Bupa Transfer Care Health Insurance Scheme Application Form

RINEZRBRRES B R

For the members of Bupa Group Health Insurance Scheme to exercise the membership transfer option

LRI

Applications must be submitted to Bupa prior to the last date of Bupa Group Health Insurance Scheme’s membership.

« |If your last date of Bupa Group Health Insurance Scheme’s membership is the last day of a month, the Coverage Commencement Date of your
Bupa Transfer Care Health Insurance Scheme (“New Contract”) will be the first day of the following month. Otherwise, the Coverage
Commencement Date of your New Contract will be the first day of the month which your group membership is terminated.

« FIAEFMSFRRIOEERRRESHIREZRAMRERM

BRGNS ASRONA—ERNEE—D 10 MRIEBRER) BEREHE oK) NREREE Reference Now:

TRIRESREBZE—EANE—H - TR MAONRERKBEFAMEARKLEREZEANE—H - For Bupa BEEYE
Please complete this form in ENGLISH and BLOCK LETTERS. Please tick as appropriate. use only Effective Date :
LI ERAE AR LB (V) 5 ° RESA | o hg o h e Vrvy i

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. A& | U TFEESEFHMEILERTE TORRERNESE » LUARBE THNRERIER o NERRREREE MREREHE
BB RRPE WG ERIERE ©)
Question [ 1 What is/are your objective(s) for purchasing the medical insurance policy? (tick one or more) &R RIGFILEFFRENBERR? (AIiE—1E5218)
[]1Option #E#21: For the expenses of hospitalisation (T {FizRx
[ 1Option &£ 2 : For the financial need when suffer from critical illness A& _EBHEEMEES
[JOption £ 3 : For the long term care and financial needs in case of permanent total disability KA T2 EEHNERBRERRRLCHERS

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

Question [ 2  Which type(s) of medical insurance you are looking for? (tick one or more) IR EE EIHEH—1EE R B AR 0R? (A8 —183 % 1E)
[JOption #E#1: Indemnity (cover the eligible expenses by the policy) SEEIEE (BHZREREZ AEBRMRMHBERBHINEE
[ 1Option i&#2 : Non-indemnity (a payment based on a sum insured amount by the policy) JEBETESE (BIHLRETERARZE(EL BZE)

Details of Existing Bupa Group Health Insurance Scheme IRE{RAEEESEERET RIS E

The applicant hereby apply to transfer the existing Bupa Group Health Insurance Scheme’s membership for the below Member to Bupa Transfer Care Health
Insurance Scheme. HFEARBUTMRAERBERFREEIEE > PERREGEERE RiOB2R) BREREE o

Company Name Membership No. of Bupa Group Health Insurance Scheme Last date of Bupa Group Health
ACIE=S RIAESEERIEST 8 2 S585 Insurance Scheme’s Membership

RinEERFREBIREZREEH

DD H MMAE YYYYE

Personal Details of Applicant ;5 A& ¥}

Applicant must be aged 18 or above. Please complete a separate application form for each proposed Member. Applicant should be a parent or legal guardian if the
proposed Member is below 18 years old. B NFHMNEAI8HEIU L - FAS—(IEGEERT—HHAR - NMEFEAISHUT > FBEANBAEGE LFHEEHEA ©
Title #858  Name of Applicant (same as HKID Card) Bs5 AR (BREB S :548R)

[IMréc4%  Surname

OMrskk

UIMs%E Given Name

[IMiss/]\B %

HKID Card No. / Passport No. Sex Date of Birth
ERSMNEIRN / £ MR M3 Fx HER

DD H MM 5 YYYy F

Contact Details of Applicant A AR E R

Correspondence Address* it (Please complete in ENGLISH and BLOCK LETTERS AU X FHEIEE)

Flat 81 / Room % / Floor B#

Block [ / Building AJ& / Mansion & / House 1% / Estate B35

Street #1 / Road &

HK &8 Kin f188 NT 75
District #ll&

Email Address” BEB it

Contact No. Hf4&&EE Fax No. fHEEHS Mobile No. RENEESES

Place of Residence”
B{EH
* P. O. Box, hotel address and overseas address are not acceptable. FSE{ZF ~ /& HhiE iGN R340 o

~ 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.

FRIFEERRINEEEN - ERKE (SN ARASRREESBAGEZEEM > NERERS REBOEE o
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#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.

# o] i%iB myBupa 48 LR FHIE T ARSI R FEERRERMNS O - BERIBELEEF XA EEE myBupa IRF > WHZHEEMA o EX 42 LHFTH myBupa 1RA1E  (RE
GUEBEEA o (RS U E A RS R B X HRIENRA
77 IERREMBI  RIBSEBBEFAVETER « BRERRMARERIULMNORERAMBENRTERS - B2 IRMEZBBBE HARBIFB XHFIENE » EEHEIRE fRIRER
IR 7 ARIRAVEEE o

= BRI EH myBupa HWEHEFXEE » 52 % https://www.bupa.com.hk/tc/customer-care/mybupa/ » ILEE G REEEN o

Details of Proposed Member & 55k
] Myself &A (Details as page 1 EFHEE—E)

Or T, (Please tick one only FBEE—IEES)

[JcChild ¥%

Child’s Name (same as HKID Card/Birth Certificate) FZ % CREB S 155/ HEFBEIER)

Surname

&3

Given Name

HKID Card No. / Birth Certificate No. Sex Date of Birth
BRSO / HERRERE g | MB FR pegm

DD H MM A YYYY %
Place of Residence”
B

~ 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. FRIE & Ef5BIUEmEN » ERRIE (TN) ERASHREEEATEZEEN » REBERERXEGELES -

Choice of Cover Z{RIEH

Has the benefit level of your Bupa Group Health Insurance Scheme (“Previous Contract”) been upgraded within the last 6 months before - .
your last date of membership (“Last Date”)?7E{RIAE IS B R RIEsE)( BIE4) | REZREMRNMESR  RIVRESHEGSESRAO? [ YesZ []No&

Optional Benefit BiE5EIMRRE

Supplementary Major

Benefit Level Core Benefit Medical Benefit (SMM) Clinical Benefit
TREBHRBI O FERE Mt INES B RS OO FIs21RIE O©
Plan 5181 [ Private A= ] U

R Hospital and Surgical Benefit
Plan 5t#) 2 [|] Semi-private %K= (IR R AR ] ]
Plan 518/ 3 [] Ward A& ] U

@ Please select the benefit level which is the same as or lower than your entitled benefit level as at the Last Date. If the benefit level of the Previous Contract has been upgraded
within the last 6 months before your Last Date, please select the benefit level which is the same as or lower than the benefit level immediately before the upgrade.
BRBAISMNEREZRONE BFMBRNRIEER - ERARNUTHER - MREAANNREZREMEN/NEL NG ESRESRIVEA » FERERARERSU THREESR

@ « Any claims related to the eligible medical conditions that were covered under the Previous Contract as at the Last Date will be payable up to the Maximum Limit of Bupa Transfer

Care Health Insurance Scheme (“New Contract”) ’s Hospital & Surgical Benefit, with the exception of those specified under the General Exclusions of the New Contract.

Any proposed Members whose entitled Room and Board Maximum Limit as at the Last Date is lower than that of the Ward Plan of the New Contract by 50% (or more) (as

at the Coverage Commencement Date of the New Contract):

any claims related to the eligible medical conditions that were covered under the Previous Contract as at the Last Date will be payable up to 50% of the Maximum Limit of

the New Contract’s Hospital & Surgical Benefit, with the exception of those specified under the General Exclusions of the New Contract.

EETERTSHBIRER R B ERENZRER - AN SANERRFMRERRSEBEIDESREE BN —RAZREEENRRIRI

MEGERFSNERZRANER  HEANEERERENSESBEBRERN SNARSRIBMEIRE50%(HEE)(LUTEAIRERGHEA%) |

HEERSHNRERZR B HERENRRER - ISR ERRFIRELESIBEENS0%EREE - BN SON—RIZREIERIIRRFRI

® Application for Optional SMM or Clinical Benefit is subject to underwriting. Please complete the Health Declaration of this form. Please note that application for any Optional
Benefits is applicable during your first-time registration only.

BEER I BE AR IS NP I2 (RIBRERSA M RIBIBIZIR S 1L > RIABARISHIREREAEY o 5 » (RRAIEE RECH 58 B ERE o

® If you were entitled to SMM or Clinical Benefit under the Previous Contract as at the Last Date, any claims related to the eligible medical conditions that were covered under
the Previous Contract will be payable up to the Maximum Limit of the New Contract ’'s SMM or Clinical Benefit (if such benefit has been opted and the underwriting is approved).
Otherwise, SMM and Clinical Benefit shall not be payable under the New Contract for any medical conditions that commenced before the Coverage Commencement Date of
the New Contract.

IMRTERT AR E 2R B AR M B RRIESPIL (RIS » 121 A QBB ENZRERD AN INBERENPIZRE R RSB ERESBENREEREMRELESZRER) - [
TEMGEHRIERE B A EFENRELAZ RIS S MBI E R RERPIZRE

® No age limit if you were entitled to SMM as at the Last Date of your Bupa Group Health Insurance Scheme. Otherwise, you must be under age 60 on the Coverage
Commencement Date of your Bupa Transfer Care.

IR RIDEAS B RIE s B R B 2R A E B 2RI HIINEEIRE » IMALLRERRELRIRY ; TR MMABEE MRIERR) RIEHEEAG0EMUT o

Child Discount (if applicable) F&Z{R&7 (MNEH)

Please give details if your spouse or child(ren) is a proposed / existing Member of Bupa Transfer Care . SI{RIVELBEF & A MRHEZR HEGE/RFEE & FRUUTER -
Please indicate your membership no. if you are an existing Member

MITRREGE  FRREZENS

Membership No. & 8555

Please tick if you are a proposed /existing Member
Min2EEE /REGE  BEREBAML VI 5%

Your Spouse {RESFER{E Please indicate the n;em?ersmp ng. if your spouse is an existing Member
WINEERRAEE  FEEG SN
Membership No. & 85755

Spouse’s Name (same as HKID Card) BB 2 (SEEBE 75 :EHER)

Surname

e

Given Name

HKID Card No. Date of Birth
EBBNERS BB

DD A MM A YYYY £
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Child Discount (if applicable) F#Z{Z&1 (MEH)

Your Child {RESF L Please indicate the membership no. if your child is an existing Member
MR FRZRREEE  FHER GBS
Relationship with Applicant is father Applicant is mother Membership No. & 25EH5
the applicant GEIN SN GEIN IS
BiEREE ARAR
Child’s Name (same as HKID Card/Birth Certificate) FX 4% (BAEHB G175/ H4EBRAEIER)
Surname
e
Given Name
e
HKID Card No. / Birth Certificate No. Date of Birth
BEBSNERE / LAEBBEENRE AR
DD H MM A YYvy &
Payment Method #{HR& A%
Payment Frequency #{HREF R Payment Method #{HRE /5 7% Remarks &%
] Yearly 4 ] Credit Card =B+& Please attach a completed Credit Card Authorisation Form
FEREZ ZERRAREEE SO
] Autopay from Bank 817 B &%k Please attach a cheque made payable to “Bupa (Asia) Limited” for the
(From renewal payment only Z&{F44 &) st year’s subscription and levy with a completed Direct Debit

Authorisation Form
FHLZERIRIEESE > EREERERREREZ X RZEIAATR » TEREA
# Tz (GEM) BIRAS

[[] Monthly B# [] Credit Card £+ Please attach a completed Credit Card Authorisation Form
FEREZ 2 ERAFAREEESE
[] Autopay from Bank $R1T B &h&2E 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

FEZERARERE > EFEMEARERREMEZ XEXEARE » X8
BIEAR TR (G BIRABD

Bank Account for Reimbursement Z{38&EZRTAO
Claims payment will be reimbursed by autopay only. BEE1E S EEHEE S LA ©
| hereby agree and authorise Bupa (Asia) Limited to reimburse claims payment to the account below. s A\RERIZH#EFRA (T5H) ARABDEREEFERUTED -

Account Holder’'s Name (Same as recorded on bank account statement/passbook)
FOFBEAGE (SURITHEE/F1BIER)

HKID Card No.
EBBETE
Personal Hong Kong savings / current account number (HK$ only) fEAEBHE /ERIBTHAOMKE (RRBE)
Bank Name Bank No. Account No.
RITERE SRITARSE PSR

If the above account holder is not the applicant, please fill in the following information. & btz B O#FE ALIEHEA » BEBUTER o
Relationship with the applicant or proposed Member* EiER:E A 51 & 2 *Bil{%A
(Applicable to spouse, parents or children only RiEARECE « KBS FL)

* Please delete if inappropriate FEMiaFERE

Health Declaration and Questionnaire 2 FEEAR &
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.

TERIBRFBRET > BUUESHERRANBEEHMESEMEEESEE - IRMIREEESERSEE > AIERERE « MIRRENBESERFRAEEEE > MERRHEAEERR

bz BRI BIRFMZANIRIE - HAERAIREEIERIRIRE ; SR/ 2 BIEDIRFTIESHIEEE -

(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.
It B R RABRN ERHE(F AR Z AR » MZRZMRIATEREAZBRAREIRT HnaRIIER - RERANZGREFRALATSE » TERRERERBERFER -

(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.

ERRBEAN » (MBBEEREMAME - RABSHERARARETERERNEL  RORBMRENER > IR HRERENEHMBEME—FREER R ZA ©

(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{RER R AR FBREEREEIRERNIIRMABEPRENERN S TARER TR » RREELBEHEFEE o

(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 M RIEREHRE » BIRRIZGHFTMEEPR AP E MR R B R RN E R » SR E R A S TR 2B RN - £ SMRIGREDEEZE
8 RIBTNAISERE AR LE ~ 1RRESUIEE B RAMRE - SUIEABAEMH -

Guidance Note in completing the questionnaire B R%&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.
EUTRBEA—EREZERR Rl & AN RRES - ZEEIZERMAVRERE o

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.

R E U TR SAR -

SE/RVE MR ~ BB X/ BYhE (BER) HETR (BHRRD) « BE - NRRE (B8 BB - BRERRE / MR MRERER) BRFERMBER IR (REER
IEE) « BRERRE (REERER) BHEE « FREATAR (BEH)  FEARIREERBRERHNIES  IF1R /B8R /5oL /It -

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.

MEEREPMAAE @ BABSHERARPIZETERERNER » BFEEZAINEARRPFENEBRERER RO SEZNENE R BEEL -
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Health Declaration and Questionnaire (Cont.) f2FEEARKEE (48)

Health Questionnaire - Section A {#EERI% - BER

Height 55" cm EXK OR 3 feet IR inches I
Weight gE" kg Afr OR T pounds(lbs) 5
Do you (or proposed Member) smoke# or have you (or proposed Member) smoked# in the last one year? [lYesZ [ No&d

REERE)E SARE R E—ENETIRE"

# 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 EGERFHRT o RE | FUBENSEQECTRNEE S ~ &3} BEREHEL THAAERGINETE) o

1. In the 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 any disease or other medical condition? []Yes2 []No&
EBE=ZFR - (REEEE) REBRAREEEHITE(BINEE - SMER « 84F « 85) AEAERAREN MRS EXEEAS (HlUE
REL WAk - FWH%@ HOERMERS TS BRI AEIE ?

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&
TBEZFR MEEFE) BTSSR B WEREZRE (BINERMm ~ BR ~ OEE ~ X « B8 « BiSRHE - BHHRR - EETHRE - B4
Rl ~ ZAFFRORIE « RAFFRORIR) 2
If the answer is “Yes”, do your (or proposed Member) investigation result(s) include the followings?
MRERE (B > MEESE)NBEERRTEFETIIBER?

(a) Abnormal test result is advised [JYes2 [ No&
RERERER
(b) You (or proposed Member) are stiII awaiting test / test result [JYes@ []No&

RS 8) ESEaiaiiniess
(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 require immediate treatment) [JYesZ []No&d
MiERERESKREBERERNBREZ AR (DN —LERSBRRAEGRNIE MG/ TS/ FAERICEE/ MG R R RIHER R
FLE SRR HERE50)

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? [lYesE [ No&d
EBERFR > MEEGE) BEBRBEEETEN PIRELIETSH/88—R/BERER) RAAPBE—EENESEY ?

4. Inthe last 5 years, have you (or proposed Member) been admitted into a hospital?

BT » N(ERE) BED AR ? LiYes® LINo®

5. Inthe last 5 years, have you (or proposed Member) undergone a surgical procedure (including endoscopy or biopsy) without being
admitted into a hospital? []Yes2 []No&
HEBERERN > REEGE) BESEIFERER TERIMIER (BFNFEFRESUEMEMTER) ?

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? R T R(EE 8) T5 1 ZESERETERBENERSIN  (REEFE) BEE FolER?

(a) Unintentional weight loss by more than 5 kg (11 Ibs) over past 1 year [lYes2 []No&d
TEBE—FR > BEEACHELD TS5 AT (MEE)MUE
(b) Abnormal bleeding (such as vaginal bleeding, rectal bleeding, nose bleeding or coughing up of blood) for at least one month [JYesZ [ No&d

AESH M (FENRESM ~ i - R&msizm =D —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 [JYes@ []No&
HAR BRI SRR A (B INAER « 365 ~ FHazm - Mk LighE) METSEsRBESER

(d) 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 [JYesE []No&
EBE—FERN > REEEE)ERARERISFEERERB LR EERTEEEE A B (BINSEREL ~ YIRAE « BailBLe)NRE
= RYAN

=)

7. Have you (or proposed Member) ever been diagnosed with any of the following diseases or medical conditions?

REEGE) 25 QWD TIIRRSRERR ?

(a) Cancer or carcinoma in situ SEETRNLE [JYes@ []No&

(b) Brain tumor K&ERIES [JvYes2 [JNo&

(c) Heart disease LR [1vYes2 [JNo&

(d) Stroke (including transient ischemic attack (TIA)) & (EfEEE EASTRI - (A58 /R ) [JYesZ []No&

(e) Hypertension i MmE& [JYesZ []No&

(f) Diabetes mellitus or impaired glucose tolerance &R FEHEE R ERE []vYes2 [JNo&

(9) Prolapsed intervertebral disc or degenerative spine conditions #5828 H o SR B4 RR [JYes@ []No&

(h) Diseases or medical conditions requiring a medical device or prosthesis to be implanted within the body EEEiEA BEHESRNE [JYes@ []No#&
[ BB S A2 R A O

(i) Mental health conditions (such as depression, anxiety, schizophrenia, eating disorders, or bipolar disorders) ¥ {E Bk (401N []VYes2 []No&
B~ £E - BoR - R REIBRITINEE)

() Multiple sclerosis ZE 4 HF{CIE [JYes® []No&

(k) Congenital conditions (medical, physical or mental abnormalities that existed at the time of or before birth) X MR (51 H

R MO GBS « AT R ) [Jyes® [1No&

For proposed insured children aged 6 or below only HEARAKRBEUT 2 ESRRE

8. Was the proposed insured child born before 37th week of pregnancy? []VYes2 []No&
ERRRERENEEEI7ERIRE?
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Health Declaration and Questionnaire (Cont.) f2FEEARKE (48)
Health Questionnaire - Section B 2% - 220

If you answer Yes to any of the questions in Section A above, please provide additional information as applicable below.
MRAFFEU EREMEA—IBREZEEA (21 & SEUTERNEEREELER -

Question No. &5 Question No. &5 Question No. &%
Medical condition J&fE Medical condition JIE Medical condition JHIE

1. Disease / medical condition / sign and symptom

B/ R RRARR / FREURIERR
2. Date of first occurrence of sign and symptom

ERERFEERAER HES
3a. Treatment / investigations / tests / scans that have

been performed

BETHAR/ BT/ AR/ FiE
3b. Date of such treatment / investigation / tests /

scan

ARbaR/mE/ AR/ BHEBH
4. Present condition (such as whether fully recovered,

follow up action / medication / next follow up

date)

R (BINEEEREEE - BLIRE/IRARESZEY)/

TREZHH)
5. Date of last follow-up medical consultation /

treatment

=BEZ/ AEBH
If you have any medical reports or reports of investigations please enclose them and put a tick in the box. ] With attachment
MITEERBERSNEESRT RS - HBBEILREERN L > WEERZEEM TV 5k e SENE

Declaration and Authorisation BB S

| understand that | shall become the new Subscriber of Bupa Transfer Care Health Insurance Scheme (“New Contract”) after the Application for this membership transfer is processed. |
confirm that | have selected this insurance plan of my own free will. | further confirm that the product features of the New Contract were able to fulfil my/ proposed Member’s current medical
protection needs, financial situation and premium affordability. | declare that, to the best of my knowledge and belief, the statements contained in this Application are true and complete.

| agree to be bound by the terms and conditions of the Contract of this Scheme, which | understand are available on request and will be provided to me if this application is approved.
| agree that this Health Declaration and the answers given in this Application shall be the basis of the Contract between me 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.

| 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. | further
authorise Bupa to deduct the subscription payments from my designated bank account / credit card (where applicable) upon renewal. If | want to cancel the Contract in future, | will
need to inform Bupa in writing at least 10 days before the Contract Anniversary Date.

| understand that any claims related to the eligible medical conditions that were covered under the Bupa Group Health Insurance Scheme (“Previous Contract”) as at the last date of the
Previous Contract’s membership (“Last Date”) will be payable up to the Maximum Limit of the New Contract’s Hospital & Surgical Benefit, with the exception of those specified under the
General Exclusions of the New Contract.

| understand that if the Maximum Limit of my or the proposed Member(s)'s previous entitlement to Room and Board as at the Last Date is lower than that of the Ward Plan of this New
Contract by 50% (or more) as at the Coverage Commencement Date of the New Contract, any claims related to the eligible medical conditions that were covered under the Previous
Contract as at the Last Date will be payable up to 50% of the Maximum Limit of the New Contract’s Hospital & Surgical Benefit, with the exception of those specified under the General
Exclusions of the New Contract.

| acknowledge that Bupa reserves the right to ask for submission of more details of health status or medical reports of me at my own cost.

| also authorise any medical practitioner, hospital, clinic, by whom or where | have been observed or treated or any insurance company or organisation that has any records or health
information concerning me 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.

| 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.

AANPBAEEEERPFETRE > ANRERS [RIEEB2R) BREESSEI( BE8) DZHREA 2';AE@E@Z&:AFE}%Z#I@H?UE}'ﬁﬂ”Z';}\z%%_Laﬁﬁﬁ‘ﬁ?m o AAMHDMEHINERNBNS
AN EEERFENBERRETR « BRI RREREES c KABE > SIARAPIAFTE > ARBR AR —IER > IBE

RAREETIEBIENZ SHRHRARR) - WEAHPJEER TR > LIMRATF S L REE R B IR M R RURMBFTAA © ZSS)\H%ZISEE%%%WZf&@%%&@%ﬁ%fﬂ%ﬂﬂ\ﬁﬂ%ﬂﬁ‘aﬁFﬁ%?é%‘ﬂz
1R e RABAEABENENENBEDIBARECHILEX o« AR NZERILAREUESH > ILERERNIE ABRERAREER

RABARIERE R NG T RINENTBERIFRESOEFRETEER > BHSORESFEPER - AALRERBEERFNANSENRITIRAMMEA T MER)INERE o R ARHR
RECHEX > AR ANBEAL0XRAINUSEENRA

RABRBEREERBRRESE( TFIE4) HNEREZREPEBENZRER  IRHAONERERFINRERESEEEESREE  BMSON—RAZREEBRBERI o

RABB » IARAREZERFENREZRAPEAZAFREEENESBERBMSOAESRIBHEIES0%(RER) (LI EARERBAAE) » RAEONREZREPEBENZRE
7 BRSO AR R FIRERESEEENSO%ESIEME - BIMSON—RAZREIERRRERI o

RARDROERERBEELSBRAAZRBER TR EERS » —IBARAAL o

RN BFREEASRABRRIEERNEE ~ BT 257 IFARARBREFAER 2 RBABIEERRAZ 2B (BFERE) 2XFRIE > SRESZEIREERRREFNS]
ZSSAEEWHD/ﬁﬁEE’JFﬁfl%lﬁ%ﬁi’ﬁil%‘;ﬁﬁﬁl%’«ﬂ']ﬁ@(@%ﬁ?ﬂﬁ#%l%ﬂEZJ&):SZEHHMzﬂ%EWZM?E@ﬂ%E’Li@*’“ﬂ:ﬁmV]“‘iﬂJlR ERIAREMHEBRRE > RIGE&ILARRIZE
BRIRIEN T ENERY o AAILIMNEEAEG BV IFREKAER - FABBNEE SN SNFERBRAERXARR > AABEELUZTEENRA o DkARR) }EEH\EI%EBE%‘ZI”E
WIRRE R AR E LB A BB R I EAL -

(P.T.O. ;58 F—H)
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Declaration and Authorisation EBARIZHRE

Applicable to Application through authorised insurance broker ERAR B BEISEMRKLLIETZ RS

| 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.

RABE -~ BAREE > RESHAANBEREZHEENRE » NREFNHAN (BEERD) naEZHARRENEREREKLCXNES

RATFR R RIEREIS AR A EMRER » A eI R RIS ©

Personal Information Collection Statement BAZ kK&

(i) 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
RABMRIN BB ARERFTM MEAZRINEZR) o R ABRRAEUER KB BRASEMRCHTERNAANBAZR » BERE MEASRERR) RFABREHNAER o A
EEM MEAERKEER AR TFERRUAANBABHESBIENIINT MEABHRESR) FRIENEREGEAN ; &

[l (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.

RABBRBERRAZEAER > EFRANES « BT % ~ )~ BERFERT » BAEANEXRE MEAERKEER) FrteERE (GIRERTD) @5 28 - 28 0HEE
TR EARRM A RSN TISHEEE R (SEUBI - FRISASAEET) > BARARABREBEERENE R RESEG (BEZEcustomercare@bupa.com.hksE & 2517 5333) »
SEREREERERANEAERBIFERETSRERR -

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

BAERFEA > BASARRILPERATIE218RA T GEFLBAKRSEE -

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”).

FABRBLERBERRGRE (M) BRAT ( TRE) ) HERFEZERZE - RIEFREOZSRE

Applicant’s Signature Signed in Hong Kong on Agent’s / Broker’s / Telesales’ Name (If applicable and must be completed by the applicant)
BAEE REBEEZAH RIBA /ML | BERRYEE WEARSBRFHBAIER)

Agent’s / Broker’s / Telesales’ Code
REA /1 | EREARRR

X Agent’s / Broker’s / Telesales’ Contact Tel. No.
RIBA /42 | SEARBAEBER

(Full Name ) DD H MM B YYYY £
e Agent’s / Broker's / Telesales’ Email Address
RIBA /842 ) SERARTImithit

For Transfer Contract Only R{H{EE 549> H

Previous Bupa Membership No.:
BIRIEEE4RT

Subject to Bupa’s approval of membership transfer, eligible claims related to any sicknesses or injuries that were covered under the previous Contract and
commenced before the effective date of coverage under this New Contract will be payable subject to the terms and conditions of this New Contract.

ISRAHZEE G —URAaORERIKITGORERG BRI ERB 2 RRNIRB 2 SEREE » RN SN Z R EHEEE o

Applicant’s Signature EBFE A2 Date H#f (DD H /MM 8 / YY &)

X X

Reminder 12iR{R

To help us process your Application quickly, please ensure that you have: B E R BIRTER RS » BB IR EIER RS RGESD
enclosed payment of the correct subscription and levy and a copy of your HKID Card or Passport BEIERY (8RS RN S S HERERA
initialled any amendments on this application form AR B EEER
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Personal Information Collection Statement B A & ¥} UgsEE3 80

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.

1OA 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 Transfer Care Health Insurance Scheme Credit Card Authorisation Form

RINEZRBRFRESEEA R IMRERES

Subscriber’s Name &R A3
Surname

E3

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.

BEBUEARIRN BEZLRBREER TX) U5 WROFRA - BMEMELRBGHF - ERAFEILERRS o

[] visa [] MasterCard

Cardholder’s Name #FEA#%Z

HKID Card No. EEE A 5EH Credit Card Account No. {55 O Credit Card
Expiry Date
ERFIHE Lyg 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 an annual / monthly
basis until further notice. ZX ABBRRIFREIR NG FRIBBHIABARIARBESOEIET SISO EEFEHER-FAZRERE () BRAD BB RARANEAER
ASF/SAXNEHRERREHNESI BEERT@MC

If the Cardholder is not the applicant or proposed Member*, please fill in the following information. &EfAEFE AL IERFZ AN ETE"

Relationship with the applicant or proposed Member® EAFAE A o & 2 *BE{%
(Applicable to spouse, parents or children only RiEAREE « REHFL)

BERUTER -

]I 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.
RABBRAEVINILRE ENRFAREER S 2 2HEH RAERREA B RERREHE S -

Cardholder’s Signature FEAEE Contact Phone No. 48 EaE 55 Date H#A
X
oD H MM YYYY £

For Bupa use only Bupa Transfer Care Membership No.
RAEA TMRIBEZ(R ) BRI .

Date Authorised Code:

SEL] RS

DD A MM A YYyy &

* Please delete if inappropriate M EHAE

Bupa (Asia) Limited 1R (ZE) BRAF

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

ik EENEEEE S BB 7758 AR R 2ME6IE

Telephone E&E: (852) 2517 5175 Facsimile f8E: (852) 2548 1848 Website #841E: www.bupa.com.hk

nl Bupa Hong Kong |Q|
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Bupa Transfer Care Health Insurance Scheme Direct Debit Authorisation Form

FRIOEZRBRFRES S ERINREES

Subscriber’s Name #&{F A&
Surname

Jica

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. EEEZL BEEIRTAN > BEZUILREREER X (B > TERLEREEARENRERREHNESENZRZERM

| 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 ABBERIFEI AR N A FRIDIBNABERIARBANERRTE » SRIEARSSEEDAR - AAZEERFRR () BRABDEBRAANFOSE /8BX%
MERRERREBRESTE > EES1TIEA

Name of party to be credited (The beneficiary) Bank No. Branch No. Account No.
Wiz—7hH (R#EA) SRITHRSR DITHRSE Wik R QSRS
BUPA (ASIA) LIMITED 0/|2/4 7/8|7/6|2[1|7|8|8/0]0]1

|/We hereby authorise my/our above-named bank (the “Bank”) to effect transfer from A (%) R LR ZIRT ( TZIRTT) ) BB ATRRHEFZIRTZIET >
my/our above-mentioned account to the above-named Beneficiary in accordance with BHAA (%) EEO®EETWEA - BERNEIESCENSBIBL FISE IR
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 AN (%) AEZBRTHBERZEZSERETEENLA (B) -

such transfer has been given to me/us.

I/We jointly and severally accept full responsibility for any overdraft (or increase in WRZEERMLAA (F) 2 ERFORREY (HLBEFZBEZEM) » KAA
existing overdraft) on my/our above-mentioned account which may arise as a result of (%) FHRAIEREEDEEE

any such transfer(s).

I/We confirm that my/our signature(s) on this authorisation is/are the same as filed with AA (5 BETAFREBERAZER > BF A (F) LHRPORZIRTESELET
the Bank for the operation of my/our above-mentioned account to be debited for the 2186

transfer.

|/We agree that should there be insufficient funds in my/our above-mentioned account KA (%) BEWEMA O ERHRES (S ERER » ZIRTEEAITIHZEEA
to meet any transfer hereby authorised, the Bank shall be entitled, at its discretion, not WWEVERZ FEER » 2EBEA—MAEA (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 KA (%) ARBEHNE A EREE 2 AMEMN » BREEEER AN B &/ miE
may give to the Bank shall be given at least two working days prior to the date on which TERZAIRTZIRTT ©

such cancellation or variation is to take effect.

This authorisation shall have effect until further notice or until the above given expiry TIREESREEEVEESTEANALREE LYEIHEALE UREFPEREZH

date (whichever first occurs). HRA%E) o
My / Our Bank and Branch Name Bank No. My / Our Account No.
KN/ BEEZRTRATEE RITHRSE KA/ BEEZ RO

N ) O I I

My / Our name as recorded on Statement / Passbook ZSA / BEE4EE / FRLEZHE

My / Our signature(s) &mA /| BEZEE Date of signing ZHH
HKID Card No. / Passport No.
EBGHRGHE / ERRE X
DD A MM A YYYY iF
My / Our address as recorded on Statement / Passbook Zx A / BE 1A E / 1218 L2 it
Debtor’s Name (If other than account holder) ¥ AZ R (BIEFOFAEAN) Membership No. (Debtor’s Reference) & E455% (EFH A=)

|

If the account holder is not the applicant or proposed Member®, please fill in the following information. &R A AL IFEFAREGS
Relationship with the applicant or proposed Member™ S2E55 A S 2 & 2" BR
(Applicable to spouse, parents or children only REAREE « KEBHFR)

|

T BHERUTER o

||

For bank use only Signature Verified
RITERA BREE
Notes: 1. The box marked “Membership No.” is to be completed by Bupa. MisE © 1. HERR—MBRAES o
2. The signature on this authorisation form must be the same as the signature of your Bank Account. 2. IR RERNZ BERALNERE T ZIRITA ORNZEBIER ©

* Please delete if inappropriate * ERBRERE
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