Bupa Health Insurance Scheme Pre-authorisation Form Bupa

RBBRARES VT REBZRS R

Hotline Z3243 (852) 2517 5789 Email B approvalsvc@bupa.com.hk Fax No. BE (852)3973 6966 Plesae complete this form and send to Bupa by email or fax BEZ SIS EBHEEE R

Part | - To be Completed IN FULL by Member £—&4% - H2SEE 2 IREFE
Insured’s Name SR A% Date of Birth 4= HHA (DDH/ MMA / YYE)

BOC Life Policy No. FPiR A SFREBLEE Tel No. / Email EBsE5RES / B

Bupa Membership No. R E& 8455

Authorisation and Declaration % #£ 5 & B

| hereby declare that the below information given is true and correct. | hereby authorise any medical practitioner, hospital, clinic, by whom or where | / the
Member have been observed or treated or any insurance company 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.

ARANGEUILERR » LUTATERZ — &R - BEEREA o ANEIREERAERA /| EEBRRIAENEL Bt 2/ IIFEAAK /| REERBEHIEAERZREABIR
BB AN | HEEZER (BIFRE) XTRA » SRS BIAEERBREFN

| understand that a shortfall may occur if the final costs for treatment exceed my plan coverage or the medical expenses are not eligible for
reimbursement, | agree to reimburse to Bupa any shortfall incurred.

RABEEREWARERBERANREEE  AEAEATBRREEEN > RARBZHHERIAMELNEFELRARA

Personal Information Collection Statement 1B A &= ¥l Y &£ 25 BR

| have read and understand the Personal Information Collection Statement on the last page of this form.

FABHRL BB ARIERE —BRNEABRIIESA -

Signature of Member / Guardian @& / B A% Name £ Date HHA (DDA /MMA / YY)
X
Part Il - To be Completed IN FULL by Attending Doctor £ - X2 BEIEEREEF
Diagnosis Details :2 Efs¥15 ‘ Has the Insured presented Bupa Medical Card upon consultation S{EAB SRS EHTRAEEE? [1YesEH []No#&HE
Chief Complaint of the Current Consultation X722 E£5F / sign and symptoms S EIER Onset Date /&HHITHA (DDB/MMB / YY)
Diagnosis &2 With sign and symptoms J&EBIER Is it a chronic / recurrent iliness &% / E35R
[] Yes 2 First Onset Date ERFHAHIRHEE (DDA /MMB / YY4)
I No&

(Please enclose referral letter sHiZ{EENME)

Was the medical condition caused by or related to the following ILFEEE FoIERBERBIS IR ?
["] accidental bodily injury "] congenital, hereditary, developmental condition
SRERINZG SRt BEMNEERE
Diagnostic / Surgical Procedures 2 if% / ShFlFfiF
Non-network Specialist (if applicable) B/ IEABLERIBELE (NEA)

Treatment Location j&#EithEs please tick the appropriate one
[] Clinic 2Ff Date of Treatment ‘ Anaesthesia [ff#% Bed Class
[] Day Case HfE /Admission (] GA 2 SR - [] Private [ Semi-private [ ] Ward
K SN ey hmp] FE =AY Edin il o= N

[) Hospital OPD E&fizf3:24 (Sﬁl/ﬁma/fm) [] MAC =227 F PR FIRE AE
] In-patient ¥z [ LA BEBRREE ;
Name of Hospital / Day Case Unit B / BfEROE TS OJ IVvS B E51iRA¥ | Estimated Length of Stay

Tast B E g daysH
Doctor’s Particulars and Signature B4 BRI REE
Doctor’s Name Z24E442 Doctor’s Chop & Signature BBAEZEEIREE Date HHA (DDH/MMB/ YYHE)

X
Fax No. EEEH Tel No. BEESEHE Bupa Provider Code (if any) Bupa Network Identifier (if any)
RIBBERSE WA) 1RIBAELEIRTE (WB)
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Personal Information Collection Statement {8 A & ¥} U ££ 5 85

| understand and agree that all personal and medical information relating to me / the Member contained in this pre-authorisation application will be used by Bupa for the
purpose of (1) processing this application and providing subsequent services; (2) processing any claims analysis and / or medical, identity or other insurance-related
checks; (3) data matching, statistics, research, reporting and auditing; (4) communication with me about this pre-authorisation; (5) exercising the right to determine
indebtedness, collecting and recovering amounts owing by me or any person who has provided any security or undertaking for my liabilities; and (6) satisfying any
applicable legal or regulatory requirements.

| agree that such information may be transferred for the above purposes to any of the following parties (within or outside Hong Kong): any of the private hospital(s)
specified in Part I, Bupa’s group companies, any insurance intermediaries as authorised by myself and Bupa, any re-insurance companies authorised by Bupa, any claims
investigation companies, any service providers providing services to Bupa, any association or federation relating to the insurance industry, and 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 provided to Bupa, by writing to Bupa’s Data Protection Officer at 6/F, Tower 2, The Quayside, 77 Hoi Bun Road,
Kwun Tong, Kowloon, Hong Kong or by other means as Bupa may notify me from time to time. (2) | also have the right to request Bupa to cease using my personal
information for direct marketing purposes by writing to Bupa’s Data Protection Officer, by registering online at http://www.bupa.com.hk/ unsubscribe.asp or by calling
the Customer Care team.

The detailed version of Bupa “Personal Information Collection Statement” may be obtained on Bupa’'s website at http://www.bupa.com.hk/eng/Others,

legal-notices.aspx
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KRAEREEAZERNER | AABASRATEREILEBRRAERNEMZR > RIBTAERERILRE o

BRMBAERBER | ZABRBORBEAZEFAEIES] > EABEREREREERBFFERNAANEABAERRRREZRESNET > thits | SENEREERE775EAES
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