Bupa Wise Choice Health Insurance Scheme Application Form

RIS REBRFRESBIFE

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

completed application form at least 5 working days prior to the end of the month. Applications are
subject to underwriting. For Bupa Reference No. :
MARERTE FB—SREX » ARIEEMNERFERN B RAIR/SETLERFENRIA o FiARHENRIBIBIZRIAMEEX © use only 2EER
Please complete this form in ENGLISH and BLOCK LETTERS. Please tick as appropriate. (RHa=A Effective Date :
SEUBESIEAS I ZARRRGERR  WHNEAM A TV 5% © EXEH oD A MM A YYYY 2

Medical Protection Needs Assessment EE{REEET(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= | LU TEIESEHME IR REE THRBESNBESNE » LURZE THRERIER o LIRMRIGE RAE MMREFEHE
BERER » RIRPA G ESIERE ©)

Question A E 1  What is/are your objective(s) for purchasing the medical insurance policy? (tick one or more) RIS FILEEFRENBENE? (AIE—1E5218)
[] Option 421 : For the expenses of hospitalisation &R IR
[ JOption #E#£2 : For the financial need when suffer from critical illness A& (T £ _E BRI TR
[JOption #5423 : For the long term care and financial needs in case of permanent total disability XA TE257EE M E AR B RR R TSR

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

AIECPI S E MRS (FINFE ~ BREE)
Question fE& 2 Which type(s) of medical insurance you are looking for? (tick one or more) FERIREE EIHEH—iBE R B E(REIR? (A€ 183 % 18)

[] Option ##21: Indemnity (cover the eligible expenses by the policy) FEZ IS EHZREBIRTE T AERBIREERBNHAEHE)
[JOption £ 2 : Non-indemnity (a payment based on a sum insured amount by the policy) JEBETEEE (BNZ(RE STBAMREEEHBL(E)

(Please complete a separate application form for each proposed Member. Applicant should be a parent or guardian if the proposed Member

Personal Details of Applicant BFREE AR i peiow 18 years old 54 51 & BIRE— ) B o A EALBHLCE - & HEE L REREHA)

Title #8385 Name of Applicant (same as HKID Card) EEz5 A& (B1E# 51H:848E)

CIMr%E%  Surname
OMrshx
LMszt Given Name
[IMiss/|ME &

HKID Card No. / Passport No. Sex Date of Birth

B s | R , M5 F#
BB EE / BB Rl B g mmA vyvy 4

Contact Details of Applicant BiE A B4R EH)

Correspondence Address* i@zttt (Please complete in ENGLISH and BLOCK LETTERS 25 MEE X IFH#EIEES)

Flat Bl / Room % / Floor B#
Block [ / Building X/& / Mansion & / House 1% / Estate 31

Street # / Road i&

HK &8 Kin f188 NT $7 57
District &

Email Address® BEfIEY (Must be provided to receive email notifications for e-Services” AZBIE (B IBHILUEUENE FRRFSHI B IREM )

Contact No. Ef#&eEsE Fax No. fSE5%5 Mobile No. FENE LIRS

Business Nature

FHIEE

Place of Residence
B

* P. O. Box, hotel address and overseas address are not acceptable. FREUEFE ~ SE/E MR BN IEL o

e-Services EFIRIE

# You need to access our e-Services through myBupa, our online and mobile platform, to view and download all of your policy-related documents. To access the
e-documents**, you are required to register for a myBupa account and provide an email address above where you will receive email notifications when a document is
ready for you to access from your myBupa account. You will not receive hard copy of your policy-related documents by post.

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

R /R7EE myBupa 4 LR FHIEFIREERE THEMRERBNAMAXY - EEREF XM f’T’E 5C myBupa &/ > IR HRGER EIREHBEMIL -
EXHELHIRE myBupa 1RAE  (RESWNEIBIER o MREF S LIS 5 TUREIREABRIX A BIENRIZS ©

** BB EHPR myBupa HNSHEFXIEE » 52% https://www.bupa.com.hk/tc/customer-care/mybupa/ » ItEBEEREEEN o H“H“‘ “H ‘“H HH“ H“‘ ” H“
PAAPP
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Details of Proposed Member(s) #&E&5E|

[ Myself & A ‘ (Details as page 1 EHIIFF—H)

[] Child F%

Child’s Name (same as HKID Card/Birth Certificate) ¥ & (BAEB 5D 5/ HEZREMERE)

Surname
&3
Given Name
HKID Card No. / Birth Certificate No. Sex M S Fi Date of Birth
ERESHERS / HEERPERE 51 AR
DD A MM 5 YYYY £
Place of Residence
B
The insurer of the current group medical indemnity insurance scheme The company which pays for this group medical indemnity
RFEREHERBRRES I ZARAR St EREHEEEERRE R AT

Choice of Cover Z{RIEH
Core Benefit T2{FfE

Benefit Level fRIE%#R (Choose one {EiftH—)
Plan 5t#I[] 1 Private ARE

Plan 58] 2 Semi-private ¥MKE
Plan &t #/[] 3 Ward X

Hospital and Surgical Benefit X5k FHHEE

Payment Method EfHEE S %

Payment Frequency #{HREF Payment Method #{HRE 54 Remarks %5
] Yearly &4 ] Credit Card ZB& Please attach a completed Credit Card Authorisation Form
FEFREZ 2 ERARAREEES D
] Autopay from Bank R1T B8R Please attach a cheque made payable to “Bupa (Asia) Limited” for
(From renewal payment only &R EEER) the 1st year’s subscription and levy with a completed Direct Debit

Authorisation Form
BEZEBRITIERE > EREEREAREREZ ZRTEAAE » 2
BEAB TRIA (W) BRAF

[] Monthly B# ] Autopay from Bank 817 B #i##iR 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

FAZHBAREES > EREMERARERRERE L LEXOAAT
XRBFEAR TR G BRARN

Bank Account for Reimbursement Z{3E{E>R{TEO

Claims payment will be reimbursed by autopay only. B2 EHIES L EEEEA LA ©

| hereby agree and authorise Bupa (Asia) Limited to reimburse claims payment to the account below. X ABEE RIZH#FRHE (TEM) ARATEREERERUTED -

Account Holder’s Name (Same as recorded on bank account statement/passbook)
FEORA AE (BRIT45 8 /77 18EE)

HKID Card No.
BRBHHRE
Personal Hong Kong savings / current account number (HK$ only) EAZE#BH#E / FRBITAONEE (2RHE)
Bank Name Bank No. Account No.
RITRE SRITARSE F Ok

If the above account holder is not the applicant, please fill in the following information. % Lit> B O#FA AMIERBA » HEABUTEER} o
Relationship with the applicant or proposed Member* EiER:E A o & 2 *Bi{%
(Applicable to spouse, parents or children only RiEARECE « REFL)

* Please delete if inappropriate MR iEAE
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Health Declaration and Questionnaire {ZFEEEARTE

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.

EREFEFRRED > BUUESHERRDRESHESEMAEZEE - NRMIRELESERSEE > BIRRKERKE « RRERZHERFAEEZEE > MERRAEEAREA

% BB EANRE ° HARPIAEEIERLILRAIRE ; SUR/ D2 ERERDIRFTESAEEHE -

(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 B R RRARRANERMEE AR Z AR » MIZREMMTERBAZBERB AT RFERNEF o RORANZREFRARATAE > TEREERERBIERFER o

(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.

ERREA » (MRBEEREMAME » RABSHERARARETERERNEL « RIORBMRENER > AIERRERENENTHMBEME—FREERUFZRZA

(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. B{RTEIR A BRERE ZIRNENRERIH AR AR S P RENERN G EANE T FEH » THRERFEARFRAE

(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).

BB BRI R E R RE - BIRKRDFTBREPAFFTERRBIRET B R ERNER > SRR ER A E S S B AR BHNRE » £ ENREREDTEERE
FE > RIATR R SEALLA L ~ (FEFSRE A RAIRE - SIBARES(E -

Guidance Note in completing the questionnaire B H#&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—EEEZERES (B & ARERRES - ZHEIZHRRERRE

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.

IREREIR R MU MERRR SR -

SE/RE /MR ~ BB X/ BYPE (BER) - HEAR (BRRD) - B - REE (B2 808 - BRENRH / MRER (RBAERER) - BRFEHMEER R (IRRER
ER) » BREREE BETERER)  BhEE - TRXE7TAE (BEH) FEARIRRERBRESHNES 118 /1518 / 5ot / £t -

You are required to provide Bupa with complete and accurate information requested in this questionnaire to the best of your knowledge and belief, including any and all
medical information which are known or ought to be known by Bupa in any previous insurance application and medical claims.

MEBEERBEMAAE @ RABSHERARPIZETERERNER » SFEEZAINEARRPEMNEBRERERRADHHEZNENER P BEEL

Health Questionnaire - Section A #FERI#% - B

Height 85" cm EXK OR 3 feet IR inches I
Weight fz&"” kg Afr OR pounds(lbs) &
Do you (or proposed Member) smoke” or have you (or proposed Member) smoked” in the last one year? [lYesE []No&d

REEG B AR ERE NEaE—FREERE"

# 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). 18FEU T2 EGERBIAR o [RE | THEBENSZCEEFRNEE  Sm B3} BERCHRLTHREERGINEFE) 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&
TERE=FRN > RENESE) BEQERERERTE (BINER - SBMER 8+ F - 8F) ATERFBBERANIEZHEEEAS (FlNE
BEE - WIRRERE - FBHREBLE) NREZ AT B REE?

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)? [lYes® []No&
EBE=ZER > RNESE) BE QRS GWEHHZIEE (BN « BR ~ LEE ~ X0t ~ BB « SiRH - BHtik EBTRE 8%
Rl ~ ZEAFROAIE ~ AT 7
If the answer is “Yes”, do your (or proposed Member) investigation result(s) include the followings?

MRERE (21 - (REEGE)NBEGRETRETIIER?

(a) Abnormal test result is advised [JYes2 [JNo&
BEBERER
(b) You (or proposed Member) are still awaiting test / test result [JYesZ []No&

IR(EEE B) EL R ainiess
(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
MERERESRKBRERABERZ ARG — LR B2 ARSI EE/ EE/ FEREIIHE/ R EGERR R RMEIR
B ERRAR HIRESIE)

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? [lYes2 [ No&d

TRERFER  REEGE) S RBERETH (INEREISTESH/SB—R/ ARER) RAAHBE—ERESEY ?

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

=] sy
EREFER © NERE) TR AR ? L YesT 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? [JYesZ []No&d

ERERFR  REEGE) BRSEFERER MEZIMUEF (QENRRBEEEMCR) ?
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Health Declaration and Questionnaire (Cont.) f2FEEARKEE (48)

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? BT R(IEZ B) T5 1 ZE5EREFEHBENERSN  (REETE) 2EE FHER?

(a) Unintentional weight loss by more than 5 kg (11 Ibs) over past 1 year [lYesE []No&d
EIBE—FN  BEEHELD TS5 AT (MEE)MU E
(b) Abnormal bleeding (such as vaginal bleeding, rectal bleeding, nose bleeding or coughing up of blood) for at least one month [1Yes2 []No&d

AESHM (FlNEELM ~ i ~ FREmsizm = 0—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 BN SR B A (G 2N AER ~ 585 ~ FHEZW ~ Mo Ligfs) METSTESREBERR

(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 [JYes2 []No&
EBE—FR - RERFEFR)FEMRERTUHERERDEERRREERGHELAS BINENEE - VIRARED « R E)RE

8z/m

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

REEE ) BE SRS THIRRERERR ?

(a) Cancer or carcinoma in situ FEESRLE [JYesg []No&
(b) Brain tumor JE8iESE [JYes@ []No&
(c) Heart disease U\iEZSR [JYes@ []No&
(d) Stroke (including transient ischemic attack (TIA)) /& (B3EEE AT > AT8 [hFhE) ) [JYesZ []No&d
(e) Hypertension = IMEE [JYes2 []No&
(f) Diabetes mellitus or impaired glucose tolerance #ERFNEEEMN B RS [JYes2 []No&
(g9) Prolapsed intervertebral disc or degenerative spine conditions #8228 H i BRI HRR [1vYes2 [JNo&
(h) Diseases or medical conditions requiring a medical device or prosthesis to be implanted within the body EZ 18 A B {E 2Ll #E [1vYes2 [JNo&
[ BB S AR R A
(i) Mental health conditions (such as depression, anxiety, schizophrenia, eating disorders, or bipolar disorders) & EAA 7 (HIE03N []Yes2 []No&
B EE S BaOR - e RARBRITINEE)
(j) Multiple sclerosis Z &M RE1LE [JYes2@ []No&d
(k) Congenital conditions (medical, physical or mental abnormalities that existed at the time of or before birth) e XM &K 51 H []Yes2 []No&

ERRZAIEFENES  EREH LNER)

For proposed insured children aged 6 or below only BRI T2 EZREE

8. Was the proposed insured child born before 37th week of pregnancy? []Yes2 []No&
EZRAERONIERHEI7EAEE?

Health Questionnaire - Section B {#RER%E - 2B

If you answer Yes to any of the questions in Section A above, please provide additional information as applicable below.
MRIRFU LR EPEA—IEBREZERA TR & FEUTERNERRHELER -

Question No. #&5# Question No. 5% Question No. &5#
Medical condition JHfE Medical condition JHfE Medical condition J&fE

1. Disease / medical condition / sign and symptom

B/ R ERARR / RS ERR
2. Date of first occurrence of sign and symptom

BEREIREERERN HER
3a. Treatment / investigations / tests / scans that have

been performed

BETHAER/ BE/ BlE/ R
3b. Date of such treatment / investigation / tests /

scan

BRPAER/BE/ AE/RHA N
4. Present condition (such as whether fully recovered,

follow up action / medication / next follow up

date)

B (BIINREBRERE - BRRIE/IRABESREY/

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

treatment

RBEZ/ ARAH
If you have any medical reports or reports of investigations, please enclose them and put a tick in the box. ] With attachment
MIFB B ERRE B RIRE RS » AREILREERM L WaERZRM TV 5% BEME
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Declaration and Authorisation BB S

I, on behalf of myself / the proposed Member as listed in this Application, apply as a Member of Bupa Wise Choice Health Insurance Scheme (“Scheme”). | confirm that | have selected
this insurance plan of my own free will. | 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.

| 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 in this Application and accepted by Bupa (Asia) Limited (“Bupa™).

| declare that, | am / the proposed Member is covered under Hospital and Surgical Benefit of a group medical indemnity insurance scheme. | understand that if | am / the proposed
Member is not covered under such group policy on the effective date of this Contract, the cover under this Contract will be invalid.

I, on behalf of myself / the proposed Member, also declare that, to the best of my knowledge and belief and the statements contained in this Application are true and complete.

| acknowledge that Bupa reserves the right to ask for submission of more details of health status or medical reports of me or the proposed Member as listed in this Application at my own cost.
| 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 Questionnaire 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.

| 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 / 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.

I 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.

FAEAREAN [ ARFRINHZEEGE > PERARBERBEEREAD ( T518]) ) 288 - RARSDEAFTEZ R BHIZRAANZBIBREMAE « AALETABNERNBNTEEA /
HEHERFHHNBFREER BRI RIRERIEED

A NHESRRIBERE 2 StRIRRE - FUERIERG BRIE B B2 5% « BEREMFRTS M BRER » —EAFREE RIFRATEARARANEFMAY LSRN SN) BIRAR ( Tria) ) #H -
BB A/ EEERFHARRBHENEBRRERES S EDOEERRFMNRE - ZABRBEA / EEGERILEAEN BRI IFRRIZEBRE » LLALBIRERR -
FANTFEILARAN / EGEEH > SRAAPIAIFRE » ARHER LR —ER  19ERTE -
FANERREERERRHESERAARNFRARAMIIL 2 BTS2 RERIRBRRS 0 —IEBRFAZ
RABFETIA B G ZERRARR > WHEHPTEZR TR IEISMRATFE R I RFEHRIBHZERRBARR T AN - KARBRFFERANZ BEEAKEEREEREREANRRAZEMET
BHZIRE - AABARABERGOEMARABNEUHIESA) « A NLERILHREUE G4 - ILHRERNERNBRRIEAREER

AABABRIERE R AT RIENFBARKERBESOFRETEER - TRSOREEFEIER - FALRERBEERKINAAIEENRITRAEAF (NEMA) HEURE AR
BEUH & > RN GHEF B 10RAIIEEENFRA

FANLEREEARSA / EGERBARNBE « BT 21 AR/ EFERENEAEN ZRBRABTURER SN / EGE 2 2HEH (QIEHE) 2EX TR FREEZEIFREFAR
EMTT e

RAFESDUNEE S SRIPTTE B RS E B M REAEFTBE KA R (BEE R RN EEM BA) S EAEMBRANAREFREZRZLREDEMER - ERAQARRHUBERE > RIOAIKLERES
BNRELIIENAERY o AAMINERREFBWIFREXARR - AABANEGRNNENEERBMARTEXAER » FAGEEUMNERENRHE - kABR) EEREERILASAZEAR
WIREER A REAF LB RAEEE R TIENAL

Applicable to Application through authorised insurance broker @R} E BB IERGELALIEITZ B

| 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.

RABBA ~ BAKER > RIEENAABEREZHEENRE  RNREFMHARN (BEERY) HaE2HARRENERERBLLC AL

RATFRERIANBERSEAU LWER » A UREERERERE

Personal Information Collection Statement A&k UL

(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
RACHRELEAARRFRFED MEABRKEER) - AARBRETUEALREIIPAERAREMBICFIRERN A ARNBAER » BERE MEABRIKEER) AMREERR - KA
EEM MEAERKERR MlARRFERRURANEABHESBRNIINT MEABRERR) FIENEFGEA ; &

[] (i) Iconsent 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.

RABBRAEBRAZEAER > SERANGS « BESE - 55 BRRRERR > AARAGERRE EAZIESRR) PRl aEme (BIREN) ~ @K 128 - g8BHEE
ST R EABRM AR ARSI THISHE S (2EUEE - FHREAEEEN) - WEAAAGRBBHAARIANE PRS2 (B E customercare@bupa.com.hk L E 2517 5333) »
EREREERRANEAERBIFEETSRERR -

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

RALLERERRIRA > BARARRILTBIRBRATIE 218U T G EFHERREE -

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”).

FABRBLEARRFAE (EH) ARAR ( TR ) HERFEESERZE > REHSREHZIRE -

Applicant’s Signature Signed in Hong Kong on Agent’s / Broker’s / Telesales’ Name (If applicable and must be completed by the applicant)
FEARE NEBREZHE REBA /&AL ) EERREE MERRYSEAFFANER)

Agent’s / Broker’s / Telesales’ Code
REA /4 | EREARRS

X Agent’s / Broker’s / Telesales’ Contact Tel. No.
RIEBA /B2 | EEARBAEEER

(Full Name ) DD A MM A YYYy &
HwE Agent’s / Broker’s / Telesales’ Email Address
RIEA /B2 ) SERRTIithAE

Reminder 22(R

To help us process your Application quickly, please ensure that you have: F BB R BN RSEALERES » (RIS IRTE IR FRep R FFREaT ©
enclosed payment of the correct subscription and levy and a copy of your HKID Card or Passport BRI GEREEYE NS S B (NS HEREIx
enclosed valid proof of group coverage accepted by Bupa 1 EMRAN AN B RS (RIS A EBER

enclosed a copy of the HKID Card or the birth certificate for your child whom you would like to enrol BERIMFEZNEBSHBREEBEEEAN (NAFLIBE)
initialled any amendments on this application form REAENT EEZRFE
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Personal Information Collection Statement A A &k} Ug =520

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:
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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. torequest 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 Wise Choice Health Insurance Scheme Credit Card Authorisation Form

RS REBRFESBEHARAREES g

Subscriber’s Name &R A%
Surname

c3

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.
EERLGEARNT FRZEREEREER TX) LB TREIRA - SMEEELRSGER  FREFEILRE -

[] Visa [] MasterCard

Cardholder's Name #F kA&

HKID Card No. &S H5E5%HE Credit Card Account No. EA-~R M5 Credit Card
Expiry Date
ERFEHE  vg s

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

AABABRIEREI R NG FRENBNFBERIARBSOEIEE » TRANREESERHER - RAZRERD (M) BRASDEHUAANEARROSEXVESRERRE
HELEH > BEERITEA

If the Cardholder is not the applicant or proposed Member*, please fill in the following information. Z1EFEEA AL IFEBAREGE " FEBUTER o

Relationship with the applicant or proposed Member* ElER:E A 5% 8 *Fi%
(Applicable to spouse, parents or children only RiEERECE « KEHFZX)

] 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.
RABERAETINILRE ENRBANES S 2 28EH . RNERREA S RERRENE S

Cardholder’s Signature FEAZEE Contact Phone No. B4 55565 Date H#A
X
poH  MMA Yyyy &

For Bupa use only Bupa Wise Choice Membership No.:
RIEEHA MRS EE BEET -

Date Authorised Code:

SEL RS

pDH  MMA YYyy &

* Please delete if inappropriate M ERE

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

ik BB NS RIE7 7SR S BEF 2018
Telephone E&&: (852) 2517 5175 Facsimile {8E: (852) 2548 1848 Website #83t: www.bupa.com.hk

ﬁl Bupa Hong Kong |Q|
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Bupa Wise Choice Health Insurance Scheme Direct Debit Authorisation Form

RIS REBRFRES S ERAEES

Subscriber’s Name &R 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. EEENBEMERMNR > BEZILREREEN X (8 WERILREERRBMRERREHE BN L ZZERA

| 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.

FANBERIFNEIA NG FRANBATBERARRESHRTIRTE - SRIGOREEFEEBHRER - AAZERRE CEN) ARATDEIREANA OSF/ SAXNERRERRE
BETIE  HESTEMN -

Name of party to be credited (The beneficiary) Bank No. Branch No. Account No.
Wz—7rH (B#@mA) SRITHRSE DITHRSE WA CI5ES
BUPA (ASIA) LIMITED 0/2/4/7/8|7 6/2/1]/7/8/8[|0]|0]1

I/We hereby authorise my/our above-named bank (the “Bank”) to effect transfer from AN (F) BEELRZIRT ( TEIR1T) )  RBEERATREATZIFTZIER
my/our above-mentioned account to the above-named Beneficiary in accordance with BAA (%) Lt p OEEFTIRZA - BERNERSE NSRBI FISE IR
such instructions as the Bank may receive from the Beneficiary from time to time, GMiEm) o

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

indicated above (if applicable).

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

such transfer has been given to me/us.

I/We jointly and severally accept full responsibility for any overdraft (or increase in WMRZEERMLAA (F) 2 LA ORRBES (RL|EEZBEZEM) » AA
existing overdraft) on my/our above-mentioned account which may arise as a result of (%) SHERRIEEEEEE

any such transfer(s).

|/We confirm that my/our signature(s) on this authorisation is/are the same as filed with AN (5 BEEAREERAZES > BAA () P ORZIBTESLIRT
the Bank for the operation of my/our above-mentioned account to be debited for the 248F o

transfer.

|/We agree that should there be insufficient funds in my/our above-mentioned account to AA (%) BEWLREOWEZHNIEL HERER > ZIRTEEATHHER Y
meet any transfer hereby authorised, the Bank shall be entitled, at its discretion, not to IWENE R FEER > ZSER—MAERA (5 1.

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

by me/us.

|/We agree that any notice of cancellation or variation of this authorisation which I/we A (%) BEBHRERAE RS 2 EAEA 0 BREEERERENH RO WIE
may give to the Bank shall be given at least two working days prior to the date on which TERZAIRTZIRT ©

such cancellation or variation is to take effect.

This authorisation shall have effect until further notice or until the above given expiry date AERERBEEVEESTBENALIEE LY FIHEAL URETREZH

(whichever first occurs). RAAZE) o
My / Our Bank and Branch Name Bank No. My / Our Account No.
TN/ EEZRTRDTRE SRITARSE KA/ BEEZ RO

N ) O I I

My / Our name as recorded on Statement / Passbook Z&A / BEHLAEE / FREZHS

HKID Card No. / My / Our signature(s) &N /| BEZ%E Date of signing ZHHA
Passport No.
EEFNEIRS /
Bl X
DD H MM B YyYyy

My / Our address as recorded on Statement / Passbook ZxA / BETEASE / 1218 £ 2 it

Debtor’s Name (If other than account holder) B AZHR (BIEROFBEAN) Membership No. (Debtor’s Reference) @ E4R5E (BF AMHT)

| 1 | ] ||

If the account holder is not the applicant or proposed Member®, please fill in the following information. &EEOFA AL IERFAREERS* > FHABUTER o
Relationship with the applicant or proposed Member” SEzE A& 8" Ri{A
(Applicable to spouse, parents or children only RERREE « KEBHFR)

For bank use only Signature Verified
RITEA BEHE
Notes: 1. The box marked “Membership No.” is to be completed by Bupa. Mz © 1. HERK—HHRBER -
2. The signature on this authorisation form must be the same as the signature of your Bank Account. 2. IR ERNZ BERALNERE T ZIRITA ORNZEBIETR ©

* Please delete if inappropriate * AR ERE
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