Bupa Care HealthNet Health Insurance Scheme
Registration Variation Form

(iR RE RIS ST BB e B SC AR

Please complete this form in ENGLISH AND BLOCK LETTERS. Please tick as appropriate. 55 EXIFMEHIEZ AR WA 5N Tv/ 155

To protect your interest, please return this original form with your signature to Bupa. Z{REE FAIEZ » HEARBESEZAEBZERE ©

Membership No. (16 digits)
B E (6 UHT)

Subscriber’'s Name (same as HKID Card) &R A%E (BEESHEER)

Surname

i3

Given Name

Types of Changes Ef{IEE (Please tick the change(s) and fill in the details as required FHEIZENHAWHZFIREL)
m Change of Benefit EﬂU?I‘E (Health Declaration and Questionnaire must be completed for plan upgrade or benefit addition (marked with “ *”). The new benefit will be

effective on the date of renewal, if approved. fIEERRF : BISRBISMEEEAT « 15) VAR REBARBE—EHL HEERRARBER - )
* Please tick the NEW plan :&iA#iat Bl Z Z=igAmL “v'” 5%
[] Plan 15t&|— Private ARE [] Plan 2 5t&|= Semi-Private ¥fAKE [] Plan 3 5t8|= Ward K&
Addition / Cancellation of Optional Benefit ¥ INaXEXH B iEfREIER
Hospital Cash Benefit {584 7k [] *Add 150 [] cancel BUH

Supplementary Major Medical Benefit ffi NE&E(RIE ] *Add #0 [] Cancel BUH
(age must be below 60 F#HHASEE05UT)

* If the Benefit after the change is higher than the Benefit the Member is entitled to before the change, Benefit is payable as per the Benefit before the change in relation to any illnesses or injuries
covered under this Contract that commenced before Contract Effective Date. & & SHHRIEERAIRIEE AKX > FIEEANEN BAERRFRIBGRIRIRARIEEFRME o

Payment Method HfHMRE A%
[] Credit Card 5A8+&

Please attach a completed Credit Card Authorisation Form
BEREEZ ERARNTREESRE

B Il. Change of Bank Account for Reimbursement B {18EZRITAO

Claims payment will be reimbursed by autopay only BEE 18 R L B BRSNS ©
| hereby agree and authorise Bupa (Asia) Limited to reimburse claims payment to the account below. s AR S RIS tERH (E5iM) BRASEIRIEEFEMUTAO -
Account Holder’s Name (Same as recorded on bank account statement / passbook)

FOFEAMS (ERITES  FEER)

HKID Card No.
ERBNEFE
Personal Hong Kong savings / current account number (HK$ only) fEAEHBHE [ FRIFTEORE (2REBE)
Bank Name Bank No. Account No.
RITRE RITHR SR FOSRES

If the above account holder is not the Subscriber, please fill in the following information. & Litt> A O#FE ALIEREA » HEBUTER -

Relationship with the Subscriber or Member* (Applicable to spouse, parents or children only)
BIRAREE BGR (REANERS - RERNTX)

* Please delete if inappropriate MR iEAZE
M Ill. Application for e-Services BFEFIRFE

[] | hereby agree to use e-Services through myBupa, an online and mobile platform, to view and download some of my policy-related documents. To access these
e-documents”, | am required to register for a myBupa account and provide an email address in Section V below where | will receive email notifications when a document
is ready for me to access from my myBupa account. | understand that | will no longer receive hard copy of these documents by post.

If you have already provided your email address to us, we will send email notifications to your email address on our record. If you want to update your email address,
please provide a new email address in Section V below.

* 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.
[ RARFEEER myBupa 8 ERFENETIRT » UEEIKR THEAANREARRBNI D - EERIELETHE" » AABEE myBupa 1RF > WHRIATEREHREBIHA - EXXHE
L #ENIEK myBupa 1RFE 0 BEFWEIBIEH - AAPARFSUBE 5 UREBLERESHRIENRIZ o
IIRB R EBEFHRABEMAL > FHPIDIRIFACERPOVE T3 D B IER] o INIRIEEFB ;ML > FRUTEEBORMEINABI ML
* AL myBupa EHEFXMHEE » 52 % https://www.bupa.com.hk/tc/customer-care/mybupa/ > ILEE & REFEN o

(Credit Card Authorisation Form must be completed)

IV. Change of Account Number for Credit Card Payment EXERRAREOMRE sunEmtumens)

[] Yearly by Credit Card please attach a newly completed Credit Card Authorisation Form
LUERRES BERIMEZZEARIRERESD

PAMVT
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H V. Change of Correspondence Address / Telephone no. / Email Address Eei@ ittt | TBEI50E | TSEtiE
New Correspondence Address™ #ri@zflithiit** (Please complete in ENGLISH and BLOCK LETTERS B S X IE#EEES)

Flat 81 / Room %= / Floor JE%{

Block [ / Building X/& / Mansion & / House 1% / Estate B3t

Street i1 / Road &

HK &8 Kin F13E NT #5%
District #i&

New Email Address fEEBsE

New Contact No. #4585 New Fax No. H{EESHE New Mobile No. #i#)E A5k

** P, 0. Box, hotel address and overseas address are not acceptable. BESHE ~ JEE L RGNt TAE4 o

For any Member who becomes a US Permanent Resident], please complete Section VI Change of Members Details. For any change of address to US, Subscriber is also required

to fill in Section VI to declare for all members if they are US permanent Resident.

MERTERATERXABR ) BEZEABHZERGTEEL - BN ENMILAEE » BRATEARAGSEREADIUBPUFETERXAEBR

Notes & :

1. “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.
TXABR) EBRREERT B S AZEARSREERZZEFTZERAMEE R TEHAL

H VI. Change of Particulars of existing Subscriber or Member EIREIREARETERIEE

Subscriber &{FRA Membership No.
GERE

New Name of Subscriber (same as HKID Card) &R AR (EEBSHEHBR)

Surname

jré3

Given Name

New HKID Card No./Passport No.”™"
MEBBNERE / EREHS

Place of Residence”
B

US Permanent Resident? = = . DU
EARAER Yesz No& *** Please submit the copy of HKID Card / Passport to Bupa. 5 EREES1HE | #IREI AR LRI

Your Spouse/Domestic Partner {REVEC B/ E #1182 Membership No.
GEWRE

New Name of Spouse/Domestic Partner2 (same as HKID Card/Passport) FRf8/EE = 209318 (REB S5/ RIERE)
Surname

i3

Given Name

New HKID Card No./Passport No.”™
WMEBSN R / RS

Place of Residence”

[

US Permanent Resident? Ves2 NoE
EBRXAER esxE o= *** Please submit the copy of HKID Card / Passport to Bupa. &E[FEHE 51755 / EBEIA 1R

Your Child fREF & Membership No.
BEE

New Name of Child (same as HKID Card/Birth Certificate) & SRR (BEBSHE/HAEBBEER)

Surname
i3

Given Name

New HKID Card No./Birth Certificate No."™”
MEBENERS / HERBERS

Place of Residence”
B

US Permanent Resident1 = = . . _
ELEIAER Yesz Nod *** Please submit the copy of HKID Card / birth certificate to Bupa. FEREB S / A EBAEZ AR ERIAC

# 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. BR3F& S5 3IUEEEH - EEKE GEN) ARASRRESBAMBTEZEEH  REREFERNEXREHNTELEHE o

1. “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.
AR EENEEZ LS AZEARIRBERZEEATZEXAMEBRTENAL

2. Domestic partner shall mean civil partner, or the person (of same or different sex), with whom the Subscriber lives with in a continuous, committed, exclusive relationship during which period
neither the Subscriber nor that person was or is married to or partnered with any other person.

FEAEERFEEIHEIARFRAHBLE » WRFHFE  DHURME—RBEOAL(TREERRY)  MBBRERALZATIAMEMA TRIEHES
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H VIIl. Addition of Dependant(s) NNZ{#EFE A (Health Declaration and Questionnaire must be completed H%/EEE REZAREE)

Your Spouse/Domestic Partner {REEZ(E/FE 133 (must be aged 18 to 59. F#eHANFI8ES595E © )
Spouse’s/Domestic Partner’s 3 Name (same as HKID Card/Passport) FCfE/FE S 3MtS (EB S 155/ BIER)
Surname
i3
Given Name
e
HKID Card No. / Passport No.”™" 5 4% Date of Birth
EESNBRIE / HREE M F HHEBH
DD H MM 5 Yyyy &
Place of Residence”
B
US Permanent Resident™ 2 = -
LEFAER YeszE No& *** Please submit the copy of HKID Card / Passport to Bupa. AEREE &7 / s BRI 2@ RIAe
Your Child fRHF L (unmarried children must be aged 15 days to 17 years or below 23 years if in full-time education. KIEFZ FH N AAISHE7HE23IHA T2 2 HEIEE o)
Child’s Name (same as HKID Card/Birth Certificate) Tt (REB SR/ H EEAEER)
Surname
a3
Given Name
HKID Card No. / Birth Certificate No.”™" M & Fé Date of Birth
EBSMINS / DAEFAERS HEHE
DD H MM A Yyyy &
Place of Residence”
BT
US Permanent Resident1,2 = =
LENAER Yesz No& *** Please submit the copy of HKID Card / birth certificate to Bupa. FERE B S / HAEEBEZEI AR ERAC
Your Child fRRF& (unmarried children must be aged 15 days to 17 years or below 23 years if in full-time education. FIEF ZFBNUEAISAE17523mU T2 2 BEHIEE o)
Child’s Name (same as HKID Card/Birth Certificate) ¥ &% CRAE BB D8/ HEEEEAER)
Surname
jié3
Given Name
HKID Card No. / Birth Certificate No.”" Ve Fi Date of Birth
EHRSMFHR / HAERAERH HEHER
DD A MM 5 YYyy #
Place of Residence”
B
US Permanent Resident1,2 = = ) . _
EEKAER Yesz No *** Please submit the copy of HKID Card / birth certificate to Bupa. sEERE B S / A HBERIAR(@RHe

# 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. (R3F@ B BINEmBA > EIRKIE C2M) BRABDBREEERMETEZEMH  NEBRRBERXRAMEERIESE

Notes ;& :

1. “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.
kABR) IEERFEERL B3 AZEARIRKER F R A TZEXAMEE R TIFHAL

2. Application for addition of member is not allowed if the proposed Member’s Place of Residence is USA. This restriction is applicable if the member coverage effective date is on or after 1 Jan 2017.
MEFSEEMRER  BINTSNRBRTEER o HIEHRBAN G 8NREENEHA2017F18188UE

3. Domestic partner shall mean civil partner, or the person (of same or different sex), with whom the Subscriber lives with in a continuous, committed, exclusive relationship during which period
neither the Subscriber nor that person was or is married to or partnered with any other person.
FEMHEERSESHHEREBRARBLET » LR > BHURE—HNRGENAL(RREERENY)  MBRRRARZA LTI IEMEMA LRIERES ©

H VIIl. Other Changes HMED (Please specify the details 3&5¥4051EA)

OP/BCHRV/0922



Health Declaration and Questionnaire 2REEFA K%

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 / Insured

Person 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.

TREFREBRET > BUUESHEAROREEMEZS/SRAMEEZEE - IRFIREREFERETEE > AIEFERE « MTRERZENELFAEERE » MERRAKES

AR > SR BRI Z A MRS o HAERPISEEIER ILITYIRE ; SUR/D 2B D IRPTIEISHYEE(E -

(i) This questionnaire collects health-related information solely for the purpose of underwriting which is a process for Bupa to evaluate the health risk of the applicants and decide
the application results. The underwriting process that Bupa adopts should be fair and reasonable, and Bupa should explain the application results if requested by the customers.
IERES S R RN ERMEEARRZAR » MZRSMRBTMEFRBAZBERBERATERFERNEF o RBRANZREFRARATRIE  TEREERERMBIEPFER

(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.

EREEA » (MBEEEMAME » BAMEHEREIRARMETERERNEL « FRIBRBMERNER > AESRHRERENEAMBEZME—FREENUFZRZA -

(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{RTERZ A FRERE ZIRWEMRER AR AR SPRENER S E RSN EH > MEERFEHRIA

(iv) Even after an insurance policy has been issued upon successful application, the insurance coverage for the proposed Member / Insured Person 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 MM RIS EHREE » BIRRIZ (i) PRAEREFA AP E R RN E T B R ERNER » SURIZ (i) ATl SR R st S im R BRI - 228 /S RANRBRER
BXIXE RO SR ARLE ~ FRESIBIH B RAIRE - SIEABAEE -

Guidance Note in completing the questionnaire IHERI#H1E5]

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—BEREZERA B & ARERRES - ZHEIZHRINRERRE ©

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.

RERIRE U T RE R SAR -

SE/RVE MR ~ BB X/ BYRE (BRR)  HEAR (BHRD) &  JRERE (B8 « BDE - SRENRHE / IRRR RRERLER) - ERFEEMRER R IRRERE

7)) BRERRE (MEERER)  BHEHE - TRRAETAR (BFEH) - TR ARSBRRERBERESNIRS  £1R /1518 / Bt/ BIE

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.

MBEREMAAGE > BRABSHERARDIZETERERNER » SFTZANEARBEBAENBRRERRADHSEZNENEARIEBRER o

Health Questionnaire - Section A {#FERI% - BAZR

Name of applicant Name of proposed Member/ | Name of proposed Member/ | Name of proposed Member/
B AEE Insured Person Insured Person Insured Person
HEEE/ZRAEE EFE/ZRALE EGE/ZRALE
. # cm Bk / cm EXK / cm Bk / cm Bk /
Height 55
feet IR inches i feet IR inches feet IR inches I feet IR inches i
k N\ k N\ k /N k /N
Weight fazE" g A/ 9 A/ 9 AfF/ g AF/
pounds(lbs) pounds(lbs) B pounds(lbs) pounds(lbs) i
Do you (or proposed Member/Insured Person) smoke# or
have you (or proposed Member/Insured Person) smoked” in o o o o
the last one year? [JYes@ [JNo& [JYes@ [JNo& [JYes@ [JNo& [JYesE [ No&
REEEE/SRANERERE HEBE—EREERE"
1. Inthe last 3 years, have you (or proposed Member/
Insured Person) 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 [JYes@ [JNo& [JYesE [JNo& [JYesE [JNo& [JYesE [ No&
disease or other medical condition?
EBE=ER > MAEGE/ZRA) BT RERRRETH
SR (PN ~ STEH « SEE  S5) AEFERL
(BRI HEBEEA S (GIUFRIELE « WIRAREE -« 15
R A MOIRIESS RS B IE 7

# Not required for proposed Member/Insured Person 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).
BEATZERE/ZRARFHER o RIE ) FLBENSHROECRRNEE T « B3}  WEREHAEL T HAHERGINBTFIE) o

(P.T.O. ;588 F—5H)
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Health Declaration and Questionnaire (Cont.) i2EEAKRME (48)

Name of applicant

AL

Name of proposed Member/
Insured Person
EHE/ZRALSZ

Name of proposed Member/
Insured Person
ERE/ZRAEE

Name of proposed Member/
_Insured Person
HEEE/ZRAMUR

In the last 3 years, have you (or proposed Member/

Insured Person) 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)?

EREZFRN » REEGE/ZRA) BE GRZ N BRIESE

EZIRE (Gl ~ BR  OEBE X0 BB - BiE

i~ B ~ EETRE BB - BRSO

ABFFRIE) ?

If the answer is “Yes”, do your (or proposed Member/

Insured Person) investigation result(s) include the followings?

MREZR T2 > MEEEE/ZRANEEEREEE

FETRIIER?

(a) Abnormal test result is advised
BBRERES

(b) You (or proposed Member/Insured Person) are
still awaiting test / test result
MEEEE/ZRAN)EERBRIUVRRER

(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)
IRRERESREERE BB EEZAEBIN—LLk
WERBRNE AR BRI RS / fEEEAE / RAENIR1EEY
$H1E/ PR BRI AR 82 IR AP S0 FL 5 B R AR AR tHERE51E)

[JYes2 []No&

[JYes@E [JNo&

[JYes2 []No&

[JYes@ [JNo&

[JYes2 []No&

[JYes@ [JNo&

[JYesZ []No&d

[JYes@ []No#&

[JYesE []No&

[JYes@® [JNo&

[JYesZ []No&

[JYes@ [JNo&

[JYes2 []No&

[JYesE []No&

[JYesZ []No&

[JYes@ []No&

In the last 5 years, have you (or proposed Member/
Insured Person) been advised by your doctor to take
any medications (such as to be taken daily /

once per week / as needed as directed by doctor)
for a continuous period of more than T month?
ERERFN  MEAEGE/ZRAN) EEBREEEETH
(BlanizstisnEH/ 8B—R/ BRER) IREAIBSE
— BRI &Y ?

[JYes@ [JNo&

[JYes@ [JNo#&

[JYes@ [JNo&

[JYesE [ No&

In the last 5 years, have you (or proposed Member/
Insured Person) been admitted into a hospital?

FEBRERFR  REHEGE/ZRA) TEGAEER?

[JYes@ [JNo&

[JYes@ [JNo&

[JYes@ [JNo&

[JYes@ [ No&

In the last 5 years, have you (or proposed Member/
Insured Person) undergone a surgical procedure
(including endoscopy or biopsy) without being
admitted into a hospital?

EBELFR > (REHEGE/ZRA) BEBEFERERT
BRIEIRRE (BEARRREIUEEBER) ?

[JYes@ [JNo&

[JYes@ []No#&

[JYes@ [JNo&

[JYes@ []No&

Apart from anything you (or proposed Member/
Insured Person) have already disclosed in Questions
1-5, do you (or proposed Member/Insured Person)
have any of the following conditions?
FRTIR (EEE/ZREA) 21 ESIBEEPERENER
b MR (EEE/ZRAN) BEE FIIER?
(a) Unintentional weight loss by more than 5 kg
(11 Ibs) over past 1year
ERE—FR » BEEESCUTRLD T 5 A (M) UL
(b) Abnormal bleeding (such as vaginal bleeding,
rectal bleeding, nose bleeding or coughing up of
blood) for at least one month
RIEEHM (FgnpeiEE m ~ @i ~ & magzimn) =0
—EA
(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/Insured Person) are
seeking or intend to seek medical advice
HERERWRRSUREBRIER (BIMAER - 3856 ~ 5488 &
W~ st LAERE) MIETES T B8 REEER
(d) Inthe last 1year, you (or proposed Member/
Insured Person) 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
ERE—FN > (REESE/Z RN BERRERE
RHRER BRSBTS H R EE A S (flmEH
BB~ MIRATRAT Rl B A)RES A

[JYes@ [JNo#&

[JYes2 []No&

[JYes@ [JNo#&

[JYes® []No&

[JYes@ [JNo#&

[JYes2 []No&d

[JYes@ []No#&

[JYes® []No&

[JYes@ [JNo&

[JYesE []No&

[JYes@ [JNo&

[JYes® []No&

[JYes@ []No&

[JYesZ []No&

[JYes@ []No&

[JYes2 []No&d

(P.T.O. ;58 F—5H)
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Health Declaration and Questionnaire (Cont.) {ZFEEERE (&)

Name of applicant Name of proposed Member/ | Name of proposed Member/ | Name of proposed Member/
E‘FE)\Q‘% Insured Person Insured Person Insured Person
o EEE/ZRAGEE ERE/ZRAEE ERE/ZRAESR
7. Have you (or proposed Member/Insured Person)
ever been diagnosed with any of the following
diseases or medical conditions?
IREEGE/ZRA) BE S-S T YIRBRBREMLR ?
(a) Cancer or carcinoma in situ JEER(E [JYes@ []No& [JYes@ []No& [JYes@ []No#& [JYes@Z []No&
(b) Brain tumor fSZRAERE [JYes@ []No& [JYes@ []No#& [JYes® []No& [JYesE []No&
(c) Heart disease D\EESH [JYes@ []No& [JYes2 []No& [JYes@ []No& [JYes2 []No&
d) Stroke (including transient ischemic attack . . - -
() s E(PEL (@%’%g'rﬂﬂm TR DNRE ) [JYes® []No& [JYes® []No& [JYes® []No& [JYes2 []No&d
(e) Hypertension =B [JYes@E [JNo& [JYes@ []No#& [JYes@ [JNo& [JYes@ []No&
) %%b%;;%nz;ﬁe’ﬁg%%%gpawed glucose tolerance [vYes2 []No& []ves2 [No& [vYes2 []No& [vYes2 [No&
(9) Prolapsed intervertebral disc or degenerative = - = - = - = =
spine conditions 1 RIRRZE Y L A IR LA B [JYes® [INo& [JYes® [INo& [JYes® [INo& [)Yes® [INo%
(h) Diseases or medical conditions requiring a
medical device or prosthesis to be implanted = - = - = - = -
within the body REMEABRERSERMERRe | [ YesR [INo& L ves® [INom L ves® [Nom L ves®e [INo@
Bt
(i) Mental health conditions (such as depression,
anxiety, schizophrenia, eating disorders, or o - = - = - = =
bipolar disorders) LA R(GIUINE « ik 75 [ Yes® [INo L yes® [INo% L Yes® [INow Lves® [INo%
AR~ RBRBHERITINEE)
() Multiple sclerosis £ ZMHRE(LE [JYes2 [JNo& [JYes2 []No#& [JYes2 [JNo#& [JYesZ []No&
(k) Congenital conditions (medical, physical or
mental abnormalities that existed at the time of = - = = = - = =
or before birth) feFMtaE (St EERrmg | O Yese [INo@ [Jves® []No@& [Jves []No@& [Jyes []1No%
TEREE  AIRgiiEw FER)
For proposed insured children aged 6 or below only ERR/SEEU T Z ESRRE
8. Was the proposed insured child born before 37th
week of pregnancy? [JYes@ [JNo& [JYes@ []No& [JYes@ [JNo& [JYesE []No&
ERRFERENIEREI7EALE?

Health Questionnaire - Section B {#EERI#& - Z86

If you answer Yes to any of the questions in Section A above, please provide additional information as applicable below.
MRIFFEU EREMEA BRI EER (R & SEUATERNHEREEZER -

Name of applicant / proposed Member / Insured Person

BN/ ERE / ZRAESR Question Question Question
No. 5% No. #5% No. &5k
Medical condition J&fE Medical condition JBfE Medical condition J&fE

1. Disease / medical condition / sign and symptom
R/ BERRAR R / SRR FE AR

2. Date of first occurrence of sign and symptom

ERHBHRERAERSI B

3a. Treatment / investigations / tests / scans that have
been performed
BETIERER/ RE /AR B

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

BaR/ea/ M=/ BB R

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

date)
TR (BINREER2EE - BRRE/IRFARESREY/
TREZHE)

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

REBED/ AEEH

(P.T.O. ;588 F—H)
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Health Declaration and Questionnaire (Cont.) {ZFEEARE (&)

Name of proposed Member / Insured Person

HEE /) ZRALE

Question
No. 5%

Medical condition J&IE

Question
No. Z&5%

Medical condition J&fE

Question
No. &5

Medical condition J&fE

1. Disease / medical condition / sign and symptom
B/ RERAR I / TR EAR

2. Date of first occurrence of sign and symptom

BERGRHHIER B

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

EEITHOAE/ BT/ RE/ mH

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

Bas/wa/ M/ RHEB R

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

IR (BN EERE2EE - BLRE/ RAREREY/
TREZHH)

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

REED / AREAH

Name of proposed Member / Insured Person
EEE/ ZRAEE

Question
No. &5k

Medical condition J&fE

Question
No. 5%

Medical condition JHJE

Question
No. &8k

Medical condition J&fE

1. Disease / medical condition / sign and symptom

TR/ BEMOR / IR

2. Date of first occurrence of sign and symptom

BERHBHRERER A

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

EITRAR/ BT/ RIS/ B

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

BRaR/wE/ AEl/ BHEH

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

R (BINRE B2 RE - BRRE/IRFARESEY/
TREZHE)

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

RBED / ARAH

If you have any medical reports or reports of investigations, please enclose them and put a tick in the box.
MIRBEERBERENERRETRE > ABILRERSH L > WAERTEEM TV ke

[ With attachment
HEME
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Declaration and Authorisation EEARIZHE

| / We acknowledge that Benefit is not payable under Bupa Care HealthNet Health Insurance Scheme (“Scheme”) for any costs of treatment arising from any existing illnesses, injuries or
other conditions presented before the Coverage Commencement Date unless complete current 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, 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 / us and the (proposed) Member 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 have read and agreed to be bound by the terms and conditions of the Contract of this Scheme and | / 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.

| / 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, | / we 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 as well as imaging and
laboratory centres to provide HealthNet Benefit and to do all things and acts incidental to such appointment for the Member(s). | / 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 HealthNet Service
Providers by the Member(s).

| / We acknowledge that Bupa may terminate the cover of relevant Members with immediate effect if the law of the country in which any of the Members is located, or the 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. | / We further declare that | / we are not US permanent residents. | / We understand that | / we am/are obliged to immediately notify
Bupa in writing if any of the Members become 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.

KA [ BEEHDIRE (RIOEEE) BREEE (T5H8))) BE > NEREREEIREERZER  BEREMBRMS IR BRER » —BFFRE > BRIERA /| EEEARBRADHET LI ES
A (E2M) BRAR (TRIA) M - AN/ EFBHE > siAA / BSFAME > RPFR HERZ —IER  HBEETE - KA /| ESHARUARERREUBELEMAN | ELERNREBEFRAFMTIL
Z(E)GEZRERNKRBRRE > —ERBEAAN/ EEXN - AN/ ELLAREEAAEN/ (E)EERFARORBE « Bk« 2 0 SFEAAR/H(E)E EREIEFNE 2 RB AR IEER A
ANE/ B(#E)GEZ2EER (BERE) 2X TR > AREEZEIAREARRSEN c KA / EEEMRLAZETIH B 2 RN » YRRAPFRAZEREAREEREEEREAN | ES
BRRIAZ FTE] SRR o

AN/ ELRERIEREIERN / EEATRIBVBNABRRIRARESOEIRENESR > SHANEEESEEDER - AN/ ELUERFOEARENEAN/ ESEENIRITIREIEARER)
HEMRE AN/ BESHABEUHEX » BREHBFER10XRAIUEEBAFRA

AN | BEEHEBFRACEIESE MG  YIaRe « 58  FRZM s REPOREGRAERPOLURM TMBERE] REMZEEMBZRBTEE - XA /| EERIDLFEEMILBEZHERRE
APREDEPRAUERASENER TMIEL - e E0EMEERBEEBMEHZFR > Rin—HFrgas -

AN/ ESHEDME SNFMERRRNE SMNEEMREEMBERNER(BEET RN EENBA) WEFEMERENASHEEERREFRIOEMER « BRALRBHBERRE > (RIARTE LA
B BRREILIIENAER o AN/ EFIISINEPEN/BFUIFEEXARBR - AN/ EEFHANEAEENNENFERBRAZTEKARBR » AN/ EEFEEEUNUSEBARE « KABR) EE
REERY B 5AZEARIREER A EEFTZEAAMEERITENAL

1, 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.

FAEBRRA  BEA AR B PFRATIH 218U TR ERAFHERARESE -

| 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®).

FAPBBIEFERERE (EM) FRAF ( MRE ) HERFRESERRE - RESREOZIRE -

Subscriber’s Signature &1RAEE Signed Date Member’s Signature (Aged 18 or above) Signed Date
BEZHE ERSEIU L EEBHE BEZHES

X X

(Full Name ) DD A MM A Yyyy & (Full Name ) oD A MM A Yyyy &
e e

Member’s Signature (Aged 18 or above) Signed Date Member’s Signature (Aged 18 or above) Signed Date

EmSmIMU Lz B 8% BEZHS EMSHEEU L2 BEHE BEZHH

X X

(Full Name ) oD H MM A Yyyy & (Full Name ) oD A MM A Yyyy &
e "E

Agent’s / Broker’s / Telesales’ Name (if applicable and must be completed by Subscriber) Agent’s / Broker’s / Telesales’ Code f{IEA / 4540 / &N TRER

REA /4L ) EERRESR (NBERRLERRRNER)

Agent’s / Broker’s / Telesales’ Contact Tel. No. {CERA /4840 / & AR KR EESHE

Bupa (Asia) Limited 1R (ZEM) BRAF

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

it EENAERESBIET 75 EE S 2ECIE

Telephone E3E: (852) 2517 5333 Facsimile f#H: (852) 2548 1848 Website #8ik: www.bupa.com.hk

Ql Bupa Hong Kong |Q|
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Bupa Care HealthNet Health Insurance Scheme
Credit Card Authorisation Form

rig RS R RISt IS B R ATIRES

Membership No. (16 digits)
BERE (161UHF)

Subscriber’s Name #1R A ##
Surname

e

Given Name

If you choose to return this form by mail, please photocopy the ‘Personal Information Collection Statement’ on the back of this page for your reference. This
information can also be found on our website.

AREEBFILEE > FEROBEN MEASHEESR) UERBRSZ 2R « (RN RIS 2BERER

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.
EEENERROR FHELEREREER (X A5 > TRERE o BREMEEILREHETM > FRET LIRS o

[] Visa [] MasterCard

Cardholder’'s Name #F£ A&

HKID Card No. EE S/ 59856 Credit Card Account No. f5B£F 5k Credit Card
Expiry Date
ERRIEEE wve 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. ZNABBABRIFNEI R NG T RIBVBIABERIFRBEVERURTE > TRIGARKSSEITER - RALZEERFRE (&N BRABBEHRAANEHEREOSE
INERERRERESTE > EESITEN

If the Cardholder is not the applicant / Subscriber / Member, please fill in the following information. ZEARFEALIERFA /REA / BE  BEFLUTER ©

Relationship with the applicant / Subscriber / Member* BiEREE A / B1REA / @8 %
(Applicable to spouse, parents or children only REAREE « REHFZX)

] I hereby confirm to pay the subscription and levy due of Bupa Care HealthNet Health Insurance Scheme for the applicant / Subscriber as listed in this form.
RARERAFEFRUILRE ERWREFA / REAZZHEH [RORER BRREASIRERREYESEE -

Cardholder’s Signature fFRAZEE Contact Phone No. Hfi#&BE5EH5 Date HHA

X

DD A MM 5 YYyy %

* Please delete if inappropriate saMIF R iEMAZE
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Personal Information Collection Statement A A Z ¥kt E5BA

Bupa (Asia) Limited (the “Company”)

Personal Information Collection Statement (“Statement”) relating to the Personal Data (Privacy) Ordinance (the “Ordinance”)

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;

e. provision and design of products and services of the Company;

f. exercising the Company’s rights in connection with provision of insurance products and services to you, or the Member, from time to time, for example, to determine
any amount of indebtedness from you, and collecting and recovering owing from you or any person who has provided any security or undertaking for your liabilities;

g. communication with you or the Member (or with you on behalf of the Member) in relation to any of the purposes set out in this Statement;

h. enabling an actual or proposed assignee, transferee, participant or sub-participant of all or a substantial part of the Company’s rights or business to evaluate

the transaction intended to be the subject of the assignment, transfer, participation or sub-participation; and
i making disclosure to satisfy the requirements of any laws, rules and regulations, codes of practice, guidance notes or guidelines binding on the Company.
5. Personal information collected or held by the Company relating 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:

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

b. any insurance adjusters, agents and brokers;

Cc. any re-insurance companies authorised by the Company;

d. employers (for members of corporate policy only);

e. healthcare professionals and hospitals;

f. any agent, contractor or third party service providers who provide administrative, telecommunications, computer, payment, data processing or storage,
printing, research or other services to the Company in connection with the operation of business, (including without limitation insurers; banks; lawyers;
accountants; claims investigators; fraud prevention organisations; other insurance companies (whether directly or through fraud prevention organisations or
other persons named in this paragraph); organisations that consolidate claims and underwriting information for the insurance industry; the police and
databases or registers (and their operators) used by the insurance industry to analyse and check information provided against existing information; debt
collection agencies; data processing companies; research agencies and professional advisors);

g. any actual or proposed assignee, transferee, participant or sub-participant of all or a substantial part of the Company’s rights or business; and

h. any person to whom the Company is under an obligation to make disclosure under the requirements of any law, rules, regulations, codes of practice or

guidelines binding on the Company including, without limitation, any applicable regulators, governmental bodies, industry recognised bodies, credit reference
agencies, the Courts, and where otherwise required by law.

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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