Bupa Gold Health Insurance Scheme Application Form

RINEEE R RRE S 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. Reference No.:
WMIREKITE T A—SREX > AR ERAERN AEAIRDSELERZFLIRIA o FTARANEBBIZRIAAEE For Bupa sEEer o
se onl
Please complete this form in ENGLISH and BLOCK LETTERS. Please tick as appropriate. ;J i Y Effective Date :
BUBSEREZARRE » LHEBHI (V) 5 o MESE | fyags oE e vy

Medical Protection Needs Assessment BEE{R[EEE T4

(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. 5= | LU TS EHME IR RERE THORRESNBESNE » LURZE THRERIER o LIRMRKGERAE MMREFEE
BCROIETR » BAREAA R IR G AR UIBAB <)

Question R 1 What is/are your objective(s) for purchasing the medical insurance policy? (tick one or more) R ILBRERBHENE? (FE—1E5%18)

[JOption #$21: For the expenses of hospitalisation &R TR
[ JOption 422 : For the financial need when suffer from critical illness ZfE{} £ _F B ERCEERES
[JOption #5423 : For the long term care and financial needs in case of permanent total disability KA T2 EEHNERRERRRCHERS

[JOption 424 : For the expenses of outpatient visits and other medical needs (such as dental, vision benefit, etc)

ARENPIZ S EMB R (BIINFE ~ REZ)
Question 78 2 Which type(s) of medical insurance you are looking for? (tick one or more) RIS = fEIL R —1aR B BREIR? (ATiE—185218)

[ JOption #E321: Indemnity (cover the eligible expenses by the policy) FBETELE (ENRRERE Y SERBEIRMHERBHAHBEE)
[JOption £ 2 : Non-indemnity (a payment based on a sum insured amount by the policy) JEBETEEE (BNZ(RE STBAMREEEHBL(E)

Personal Details of Applicant EB:E AE#} (Applicant must be aged 18 to 59 years Hz5 A FH# % FA18E595%)
Title %28 Name of Applicant (same as HKID Card) FE:5 At (E2EH SH:84ER)
[ IMrbc4  Surname

[ IMrsAK

[IMsZE  Given Name

[IMiss/\E &

HKID Card No. / Passport No. Sex Date of Birth
EH LSRRGS | WS g | MB F%  winm

DD A MM 5 YYYY £

Contact Details of Applicant B35 A K48 &%}

Correspondence Address* i@fiiit" (Please complete in ENGLISH and BLOCK LETTERS s ME X E#SIER)
Flat 81 / Room % / Floor B
Block [ / Building X/& / Mansion & / House & / Estate B3t

Street fi7 / Road &

HK &8 Kin S13E NT 1 57
District &

Email Address” BB iiH"

Contact No. H#&EsE Fax No. fHESH Mobile No. 7i8IE:ESEHE

Place of Residence”
BT

* P. O. Box, hotel address and overseas address are not acceptable. TREUSFE ~ JE/E HIE K IR iS40

#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.

# {RE]%18 myBupa 8L R FHHBFIRFARM R THEMMREMEMIA I - SERBLEETF " {RASE myBupa IRF » IREBIHIL o B E EHRMRKN myBupa 185 > 1R
EGBREIBIOER © 1RE TG LUIE 75 TR S LR E X AFRIENRIA
A7 EHHEMEHIK > RINSEEBBFANETER - BREERMFIERILMVREFRMEBNNFER - BR > MRGHZEEHF HIREIFTA U BTN - SBHHERBYRIRER
RIRBEFT T BRREVEESS o

R LEEHN myBupa IRHEFXIEEE » 58%E https://www.bupa.com.hk/tc/customer-care/mybupa/ > IEEGREEEN o

~ 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

FROFEERIMEmEN > EREME (TN ARABDRREESEAMEEEZED  REABRREERERAMEELIES -
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Application for Family Member(s) (if applicable) SKEEIZIR @miEm)

] Myself & A ‘ (Details as page 1 EfHIEE—E)

[] Spouse E2f8 (must be aged 18 to 59 years. FE#EHANTFI8ESI5 © )

Spouse’s Name (same as HKID Card) i@t (AEBSHBEE)

Surname
Given Name
HKID Card No. Sex Date of Birth
e M3 F%
3 g Lyl
ERGHERE MR HAEBH o0 5 PPy vvvy
Place of Residence”
el
] child 7% 1 (unmarried children must be under 18 years or below 23 years if in full-time education. KIEF ZFEHLAEAISHEU TH23IFA T2 2 HHIBE o)
Child’s Name (same as HKID Card/Birth Certificate) ¥ 4% (BREB G755/ H4EERAEIER)
Surname
Given Name
HKID Card No. / Birth Certificate No. Sex ME Fi Date of Birth
NSXOBTE B M #
EESHERS / LA EPERE MR HERH o0 5 v Vvyyy
Place of Residence”
BT
] Child ¥% 2 (unmarried children must be under 18 years or below 23 years if in full-time education. KIEFZFEEHNBAISHUTH23IFUT 22 BHIS4E o)
Child’s Name (same as HKID Card/Birth Certificate) ¥ & (SEB S8/ HEEREIER)
Surname
Given Name
HKID Card No. / Birth Certificate No. Sex M E Fi Daie of Birth
2y 3 E MR
ERESMHERN / HERPERE MR HAEHE o0 s vy

Place of Residence”
B
** Not required for proposed Member(s) below 18 years old. 185& U F 2 EG EMBIET

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

FOFEERBINEmEN > EEME () BRADRRESEAGEZEIH  NEERTERXREEOEE -

Choice of Cover Z{RIEH

Core Benefit = B{R[E Optional Benefit B EEZEIMRRE Benefit Level fRIEZAR
Hospital and Surgical Benefit {5z K FHi{RRE [] Clinical Benefit FIz2{RE Standard Private 22K E

[ ] Dental Benefit FRH{RFE
[] Maternity Benefit ZERI{RE

Payment Method #{HR&E A%
Payment Frequency #{HR&ER Payment Method #{HRE /5 7% Remarks &%

Yearly FE4 [] Credit Card 5B+& Please attach a completed Credit Card Authorisation Form
HEREE 2 EARAREEESE
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Bank Account for Reimbursement Z{38EZ$R{TEO

Claims payment will be reimbursed by autopay only. B3 EIER L EEEES A ©

| hereby agree and authorise Bupa (Asia) Limited to reimburse claims payment to the account below. 75 AR ERIZHERA (TH) ARATEREERENUTED -
Account Holder’s Name (Same as recorded on bank account statement/passbook)

FOBAAGE (BIR1T4 8 /7718ER)

HKID Card No.
ERGHERE
Personal Hong Kong savings / current account number (HK$ only) BAEBHE / FHRIBITAONE (RIRHBHE)
Bank Name Bank No. Account No.
RITRRE SRITHARSE F Ok

If the above account holder is not the applicant, please fill in the following information. # itz EO#FE ALIEHEA » SFEBUTER o

Relationship with the applicant or proposed Member® E1ERZE A S & S Rl
(Applicable to spouse, parents or children only FEBREE « KB FL)

* Please delete if inappropriate MG iEHE

Health Declaration and Questionnaire 2SR E

Important Note EEHIE

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.

EREREFRRES > BUUESHERRDKESHEEMAEEEE - IRFTREREZERLEE > JEFHRE - IRRERBEERRATESRE > MERRDALRERER

) BRI R BIRPRZ A RRIE o HASRATAEEIEAR LIRAIIREE ; SR 2B SR DIRPTEISHIBE(E -

(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.
IERS I E R RRRNERMEE AR Z AR » MIZREMRMTERBAZBERB AT RFERNET  (RRRANZREFERARATAIE  TRREERERMBIEFFER

(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.

ERBEA » (MBBEREMAE » RABESHERERIARETEREENER  RIORBMRENER > AR ERENENSHMBE2ME—FREEUFZRZA °

(iiiy 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. B{REIRRZ AR FREERIEIRBATNVER A ABEPRENE B MRS N BN > (REEKREIBEHMERA ©

(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).

BMEE MR R ZE BRE - SRR (i) Tk REPTHIFTE MRIAIRMHTTEREENE R » SRR (i) FTt sl BRI E R S S B m A R ERNRE » EEENRBREAIEER
R (RATA O RERILALE « (FEFSREEARIIRE - SIBRIE(E -

Guidance Note in completing the questionnaire I 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.

ENTREERN—BEEZEED (B & FRRRERS - ZE S ERIERERRE

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 U MR SUAE -

BR/RE /MRS - BEX/BYHE (BER)  HEAR (BRRD) » 25  IINERE (B2R) 808 « BRERH / R (GRERER) - BRTFERERER R (BRER

ER) s BREREE BETERER)  EhEE - TRXETAE (EFEH) FEARIRRERBRESHNES 118 /1518 /50t / BTt

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.

RBEREFHFE » BABEPERERBIZHEERERNER > GFE 2 I ARERENBEREDRAC NI EZNEN AR BREEN o
Health Questionnaire - Section A {#EER3% - BIER

Name of applicant Name of proposed Member | Name of proposed Member | Name of proposed Member
B AR EGEHEZ HEEEHESE HEEEHE

) _# cm EX / cm EX / cm BX/ cm EX/
Height &5

feet R inches M feet IR inches i feet IR inches feet IR inches i

) kg AfF/ kg AfF/ kg AfF/ kg A/

Weight 825" 3 . 9 . s . 2 .

pounds(lbs) % pounds(lbs) % pounds(lbs) % pounds(lbs) fi#

Do you (or proposed Member) smoke# or have you (or
proposed Member) smoked” in the last one year? [JYes® []No& [JYes® []No& [JYes® []No& [JYes2 []No&d
NGB )ERERE EBE—F R ERE"?

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 JYesE [JNo& [JYes2 []No& [JYes® []No& [JYesZ []No&
any disease or other medical condition?
EBEZER » H(RESS) BT BETWRBRBRS
E(BINEA - BMER ~ ¥ F - 8F) AEARERRE
BAATIESEEEEAS (PIINEREEE  YIREEED -
FERR R ) VIR RS A S B IR ?

# 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). 18U T2 EGSERIAT o RE | FUEMENIEQEEFARIVEE T &3} BEREBEL T HANERGINETER)
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Health Declaration and Questionnaire (Cont.) f#FEEAKRE (&)

Name of applicant Name of proposed Member | Name of proposed Member | Name of proposed Member
RS EEENR EFBHE HEEERZ

2. Inthe 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)? [JYesZ []No& [JYesZ@ []No& [JYes® []No& [JYes@ []No&
EBEZFER  (REEERE) REEHRITNERERETR
2 (HIINERID ~ BRER ~ LVEEE ~ X ~ BER SR ~ B
R ~ EBFRE - SHmAE - CRFREAE - RE
FFSCRIE) 2
If the answer is “Yes”, do your (or proposed Member)
investigation result(s) include the followings?
MREZE (R (REEEE)NREEREZEEE T

1BR?
(a) Abnormal test result is advised = = = =
Y No& Y No& Y No& Y No%
esoniiiyern [JYes@ []No& [JYes@ []No& [JYes@ []No& [JYes2 []No&
(b) You (or proposed Member) are still awaiting
test / test result []YesZE []No& []YesZ []No& []YesZE []No&d []YesZE []No&

fR(EEE 8) EZEaiRainiass

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 [JYesE [JNo& [JYesE [JNo& [JYesE [JNo& [JYes2 []No&
may not require immediate treatment)
PiERERESREBRERNBEEERT AR(BIM—L
FRERNR RN BRI/ TS/ BIENR
1EEES(E / F AR IR AP EE IR ER S FL B S R AR AR
RE51E)

3. Inthe 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 T month?
EBERFR  MMEEGE) BESREEZRES (Blm
BELETSH/ 8B/ ARER) REABEE —E
B ?

(c

~

[JYes@ []No#& [JYes@ [ No& [JYes@ [JNo#& [JYes@ []No&

4. Inthe last 5 years, have you (or proposed Member)
been admitted into a hospital? [JYesZ []No&d [JYesZ@ []No& [JYes® []No& [JYes@ []No&
EBERFERN > MHEEE) BEEATER?

5. Inthe 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
SMERE (ENERIRESUEEBICE) ?

[JYes@ [JNo& [JYes@ []No& [JYes@ [JNo& [JYesE []No&

6. 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
(M bs) over past 1year Yesi2 NoZ& YesiZ No#@s Yes2 Nod Yes2 Nod@s
EiRE—FR  EBEEKHIRLD T 5 AT (MEE)MUE - - - - - - - -

(b) Abnormal bleeding (such as vaginal bleeding,
rectal bleeding, nose bleeding or coughing up
of blood) for at least one month Yes@ No# Yes@ NoZ Yes@ NoZs YesiE NoZ
REFEHM (BlaNfRESMm ~ i ~ R msizm) = - - - - - - - -
b—@ER

(c) 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
HAR BRI SRR AR (BN AER ~ 385 ~ #5548
TZI -~ BjE s ERRE) MIEE ST HEREEER

(d) Inthe last 1year, 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 []VYes2 []No& []VYes2 []No& []Yes2 []No& []VYes2 []No&
and symptom
EBE—FER > REESS)BEARER RIS
FAEM B A2 sl FR B B A B (Bl 58
&~ VERARAD « RETRRLER L) ERIESS A

[JYesE [JNo& [JYesE [JNo& [JYesE [JNo& [JYesZ []No&

(P.T.O. ;583 F—H)
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Health Declaration and Questionnaire (Cont.) f#FEEAKRE (&)

Name of applicant

Name of‘proposed Member

Name of proposed Member

Name of proposed Member

(f) Diabetes mellitus or impaired glucose

tolerance HERFH AEEMNERE

(9) Prolapsed intervertebral disc or degenerative = -
spine conditions A RIEZE St A IEIE LI B [Jves® [INo®

(h) Diseases or medical conditions requiring a
medical device or prosthesis to be implanted Ves= NoZ
within the body BEEABRESNHRENERFR | ) YesE [INo
AR

(i) Mental health conditions (such as depression,
anxiety, schizophrenia, eating disorders, or o -
bipolar disorders) KRR (BIMiNE « frps < | ) Yes® [INo&
AR« RERABSREINBIE)

() Multiple sclerosis Z& M RBCAE [JYes@ [JNo&

(k) Congenital conditions (medical, physical or
mental abnormalities that existed at the time

of or before birth) feXREHF (FEH AR Z Al
BEANEE  SIRgEH ENEER)

[JYes® []No&

[JYes® []No&

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

8. Was the insured child born before 37th week of
pregnancy? [JYes® []No&
RREBRENIRZEI7TEAHE ?

[JYes® []No&

[JYes@ []No&

[JYes@ []No&

[JYes® []No&

[JYes@ [JNo#&

[JYes® []No&

[JYes® []No&

[JYes® []No&

[JYes® []No&

[JYes@ [JNo&

[JYes® []No&

[JYes@ [JNo&

[JYes® []No&

[JYes® []No&

BB ASZ ERENR ERENE EHENZ

7. Have you (or proposed Member) ever been
diagnosed with any of the following diseases or
medical conditions?
REEGE) 25 LWL TIIRRSEERRR ?
(a) Cancer or carcinoma in situ EEESRNE [JYes@ [JNo& [JYes@ [JNo& [JYes@ [JNo& [JYesE []No&
(b) Brain tumor JSERERE [JYes@ []No& [JYes@ []No& [JYes@ []No& [JYes@ []No&
(c) Heart disease D\FiESH [JYes@ [JNo& [JYes@ [JNo& [JYes@ [JNo& [JYesE [ No&
@ ?—,t—:zl;)e g%&g;g%%ﬁ;;é%;}&sfggI?,T\t;;?}%ﬁ ) [JYes@ []No& [JYes@ []No& [JYes@ []No& [JYes@ []No&
(e) Hypertension = IMEE [JYes@ []No& [JYes@ []No& [JYes@ []No& [JYesZ []No&

[JYesg []No&d

[JYes®E []No&d

[JYes@ []No&

[JYes®E []No&

[JYes@ []No#&

[JYesZ []No&

[JYesZ []No&d

Health Questionnaire - Section B #FERI% - 258

MRIRBLU LRBER—BRRZ EEA TR) & FEUTERNMERHUESER

If you answer Yes to any of the questions in Section A above, please provide additional information as applicable below.

Name of applicant / proposed Member
A/ EEBER
Question No. &3

Medical condition J&fE

Question No. &3

Medical condition J&fE

Question No. 5%

Medical condition JHfE

1. Disease / medical condition / sign and symptom

R/ REROR / R

2. Date of first occurrence of sign and symptom
ERETRRERERR HER

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

CIEITRAR/ RS/ BlE/ wE

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

ARaR/ BE/ BlE/ B e

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

date)
R (BINBEEREEE - BRIRE/ IRFAREZY)/
TRELEH)

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

REED/ ARAH

IMRBERRERENEFRERE - FARILRERRN L > WERZERM TV 5o

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

] With attachment
HEWE

50f12
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Declaration and Authorisation (Cont.) AR IZH (&)

| / We apply as a Member of Bupa Gold 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.

|1 / 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/ ELRFENS (ROSEE | BREEEE ( T518)) ) 288 o KA/ BEEHBAN | BESEZRBBHIZBAN /| EE2BUERMAE ° AN /| EEUTHDAHNERABHTEERAN/ES

REHBERETR ~ BBAR R RIRERBES o

AN/ BEERBRBFF L HBRE - VERERGAMAC S 2L  RERAMRRMNS IR ERER > —RFFHE > BIFAA | BSEXRFRACHETIHILESRR EH) BRAF ( TRIA) ) $40 ©

AN/ BEBE > AN | EEFMAEURREES S ARHNER(EA) > KARFR AR —)EK  19RBETE -

ZSS/\/E%E@%@ﬁmEﬁ&‘%z‘i%ﬁﬁé*ﬁ‘%ﬁﬂS/\&E@ZkEE%%%WFE?‘J&ZE B RERRKREERE  —BABHAAN / BEEX(T -

ié/iﬁﬁiﬁ%ﬁt@%dvx/ﬁ@é%ﬁ%iﬁi‘:ﬂ?ﬂ'ﬂ%i BB 2P A AAR / NG ERBEIEFAEN ZREADIBER AN / HEGE 2 2EER (BIFRFRE) 2XFRA > NEEEZE
1E BE °

ZSSA/ﬁf}I—JEL—rﬁtDJr;U A2 BERRAAE) > WEARPIEER FRE > IEIMRIATFE NI R B IR EZ AR FTAN [ BF c KA | BEABAFERAZ RREARBEREIS/ESEAN/
LRRIAZ BT 0ZIRE - ZABARAERNSMNEMBRJIANEUHILES » IR NLERILEIREUH &4 > ILFRFEANMAE AR R ARKER o

ZIS/\/Effﬂﬁaﬁiﬂﬂl@m)\/Eﬁ%ﬁ‘ﬁmﬁ’k%ﬂ?@ﬁﬁjmﬁ} SHREENEER TSR EEEEER - AN / EFURBRBEERFINAAN / EEEENRTIRARERF (0#E

) HIEURE o MRR ARRABEUH S4Y » BN SABER 10 RATUEEBA R

295)\ | EEEBRIOANIEREEMEER « Bt - 9BREL  BEPO  BEFO ~ BB © REFOREMARFBHEELIRHERRS - SERBREAZAXREREMNZEEMTEZRET

g8~ Z!SA/E@':@ BALE S A BB EZ ERRAMARRE DR RIBUE R A S BENIER P « & BRARMFREFIEENRBHEERFMELZHRER  RIo—BFrgas -
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EARSREE A REFEZBIRA N BB R TIEHAL

Applicable to Application through authorised insurance broker EBRRiEBESIEREEALIETTZ HE

| 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.

AABA - BAKFE  RIOSHAABERESHESNRE  NREFYERN (GEARE) NaELHERRENERRREBSLLGHE

AATBERRIAMERS AR AU EMER > A eI LURIBERRERS ©

Personal Information Collection Statement A& kIkEEA

(i) | 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
ANAEMBINE R AR AR MEAERINERE) o KABBRAEUERIHRE L RER AR EMAISAERN A ANBAEZR > BIERE MEAZRKRERR] AFRENAER » &
ABERH MEAZRIRERRE) FrtBRR P EURERANBASRESBRRNT MEAERERR) MENEREEN ; &

[] (i) 1 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.

ANBRRIEERAAZEALR > QIERABES « BEETTA ~ MR « RERFEGRI > mA BRI ME NSRRI FrteUEmRIg GINEREITN) @5 - 85 - §88EE
BB EMEMNERARBNTISHEER (BEUBI - FHREMNEEN) - WAARABEBBEERBNZELRBE RS (BEHEcustomercare@bupa. com. hk 5 EE
2517 5333) » ERFPBIERAANEABBIEERTSRERR

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.

RANLFFERRRA > BARANRRILSEIRFRATIL 18U T ZHEAMEHERREE -

I 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”).

FABABLRERFRE (GEN) ARAR ( TRE) ) AERFEZERZE, RESREAZLRE -

Applicant’s Signature Signed in Hong Kong on Proposed Member’s Signature (Aged 18 or above) Signed in Hong Kong on
FBARE NEBHEEZHH FEmBEAU L2 EGBEE REBREZBH
X X
(Full Name ) DD A MM A YYYY &£ (Full Name ) DD H MM A YYYYy £
ez je=
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
FRN8HAU L EGERE NWEBEEZHH ERsEAU L EGEEE REBEEZAH
X X
(Full Name ) oD H MM 5 YYvy & (Full Name ) DD A MM 5 YYyy &
a2 i
Agent’s / Broker’s / Telesales’ Name (If applicable and must be completed by the applicant) Agent’s / Broker’s / Telesales’ Contact Tel. No.
REA /I | EERRES WEARSBRRBARR) RIBA /4T [ ERERRBIEEENRS
Agent’s / Broker’s / Telesales’ Code Agent’s / Broker’s / Telesales' Email Address
RIBA /MBI EERRRT RIBA /84 ) EERRBIMAE
Reminder 12121
To help us process your Application quickly, please ensure that you have: KA E R B RSeREREs » FIL SR E RS RS
) encoredseymentof e comect suberinon sndew and oy ofyou D CardorPosit [ W2 BHR ARARRANE D RARE
i NG N 5 = -
. o h V] ERfrRBzEESHETD \E.IJZSS (?IDEE1%—H&1%)
enclosed a copy of the HKID Card or the birth certificate for each of your children who you would
e e ooy ere orihe birih certicate for gach ofyour chicren who yorwou V) AT EESHEALEREER MFL—FBRR)
initialled any amendments on this application form V] REMENZEEEER
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Ealald

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 (E5ill) BIRASE ( MEAF

BHEARE (fl\l"é &6 ( rﬂ#ﬁ'JJ ) ZEAANBERIERER ( T4, )
H2RHRIAAEL http://www.bupa.com.hk BRIAERHERIFARETE
BRREE > NATRRIENE T TEIE ¢

10. RNERFZIRGIZ ARG TAAEE 2 #F) -

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

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

for 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

i 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:

o

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

b. any insurance adjusters, agents and brokers;

Cc. 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 5383.
Nothing in this Statement shall limit the rights of customers under the Ordinance.
In case of d|screpanC|es between the English and Chinese versions of this Statement, the English version shall prevail.
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Bupa

Bupa Gold Health Insurance Scheme Credit Card Authorisation Form
e EEBEFRESTEEHAROTIRES 6

Subscriber’s Name &1 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.
EEENERRAOR BEEFEREEEER (X (8 > URERE o BREMEHEILREHETM  AEEFTLILRE ©

[] Visa [] MasterCard

Cardholder’s Name #FEA#%Z

HKID Card No. EEEAE5EH5 Credit Card Account No. {55 0% Credit Card
Expiry Date
ERFIAE Lys e

| 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 a yearly basis until further notice.
AABBARIFREIR A FRANBAFBERIEARBENEIRE SHEOREEFEHER-FAZEERR (S BRABEINAANERRRAOSELZNEHRER
RERETIE BERTEN.

If the Cardholder is not the applicant or proposed Member®, please fill in the following information.
EERRRAALFREASEER"  FERUTER o

Relationship with the applicant or proposed Member® EAF:E A Bl % & & *Fi{%

(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.
RABERAEINILRE ENRFEASEGE 2 2 Y2 RIOBRREHEIRER REGESEE -

Cardholder’s Signature FEAEE Contact Phone No. 48 B %5558 Date HA
X
DD A MM A YYYY 4

For Bupa use only Bupa Gold Membership No.
RAEA MRIIGEE 8455 -

Date Authorised Code:

HER RS

pD H MM 5 YYYY £

* Please delete if inappropriate &M AERAE

Bupa (Asia) Limited 1®18 (Z20) BRAE

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

itk SRR S EE775ERESE 262

Telephone EiE: (852) 2517 5175 Facsimile f5E: (852) 2548 1848 Website #8it: www.bupa.com.hk

nl Bupa Hong Kong |Q|
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