Bupa

Bupa Care HealthNet Health Insurance Scheme Application Form

RIDREREERRE B P R i

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. :
WRERITE B —IRER > sARHAZHERERI BEA &V SE TIERFEIRIA o FIA RANRBBZIRIAMEER For Bupa BELEYE

Please complete this form in ENGLISH and BLOCK LETTERS. Please tick as appropriate. ;JS:E;W Effective Date :

USRS HZARER > WHERMASIN [V 5% © s ESud=] DD A MM A YYYY

Medical Protection Needs Assessment S&E{RIEEE (L

(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= | YU TREIESEHMEILRFERE TORBERNES N » LURZE THNEERER - ILIRFRERAE T REFEHE
EeRTER » RIREPA AT AR SIERE ©)

Question [ & 1 What is/are your objective(s) for purchasing the medical insurance policy? (tick one or more) SRR FILEEFRENENR? (AIE—1a5 %18

[JOption #2171 For the expenses of hospitalisation & HfREZ
["JOption 22 : For the financial need when suffer from critical illness ZfE(} & B ERNLERE
[JOption #4123 : For the long term care and financial needs in case of permanent total disability KA T2 EEEHHN E AR EFRLCERS

[JOption £ 4 : For the expenses of outpatient visits and other medical needs (such as dental, vision benefit, etc)
ARENPIZ S EMBEME (BN E ~ REZ)

Question [ 2  Which type(s) of medical insurance you are looking for? (tick one or more) ERIREE FEIH M —iEE B BB (REIR? (AR —I85 % 18)
[JOption #321: Indemnity (cover the eligible expenses by the policy) FBETELE (ANRRERTE T AERBEIRHEREHNEE)
["JOption 422 : Non-indemnity (a payment based on a sum insured amount by the policy) JEEETELE (BMZREBETBRMREIEEHIEE)

Personal Details of Applicant B3i5 Al (Applicant must be aged 18 to 59 years Fis5AF& U AA18HE595%)
Title #8385 Name of Applicant (same as HKID Card) EEz5 A& (BAE 515 :848E)

[IMr44  Surname

[IMrs AKX

[IMs%E  Given Name

[IMiss/E &

HKID Card No. / Passport No. Sex Date of Birth
B DRGIE | WEGHE g M3 FZ  winm

DD H MM S YYvy &

Contact Details of Applicant B335 A K48 &%}

Correspondence Address* i@sflithit* (Please complete in ENGLISH and BLOCK LETTERS 5 B X IEHEIE )
Flat Bl / Room = / Floor B
Block [ / Building AJ& / Mansion & / House 1% / Estate B35

Street #1 / Road &

HK &8 Kin f188 NT #7157
District &

Email Address” BEB it

Contact No. Hf4&&Es Fax No. EE5%HE Mobile No. Fi&HE LIRS

Place of Residence”

[EEH

* P. O. Box, hotel address and overseas address are not acceptable. FBE(EE - /& it K oM 4% o

#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.

* (kP18 myBupa 8 LR FMN BT RSB R FREMMREMBMNBI Y - BEERELETXH" ) (RAEE myBupa IRF > TRHBIAL o« EXHE EHARH myBupa iRFE  (ME
G BEREAN o ARG & BB Z /5 SN EIS LR B S BVENRI A ©
77 ERFFIBOMI - FIASEBEBEFHNETES - ERERHFIARRERULMMNRBEFAMBENHTER - B2 » MRIFHZBBEE S UUREIFTEXIHRIFIENAE - SBEHEITBIRREE
RIRIRMF T BRARROEESE o

**BRILH myBupa BEHEFXIHEE » 552% https://www.bupa.com.hk/tc/customer-care/mybupa/ > ILEE & REFEXN 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

FROFgERAILEEEN » ERKE ) ARABRREEEAMEGEZEDH  NERERRFXRAMEELESE
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Application for Family Member(s) (if applicable) REEIE % (dNiEA)

Myself A (Details as page 1 ERAIFZE—F)
[]Spouse B3 (must be aged 18 to 59 years. F#HENFI8ZESH © )

Spouse’s Name (same as HKID Card) B2 (BLEB 51D 548R)
Surname
i3

Given Name

HKID Card No. Sex ME F# Date of Birth
> 130 I
ERBNERE MR HAEHER pg oy vy e
Place of Residence”
Bt

[ child %1 (unmarried children must be aged 15 days to 17 years or below 23 years if in full-time education. FIEF L FEENUAAISHE75H23BU T2 2 B84 o)

Child’s Name (same as HKID Card/Birth Certificate) ¥ X 4% (AEBHHE/HERRAEHEE)
Surname
i

Given Name

HKID Card No. / Birth Certificate No. Sex M Fi Date of Birth

BEHBIRE SHRESRIE [ -
ERESHENRS / HEEPERE MR HAERE g pvgs vy o
Place of Residence”

EE

[ Child ¥4« 2 (unmarried children must be aged 15 days to 17 years or below 23 years if in full-time education. F{EF & EENUAAISHE175323B U T2 2 B84 o)

Child’s Name (same as HKID Card/Birth Certificate) FZ 4% (BREB S 55/ HEFREIER)
Surname

s

Given Name

HKID Card No. / Birth Certificate No. Sex ME F# Date of Birth
ERBMHERES / HERPERE i3l HAEHER
DD A MM A YYyy &
Place of Residence”
BEH
** Not required for proposed Member(s) below 18 years old. 185 U T~ & EMEIEE o

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

IRIFEEFAIUBEEL 0 EERE GEN) BRADRIESEAREYEAER  NEBRFERERGEOES o
Choice of Cover Z{RIEH
Core Benefit T 2{R:& Optional Benefit B SEEEIMRRE Benefit Level 1RFE%4k (Choose one EE—)
Hospital and Surgical Benefit £k & F iR + [ ] Hospital Cash Benefit {£}7iR&{RiE [ Plan 5%/ 1 Private fh5/%E
Clinical Benefit P2 {RE . ’ ) - s i-pri MR
] Supplementary Major Medical Benefit [fi 1B {REE []Plan &2 2 Semi-private $FAKE
[ ] Plan 5t&l 3 Ward k&

Payment Method ¥fHRE S %

Payment Frequency &R & ‘ Payment Method #i{4{RE 75 7% Remarks it

[] Yearly 4 [] Credit Card 2B Please attach a completed Credit Card Authorisation Form
BEREZ 2 ERARAREEES D

Bank Account for Reimbursement Z{382E>R{TEO

Claims payment will be reimbursed by autopay only. BEEFIER L B EEEA LA ©

| hereby agree and authorise Bupa (Asia) Limited to reimburse claims payment to the account below. ZAEERISHEFE (EM) SIRABEIREEREBNUTED o
Account Holder's Name (Same as recorded on bank account statement/passbook)

FOFAAME (RIR1T4E/FBIAR)

HKID Card No.
BB HRB
Personal Hong Kong savings / current account number (HK$ only) BIAE#BHE / FHRBITROSE (RIRHEE)
Bank Name Bank No. Account No.
RS SRITHRSR F Ok

If the above account holder is not the applicant, please fill in the following information. % itz EOFAALIEBREA » HEBUTER -
Relationship with the applicant or proposed Member* EdE:E A S0 & & *7il{%A
(Applicable to spouse, parents or children only FEAIEE « KBS FL)

* Please delete if inappropriate &Mk RiEAZE
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Health Declaration and Questionnaire AR E

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.

TEIREFRFBRED > BUUESHEARDNESHEGEMBEEEEE - IR ITREEAEETRLEE > AIEHERE - MIRRENBNESMAETER > MERRAAESER

% > BRFEBIFTZANMRE - HAERPESFEERILIFNRE ; SUR D2 I IMFTIEENEEE -

(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 RN EREEARRZ AR - MIZREMRIATHMERFZAZBRERBERERFERNZEF « RIDRBNZFZFRAANTAE  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.

ERBBA » MMBBRREFTAMAE @ RAMESRERARIDIRATERERNER o RARBMEENER > JESRUBEMENESAMBERRE—FIRMHENUEZIRZA

(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{R{EIR AR FERE E M EIREFHIEM AR SHRHUNER B EANENEN > (REERFEEARA

(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).

BIEE MG RIS BRE > HIRARIR (i) TR E PRAIPR SR RO T B R M AR > SURIR (i) Frit st E R A E RIS S E R RIRARE » g BMRIGRIEDREEZE
& > (RIATFAIAEELLAR L ~ (REE S REE B RARE - SIBABAEH -

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.
ENTREEAN—EREZEES (B B FRRRES - ZEEIZERERIERRE

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 TR R EAE -

SRE/RE /MR ~ BEX/BYPE (BER)  HEAR (BRRD) « 5 - INERE (B2 « I50E - BRENRH / RER IRBERER) - BRFEHMEER 55 (EERE
B) BRERRE (BEERER)  BEE « TREATAE (BEH) - FEaESRRERBRIESNIES ~ IR /B8 /Bt /BT

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 - BABESPERERBIBHEERERNER > GFE2 fINEARERENBERERRACNIEZAENE AR BEEN o
Health Questionnaire - Section A 2% - B}

Name of applicant Name of‘proposed Member | Name of‘proposed Member | Name of\proposed Member
BB EEHENE EHENS EHEHZ

. % cm EX/ cm Bk / cm BX/ cm BX/
Height 55

feet IR inches feet IR inches I feet IR inches i feet IR inches i

kg AfT kg AfT kg Afr kg AFF
Weight " g Afr/ g Afr/ g Afr/ g Afr/
pounds(lbs) & pounds(lbs) & pounds(lbs) & pounds(lbs)

Do you (or proposed Membsr) smoke# or have you (or
proposed Member) smoked” in the last one year? []YesE []No#& []Yes2 []No#& []YesE []No#& []Yes2 []No&d
BB ERERE REBE— NG 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 []No& [JYes@ []No& [JYes@ []No& [JYes@ []No&
any disease or other medical condition?
TEBEZER > MEEESE) BE QSRR T IS
BBINEAH - SMER B8+ F « 8F) AERHRBIE
BEMIE T HEREA S (FIUIHAIEE « YIRARED -
TR B ) AVERIE RS 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). 18U TZXGER/BIART o [RE | FUBENSEECRRNEE « TH 23} BEREAEL THAHERGIMEFE) o

(P.T.O. ;5T —H)
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Health Declaration and Questionnaire (Cont.) f2FEEARKE (48)

Name of applicant Name of_proposed Member | Name of\proposed Member | Name of\proposed Member

AR HEEEYUSZ EEEUZ EEEMUZ

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)? [JYes@ []No& [JYes@ []No& [JYes@ []No& [JYes2 []No&
EBEZFER > (REEERE) REERITNERERETR
2 (HIINERIL ~ BRER ~ VEEE] ~ XX ~ BBEDK - BRI ~
DR ~ EEFRHE s EmAE - ZRFRAE - RE
FFSCRIE) 2
If the answer is “Yes”, do your (or proposed Member)
investigation result(s) include the followings?

MREFERS (21 MEEER)NBREERESTEETT

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

fR(EEE 8) ESEaiainiass

(c) 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 [JYes® []No& [JYesZ [ No& [JYes2 [JNo& [JYesZ []No&
require immediate treatment)
PiERERESRERERNBEERET ARG —L
R RERNR AR BRI EAE / A TS/ RIENR
1EEES(E / 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 1 month?
EBERERN > REEGE) BEERBEEZETH (Bl
BBLETSH/ 88—/ BRER) RAABBE—E
B &) ?

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

4. Inthe last 5 years, have you (or proposed Member)
been admitted into a hospital? [JYesZ []No& [JYesZ@ []No& [JYesE []No& [JYes@ []No&

EBRERFN > REHEEGE) BEEAEER?

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

EBERFR  RAEES) BEBEIERER MER
SMHERE (BENEIRIRESUEERIEE) ?

[JYes@ [JNo& [JYesE [ 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 (SN2ERE) E51 E SERETPEIRBNERSS > R
(EEEE) 2EH MER?

(a) Unintentional weight loss by more than 5 kg

(1 Ibs) over past 1 year [JYes2 []No&d [JYes2 []No&d [JYes2 []No&d [JYes2 []No&d
TEBE—FER » BEESOELD TS5 AT (ME)MULE
(b) Abnormal bleeding (such as vaginal bleeding,
rectal bleeding, nose bleeding or coughing up

of blood) for at least one month []Yes2 []No&d [Yes2 []No& []vYes2 []No& []Yes2 []No&
RIEEHM (BNt m ~ @ ~ R&magzin) =
b—@A

(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
HMEREOR SRR (G0 fELR ~ 35 ~ 1548
IZ ~ BfEEl EAEE) MIETE ST ESREEER

(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 []Yes2 []No&d []Yes2 []No&d []Yes2 []No&d []Yes2 []No&
and symptom
ERE—FR  MEESB)BEREER SRR
FSER BT R EHTEXEE A S (BINER
B~ MIRARRAT ~ SRl B A MRES A

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

(P.T.O. ;588 F—5H)
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Health Declaration and Questionnaire (Cont.) f2FEEARE (48)

Name of applicant Name of proposed Member | Name of proposed Member | Name of proposed Member
FRTHA LS ERENE ERENE ERENER
7. Have you (or proposed Member) ever been
diagnosed with any of the following diseases or
medical conditions?
IREEEE) 28 BWHDS N IIRREERR ?
(a) Cancer or carcinoma in situ EBESE L= [1Yes2 []No&d [JYes2E [JNo& [JYes2E [JNo& [JYesZ [JNo&
(b) Brain tumor FERAESE [JYes® []No& [JYes® []No& [JYes® []No& [JYes®2 []No&d
(c) Heart disease {LEEH [JYes@ []No& [JYes®E [INo& [JYes@ [INo& [JYes®E [INo&
(d) Stroke (including transient ischemic attack = = o = -
(TIA)) (@}E?ﬁ%’&ﬂ%ﬁm S i8TE DB ) [JYes@ [JNo& [JYes@ [JNo& [JYes@ [JNo& [JYes@ [ No&
(e) Hypertension = IMEE [JYes@ []No& [JYes2 []No& [JYes@ []No& [JYes2 []No&
(f) Diabetes mellitus or impaired glucose = = = - = < = =
tolerance IR DS AR B R [JYes@ [JNo& [JYesE [JNo& [JYes® [JNo& [JYesE [ No&
(9) Prolapsed intervertebral disc or degenerative = = = < = = = =~
spine conditions TR R M B EIE (b M Bk Oyes® [INo& Oyes® [INo& Oyes® [INo& [Yes® [INo&
(h) Diseases or medical conditions requiring a
medical device or prosthesis to be implanted o = = =
within the body BEBABRESNERMER | ) Yo LINoE L Yesi LINo® L Yesi LINom LI Yesie [INo®
AR
(i) Mental health conditions (such as depression,
anxiety, schizophrenia, eating disorders, or = - = - = - = -
bipolar disorders) FGLHk (Bl - g« | L Yes® LINoE L Yesi LINo L Yesi LINow L Yes® [INo®
DR ~ RBRBNBRITINEIE)
(i) Multiple sclerosis 224 RE{LIE [JYes®@ []No& [JYesg []No& [JYes®@ []No& [JYesE []No&
(k) Congenital conditions (medical, physical or
mental abnormalities that existed at the time = = = - = < = =
of or before birth) # X {EER (ERtErmzE | 0 YeSE LINOAE LiYes® LINo& LiYes® LINo® LiYes® LINo®
BEENES « £BgEw ENEE)
For proposed insured children aged 6 or below only AR SEEU T2 ESRRE
8. Was the insured child born before 37th week of
pregnancy? [JYes2 [JNo& [JYes® []No&d [JYesE []No& [JYes2 []No&
RREBRENIEZREI7TEMELE ?

Health Questionnaire - Section B {#RER%E - 226

If you answer Yes to any of the questions in Section A above, please provide additional information as applicable below.
MRIRFEU EREMEA—IBRIEZ ERA (B & SEUTERNREEREELER -

Name of applicant / proposed Member
A/ EFEHE
Question No. &5 Question No. &5 Question No. &5
Medical condition & Medical condition J&fE Medical condition JHiE
1. Disease / medical condition / sign and symptom
B/ RERARN / TRBUSERR
2. Date of first occurrence of sign and symptom
ERNE Y EhdoN SR
3a. Treatment / investigations / tests / scans that have
been performed
BETHAER/ 8BS/ AR/ R
3b. Date of such treatment / investigation / tests /
scan
BRaE/BE/ AR/ AN
4. Present condition (such as whether fully recovered,
follow up action / medication / next follow up
date)
TR (BIINREETEEE - BRRE/ RAREZREY/
TREZHE)
5. Date of last follow-up medical consultation /
treatment
RBEL/ ARAH
If you have any medical reports or reports of investigations, please enclose them and put a tick in the box. ] With attachment
M ERBERESNEBERTRS » FRILRSERN L > WAERZEREM [V 5Ke SEME
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Health Declaration and Questionnaire f2ESARRE

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

further confirm that the product features of the Scheme were able to fulfil my / proposed Member’s current 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, Physiotherapists, Chiropractors, dental centres, wellness centres, imaging and laboratory

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/ ELRERA ROREE) BERISE ( (518 ) 288 « AN / ELSHEIBRN/EEFMEZ R BIZBEN / EEZ2BUERMARE ° AN / ELUEIAVNERRBHAEAN/ EE

RSHBRBRETR - BRI R RERIEED

BN [ EERBIRERE %@Jiﬁm NAERERIGEREE R R - BEREMBRMS R BEER » — 2T FRE AN / SEEARFRACFMTILIESRIG N BRAR ( [RIE) ) ER -

AN/ BEE > SAAN / BEMAMEURIREES BAA%E RENEREA) - RPER AR —IER » 9 EETE o

BN [ BEHET 1$$Eﬁ$&EX}m1éiEyﬁE§$A&EAZkEE %WF&EMZﬁ B RBERRKRERRE  —BAREAN / EEX(T -

ﬂﬁ%ﬁ/ﬂ Efjtﬁiﬁ%gcm%zw\ / EREBRIARNEL  Bix » 2 FBEAAR / EEREHETERZRBABDIEBREARAR / HEGE2 2 ER (BIFHE) 2EXTRIO » NEEREZ

EENE NS o

AN/ BSERETILBISH2 SEFRMRR > WREPEERTRE - MR G ILRREI BREZEAFT LM T AN / BF - KA / BESFEREHFERAZ RESHREHEREERES

KA/ BELZREBZEPMETAHNZRE - RABBAABRRSOERBE21BANEUHILER o A NLARILBABEUE S - ILERFRNFME NBRRRAREER o

AN/ ELEARIFRER AN | ESHETRANBNFABERIEARESOGRRRETERR > SHANREESFEIAR - AALRBRBEARENAA / BESEENIRTERA VS A+ (NEMA) 108

R o QDZKA/EE‘}HHE SEUHEA) - BN EHBE R 10 RAINEEBAIRIE

AN/ BERPRIODRIER M  YIZAEN « 58  FREZH ~ REPO - RERCRTPOREMBHBHEELUREERERS - S ERBEEHAZATRBREBZZEMT ZRE

KA/ BEERIDAEBBRLBEZ FRRAARAEDERFRAUER S BEER TIEL - g EnERMREMEENRBHEBAMIEL ZHE  RIA—HFgas -

AN/ EEHEDINEES B BFTTEBIR N EE (it S B FEFT B B R A AR (SIS E R IR EEA B A UEF At RIBUAREERAARR L RIEDEHMER « ERUARBHEBRRE » (RIA0T& LB

@ EHRIEI I ENAER o AAILINEBREG B IFRERABR  AABRNEG SN ENEERBAAZEXARR » AAGEFELMUZTEEANRA © DKABR) EENEERIL B S 4%E

ARIREER A REA T ZEXANEERIEHAL -

Applicable to Application through authorised insurance broker BRI EBEZEIRIGLALEITTZ BB

| 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.

AABRE  BARER AR AABERESHERNRE » IWMREAXEN (BEERE) A8 5THERRENERERERSL S A

RATFRERIASBESEAULRER » A LUREE R o

Personal Information Collection Statement {BAZ kUt &E A

(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

NN B AR BA R AR AR PTILEY (A ABRNREERR) o A A B R RIA ] LU ALK B2 I FREER A S AR S PTIEERIN AN A RE A B > BIEIREE MEAERNRERRE) APTBRILE AR « XA
Bt MEABRIRERR) FrtARRTERRERANBABHNESBRANT MEASHKERR) ENEREEA ; &

] (ii) | 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.

RABBRBERARAZEANER > FEARARES ~ BAESE ~ 145~ BERFRENRR > AARASXIRE MEAZRIGEERE) Pl aERR (GIINRETN) ~ @5 -~ 1Y « 8 THsESR
sT8R HABRABY AR RIRFS B HIBHEEN (BEUEM « FRIGANAEEN) - WARRAB RSB RIANE R IRE E43 (BIE customercare@bupa.com. hk:lZ:Sz 52517 5333)
ERFERELREANBAEBEERETSEERR

|, 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.

RALLHRFERRRA > BARARRILG B FERATIH 218U T2 HEAFHERREE -

| 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”).

AABAB I RBERR A (GEM) BRAE ( TR ) ERAESERRE » RESREHNRE -

Applicant’s Signature FRsEAEE Signed in Hong Kong on Proposed Member's Signature (Aged 18 or above) Signed in Hong Kong on
REBEEZBH FEMBRIAU L2 EFREE REBEEZBH

X X

(Full Name ) oD A MM g YYvy i (Full Name ) DD A MM g YYYY £

=S e

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

EMBEIA L2 EGREE NWEBEEZHH EMBHERAU L2 EGBEE REBEEZHH

X X

(Full Name ) oD A MM YYyy i (Full Name ) oD A MM 5 YYYY £

2] ==

Agent's / Broker's / Telesales’ Name (If applicable and must be completed by the applicant) Agent's / Broker's / Telesales’ Contact Tel No.

REA /4D | EERRES (MMERARNLERFEANER) REBA /840 | & ERKRBHE TSR

Agent's / Broker's / Telesales' Code Agent's / Broker's / Telesales’ Email Address

RIEBA /840 | EERRESR REBA /840 | S ERRBI A

Reminder 22{R

To help us process your Application quickly, please ensure that you have: BFEE R B RTE R ERES » RSB REIE R A RERERS ©

enclosed payment of the correct subscription and levy and a copy of your HKID Card or Passport V] ERER R R BB RN EE S BN ERIA

D enclosed  cony of e FHD Car o e Dithceraosts fo ssch o your echen who you would ERIINIE(R2 878 4 D BNMRELE (TR

like to enrol BAINTF 22 EBSHRRHERPES (1T L—FRR)
initialled any amendments on this application form AT ERZ EEEIFE
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Personal Information Collection Statement {EA &k Ug 5580

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:

1. 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.

2. 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.

3. 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.

4. 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;
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;
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.

5. 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:

hato}

s

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.

6. 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.

7. 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

8. 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.

9. For any enquiries about this Statement, please do not hesitate to contact our Customer Care helpdesk at 2517 5333.

10 Nothing in this Statement shall limit the rights of customers under the Ordinance.

In case of discrepancies between the English and Chinese versions of this Statement, the English version shall prevail.
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Bupa

Bupa Care HealthNet Health Insurance Scheme Credit Card Authorisation Form

RIOREEBRFRESEGEA R IRERES L

Subscriber’s Name &R A3
Surname

&3

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.

EBEBUEARIR BREZILRBREER X B > IREFRE o SREMELREGRN > BRAFEILRE

[] visa [] MasterCard

Cardholder’s Name #FEA#%Z

HKID Card No. EEE A 5EH Credit Card Account No. {55 O Credit Card
Expiry Date
ERRIHE 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. X ABBAFAIEINEIZR A FRIAMNBHA A BAGRIARESOETRE - SRIGOREEFEDER - AALEERM () BRABEINAANEERROGFZN
EERERREYRESE > EES{TIEM -

If the Cardholder is not the applicant or proposed Member*, please fill in the following information.
BEARHEALFRBEAREGE"  FEHBEUTER o

Relationship with the applicant or proposed Member* EiER:E A S S S %

(Applicable to spouse, parents or children only JEAREE « KX FL)

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.

FANRBRERIINIERIE LNRBARERS 2 2HEG 2 ROBRERS B REREESE -

Cardholder's Signature #HEAHE Contact Phone No. B4& EB:E2E05 Date HA
X
DD A MM A YYYY

For Bupa use only Bupa Care HealthNet Membership No.:
RAER TMRIBERRE) SEE:

Date Authorised Code:

B RS

ppA  MMA YYYY £

* Please delete if inappropriate M FiEA%E

Bupa (Asia) Limited 1R18 (Z2M) BRAE
Address: 6/F, Tower 2, The Quayside, 77 Hoi Bun Road, Kwun Tong, Kowloon, Hong Kong

itk SRR S RE775ERES 26
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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