centres, day-case centres, diabetic centres, wellness

centres and other service providers to provide health and care services, credit facilities for eligible medical expenses and to do all things and acts incidental to such appointment

for the Member. | / 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 any such service provider appointed by Bupa by the Member.

| / We acknowledge that Bupa may terminate the cover for the proposed Member with immediate effect if the law of the country in which the proposed Member is located, or the

proposed Member’s Place of Residence or nationality, including but not limited to USA and Japan, or any other law which applies to Bupa or the Contract, prohibits the provision

of healthcare cover by Bupa to local nationals, residents or citizens. | further declare that the proposed Member is not US permanent residents. | understand that | am obliged to
immediately notify Bupa in writing if the proposed Member becomes a permanent resident of USA during the Contract year. For the above purpose, ‘permanent resident’ shall
mean a person residing in a country who is a citizen of or who is permitted under applicable laws to live and work, on a permanent basis, in that country.

AN/ ELRFEA ROELEREE BREREE ( [58) ) 2&8 - AN/ ELSHAEN/ ESFEZRBEBIHIZBAN / ES 2 BUBHEMRE « AN/ ELZUHEIABNERNBHEEN/ &

LIRMHVBEBIRBER « WIS RREREES © AN/ EEHBREPEZTEIRE » NEREMGBARERZEE - BEXEMBRMS IR EFRER » —EFTBE  BIEAAN/ ELERFR

RS AR IS IRIE (E20N) BIRAS) ( MRIA) ) 34 o

AN/ BFER > AN/ ESFAAFEURBHREEE S SERE A RMNER WERA) > AFFRHRRZ—)ER 9B ETE -

TN/ ESHEDROARERBEESHMAARNERFRAMIILZ EEE 2 BERNRBRRE > —IEBREAN/EEZ -

ié&i&;ﬁ%@g@%ﬂﬂ%ﬂ&)\/?@E%ﬁ%iﬁ?ﬁ%ﬂ@§$ BB B2 A RAR/NE ERENEAEN ZREADIMBR AN/ REGEZ 2HEN (BIFRE) 2X TR0 FEREZE

Bl EIES °

AN/ BEZERETFIHE SO ZFRRMA - WHARPITEER TR » LIMRATFE R ILFRFER B R EZ LRI T AN/ BEF o KA/ ESERAFERNZ BREARBEROERIER

AN/ BEFRRAZEFEIENZRE - AABBAAABENANERBE2QIHAREUHLLAA « MANLBRILBBEUEEA » LLRFARNME BB RRAREER

AN/ EFPEBRINREIEAN /| ELSETRIBVBNFBERIFRESHETRETEER > SRSORESEEHER - AALRRRBEERFRAN/ ESEENRITIRAREAF WER) D

HRE o AN/ BEERABEVH AL » BN EABE R 10X EEBAFRA

AN/ EEEBRODHIESETIMAR « Bz » SE8EL BERO » BEPO ~ BRFBHO ~ REBPOREMREEEELIRMEER - s ERBEEAZ ATRBEREEZESEMEZRE T

8 o AN/ EERIDUFREBLEEZEIRMEAREDER RN ET ASBNER FMIEE - 2 ERAMREMEENRBHEEMEL PR FRE—BFgas -

AN/ EEFHERIEEG SR LR R o ELE (3t 5t BIFEFT B B KA A 2 (B BN PRI KB B ) A E S RID S ARBERAER L REAEHER « ERAQRBMHEBIRE » (RIGEI&IE

BI%E S SR9RIEI I ENERY A AILIMNEERE G BWIFXEIRAER « RABBNEEEMNENFEHBRAEBEXABR > AABSEEUMUSEBEIRE o [AABR) EEREERILAES%

ZEARIREER A REHTZERANEE R TENAL

Applicable to Application through authorised insurance broker #ERR BB EZIERGELETZHE

| understand, acknowledge and agree that, as a result of me purchasing and taking up the policy to be issued by Bupa, Bupa will pay the authorised insurance broker commission

during the continuance of the policy including renewals, for arranging the said policy.

| further understand that the above agreement is necessary for Bupa to proceed with the Application.

AABFE  BAKAE  RAGHAABERESHERNRE  PWMREAXHN (BEERY) N8 STHARRENERBRBS LI IAE

ARATFBBRASARS A AU LHEE > A D LURIRERIRERE o

Personal Information Collection Statement B A Z#}uktEE20

(i) 1'have read and understood the Personal Information Collection Statement included in this application form. | consent to Bupa using and disclosing the personal data provided in

this Application and other personal data it collects about me, for the purposes set out in and in accordance with the Personal Information Collection Statement. | consent to the
transfer of my personal data within or outside of Hong Kong for the purposes and to the types of transferee as set out in the Personal Information Collection Statement; and
AANEHRRN R ARFRFTEN MEABRNESER) - ZABRRREEIUER IR ELRFRASEMREARERPAANBAZR > BAERE MEABRKESER) AFBFRENER o 2A
EER MEABRESH) FEAREFERREFEANBABHESBERNIN MEABRERR) FMENEREGEA | &

[] (i) I consent to Bupa using my personal data, including my name, contact details, gender, health and family status, to send me marketing communications (including by
email, SMS or instant messenger ) as described in the Personal Information Collection Statement, including in relation to insurance (such as subscription discounts),
wellness, rewards, loyalty or privileges programmes and related products and services. | understand that | have the right to request Bupa to cease using my personal
data for direct marketing purposes by emailing customercare@bupa.com.hk or calling the Bupa Customer Care helpdesk on 2517 5333.

TANBBREEREANZBAER > GIERADIE « B&T5 % ~ 1)~ RERRERR > AR ANFARE MEABHUWER ) FrteERR (PIRERN) @5 « #E - §80HE
BB R EARMERKRBOTISHES N (BIEUBI - FRIEMAMEEN) - WHAAAAFEBBEERANEZRRBESR (BBEcustomercare@bupa.com.hk HEE
2517 5333) » ERFABLERRANEABBIEERTSIEERR

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

RALHFFERRREA > BARARRILSEIRFRATIE 218U T ZHEAFHERRES -

| understand that no cover will be payable under the Contract unless this Application is approved and subscription is received in full by Bupa (Asia) Limited (“Bupa”).

FABBLRFRERE (BEM) ARAR ( TREA) ) #ERRERFRRE > REHFRENZLRE -

Applicant’s Signature Signed in Hong Kong on Proposed Member's Signature (Aged 18 or above) Signed in Hong Kong on
FBAEE NEBEEZAH FEmsEAU L2 EGBEE REBEEZAH
X X
(Full Name ) DD A MM G YYvy & (Full Name ) DD A MM 5 YYyy &
e 23]
Proposed Member's Signature (Aged 18 or above) Signed in Hong Kong on Proposed Member's Signature (Aged 18 or above) Signed in Hong Kong on
FERBEAU L2 EFBE NEBEEZAH FEMIBHEIU L EGEBE REBEEZRH
X X
(Full Name ) DD A MM 5 YYyy # (Full Name ) DD A MM A YYyYy £
HE =S
Agent's / Broker's / Telesales' Name (If applicable and must be completed by the applicant) Agent's / Broker's / Telesales' Contact Tel. No.
RIBA /842 | SERRES ERRYSBRRENER) REBA /B2 ) BERRBHEEERE
Agent's / Broker's / Telesales’' Code Agent's / Broker's / Telesales' Email Address
RIBA /I ) EEARBR RIEA /4D ) EEAREIMIE
Reminder $22{R
To help us process your Application quickly, please ensure that you have: BIRERMBY RS » LA REERRARAERL |
enclosed payment of the correct subscription and levy and a copy of your HKID Card or Passport BERIR REREEUERTNESS ) BNERIE
gr;ilé);i? a copy of the HKID Card or Passport for each family member aged 18 or above enrolling in the same BEIREISER 2 RERBNEESHBNERER RERE—FRER)
enclosed a copy of the HKID Card or the birth certificate for each child aged below 18 whom you would like to enrol ERIFSMSAN T2 T UNEESHRAL ERPERR (T2 —FRR)
initialled any amendments on this application form REABHZEEEFSR
Where necessary, we will request you to provide documents to prove family relationship. EEFENERT » BRMGAMRERERSNRMAER o
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Personal Information Collection Statement B A EilUg&EE2E0

1.

8.

9.
10

1.

AUN

Bupa (Asia) Limited (the “Company”)

Personal Information Collection Statement (“Statement”) relating to the Personal Data (Privacy) Ordinance (the “Ordinance”)
Please refer to Bupa’s website http://www.bupa.com.hk for the glossary of terms used in this Statement.

In compliance with the Ordinance, the Company would like to inform you of the following:

f?*ﬂ (EE, ) BIRAT ( TAAF)

A2 RRIBAEL http://www.bupa.com.hk BREAERHFERNFARER ©
BRIKE > AAERRBHME NN TSI

10. RNEBFFIREIZ R ERE TARAEE 2R -

From time to time, it is necessary for you, or other members covered under your policy (each a “Member”), to supply the Company with certain personal
information (including where relevant, credit information and claims history) relating to you, or the Member, when you apply for insurance or financial products
and services from the Company, or when you apply to make changes to your policy, or when you renew a policy.

Failure to supply personal information requested by the Company may result in the Company being unable to process your Application and/or provide

products, services and other related services to you, or the Member.

During the course of your relationship with the Company, further personal information relating to you, or the Member, may also be collected in the ordinary course

of our business, for example, when you lodge insurance claims with the Company in relation to yourself or the Member.

The Company may collect, use or disclose personal information relating to you, or the Member, for the following purposes:

a. processing, assessing and determining any Applications for insurance products and services;

b. offering and providing products and services to you, or the Member, and processing requests made by you, or the Member, from time to time, including but
not limited to requests for addition, alteration, deletion, maintenance, management and operation of insurance benefits or insured Members;

c. any purposes in connection with any claims made by or against or otherwise involving you, or the Member, in respect of any products and/or services provided
by the Company including, without limitation, making, defending, analysing, investigating, detecting and preventing fraud (whether or not relating to the
policy issued in respect of any application or claim) processing, assessing, determining, settling or responding to such claims;

d. performing any functions and activities related to the products and/or services provided by the Company including, without limitation, audit, reporting,

market research, general servicing, maintenance of online and other services, identity verification, data matching, research and statistical analysis, and

reinsurance arrangements;

provision and design of products and services of the Company;

exercising the Company’s rights in connection with provision of insurance products and services to you, or the Member, from time to time, for example, to

?eterminle gnly amount of indebtedness from you, and collecting and recovering owing from you or any person who has provided any security or undertaking

or your liabilities;

g. communication with you or the Member (or with you on behalf of the Member) in relation to any of the purposes set out in this Statement;

h. enabling an actual or proposed assignee, transferee, participant or sub-participant of all or a substantial part of the Company’s rights or business to evaluate
the transaction intended to be the subject of the assignment, transfer, participation or sub-participation; and
making disclosure to satisfy the requirements of any laws, rules and regulations, codes of practice, guidance notes or guidelines binding on the Company.

Personal information collected or held by the Company relatlng to you, or the Member, will be kept confidential but the Company may transfer such personal

information inside or outside the Hong Kong Special Administrative Region, for the purposes specified in paragraph (4) and (6) to the following classes of transferees:

haXol

a. the Company’s group companies (“Group Company™);

b. any insurance adjusters, agents and brokers;

C. any re-insurance companies authorised by the Company;

d. employers (for members of corporate policy only);

e. healthcare professionals and hospitals;

f. any agent, contractor or third party service providers who provide administrative, telecommunications, computer, payment, data processing or storage,
printing, research or other services to the Company in connection with the operation of business, (including without limitation insurers; banks; lawyers;
accountants; claims investigators; fraud prevention organisations; other insurance companies (whether directly or through fraud prevention organisations or
other persons named in this paragraph); organisations that consolidate claims and underwriting information for the insurance industry; the police and
databases or registers (and their operators) used by the insurance industry to analyse and check information provided against existing information; debt
collection agencies; data processing companies; research agencies and professional advisors);

g. any actual or proposed assignee, transferee, participant or sub-participant of all or a substantial part of the Company’s rights or business; and

h. any person to whom the Company is under an obligation to make disclosure under the requirements of any law, rules, regulations, codes of practice or

guidelines binding on the Company including, without limitation, any applicable regulators, governmental bodies, industry recognised bodies, credit reference

agencies, the Courts, and where otherwise required by law.
Only with your consent or with your indication of no objection, the Company may use your personal information collected from time to time, including name,
contact details, gender, health and family status, to provide you with marketing communications (including by email, SMS or instant messenger) relating to the
following products and services:
a. Insurance, medical, healthcare, wellness, personal development, beauty, lifestyle, entertainment, financial, and related services and products;
b. rewards, benefits, discounts, member activities, loyalty or privileges programmes and related services and products; and
c. donations and contributions for charitable and/or non-profit making purposes.
The Company will not disclose personal information relating to you, to third parties for them to use for their own direct marketing purposes without your consent.
For the avoidance of doubt, whether or not you consent to receive marketing communications of the type described in this paragraph 6, the Company may still
communicate with you regarding the administration, features and renewal of your insurance policy.
Under and in accordance with the terms of the Ordinance, you have the following rights:
a. to check whether the Company holds personal information relating to you or the Member and to access such personal information;
b. to require the Company to correct any personal information relating to you or the Member which is inaccurate;
c. to ascertain our policies and practices in relation to personal data and to be informed of the kind of personal data held by the Company, and
d. to request the Company to cease using your personal information for direct marketing purposes.
Requests can be made in writing to the Company’s Data Protection Officer at the following address:

Data Protection Officer
6/F, Tower 2, The Quayside, 77 Hoi Bun Road, Kwun Tong, Kowloon, Hong Kong

In accordance with the terms of the Ordinance, the Company has the right to charge a reasonable fee for the processing of any personal information access or
correction request.
For any enquiries about this Statement, please do not hesitate to contact our Customer Care helpdesk at 2517 5333.
Nothing in this Statement shall limit the rights of customers under the Ordinance.
In case of d|screpan<:|es between the English and Chinese versions of this Statement, the English version shall prevail.

)
REASE (FARR) &6 ( rf%ﬁ'JJ ) ZEABERUERERER ( T4 )

gg?&imgﬁ"%ﬁTﬁiﬂﬁﬁﬁﬂgﬂ( B '8 ) AFARFARBRASHERKRY > REBTERXREFERE - WATHEEADRMUE TR ENEAER (EEEHERNMINE
i

WM TFRAER BB ATIFABEROEAZR > AT AIAEREREE T2 HAR/HAEA THESRIRRER « RIBHEMABRARE o

RABTFABEGTE A B EBEFNBETOE TREEREESEAER > FNERTARARREEARABR L RERER o
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Bupa

Bupa Together Health Insurance Scheme Credit Card Authorisation Form

RO ERFRARRFRES B ERA R IREES L

Subscriber’s Name #&{F A&
Surname

e

Given Name

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.
EEENERAROR  FEZLREEEER X1 U8 > TREMRIA - BREEELREERM  FREFLILLERE -

[] Visa [] MasterCard

Cardholder’'s Name &A%

HKID Card No. &EF1HE55% Credit Card Account No. f5A+&F M5k Credit Card
Expiry Date
BERFIBE  Lys s

| acknowledge that the Contract shall be renewed automatically on a yearly basis unless it is not renewed by giving notice to Bupa or according to the terms of the Contract. | hereby
authorise and direct Bupa (Asia) Limited to automatically debit the subscription and levy due from my credit card account on an annual / monthly basis until further notice.
ANABAEBRIER RN A FRANBNABERIFARBSOEIIEE SRR ESEEHER AAZBRRFAGENERASEINAANERRAFOSE / SASZNEHBRERR
BEREST BEESTEM.

If the Cardholder is not the applicant or proposed Member*, please fill in the following information. ZEAFFA AL IERFASNEGE" > FESUTER ©

Relationship with the applicant or proposed Member* EiERz5 A S0 & 2 #ifR
(Applicable to spouse, parents or children only RiERRECE « REHFL)

11 hereby confirm to pay the subscription and levy due of Bupa Health Insurance Scheme for the applicant or proposed Member* as listed in this form.
RABBRAESINILRE ENRBANEGE 2 2HEG 2 RNBRREA S RERGENE S

Cardholder's Signature FEAZEE Contact Phone No. Bi4& B5E555 Date HHA
X
DA MMA yYYyy %

For Bupa use only Bupa Together Membership No.
RIEEA TMRAGIBEREE GERE

Date Authorised Code:

SEL RS

DA MMA yyyy

* Please delete if inappropriate Mk R iEAE

Bupa (Asia) Limited R (Z5) BRAF

Address: 6/F, Tower 2, The Quayside, 77 Hoi Bun Road, Kwun Tong, Kowloon, Hong Kong

it EENAEEIE S BB 7758 AR SR 2GS

Telephone E&E: (852) 2517 5175 Facsimile fHE: (852) 2548 1848 Website #84F: www.bupa.com.hk
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Bupa

Bupa Together Health Insurance Scheme Direct Debit Authorisation Form
RN EBFREBERFRESIEBORURES w16

Subscriber’s Name &R A&
Surname

i3

Given Name

&

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 and
levy amount. EEHEL BEEIRIR > FIRZIRIERFER X1 18 > TERLRSEARGTRERREHESENZ RZEIRAE

| acknowledge that the Contract shall be renewed automatically on a yearly basis unless it is not renewed by giving notice to Bupa or according to the terms of the
Contract. | hereby authorise and direct Bupa (Asia) Limited to automatically debit the subscription and levy due from my account on an annual / monthly basis until

further notice. X ABBEBRIFREI R NGB TFREVENFABERIEARBSOFRRE » SRR SESFEDAR - AALERAHE (T BRAFDEINAANEOSE /A%
NESRERFRERESIE  EESTEA
Name of party to be credited (The beneficiary) Bank No. Branch No. Account No.
WRz—7 (ZmA) SRITARSE DITERSE WA O5ER%
BUPA (ASIA) LIMITED 0/2/(4/7/8]|7 '7/8/8/0]/0]1

I/We hereby authorise my/our above-named bank (the “Bank”) to effect transfer from AN (%) RS LR R1T ( T22IR1T7) ) » BIBUGKAREHA T ZIBIT 26T »
my/our above-mentioned account to the above-named Beneficiary in accordance with BAA (%) Ft A O#EETWEA - BERNERESEAERIBLU FISEREE
such instructions as the Bank may receive from the Beneficiary from time to time, (n@Em) o

provided always that the amount of any one such transfer shall not exceed the limit

indicated above (if applicable).

|/We agree that the Bank shall not be obliged to ascertain whether or not notice of any A (%) AEZRTHESEZTEHRESEENEA () -

such transfer has been given to me/us.

I/We jointly and severally accept full responsibility for any overdraft (or increase in MAZEERMOABA (5) 2 Eﬁfiﬂﬁfﬁﬁi (HLIMEF 2 BZIEI) > A
existing overdraft) on my/our above-mentioned account which may arise as a result of (%) gHRERZEEDE ST

any such transfer(s).

I/We confirm that my/our signature(s) on this authorisation is/are the same as filed with AN () MEBTEAREEZRAZES > B4R (%) P ORZIRITEZLRT
the Bank for the operation of my/our above-mentioned account to be debited for the 248 ©

transfer.

I/We agree that should there be insufficient funds in my/our above-mentioned account AN (%) BEWLEREONEEHRIES (S EHER > ZIRTERATIHER A
to meet any transfer hereby authorised, the Bank shall be entitled, at its discretion, not WENERIZ FEER > ZFER—MAESA (5) ST

to effect such transfer in which event the Bank may make the usual service charge to be

paid by me/us.

I/We agree that any notice of cancellation or variation of this authorisation which I/we — &A (%) FIRBEHSERAREE 2 EMBA > AREBENELEMRE R MIE
may give to the Bank shall be given at least two working days prior to the date on which TYERZBIRR T ZIRTT ©

such cancellation or variation is to take effect.

This authorisation shall have effect until further notice or until the above given expiry AIEREREEEVEESTEANALEREE Y EHEALE UREhREZH

date (whichever first occurs). HA%EE) o
My / Our Bank and Branch Name Bank No. My / Our Account No.
KA | BEZRITRDITER SRATARSR KA/ BEZEZ RO

N ) O ) o

My / Our name as recorded on Statement / Passbook A / BEHEAEE / FELEZUE

My / Our signature(s) &xA /& BE Date of signing #& HH#
HKID Card No. / Passport No.
EEBMERIE / ERITS X
DD A MM S Yyyy &
My / Our address as recorded on Statement / Passbook 25 A / BETEASES / 1748 L2 it
Debtor's Name (If other than account holder) ¥ AZ#E (BIEFOFAEAN) Membership No. (Debtor's Reference) & 847 5% (B AFD)

oS

If the account holder is not the applicant or proposed Member®, please fill in the following information. &R A ALIFEFAREEE" > FEBUTER
Relationship with the applicant or proposed Member® ELER:E A\ B ® S * 1%
(Applicable to spouse, parents or children only RERAREE « REHF L)

For bank use only Signature Verified

RITEA BREE

Notes: 1. The box marked “Membership No." is to be completed by Bupa. Mzt . 1. BEKR—MHRAER ©
2. The signature on this authorisation form must be the same as the signature of your Bank Account. 2. TR EERZ EBEANBREE T ZIRTRAORNZ EEBEF o
* Please delete if inappropriate * AR ERE

13 of 16 MP170/13/1122
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