Bupa Hero VHIS Plan Application Form
RAFEN BEFEBRET 2R

The Policy shall only take effect on the first day of a month. To ensure your cover will start immediately in the following
month, please send us the completed application form and all required documents at least 5 working days prior to the
end of this month. Applications are subject to underwriting.

REBIESERNE—REN o HHRIMIRIEASE N —EF LR > SARIEZNEBRMAAUHEX N A A ERSELERSFE
I8 © FTA A IBIBIZRIGEE LR ©

If there is insufficient space provided for your answer or information given in this Application form, please

continue on a separate sheet of paper, specifying the section to which your answer relates, and add your Reference No. :
signature with date. For Bupa sEEE o
MARBERASIRMCHZERIAR » BB IARRIBHRIBPT S SMA W MNZEBEBHA use only =75
Please complete this form in ENGLISH and BLOCK LETTERS. Please tick as appropriate. A Policy Effective
LB AR - BRI (V) 5 Date EMBEM: ooy wms yyyy &

All Ages described in this form refer to the Age as at the Policy Effective Date. ZxFERAFIAREUAREEME 2 HHTE ©
Medical Protection Needs Assessment EE{REEET{E

(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 TEESEME IR RRE TORRESNBESNE » LUREE THRERER - MEIRRFREERAE MREREE
BCROIETR o SAREA R IR G ARSUIBAB <)

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

[JOption £ 1: For the expenses of hospitalisation &R EfRRIS
[ JOption #8422 : For the financial need when suffer from critical illness & 2 B R AASHEE
[JOption #5423 : For the long term care and financial needs in case of permanent total disability ZAXkA T2 EEHNERRERRRCHERS

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

BIEAPIS REMBREFIE (FIUTFE ~ BRRISE)
Question &% 2 Which type(s) of medical insurance you are looking for? (tick one or more) FERIREE EIHEH—1EA R B ERE0R? (A€ —185 % 18)
[ JOption #E321: Indemnity (cover the eligible expenses by the policy) FBEEEE (ENLRERE Y SERBIRMHERBHHBEE)

[ JOption #8422 : Non-indemnity (a payment based on a sum insured amount by the policy) JEBETNELE (BMZ{REFTBRMNREE(EHIEE)

Personal Details of Policy Holder {fREFHE ABE#l (Policy Holder's Age must be 18 years or above {RE155 A FE#BHAEAISHERU L)
Title #3% Name of Policy Holder (same as HKID Card) {RERTA A CLEE SR EER)

[IMrsc4  Surname
[IMrsAK

[IMsZ®  Given Name
OMiss/va &

HKID Card No. / Passport No. Sex % Date of Birth
EESERNE / £ 45 MZ F HAEBH
DD H MM A YYvy &

Contact Details of Policy Holder {fREE#FH A48kl

Correspondence Address* i@sfiititit* (Please complete in ENGLISH and BLOCK LETTERS 5 IFHEAES)

Flat 81 / Room % / Floor B#
Block [ / Building AJ& / Mansion [ / House 1% / Estate 238
Street # / Road &

HK &8 Kin f188 NT F7 5%
District #l&

Email Address” BEp it

Contact No. Ef#&Ez% Fax No. fEE5%5 Mobile No. FEHE LIRS

Successive Policy Holder (Optional) #{FHRERH A (FIIEEEE)

Please state the successive Policy Holder in case you pass away 55/BEEIREHBYIE R FMEEMEREREA

Surname

a3

Given Name

HKID Card No. / Passport No. Re}ationship with Proposed Insured Person”
EBENEES / KBRS BREZRARGR

* P. O. Box, hotel address and overseas address are not acceptable. BSE{S4E « JEE AR /SN T o
#You can access our e-Services through myBupa, our online and mobile platform, to view and download some of your policy-related
documents. To access these e-documents**, you are required to register for a myBupa account and provide an email address where you
will receive email notifications when a document is ready for you to access from your myBupa account. You will no longer receive hard
copy of these documents by post.
PAAPP

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.
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domestic partner’s parents

RIRIFT T BRRAEEEE o

Place of Residence®

Bt

(Details as page 1 ERIIEE—5)

“* HRE_EH myBupa WEMEFXHEE » 552% https://www.bupa.com.hk/tc/customer-care/mybupa/ » ILEBEERRFEN o
" BERARERE/F Y/ RE/F BRI S/ 5 i/ FBa0 R B kAR 8/ EENARE/ BT =/ AR E/FEHENF L/ AEHENRE

** 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.
~ Applicable to spouse/child/parents/parents-in-law/siblings/spouse’s siblings/grandparents/grandparents-in-law/grandchild/domestic partner/domestic partner’s child/
# {RAliE5iE myBupa 48 LR FEINE TR EEK FHBRMREERNE D X - BERISLEE T H" » (FEE 5 myBupa 1RF » WIZMEIHMIL o BB LHARY myBupa 185 % » (RME

BWEI BB MRS F & MUEBZ 5 TUURENS AR E S HIENRIZ
A7 EBEFEHIK > RISEEBBF ANETER - BREERFIFERILIMIREFRNEBNMTERE - BR > MRGHZBEBE HIREIFTA U BTN - SBHHEIRBYRIRER

Details of Proposed Insured Person #EZ{RABEFl (Age must be between 15 days - 80 years inclusive %7815 0= 80 5% (BIEHEREK))
[ ] Myself &= A

Or

[ ] Proposed Insured Person #ES{R A

Surname

e

Given Name

HKID Card No./Passport No./Birth Certificate No.
ERGDEGTNS/ LIRSS/ H A BRSNS

Relationship with Policy Holder”
BRERB ARG

Place of Residence®

Bt

domestic partner’s parents

has changed the Place of Residence.

Sex
mg M3

Plan Options #t21i%I5

[] HKDO Deductible Br0B I &
(FO0040-05-000-03)

] HKD12,000 Deductible #7t12,000 81 #
(FO0040-06-000-03)

] HKD40,000 Deductible #7540,000E &
(FO0040-07-000-03)

["] HKD80,000 Deductible #7t80,000E 1 &
(FO0040-08-000-03)

[] HKDO Deductible ;8700 B {J &
(FO0040-13-000-01)

] HKD12,000 Deductible #7t12,000E &
(FO0040-14-000-01)

] HKD40,000 Deductible #7540,000 8 J&
(FO0040-15-000-01)

[] HKD80,000 Deductible #7:80,000 81 #
(FO0040-16-000-01)

(VHIS certification numbers in brackets) (Choose one plan only)
(IERAHFSEEERIATERET) (FEIZ—18:18)

(Area of cover: Asia, Australia and New Zealand?)

Deluxe & mmmmisanm : oM « 0 R2FEME2)

Optional Benefit> BisE{RES

[] Clinical Benefit P37

[ ] Dental and Optical Benefit Rl K18 1117
[] Maternity Benefit ERMRE

(Age must be between 18 - 49 years inclusive

FlRowi R 18-495 (BIEE E##))

ide excluding the United States)

(Area of cover: Worldw
Deluxe Pro f&¥# (eminmmm: 2mEFaEsm)

Optional Benefit® BiE{RpE3

[] Clinical Benefit FIs51RE

[] Dental and Optical Benefit F7l KR /11RE
[] Maternity Benefit ZERH{RFE

(Age must be between 18 - 49 years inclusive

FBRNEA18-495% (B EEHH))

Proposed Insured Person’s Name (same as HKID Card/Passport/Birth Certificate) 2R AR (HEHE S E/ER/HAEEREHER)

Date of Birth
FR weam

DD H

~ BRI/ F Y/ /RENR S/ R/ Br R B ki /AR 8/ BIAR 8/ B F 2 /REHE/BEHENF L/ REHENRE
! PE S RN EE RENARENRELE  EFERRASERE B B NEEENRA ©

Choice of Cover 1&{RIEH
Bupa Hero VHIS Plan {283ER BB {REH B fetiotbalicon AR

Standard Premium
RERE

MM A YYYY £

~ Applicable to spouse/child/parents/parents-in-law/siblings/spouse’s siblings/grandparents/grandparents-in-law/grandchild/domestic partner/domestic partner’s child/

1 The above Place of Residence will be used to determine the validity and coverage of the Policy. Please inform Bupa immediately in writing if the proposed Insured Person

Family discount
amount, if any

KEFTHISER (WA)

Premium for
optional benefit
BERIERE

Levy
REEE

Subtotal
iy

Other discount
amount, if any

HATNEE 0B

Total premium and
levy paid (HKD)
RERREHE
1838 (B

Verified by

Za:

Timor-Leste, Turkmenistan, Uzbekistan and Vietnam.

B BER  HE - REX - TES - BEARRER

2 “Asia, Australia and New Zealand” means Afghanistan, Australia, Bangladesh, Bhutan, Brunei, Cambodia, mainland China, Hong Kong, India, Indonesia, Japan, Kazakhstan, Kyrgyzstan,
Laos, Macau, Malaysia, Maldives, Mongolia, Myanmar, Nepal, New Zealand, North Korea, Pakistan, the Philippines, Singapore, South Korea, Sri Lanka, Taiwan, Tajikistan, Thailand,

2 TEa ~ BB RRERRE ) $EFIET ~ RN~ EIOHL ~ 3 ~ SR © JUEE © PEIARE ~ B ENE  EDE ~ B MATER  HEEH Bl 0P BRADR  BEAKX  XE AE - BAm -
RS ~ JbEE « BEHID « FERE WK - FER  ERR

3 The Optional Benefits are not part of the VHIS Certified Plan and the premium paid (inclusive of Premium Loading, if any) shall not be entitled to tax deduction (if applicable).

3 BEREL TR BEE RN ER - AEREHN 2 RE(SERIRE - E)RAZARBNE (WER) o

MP281/5/0223
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Choice of Cover (Cont.) IZ{RIEH (&)
Bupa Hero VHIS Plan {RHIERN B FEER:1EY

(Area of cover: Asia, Australia and New Zealand?)

Advance B (o : o  RNRFEE

[] HKDO Deductible JET0E & Optional Benefit® BiE{REES
(FO0040-01-000-03)
[] Clinical Benefit PIs2 fRf
[] HKD12,000 Deductible #7512,000 81 &
(FO0040-02-000-03) [] Dental Benefit FRHFRE

] Maternity Benefit ER{RRE
(Age must be between 18 - 49 years inclusive

FURA A 18-495 (BIEE E#H))

[[] HKD40,000 Deductible #7540,000 51 &
(FO0040-03-000-03)

[] HKD80,000 Deductible #7t80,000 817 &
(FO0040-04-000-03)

(Area of cover: Worldwide excluding the United States)

Advance Pro f888E ((erimmepm : 2mEraEED)

[] HKDO Deductible OB T # Optional Benefit3 B (RS
(FO0040-09-000-01)
[] Clinical Benefit Fiz2 1R
] HKD12,000 Deductible #7t12,000 5 &
(FO0040-10-000-01) [] Dental Benefit FRI{REE

[] Maternity Benefit ERHFE
(Age must be between 18 - 49 years inclusive

EH 75 18-495 (BIEERFH))

] HKD40,000 Deductible #7540,000E &
(FOO040-11-000-01)

[[] HKD80,000 Deductible #&7t80,000 A&
(FO0040-12-000-01)

2 “Asia, Australia and New Zealand” means Afghanistan, Australia, Bangladesh, Bhutan, Brunei, Cambodia, mainland China, Hong Kong, India, Indonesia, Japan, Kazakhstan, Kyrgyzstan,
Laos, Macau, Malaysia, Maldives, Mongolia, Myanmar, Nepal, New Zealand, North Korea, Pakistan, the Philippines, Singapore, South Korea, Sri Lanka, Taiwan, Tajikistan, Thailand,
Timor-Leste, Turkmenistan, Uzbekistan and Vietnam.

2 TEa  BONRAR IR ) FRPIET UM © FAAL S SO RIS © hELARE  FE CENE  EIE ~ B IafEe  BEWSHT B OBP - BARED « BEAK RS @R BaE
FEERE ~ 058 - BEHTIE  JEEE BN BER - BN 6 EBER - RE - BEX - LES ~ BIERIRRHERE o

3 The Optional Benefits are not part of the VHIS Certified Plan and the premium paid (inclusive of Premium Loading, if any) shall not be entitled to tax deduction (if applicable).

3 BERET BN BREBRABINI D ER  HEMEHN 2 REGERNGE - MB)RFZBERBNAE WEA) o

0 Please tick this box if you would like to receive coverage for Pre-existing Conditions with Premium Loading.*
SERIERIEIE » AR E L MR B IS @A DA RERRE o 4

4 We may have to exclude some medical conditions from your cover because of the medical history declared. We may be able to offer you an option to cover some of these
excluded medical conditions with Premium Loading. If you choose this option, we may contact you to collect additional information for assessment.

4 HFIRTAE G FRAR R EREVREMA —LHETI AT ERFIRE o RFAISSERITLUSS IR ER LT E R A RIEEIE o MBI - FFIN GBS IRREEEINE R DU EBT
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Family Discount (if applicable) REITHIEBE cniEm)

If your eligible family member has submitted an application separately or is insured under a policy of Bupa Hero VHIS Plan, they will be counted towards your family
discount. Please provide their information below:

MEEBREMES [MRAENBEERERE) ZEZRA REFIMNERPRFE) HBRAEZRA > MR ARHRETIIAZA o FREAMMNERNT
Name (same as HKID Card/Birth Certificate) {2 (B1& #5158/ EEAEER)
Surname

iz

Given Name

#

HKID Card No. / Birth Certificate No.
ERESMENE / HEDAEIS Relationship with Policy Holder EH{REFH ARIZ

Insured Person Policy No.
ZIRNRERE

Name (same as HKID Card/Birth Certificate) #£% ($2%E 8 51938/ HEEAZERE)

Surname
&3

Given Name

HKID Card No. / Birth Certificate No.

BERSNERE / LAEBBERE Relationship with Policy Holder ${RE#5H ARHZ
Insured Person Policy No.
ZRAREGRE

Name (same as HKID Card/Birth Certificate) #£% ($258 51935/ H4EEAZERE)
Surname

jed

Given Name

HKID Carq No. / Birth C.ertificate No.
EESNERS / HAEBRESS Relationship with Policy Holder ${RE#5H ARIA

Insured Person Policy No.

ZRARERS
Premium Payment Method &{HF&E 5%
Payment Frequency #{HREF Payment Method #{HRE 7% Remarks &3t
[] Yearly &4 [] Credit Card =B Please attach a completed Credit Card Authorisation Form
FHEFRE 2 ERRATREREESE
] Autopay from Bank R1TE&hEER Please attach a cheque made payable to “Bupa (Asia) Limited” for the
(From renewal payment only @ {REEEEER) st year’s premium and levy with a completed Direct Debit
Authorisation Form
HEZEBIREES  EREFRERRENE L ZEREARE > ZRIEHE
ARMRE (E2M) BIRAB
[] Monthly B# [] Credit Card =€ Please attach a completed Credit Card Authorisation Form
FERRZ 2 ERRAREEESE
] Autopay from Bank $R1TE&hEEE Please attach a cheque made payable to “Bupa (Asia) Limited” for the
first 2 months’ premium and levy with a completed Direct Debit
Authorisation Form
FAZEBIRIRES  EREMERRERRERE L XRREIARE] » XRIE
BEAA TMRA () BRAE)

Bank Account for Reimbursement Z{J8EZRTHA O

Claims payment will be reimbursed by autopay only. BEHER U EEERA X E(T ©

| hereby agree and authorise Bupa (Asia) Limited to reimburse claims payment to the account below. Zs AR RIZHE(RM (Z5H) BIRATEREEHIENRUTEO °
Account Holder’s Name (Same as recorded on bank account statement/passbook)

RO AR (BRITHE B/ FHB1ER)

HKID Card No.
ERBNERB
Personal Hong Kong savings / current account number (HKD only) fEAEERHE [ FRIBITEONRE (RRET)
Bank Name Bank No. Account No.
RITRE RITHRSE FOSEHS

If the above account holder is not the Policy Holder/Insured Person®, please fill in the following information. & itz EEFEALIERERZEA/SRA"  BEBEUTER -

Relationship with the Policy Holder/Insured Person® BMREEFHE A /RN BIER
(Applicable to spouse, parents or children only REAREE « REBHFL)

["]1am choosing not to provide my bank account details at this time. | acknowledge that | will need to provide a valid Hong Kong bank account details later for Bupa (Asia)
Limited to avoid any delay on claims reimbursement. & AIREHERZERITAOER o AABBHEREORA CEN) BRABREEMNEERITAOER > LURILEREEE ©
If you do not provide your bank account information, you may update it later on myBupa, our online and mobile platform. W{RAEBIRMHIRARITE OB K » (REIREER
myBupa# R FHFE LB o

*Please delete if inappropriate FEMIFFiEHE

MP281/5/0223 4 of 16



Health Declaration and Questionnaire {ZFEEHRKkE
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 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.
ERIERFBIET > BOUZEEHERRORBEEMESRAMBEESREE - NRMIREREEELEEE > BIBRKERE - MMRERZRNERMRAEEEE > MERRPAESER
RIS ERFBIRPTEEMNIRIE o HAERPISEEIFRILIRIRE ; SUR 2SR D IRPTESRIRE(E o
(i) This questionnaire collects health-related information solely for the purpose of underwriting which is a process for Bupa to evaluate the health risk of the applicants and decide
the application results.The underwriting process that Bupa adopts should be fair and reasonable, and Bupa should explain the application results if requested by the customers.
IERB I EE B ERERIN ERMEE AR Z AR » MIZREMRBMERBAZRERB AT RFERVERF « RINRBNZREFRANTAE  TEREEREREIERFER -
(i) 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 » MBBEHREMAME » RABSHERARARETERERNER  RORBMRENER > ISR RERNENEAMBEME—FREERUEZRZA ©
(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.
BIFERRXARFEREE MR RERTNABM AR SPIRENE NS T HERN » MR REBHERM
(iv) Even after an insurance policy has been issued upon successful application, the insurance coverage for the proposed 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).
BMEE IR RIS RE - BIRRRDFTRREFAFFTERRBIRETT B R ERNER > SURIRGDFTEIER A E RS S B A R B NRE » ERRANRBIRIER SR
R (RATF I AERILALE « (FEFSUREEARAIRE - SIBREIE(E -

Guidance Note in completing the questionnaire 15 RI&55|

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—EBEZERS (21 & ARERES - ZHEIZERARERRE

You do not need to disclose information regarding the medical conditions or treatments below -

Cold / flu / sore throat, gastroenteritis / food poisoning (fully recovered), indigestions (no investigations required), acne, muscle sprained (fully recovered), thrush,
routine scan / blood test for pregnancy (normal result), routine cervical smear (normal result), routine health check (normal result), preventive vaccination, Hormonal
Replacement Therapy (menopause), infertility treatment or uncomplicated pregnancy, myopia / hyperopia / astigmatism / presbyopia.

IR B L MR SUAE -

SE/RE /MR - BEXR/BYRE (BERR)  HEAR (EFED) 28  JIRREEER) ~ 5078 - BREFRE / KR BRERER) - BERT=SEMRER R (BRER
) BRERRE BETERER)  BhEY - FRXE7TAK (BEH) FRARIRARERBRESHNES « 1R/ BR/ Bt /&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.

MEBEEREPMAANGE > HABSHERARMIRETERERNER » BFTZANEARBBAENBRRERRADHSEZNENE M RIEBEER

Health Questionnaire - Section A f2FERI#% - BB

Height 45" cm EXK OR 8 feet IR inches 0f
Weight s’ kg A OR 3% pounds(lbs) i
Do you (or proposed Insured Person) smoke” or have you (or proposed Insured Person) smoked” in the last one year? [1YesE []No&d

MEHESRNERERE HEBE—ERSTRE"

# Not required for proposed 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).
BEATZEZRARBIER o RE ) ZLBENSROECETRINEE S « B} BERCHARLTHAAERGINETFE)

1. In the last 3 years, have you (or proposed 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 disease or other medical condition? []Yes2 []No&
EBE=FR > REEZRA) S BERWEAEMIHE (OIS - SWMEA - S84 F - 85F) HITAFFRRERRTEREXELAR (HIX
FRIBEL  WIRAKERD « BRI L) IRES AT B EEIR ?

2. Inthe last 3 years, have you (or proposed 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)? [JYes2 []No&
TBE=ZFER > MEEZFEA) BT EET N EREREZIRE (HINERM - BR « OEBE ~ Xt - BBK - BiEHE - MOHR - EEFHEE B
AR ~ ZBIFFCRIE ~ AL SORIR) ?
If the answer is “Yes”, do your (or proposed Insured Person) investigation result(s) include the followings?
MREZB (B - MEEZRANEEERRGEETIIBER?

(a) Abnormal test result is advised [JYes2 []No&
BERERER
(b) You (or proposed Insured Person) are still awaiting test / test result [JYes@ []No&

IREER RN EF R RERER

(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) [JYes2 []No&
HRRERESREREERAB R AR (G — RN BEAFEAZENIERIATERE/ ENRE/ BEIRE3EHE/ A GARR R IRMEIS
FLE SRR HERE51 L)

3. Inthelast 5 years, have you (or proposed 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 1 month? [lYesE [ ] No&d

EBERFR > MEERRA) EEBRELERTEH BINREEETSH/ SB—R/ ERER) RAEANBE—ERNESTEN ?

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

= T~
EBELER  (REHESFN) ETEALRR? [Jyes® [1No%

5. Inthelast 5 years, have you (or proposed Insured Person) undergone a surgical procedure (including endoscopy or biopsy) without
being admitted into a hospital? [1YesE []No&d

EBRERFR » MMEERRA) BESEFERER TERINIET (BEARRIREIEERIEER) ?
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Health Declaration and Questionnaire (Cont.) 2FEEZARKREE (48)

Health Questionnaire - Section A f#ER% - FZp

6. Apart from anything you (or proposed Insured Person) have already disclosed in Questions 1- 5, do you (or proposed Insured
Person) have any of the following conditions? [T R(S#EZRA) T H 12 SIEEBPRRBNERSL » REEZRA) 2EE FIER?

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

RIEF I (FlenpeEtm ~ i ~ RS sk m) =0 —E@8

(c) Other medical conditions or other sign and symptom (such as lump, headache, persistent coughing, chest pain or epigastric
pain) that you (or proposed Insured Person) are seeking or intend to seek medical advice [JYesZ [ No&
HAMZERAOR SURBURAE (BIINAER « 555 ~ FHEZW - BB LigE) MERSHESRBRER

(d) Inthe last1year, you (or proposed 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 [JYes@ []No&
TEBE—FR > MEESREN)EEARBERRIFERER DL EI N REHRTEXEE A B (GINERELE « WIRARKE  Bafl L) KR
E2a

7. Have you (or proposed Insured Person) ever been diagnosed with any of the following diseases or medical conditions?
IREESZIRA) BE BHRHED THRREERR R ?

(a) Cancer or carcinoma in situ EEESRIEE [JYes2 [ No&d
(b) Brain tumor K&ERIES [vYes2 [JNo&
(c) Heart disease LiEFR [JYes2 []No&
(d) Stroke (including transient ischemic attack (TIA)) FJ& (BIEFEE AT > (A8 ThFRE) ) [1vYes2 [JNo&
(e) Hypertension SI0E [JYesZ []No&
(f) Diabetes mellitus or impaired glucose tolerance #ERFEEEMEMNEBERE [JYes? []No&
(9) Prolapsed intervertebral disc or degenerative spine conditions &4 28 H o F R IC 5% []YesZ []No&
(h) Diseases or medical conditions requiring a medical device or prosthesis to be implanted within the body EEEIE A BFEEIE [JYes@ []No&
I O IR SRR BRAR R
(i) Mental health conditions (such as depression, anxiety, schizophrenia, eating disorders, or bipolar disorders) &R 5 (HIZ0n []Yes2 []No&d
B FE - BROH - R REHBRIEINEE)
() Multiple sclerosis ZE4HHE{LE [JYes@ []No&
(k) Congenital conditions (medical, physical or mental abnormalities that existed at the time of or before birth) 4R MHHE (55 H []vYes2 []NoZ&

ERHZFIEFENESE SR LHRT)

For proposed insured children aged 6 or below only AR SEEU T2 ESRRE

8. Was the proposed insured child born before 37th week of pregnancy? [JYesE []No&d
ERRFERONIBRZEI7EAMLE?

Health Questionnaire - Section B {2ER#% - 22

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

Question No. &5 Question No. 5% Question No. 5%
Medical condition JE Medical condition JHJE Medical condition J&fE

1. Disease / medical condition / sign and symptom

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

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

been performed

BETRAR/ BT/ AlE/ i
3b. Date of such treatment / investigation / tests /

scan

BRbak/mE/ AR/ mHEEH
4. Present condition (such as whether fully recovered,

follow up action / medication / next follow up

date)

TR (BIINREBRaRE - BRRIE/IRARESREY/

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

treatment

B8/ aREH
If you have any medical reports or reports of investigations, please enclose them and put a tick in the box. ] With attachment
MIFB B RRE N RRE RS » AREILRIEERM L WeERZEM (v 58 HEWE
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Declaration and Authorisation EEARISiE

The Policy Holder and the proposed Insured Person hereby declare that:

| apply for the health insurance plan (the “Plan”) stated in this application form (the “Application”). If | am making an Application for a proposed Insured Person under the Age
of 18, | have been duly authorised by the guardian of the proposed Insured Person to make this Application.

| confirm that | have selected this insurance plan of my own free will. | further confirm that the product features of the Plan were able to fulfil my/ proposed Insured Person’s
current medical protection needs, financial situation and premium affordability.

REFFTE AFMEZRAGEILER

AARULUEERER ( THEERE) ) RPIBAZBERERESR ( [518)) ) 2858 - MEZRAFRRMSHE » FABEEZRANEEAERERAEZRAR LIRS -

AR APREEZ (RGBT RIB AN Z I BRETRTE © RALEDEBINERANB T ARN/EZRARSNEBRREER - MR R REEIEED

Coverage and Pre-existing Conditions {RIERk BB HIiE

| declare that, to the best of my knowledge and belief the information provided in this Application or in support of this Application (including to any Bupa appointed Medical
Examiner) ("Information”) is true, accurate and complete. | understand that (1) all Information forms the basis and becomes a part of the Policy; (2) failure to provide Bupa
with full, complete and accurate Information may result in Bupa having the right to treat the Policy as if it had not existed, or refusing to pay all or part of a claim; and (3) failure
to provide full, complete and accurate Information in respect of the Insured Person may affect the cover for that Insured Person.

If I am making this Application on behalf of the proposed Insured Person under the Age of 18, all Information disclosed on behalf of the proposed Insured Person has been
verified by me as true and correct. | acknowledge that the knowledge of proposed Insured Person is imputed to my knowledge.

| acknowledge that benefit is not payable under the Plan for any costs of treatment arising from any existing ilinesses, injuries or other conditions which has been treated or
diagnosed or manifested with signs and symptoms that should be reasonably aware before the Policy Effective Date of the Plan unless complete details are fully disclosed in
this Application and accepted by Bupa. | understand that | am required to notify Bupa immediately if the health condition of the proposed Insured Person has changed at any
time after the submission of this Application and before the Policy Issuance Date or the Policy Effective Date of the Plan (whichever is the earlier).

In the event the pre-existing medical conditions have been disclosed in the Application and accepted by Bupa, Bupa may apply a Premium Loading to cover that specific
condition(s) and the percentage of Premium Loading shall be notified to me in writing. Bupa may apply Case-based Exclusion(s) due to a pre-existing condition or any other
factor that may affect the insurability of the proposed Insured Person.

| acknowledge that Bupa may terminate the cover for the proposed Insured Person with immediate effect if the law of the country in which the proposed Insured Person is
located, or the proposed Insured Person’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 Insured Person is not US permanent residents. |
understand that | am obliged to immediately notify Bupa in writing if the proposed Insured Person 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.

ARANERR » REAAFRAIAE - AEFEXR L (BEOEARASENEZAL) REXFULFERBEN—ER (&R ) » HBREEE  ERETE - ZABANMEERERS
BHRENEMIAARE—ED ; QUAREORDEHES « ERETENER  ROBEESANRERATEFTHEBLCL BRI INERE ; RQMAEAEZRARHKES
ERRTENER  BETEZEZRAZRE

MAANRREHEFMSENEZRARLILRE - MIERREZRABBNEERNBERARBERAAEBRIER - AARIPESRAFMMNZEREARAFRNZE o
RANBRNERELENHFR B ERARIREL N ERDNERREFESERNEBHIE « BEREMBERMS M BRER > FRIFRATEARRBRA D5 E 1S RIAERN -
BRER—FTFEE - RABAWERAZAFFENAERESHAFNREENA WUREABEA%E) ZAHERRRE » ESRANRRLRREERNE » RABEILALBARM
MEBRERNRFERAKBLRERIAZEMER > RASBUHINREREBRERNFRR » BBEHNMNGEEEEEUEDEARA o RIETIREABERTAEMTEEZRA
AIRMMERMINZMERRMRIEE o

AN NFESDINEEZ (R ARIFATE B S S BB (T3t s B FE P B B X YA 12 (B 1A B A RN EEA B A) SUE R Bt RO A REBANEZRZE LRADEME R « EBRIUARREHERRE > R
TP AR IEAERAZE AR ABRIEE L BN AL © R AULIMNE RS R AN IFEBKRAE R - RABBBMEZRANNENFERERAZEBRRARBR > FABESEILRUEEBEMMEM o K
ABR] EERRERRYL B S AZEARNIRBER FEETTZEIAAMEBRITFHAL -

Personal Data and Information Disclosure {AAZE# REAHE

| 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 on the last page of this Application.

The Policy Holder further confirms to have obtained consent from the proposed Insured Person (or the guardian, if applicable) for me to provide Bupa, and for Bupa to provide
me, with health and medical information and other personal data regarding the proposed Insured Person for the purposes of this Application, and the continuance of the Policy,
including renewal.

| acknowledge that Bupa reserves the right to ask for submission of more details of health status or medical reports of the proposed Insured Person at my own cost. | also
authorise any medical practitioner, hospital, clinic, by whom or where the proposed Insured Person has been observed or treated or any insurance company or organisation
that has any records or health information concerning the proposed Insured Person 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 has discretion to appoint Registered Medical Practitioners, Hospitals, Qualified Nurses, cancer centres, day-case centres, diabetic centres, wellness
centres and other service providers to provide health and care services, credit facilities for Eligible Expenses and to do all things and acts incidental to such appointment for
the proposed Insured Person. | 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 by me against any such service provider appointed by Bupa.

I AFERE T LIS AR B AR A AR F RN A A BB A R > ArEREARERE S —EM MEAGRUERR, AR o

REFFAAILINESR > FABAEZRA SHHEEA > NEA) SRR > KA ARBURFRBEEIRAAARBERBRIEE (BiEER) IWREFRERMEZRANBRERREMNR
HAEANER -

RAHERRAEREREHELSAMEZRAZBRBERRRBRRSES > —EARARAZNY - RALEREEAAEZRABREIOARNEL « Bt 27 FEEZRARRERE
AERZRBRABRRERESRAZZEN (BFFE) 2XTFRIA > AREEZEIARERARENS

RAHESRRIE PR EREEMAER « Bt - AERELD ~ BERO « BEFO ~ BERFERO ~ REROKREMRFHAER UIRHEBRRY - ABEEBRRERZBX B R EMZEENS
R TEZRA o RAHRDILEBAMILZEZFRRAIREDERFREUERAEENER TMIEL - MEZRARBMROMEENRBUEEM L ZHRR  FRIo—HFrEgas -

Policy and Eligibility for Tax Deduction {RERRFIEINMEIEIE

| agree to be bound by the terms and conditions of the Policy of this Plan, which will be provided to me if this Application is approved.

| acknowledge that the Policy 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 Policy. | further
authorise Bupa to deduct the premium payments from my designated bank account / credit card (where applicable) upon renewal. If | want to cancel the Policy in future, | will
need to inform Bupa in writing at least 30 days before the renewal date.

| acknowledge that the premium paid under this Plan shall not be automatically entitled to tax deduction even this Application is approved by Bupa. | understand that | am
required to fulfil the conditions and assessment criteria imposed by the Inland Revenue Department and any applicable laws (which may amend from time to time), which
include but not limited to allowable relationship for dependant, age/disability/full-time education requirement, date and amount of qualifying premium paid, in order to enjoy
any tax deduction.

Policies purchased for grandchild, domestic partner (i.e. civil partner, or the person with whom the Policy Holder lives in a continuous, committed, exclusive relationship during which
period neither the Policy Holder or that person were or are married to or partnered with any other person) and domestic partner’s child/parents are not eligible for tax deductions.
RABRETEBIRE 2 BETRMR » ZIRERENUILRAFERBIRMTARA ©

RABRBBRIERE R NG FRIBVBHABERIEARBRERIRE > SHRERSSFEIER - FALRBRBTERNAAIEENRITIRA/EAF (ER)NERE - NAA
RRAEEUHIRES > 7B AR H30KAIUEEBRIRA ©
AABBRBMEIFRFEEERDER > AR TEANNRELAEBHZARNBIA - FABBEANBRERBEREMERINER FIFRER) FIRENRERHERERTZE
R > SEEARIPINZHEA « Fe//25/2BFI2EEE  URINABERRENSIEREH -
KABBRTZ - BEHE (AEHEERFESHHEEREFEALRLE » RS - SHMURE—NRGRNOAL > MEBRREFEARZA LTI BRE M A LaiEsE

&) MRABHENFZ/RXEMEENRET FRERMBINRNER

(P.T.0.)
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Declaration and Authorisation (Cont.) BB RIS (%)

Applicable to Application through authorised insurance broker ER BB EISERIGSLIEITZHE

| understand, acknowledge and agree that, as a result of me purchasing and taking up the Policy to be issued by Bupa, Bupa will pay the authorised insurance broker
commission during the continuance of the Policy including renewals, for arranging the said policy.

| further understand that the above agreement is necessary for Bupa to proceed with the Application.

AABRE ~ BAIKRER  RIBEMAABERETESENRE » NREANHARN (SFEERE) nasLaMRENERRRIGKLZHRE
RATABRBEAEEISEAUENRERE » 4 DT UREERIERS

Personal Information Collection Statement A EEIUKEEEA

(i) | have read and understood the Personal Information Collection Statement included in this application form. | have also brought the Personal Information Collection
Statement to the attention of the proposed Insured Person (or the guardian if applicable) and confirmed the understanding and agreement to it.l/ the proposed Insured
Person consent to the transfer of my/our 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
NABMHBIL AR ARFERTAN MEABRNERER] - AATBREEZMRA (HEZA  MER) B8 MEABRKRERER) TEDHPEKERBEANE - AABEM MEA
BRHNERR) ATARETERERAANEAEHESBRANT MEABRESR) FIEEREEA 5 &

[] (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 premium discounts),
wellness, rewards, loyalty or privileges programmes and related product 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.
AARBRBEARAZBAER > SIFERANGES ~ BEE5E M5« BEERERR > BARANERRE HEAZSRREER ) PRl @SR (GIaRETIN) « (5 - 28 -
EERHNEBESBREEMNESARBNT HEREN(QFENER - FHRIGANMNEENR) > THEAAXAAEREBHERMUNERRBERF(EHLE
customercare@bupa.com.hkZEE2517 5333) » ERFIHEILFARANEAER BIEERZTSEERR °

Cancellation Rights and Refund of Premium(s) within Cooling-off Period 35S EGH{RENIEFIBIRIERE

I understand that | have the right to cancel the policy and obtain a refund of any premium(s) and levy paid by giving a written notice to Bupa (Asia) Limited.
| understand that to exercise this right, the notice of cancellation must be signed by me and received directly by Bupa (Asia) Limited at 6/F, Tower 2, The
Quayside, 77 Hoi Bun Road, Kwun Tong, Kowloon, Hong Kong within the cooling-off period. | understand that the cooling-off period is the period of 21 days
immediately following either the day of delivery of the policy or the cooling-off notice to me or my nominated representative (whichever is the earlier). |
understand that the cooling-off notice is a notice that will be sent to me or my nominated representative by Bupa (Asia) Limited to notify me of the cooling-off
period around the time the policy is delivered.

SABBBABEUEMEMNERRE (GEN) ARAFHRELEREFMFEMRERGERE - ZAPRBATESEEF > ZBUHRENBMYERFAZZLHFRE (5
M) BRARESENRBESEE77RSEES 2EIEN CHINERKET - ABRSHPEASRBRENSHBPBME DT HALS ANEENRRZ BEHHI21KAVHAM
(AR EAE) - ZARRSHBEBNEZAGE () ARAR EXHRERRFFASLTANEEARN—MENE » URISHHA—FBHMEFA -

I, as the Policy Holder, understand that | declare and sign on behalf of the proposed Insured Person listed in this Application under this Plan who is under the Age of 18.
RANLLHRBEAREFAAN - BARARRKRILF B FFRATIE8FU T EZRAFLHERREE -

| understand that no cover will be payable under the Policy unless this Application is approved and premium is received in full by Bupa (Asia) Limited (“Bupa”).

FABBBELRERERE (GEM) BRAR ( MFRE) ) HERFRESEKRE » FEGREESHRRE -

Policy Holder's Signature Signed in Hong Kong on Proposed Insured Person’s Signature (Age 18 years old or above) | Signed in Hong Kong on
REFBEANEE NEBEEZHH EZRAEZE (18RIAL) WEBEEZAH

X X

(Full Name Y| oogm MM A YYyy & (Full Name Y| oA MM A YYyy &
iz e

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

REA /4D ) EEAREE (NBRARYERRERSEAER) RIBA /40 | EERRIHEEESRS
Agent's / Broker's / Telesales' Code Agent's / Broker's / Telesales' Email Address
REA /4L | EERRER RIBA /4D ) EERRBI M

Reminder i2=(R

To help us process your Application quickly, please ensure that you have: KRB IRMBMRTEAR RS > RIULAIREIER R REYE00 |
enclosed payment of the correct premium and levy and a copy of your HKID Card or Passport ERIEREZRERREHE RTINS ESMENERBRIA
initialled any amendments on this application form PERERZEEEFE

enclosed a copy of the HKID Card, Passport or the birth certificate of the Proposed Insured Person EREZRANEBSHE - ERYHEHPRIE

Bupa (Asia) Limited {8 (Z2) BRAE

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

it SE NI RIET 7S EEE2EE6HE

Telephone B&E: (852) 2517 5175 Facsimile f8H: (852) 2548 1848 Website #8iE: www.bupa.com.hk
Ql Bupa Hong Kong |Q|
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Personal Information Collection Statement {E A &g 5588

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:

hatol

s

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. 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.

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.

ﬁ!m (Z) BIRAR ( M2 ) s
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Bupa Hero VHIS Plan Credit Card Authorisation Form
RIBIEN BREBRETEIERAROMIRES

Policy Holder's Name {REEFFE A&
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.

EEBUEARIR BRZILREREER X B > IRERHE o SREMELREARM > BREFEIRE

[] Visa [] Mastercard

Cardholder’s Name #FEA#&

HKID Card No. &S 785558 Credit Card Account No. EA-FR D5 Credit Card
Expiry Date
ERFEME L ug o=

| acknowledge that the Policy 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
Policy. | hereby authorise and direct Bupa (Asia) Limited to automatically debit the premium and levy due from my credit card account on an annual / monthly
basis until further notice.

AABBARIFREIR AT RIINBNABERIARBREENRE > SAREFEESFEDER - AALEERH (SN BRASBIUAANERRROGFE/SAENEMRE
KREHESEE > BESR{TEA

If the Cardholder is not the Policy Holder/Insured Person®, please fill in the following information. ZEBFFA AL IHREFE A /RN FEBUTER ©

Relationship with the Policy Holder/Insured Person® EM{RE3HAE A /SR AN FiiR
(Applicable to spouse, parents or children only RIERREE « REHF L)

] I hereby confirm to pay the premium and levy due of Bupa Hero VHIS Plan for the Policy Holder as listed in this form.
RARERAWEVRIERE ERREFEAZ2BEEZ RIAJ L BRERABIRERREYESE

Cardholder’s Signature FEAEE Contact Phone No. Bi4&E55865 Date A
X
DD H MM B Yyyy &

For Bupa use only Bupa Hero VHIS Plan Insured Person Policy No.
RHEEH fRIBIE L B FEB R T BIS(R A fRESSHRAS

Date Authorised Code:

B8 R

poH  MMA YYyy

*Please delete if inappropriate 5k EAE
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Bupa Hero VHIS Plan Direct Debit Authorisation Form
RIBIEN BREBRETEIEZ IR ES

Policy Holder's Name 1R&#H A1t
Surname

e

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 premium and
levy amount. EEHEN BENEEIR(TT 0 AEHUIEREREEN X 18 WEFREREEARBTRERFREGESENSZ ZXEIRA

| acknowledge that the Policy 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 Policy.
| hereby authorise and direct Bupa (Asia) Limited to automatically debit the premium and levy due from my account on an annual / monthly basis until further notice.
EABERIFREIRANEFRIBNBNFBERIRRFRERITRTE > SAREREEFEEHER - AALEREN (N FRADEHUSANE OSF/EAXVRERERREUE ST
HEHTIEH ©

Name of party to be credited (The beneficiary) Bank No. Branch No. Account No.
Wiz—73 (R=A) SRITARSE DT W R OS5
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 KA (%) RIBEEERZIRTT ( TZIRTT) )  RBWRARERHE TZRfT2ER
my/our above-mentioned account to the above-named beneficiary in accordance BAA (%) FREOSETHERA - BEXNEESEASBIBU HISE IR
with such instructions as the Bank may receive from the beneficiary from time to time, GniEm) 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 TN (5) ARZIFTHESEXTEHRETEENEA (B) -

any such transfer has been given to me/us.

I/We jointly and severally accept full responsibility for any overdraft (or increase in NMEZEEEMLAA (%) 2 EMAOHIRSY (RL|\EFZBEZEM) > AA
existing overdraft) on my/our above-mentioned account which may arise as a result (%) GHERZREEREDIES(T

of any such transfer(s).

I/We confirm that my/our signature(s) on this authorisation is/are the same as filed AN (5 BEBEEAREEANZELZ 8RN (B) EHEORZIBTESLRT
with the Bank for the operation of my/our above-mentioned account to be debited 248E

for the transfer.

I/We agree that should there be insufficient funds in my/our above-mentioned AN (%) BEWLMREOWERHHRIES HERER  ZRTEEASTHIHER Y
account to meet any transfer hereby authorised, the Bank shall be entitled, at its WEVEZ FEER > ZF&EA—MHEEA (5) (T

discretion, not to 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 KA (%) BRI ENARES A MELN » BREEERENERRR D WIE
may give to the Bank shall be given at least two working days prior to the date on TAERZBIRZTZIRIT ©

which such cancellation or variation is to take effect.

This authorisation shall have effect until further notice or until the above given expiry AEREREEEVEESTENALFEE FFIHEALE UMETPREZH

date (whichever first occurs). BRA%E) o
My / Our Bank and Branch Name Bagk No. My / Our Account No.
KN | BEEZRTRATERE RITARSE KA/ BEEZROWE

N ) O I I

My / Our name as recorded on Statement / Passbook ZA / BETE4EE | ERBEZME

HKID Card No. / My / Our signature(s) &xA /| EEZHE Date of signing %22 HHA
Passport No.
BEBSERE /
R X
DD A MM B Yyyy &

My / Our address as recorded on Statement / Passbook Zx A / BEHASE / 1718 £ it

Debtor's Name (If other than account holder) ¥ AZ#E (BIEFOFAEAN) Insured Person’s Policy No. (Debtor's Reference) IR AFRESRHS (EHAf)

N O O U

If the account holder is not the Policy Holder / Insured Person®, please fill in the following information. &R A AL IHREBIZFEA /RN FEBUTER -
Relationship with the Policy Holder/Insured Person™ EMRERFAE A /RN BEE
(Applicable to spouse, parents or children only RERARERE « RENF L)

For bank use only Signature Verified

SRITER BEHE

Notes: 1. The box marked “Insured Person's Policy No.” is to be completed by Bupa. MisE 0 1. RERARERBE—MHROER ©
2. The signature on this authorisation form must be the same as the signature of your Bank Account. 2. FIEERN 2 BERANERE T ZIRITA ORNZ EBERT ©
« Please delete if inappropriate * ERBAERE
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