Bupa Hero VHIS Plan Application Form Bupa
REFEN BFEBRETEIHFH 12106

This form is only applicable if opts for Supplementary Critical lliness Benefit together It Z 18 2B B R EIFF 3 RB F M HT1RE

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.

REEESEAE —RKEW - HHEMRIMBIIRIEAENE T —BA RIS » AR NREREIASF XA AERVSELERED
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 syt ot
A ER AR B RNERAR » A B IARIR A A LM BB A o use only ke
Please complete this form in ENGLISH and BLOCK LETTERS. Please tick as appropriate. A Policy Effective
FLEXERATASRER » LHBAMSI [V] 9 o Date EMBEM: ooy wms yyyy &

All Ages described in this form refer to the Age as at the Policy Effective Date. ZNFRFERAFTERHLURE LN B Z R EETE o
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. 5538 | U TFEESE MBI REE FTORBERNESH » LWUREE THRERIER « NHRREBELEE MREEZHE
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)

AREGPIZ S EMB R (BN E ~ REE)
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 {REiFH ABE#l (Policy Holder's Age must be 18 years or above {RE#55 A FERBNUAEAISHERU L)
Title #58 Name of Policy Holder (same as HKID Card) fREFRFE AER (BREBE(7HEERE)

[ IMrbc4  Surname

[IMrsxK

[IMsZt  Given Name
[IMiss/\E &

HKID Card No. Sex VES Fi Date of Birth
; it 1 i
EERBDEIIS MR HAEE o0 s e

Contact Details of Policy Holder {fRE 155 ARt4R =kl

Correspondence Address* i@sflitiiE* (Please complete in ENGLISH and BLOCK LETTERS 55 M IFI51EES)

Flat i / Room = / Floor [G£(
Block [ / Building AJ& / Mansion & / House 1% / Estate B35
Street #7 / Road &

HK &% Kin FL3E NT 5
District &

Email Address” EEpiti*

Contact No. Hf4&E:? Fax No. EESHE Mobile No. RENEESES

Successive Policy Holder (Optional) #{FHI{REIFA A (FIEBIER)
Please state the successive Policy Holder in case you pass away s&5IBREMEHHER FMEENFERFAEA

Surname

Given Name

&

HKID Card No. Relationship with Proposed Insured Person”
EBSHERDS BIESRARR"

* P. 0. Box, hotel address and overseas address are not acceptable. TBES#E « JE/E M UE R S MO IE47 o

#You can access our e-Services through myBupa, our online and mobile platform, to view and download some of your policy-related documents. To access these
e-documents**, you are required to register for a myBupa account and provide an email address where you will receive email notifications when a document is ready for
you to access from your myBupa account. You will no longer receive hard copy of these documents by post.

To help save our planet, Bupa encourages communications through electronic means. This will be the default option for our future
communications with you after your insurance policy has been set up. However, if you wish to receive a hard copy of all documents by
post, please contact your insurance consultant to let us know your preference.
** Please refer to https://www.bupa.com.hk/en/customer-care/mybupa/ for the latest list of e-documents available on myBupa. This
list is subject to change.
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~ Applicable to spouse/child/parents/parents-in-law/siblings/spouse’s siblings/grandparents/grandparents-in-law/grandchild/domestic partner/domestic partner’s child/
domestic partner’s parents

# {RA] 5548 myBupa 48 R F VBT IRFS SR K T SRR BRI D X - EERELEET XM REESE myBupa IRF > HREEIBHIE o XD EHH R myBupa 185 » 1R(E
BRI BEER o (R G UIBE S KRS AR B X ARIENRIA
2%Tgfﬁﬁég%’%gﬁ%ﬁmﬁ%ﬁ@h@é?ﬁiﬁ?&ﬁ%@ o ERERRMARARIULMIREREEBNIGER o B2 > NRMRAZBBIZ A NBEIFTEXHNFIENA » BlH& IR RIREE
RIREI T RIRAEE o

** AR LEHP myBupa WENEFXHEE » 552% https://www.bupa.com.hk/tc/customer-care/mybupa/ » ILEEEREFEHN o

N ERREE/FR/RE/ BN E/ B ihik/ B B kiR S/ ENER /BT X/ AR HE/ AR HEN T/ ERHENR S

Details of Proposed Insured Person #Z{RAE¥} (Age must be between 15 days - 60 years inclusive F#%E2 150 = 604 (IEEEEH))
[ Myself A (Details as page 1 ERIFE—H)

Place of Residence!?

BEm2

Occupation (Must be provided if the proposed Insured Person is 18 years old or above and opts for Supplementary Critical Iliness Benefit)
B ESRAFEMISRIU L EERREHRMINIRE > HEAR IR

Business Nature

B2 tkac

Job Position

B

Job Duties

FETER

Or

[ ] Proposed Insured Person #51{R A

Proposed Insured Person's Name (same as HKID Card/Birth Certificate) #52{@ A (EEBHDE/HEFZPEERE)

Surname
i3
Given Name
HKID Card No./Birth Certificate No. Sex M E F Date of Birth
EBSOERES/ L ERAES sl =i
DD H MM G YYyy &
Relationship with Policy Holder”
BMREBIFE ARER"

Place of Residence®?

B2

Occupation (Must be provided if the proposed Insured Person is 18 years old or above and opts for Supplementary Critical Iliness Benefit)
I EZRAFERL8R AU LT FIRFRRERM IR » SRR IES)

Business Nature

EBNE

Job Position

By

Job Duties

FETERH

~ Only applicable to spouse/child/domestic partner if Supplementary Critical lliness Benefit is enrolled together. UERZIRBEM IR » RERNEE/FL/EREHE -

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
has changed the Place of Residence. Eilt/EEH ANHEE RENBREMNREHE © EREZRABEE A B EUEmERN R

2 To apply for Supplementary Critical lliness Benefit, the proposed Insured Person must reside in Hong Kong for more than 183 days in the past 12 months.
A REMINRIEE - ZZRAMBERERERPEEEFETBE83K

Bupa Hero VHIS Plan {R{AJEM EHEEEE{RETHEI

Plan Options £t&Ii%IE
(VHIS certification numbers in brackets) (Choose one plan only) ({EEAEF 4 BFESRRIRTERET) (FEE—1E:13))

Deluxe B[ (Area of cover: Asia, Australia and New Zealand®) ((REEMUSSEE : ZEil ~ SRR HFERT>)

[ HKDO Deductible ET0EAE Optional Benefit* EJiE{RpE*
(FO0040-05-000-03)
[] Clinical Benefit PIz2{RiE
] HKD12,000 Deductible #E7t12,0008J&
(FO0040-06-000-03) [] Dental and Optical Benefit &l KR8 /11RE

HKD40,000 Deductible £7540,000E 1 [ Maternity Benefit BRI
[ (FOOO4O—O7—OOCL)J—OI3) T B8 (Age must be between 18 - 49 years inclusive &4/ 7E418-495% (1155 Ei %))

[] HKD80,000 Deductible #7580,000 811 & 4 4
(FO0040-08-000-03) Supplementary Critical lliness Benefit f@&HN{RRE
(Age must be between 15 days to 60 years old inclusive F# 4 BEAISHZE60R (EIEEERZD)

Critical lllness Basic Benefit (Choose one only) BEEARE (RiEE—1E2))
- Inclusive of Major Critical lllness Benefit (3 Major Critical Ilinesses), Early Stage Critical Iliness Benefit and
Additional Cancer Benefit @1EEERERE(GEBRERR) - FEAREREREINSERRE
=+ (Age must be between 15 days to 55 years old i spEre SEIEHE
L) Gold plan 3t8) T Kve Fibi s sH s (mizareayy) — o'verplan #5t#l [ Bronze plan 8]
Extended Major Critical lliness Benefit (must enrol together with Critical lliness Basic Benefit)
BRERFLEMRE (HERBFRERRERFHLR)
[] Extend the coverage under Major Critical lliness Benefit to an extra 77 Major Critical llinesses
BERERRE T2 RNBRLEEEIN 77 ERERSR
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Choice of Cover (Cont.) I2{RIER (&)

Deluxe Pro {ZEi{& (Area of cover: Worldwide excluding the United States) ({RREtiZ & E : 2IKEFEIEER)

[] HKDO Deductible BTOBRE
(FO0040-13-000-01)

[] HKD12,000 Deductible #E7t12,0008 7 &
(FO0040-14-000-01)

[[] HKD40,000 Deductible #7540,000 51 &
(FO0040-15-000-01)

[] HKD80,000 Deductible #7t80,000 8 1f&
(FO0040-16-000-01)

Optional Benefit* B {RME
[] Clinical Benefit FIz24RbE
[] Dental and Optical Benefit FHI &8 /I{RIE

] Maternity Benefit ERHMRE
(Age must be between 18 - 49 years inclusive &4/ 784 18-495% (115 i #l))

Supplementary Critical lliness Benefit” f&Hinn{RRE"
(Age must be between 15 days to 60 years old inclusive FE# 4 EAISHZE60R (BIEEERSD)

Critical lliness Basic Benefit (Choose one only) fERE A {RE (REHE—IE:E)
- Inclusive of Major Critical lllness Benefit (3 Major Critical Ilinesses), Early Stage Critical Iliness Benefit and
Additional Cancer Benefit 1FEERHERIE(GREERR) - FEARGRERERINSERE
SiB (Age must be between 15 days to 55 years old H FEAR | T RE
L] Gold plan £5t#) inclusive FE854 784158 2 555% (R E B ) [ silver plan #85t#)  [] Bronze plan §5t]
Extended Major Critical lliness Benefit (must enrol together with Critical Iliness Basic Benefit)
BERKILMFRRE (M ERBRENREREHLR)
[] Extend the coverage under Major Critical lliness Benefit to an extra 77 Major Critical llinesses
BERARE TRRNEHRILEEEIN77TERERE

Advance Ei# (Area of cover: Asia, Australia and New Zealand®) ({RES IS EEE : ZEM ~ M R ErFaRiS)

[] HKDO Deductible 0B &
(FO0040-01-000-03)

] HKD12,000 Deductible 712,000 81 E
(FO0040-02-000-03)

] HKD40,000 Deductible #7540,0008J&
(FO0040-03-000-03)

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

Optional Benefit* BiE{RE*
[] Clinical Benefit FIz2{Rb&
[] Dental Benefit ZFRMRRE

[] Maternity Benefit ZERHRE
(Age must be between 18 - 49 years inclusive Fi54i7E418-495 (B EE# %))

Supplementary Critical lliness Benefit”" fEEKin{ERE"
(Age must be between 15 days to 60 years old inclusive FE 4 BEA15HZE605% (EIEERERED)

Critical lliness Basic Benefit (Choose one only) BEEARRE (RiEE—IE:12))
- Inclusive of Major Critical lliness Benefit (3 Major Critical Ilinesses), Early Stage Critical lliness Benefit and
Additional Cancer Benefit @1EBERHERZE(GREERR) - FEGGREKRIBIMNSERRE
+=12) (Age must be between 15 days to 55 years old i $EEtE A=t
[] Gold plan 5t o tive Ee B AT D2 b (T B ) [] silver plan i85t&] [ Bronze plan $@5t#|
Extended Major Critical lliness Benefit (must enrol together with Critical lliness Basic Benefit)
BERFLEMRE (LERBHEEFRERFHER)
[] Extend the coverage under Major Critical lliness Benefit to an extra 77 Major Critical llinesses

BRERRRE TRANBRLHAELRIN 7 BRERR

Advance Pro {Z%5i% (Area of cover: Worldwide excluding the United States) ({REitii5iEEE : 2IKEFTIEER)

[] HKDO Deductible 870 B {J &
(FO0040-09-000-01)

] HKD12,000 Deductible 712,000 81 &
(FO0040-10-000-01)

] HKD40,000 Deductible #7540,0008 7 &
(FO0040-11-000-01)

] HKD80,000 Deductible #7t80,000 B
(FO0040-12-000-01)

Optional Benefit* B {RME
[] Clinical Benefit FIz24RbE
[] Dental Benefit FRHRE

] Maternity Benefit ERHMRE
(Age must be between 18 - 49 years inclusive &4/ 7E418-495% (E115 B Ei %))

Supplementary Critical lliness Benefit” f&Hinn{RRE"
(Age must be between 15 days to 60 years old inclusive FE# % EAISHE60R (BIEEERED)

Critical lliness Basic Benefit (Choose one only) fERE A {RE (REHE—IE:E)
- Inclusive of Major Critical lllness Benefit (3 Major Critical Ilinesses), Early Stage Critical Iliness Benefit and
Additional Cancer Benefit 1FREBHERIE(GREERR) - FEARGRRERERINSERE
SiB (Age must be between 15 days to 55 years old H EAR | T RE
L] Gold plan £5t#) inclusive FE854 784158 2 555% (R E B ) [ silver plan #85t#)  [] Bronze plan §i5t ]
Extended Major Critical lliness Benefit (must enrol together with Critical Iliness Basic Benefit)
BERKILHFRRE (M ERBRENREREHLR)
[] Extend the coverage under Major Critical lliness Benefit to an extra 77 Major Critical llinesses
BERARE TRRNEHRILEEEN77TERERE

3 “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.

3 TS~ RINEHFERE | $EMIET ~ BN ~ EI0RL AT ~ SR ~ SRIEEE  PEIARE &8 C EE C EDfE ~ B~ MAES ~ EEEHT - 218 RPT » BRESE  BRAK 5 9 BRE
HEERE ~ 088 - BEHTIE  JEEE  FINK - BER - BN~ 6 BER - RE - BEX - LES ~ BIKRIRRHERE o

4 The Optional / Supplementary Benefits are not part of the VHIS Certified Plan and the premium paid (inclusive of Premium Loading and/or Subscription Loading, if any) shall not be

entitled to tax deduction (if applicable).
4 BE/TIREIT B BREERETEIMR AR - HARRMEAIN 2 RE(BENNRE » MB)HAZBEMBNAE WEA) o

Please tick this box if you would like to receive coverage for Pre-existing Conditions with Premium Loading for Bupa Hero VHIS Certified Plan only. This option
does not apply to Supplementary Critical lliness Benefit and Bupa may apply separate Subscription Loading on Critical Iliness Benefit after underwriting even
you don't tick this option.5 FEZIEULIE » MNIREE UM INRER SRR EBHENRE (BEARRMIEN BREBRABNZER) o ILEEREBREEIINGRE » BFER2E
FIEILEIS > fRIAT AT AETE IR B REIRAUI BRIREHINRE © 5
5 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 under Bupa Hero VHIS Certified Plan. If you choose this option, we may contact you to collect additional information for assessment. F{frJsE& A

IRFREPIREVRETR —LERET AN EREIER o RAINAERIMTERIAIF A B R R BIR0SER] RIS HIINRER R L R ERIEREMA RIEHE o MIFRZFILTE > RAINEHHERURBEINERUFEE o
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For Bupa use only 1RiAEH

Standard Family discount Premium for Premium for Levy Subtotal Other discount Total premium and | Verified
Premium amount, if any optional benefit supplementary REHE /Nt amount, if any levy paid (HKD) by
RERE REIIIEEE (NH) | BEFRERE critical illness benefit HtiriN&8 (0A) | RERREBERE %8
RN RE R E (Bm)
- + + + = - =

Family Discount (applicable to Standard Premium of Certified Plan only and does not apply to Optional/Supplementary Benefits)

KETNERE (RERNRTERSERE » RERRBERMIERE)

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:

MEEERENES [RAJENBFREERTEL ZEZRA REFIIMNERPFE) HZHREZHRA > PRSI ARNRETIIAZA o FREAPINERNT
Name (same as HKID Card/Birth Certificate) % (BEB G155/ HEEAEER)
Surname

&3

Given Name

&

HKID Card No. / Birth Certificate No.

EBSNEIE / WAERAERD Relationship with Policy Holder 8{RE+55 A%

Insured Person Policy No.
RIRARERHE

Name (same as HKID Card/Birth Certificate) #% (J258 51938/ HEEAZERE)
Surname
i3

Given Name

HKID Card No. / Birth Certificate No.

EBSMERS / HEBPES Relationship with Policy Holder B{RE#55 A%

Insured Person Policy No.
ZIRNRER

Name (same as HKID Card/Birth Certificate) #£% ($258 51938/ H4EEAZERE)
Surname

&g

Given Name

HKID Card No. / Birth Certificate No.
BRGMEIS / HERABNS

Insured Person Policy No.
ZRARESRRS

Premium Payment Method &{HREE £

Payment Frequency SR &R Payment Method MR & 75 5% Remarks st

Relationship with Policy Holder $2{RE#5H ARI%

] Yearly &8 ] Credit Card 5B+ Please attach a completed Credit Card Authorisation Form
BEREY 2 ERARARIEEESE
] Autopay from Bank $R{TE &R Please attach a cheque made payable to “Bupa (Asia) Limited” for the
(From renewal payment only A& {RSEIEER) 1st year’s premium and levy with a completed Direct Debit
Authorisation Form
FHEZERIRRES - EREFRERRENE XEREAAF > ZREHE
AABMRA (T BRAEN
[] Monthly B# [] Credit Card Zf& Please attach a completed Credit Card Authorisation Form

AEFEZ 2 ERFAREEESE

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
BEZERMIREES > BRERESRERREME 2 XBXEAAT » LA

B|AS TR (M) BIRAE

Bank Account for Reimbursement Z{J82E 2 $R{TAO

Claims payment will be reimbursed by autopay only. B ERIER I EENERA LT ©

| hereby agree and authorise Bupa (Asia) Limited to reimburse claims payment to the account below. Zx AEE RAZHEFRIE (M) BRATEIREERERUTED
Account Holder's Name (Same as recorded on bank account statement/passbook)

FORBAES (BRTHEE/FRBIER)

] Autopay from Bank $R1TEEiiE

HKID Card No.
ERBNERE
Personal Hong Kong savings / current account number (HKD only) fEAEHBHE /FRIBITEOGRE (RRET)
Bank Name Bank No. Account No.
RITRTE SRITIRSE F Ok

If the above account holder is not the Policy Holder/Insured Person®, please fill in the following information. & Lz AOFEALIEREFTEA/ZRBAN > FEEUTER -
Relationship with the Policy Holder/Insured Person® EMREHA A /SR N FR
(Applicable to spouse, parents or children only FEABREE « KB FL)

["]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. &K \IFEHETRAHRTE OB c AABEMBREEFE (@EN) ARADRHEAMNESRTEOBR » LIGRIE28EE o
If you do not provide your bank account information, you may update it later on myBupa, our online and mobile platform. W{RAEBIRMHIRNRITE OB K » (REIREER
myBupa#l R Fi#Fa _ EFH o

*Please delete if inappropriate MG FERE

MP310/5/0223
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Health Declaration and Questionnaire {ZFEEHRKE
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 IEERI&155|

If your answer to any of the questions in Section A below is “Yes”, please proceed to answer the relevant follow-up questions in Health Questionnaire - Section B.
BEUTRBEEA—EEMEZERA (Bl & ARNREES - ZBEIZERMRERE o

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

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

R E U T REIRSUAR -

SE/RVE MR ~ BB X/ BYhE (BER)  HEFR (EBHRD) &R  JRBREGERRD)  IB0E - SREMNRHE / MRk BRERES) BERFERMERERRER (REER
IER) » BRERRE (REERER) BHEE - FREATAR (BEH)  FEARIREERBRERSHNIES TR/ ER/B0L/ETE

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.

RBEEREPMAAIGE > HABSHERARMIZETERERNER » SFEEZANEARRPENERERERRADHSEZNENE AP BEEL

Health Questionnaire - Section A #RER%E - BIf

Height g5" cm EXK OR T feet IR inches I
Weight fgs" kg Afr OR &% pounds(lbs) &
Do you (or proposed Insured Person) smoke# or have you (or proposed Insured Person) smoked# in the last one year? []Yes2 []No&

REEZRNERERE HEBE—ENEERE"

# 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).
BRUTZEZRABTES ° [RE ) FLBENSEEEERRNEE S B3} BERERRS TAREERBINSFE) -

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&
TERE=FEN > REEZRA) BEBLSRERTHIFEGINES - SMER - 84F - 85 AEAUFERNEER RS EXEEAS (BN
ERBL  IARAT - BRl B NIRES A BEREIE ?

2. In the 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)? []VYes2 []No&
EBEZER > RHEZRAN) 2ELRTULWEZRZZIED (BN - BR ~ OEE ~ XX~ BB - BIHEE  BOHR  EB7RE 8
AR ~ ZEUPFSORIE ~ RALFFSORIR) 2
If the answer is “Yes”, do your (or proposed Insured Person) investigation result(s) include the followings?

MRERE B REERZRANNBREERESEETIIER?

(a) Abnormal test result is advised [JYes2 [ No&d
IBEBERER
(b) You (or proposed Insured Person) are still awaiting test / test result [JYesZ []No&

IREEZIRA) [EZ B0 SRER LS
(c) Medical advice has been sought or treatment is required for the test result (such as liver cyst / brain cyst / joint degeneration
or calcification / lung or breast or thyroid calcification discovered on imaging test, that may not require immediate treatment) [JYesZ []No&d
MERERESRBRERABERZ AR (BN — LR B2 AROVIERINATERE/ MEE/ FEREIIHE/ R GERR PRI
B RAR HIRESIE)

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? [1YesZ [ No&d

TRERFR  REERRAN) EEEWREZETH BUIZBEETSH/SBE—R/ AHER) RAXPBE—EANESEY ?

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

=] as
EBERER - RREBEA) BEBACER? [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? [JYesZ []No&d

EBERERN > MMEFEZRA) 2ESEFERER TEZIMUET (QENRRBEEEMCR) ?
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Health Declaration and Questionnaire (Cont.) 2FEZARKREE (&)

Health Questionnaire - Section A #FERE - BIf

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) 512 SIEEBEPRRBHNERSL » REEZRA) BEH FER?

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

RIERH I (G2t ~ 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 [JYes2 [ No&
HAMZERAOR SURBURAE (BITNAESR « 555 ~ FHEZW - Bk 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 B EEI N REHR T EXEE A B (GINERELE « WIRARKE il L) IR
A

7. Have you (or proposed Insured Person) ever been diagnosed with any of the following diseases or medical conditions?
IREESZIRA) BE BHRHED T IRREERR R 2

(a) Cancer or carcinoma in situ EEESRIEE [JYes2 [JNo&
(b) Brain tumor K&ERIESE [vYes2 [JNo&
(c) Heart disease L\iEfFR [JYes2 []No&
(d) Stroke (including transient ischemic attack (TIA)) FJ& (BIEFEE AT » (AT8 TN FE) ) [1vYes2 [JNo&
(e) Hypertension SI0E [JYesZ []No&
(f) Diabetes mellitus or impaired glucose tolerance #ERFEEEMNEBRE [JYes? []No&
(9) Prolapsed intervertebral disc or degenerative spine conditions &4 Ze H o F R IE 5% []YesZ []No&
(h) Diseases or medical conditions requiring a medical device or prosthesis to be implanted within the body EEEIE A BEEIE N E [JYes@ []No&
I IR S R BRAR R
(i) Mental health conditions (such as depression, anxiety, schizophrenia, eating disorders, or bipolar disorders) &k 58 (L0 []Yes2 []No&d
B FE - BROH - R REIBRIAINEE)
() Multiple sclerosis ZE4HHE{LE [JYes@ []No&
(k) Congenital conditions (medical, physical or mental abnormalities that existed at the time of or before birth) X M&HE (55 H []vYes2 []NoZ&

ERHZFIEFENESE SR LHRE)

For proposed Insured Person of children aged 6 or below only AR/ T > ESREE

8. Was the insured child born before 37th week of pregnancy? [JYesZ []No&
RRABRENEREINBRILLE ?

Applicable for Supplementary Critical lliness Benefit only S i@ @&k hI{RE

If the Policy is issued after the Policy Effective Date, you are also required to notify Bupa immediately for any change or update on the proposed Insured Person’s
health conditions before the Policy Issuance Date. MMREEIEREL A 2 8555 » AMESRANBRARBEFIERER > (REEEREREH Z A1 A@BHRE o

9. Have you (or the proposed Insured Person) ever been diagnosed with any of the following diseases or medical conditions?
REERIRA) R T BRES T OIORIIE RN ?
- disorder of brain or nervous system, HIV related conditions, AIDS?

PESAERMER « NERBNHRZRS (HIV)ARER « B ?

[JYesZ []No&

10. Do you (or the proposed Insured Person) have two or more natural parents or siblings with heart disease, stroke, diabetes, cancer
before aged 50? [JYesZ []No&
IREVEZIRA) BEE MBS ERERE ST BEHE S0mAIRE LR ~ FE « HERRIEAE ?

1. Have you (or the proposed Insured Person) ever been declined, postponed or accepted on modified terms for life, critical illness,
medical health or accident insurance? []Yes2 []No&

REEZRN)EE BREARRE[AS « BF - BERAEIMREBRIERE » IR SEUFRIER 2

Only applicable if opts for Extended Major Critical lliness Benefit 2 i A 15 (R & E I {RE

12. Have you (or proposed Insured Person) ever been diagnosed with any of the following diseases or medical conditions? [JYesZ@ []No&d
IREEZIRA) RS BRED T OISR RERR ?
- Liver disease, kidney disease, lung disease (other than cold or flu), disorder of blood?
- FFBERR ~ BOR  BRERRR (BRSIRUE RS ~ iRARSR?

13. Do you (or proposed Insured Person) have one or more natural parents or siblings with haemochromatosis, Huntington Disease
(Huntington’s Chorea), polycystic kidney disease or any other hereditary disease(s)? []Yes2 []No&d

MMEERRAN)BEE—ERU LREXS AT BARBEHENEE « =T BEEE  SREBRNEMEHMIERRS ?
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Health Declaration and Questionnaire (Cont.) @A EE (48)

Health Questionnaire - Section B {#RER1% - 286

If you answer Yes to question 1-8, 9 and 12 in Health Questionnaire - Section A, you have to provide the details of the medical conditions in Health Questionnaire -
Section B below. Y1RRxt MBS - B BIE1-8~ 9 R 120EIES TR1 » (RAR TSI MEERSE - 280 REEMEEZES o

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

1. Disease / medical condition / sign and symptom

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

BRUEIREIERRI B A
3a. Treatment / investigations / tests / scans that have

been performed

BETRAE/ BT/ AlE/ R
3b. Date of such treatment / investigation / tests /

scan

BEVAER/BE/ AE/FHAH
4. Present condition (such as whether fully recovered,

follow up action / medication / next follow up

date)

R (BN R B ETEEE - BRRIE/ RAREREY)/

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

treatment

RBED/ AEAH
If you have any medical reports or reports of investigations, please enclose them and put a tick in the box. ] With attachment
MIFE B ERR S B RIRE RS » AREILRIEERM £ WaARZEM TV 5% o REME

Health Questionnaire - Section C {#EERI% - "EP

If you answer Yes to question 10 and 13 in Health Questionnaire - Section A, you have to provide the details of the medical conditions in Health Questionnaire - Section
C below. MNRRet MEERE - FE BEI0R1ZNEER (21 > MERTY MEEREES - AR BHEMEEZFE o

Question No. 73 Question No. &% Question No. #&5#
Medical condition JIE Medical condition JHJE Medical condition JBfE

a Which family member(s)?
THMERE?

b. Which disease?
TMEZR R ?

c. Onset age of the disease?
RIS EE?

If you answer Yes to question 11in Health Questionnaire - Section A, you have to provide the details of the medical conditions in Health Questionnaire - Section C below.

WRMREL [RERRE - R BRENLIEA TRy - (RANRTY MERRE - R REAMERZEE -

Reason(s) of being declined, postponed or accepted with modified terms for life, critical illness, medical health or accident insurance
FIRERIAS ~ BF « BRIEIMREERRIER » WRIUESURTIEMNERR -

If you (or the proposed Insured Person) have any medical reports or reports of investigations, please enclose them and put a tick in the box. ] With attachment
R (KREZRA) BEAIBFRE N ERRERE > ARBILRISRERM - > WaER =S v 5% o SEME
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Declaration and Authorisation BEARISiE

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.

REFBAMEZRAGEILER :

RAREUEFRAER( TS ) PR BRIRE TS ( (5181 ) 2555 o MEZRAFRFMISE » AABRESHRANEEAEXEEAESRAIRHULRE

AR APREEZ (RGBT RIBAR N Z I BRETRTE © RALEDEBINERANB T ARN/EZRARFNERREER « BHERRRIREERIEED

Coverage and Pre-existing Conditions {R[E Kk B A HIE

| 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 (applicable to Bupa Hero
VHIS Plan) and/or Subscription Loading (applicable to Supplementary Critical lliness Benefit) to cover that specific condition(s) and the percentage of Premium Loading
and/or Subscription Loading shall be notified to me in writing. Bupa may apply Case-based Exclusion(s) (applicable to Bupa Hero VHIS Plan) and/or Excluded Conditions
(applicable to Supplementary Critical lliness Benefit) 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.

AANEPE > SIARAPRAFIFAS » RERGAR L (BEREARAESENEEA D) BRI FUZFHEAREN—IER( &Rl ) MBEBER « ERRTE c AABRA()EERKMRAZER
EMERIT A ARE—ED 5 (WARBRFRBREEE « ERATENER  RAEERAANRERATFEIEE NI 2HEINRE ; RQ)MABEAEZRARMES « K
TENEL > RETEZEZRAZRE

MAANRRERFMSENEZRARLILRE » IERREZSRABBENEERSERARBARBERIERE o AARIDESRAFRMMNZEWEBRAFRMZE ©
RAERNEREENAREE R AR S ERENERREREIERNEBRIE - BENEMBRMS M BEER » RIFAATTARBRASFET L IS (R
ERER—FAFEE - RABAWTERZARFEHNAEREFZEANREENA UREABALE) ZAHMERRRE » ESRANRRARREEENE » RABEILALBAHRM
MEBRECHK PARAMRE T E RIAZENAR  RESEURMINGRE (@R RAIEN BREERETE) K/ IR E (B A RN IRE) LURPE B BERIF R » S BURBIM IR E =/
HIIMRERFEUETEBAAA o RIATIZESFESEREMP EEZRADRENEZMMZERFRIEE (BARRAIEL BFEERE) K&/ HAMREE (BAREEN N
RBE) ©

AN \FESRINEE 2 (R A\ WP TE Bl SR S L/ (E 3t SR B 5 P 8 Bl R A4 12 (B B A IRM =B B A) st E M S RAsi AR EEANZE2 HRIDEMER - ERIARRBHERRE > R
TAPTAR IEMERAZER R ABOIRPENE 7 BIAERL © RAULSNEBREZRALIFEBIXA B R - RABBMEZRANNENEERERAZEKARR » RABSEUANUEERBRMRE o [X
ARBR] EENEERY B 5 AZEA RIRBER A EEFEZERAMEE R TIEMAL

Personal Data and Information Disclosure B A& ¥ & & K E

| 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.

A FERA B LRI R I AR A S EMRSPIURERN AANEAER > BFREBERFFRER—EN MAABIRERR) RFTRANELR

REBFFB ALLIMNER » RAEREZRA(HESEEA > (NER)BUSAE » RAREIRBUR R A AR AR BE RIS (BIEER) IR EFREEHEZRANRREEERNREMEA
B o

RANERRAERERIEHELERAESRAZBERARBERS > —EBAHEAZN o RAL BEREAAEZRARZIABENES Bt 227 UFEERRARERE
AERZRBRATHEBRERRAZ2HEREIERE) 2XTRE » SRS ZBIARRERRRZWNS

RARBRIOPIBB LA MAE « Bt - SBEKEL ~ BEFO ~ BERO ~ BREPRO ~ REROREMRBSHED UREEERRE - SERBREBZBIMBREMZEEMEZ
BB FEZRA o AR BB AMILEEZFRRAIREDERFREUERAEENER ML - MEZRARBRFRBMEENRBUEEM L ZBRR R8s -

Additional Declaration if opts for Supplementary Critical lllness Benefit B35 1& i HN{RFEFriE A RZESMNES BE

| hereby declare and agree on behalf of myself / the proposed Insured Person in this Application that

RAERREN/ LHFNERRAZIEARER

(a) any misrepresentation or non-disclosure of smoking history will render the Contract for Supplementary Critical Iliness Benefit void, whether the claim is pertaining to
smoking or not;

ERRELHNABRL - BRRERSTHE M  HEEREHENINRENSHERY ;

(b) the proposed Insured Person has resided in Hong Kong for more than 183 days in the past 12 months;
EZRANEBRERBERPESEETBIE8IK ;

(c) Bupa will not pay any Benefit if the proposed Insured Person has any signs or symptoms, receives treatment, medication or investigation for or is diagnosed with, any
Critical llinesses within the ninety (90) days’ waiting period immediately following the Critical lliness Benefit Coverage Commencement Date, date of last reinstatement or
the commencement date of this Contract after upgrade (if applicable), whichever is the later. For circumstances which may require a prolonged underwriting time before
the issuance of the Contract, the above ninety (90) days waiting period may be superseded and counted from the issue date as set out in an endorsement. No waiting
period is applied if the Critical lliness is caused by an Accident; and
RERFERER - SARBENBHINFRERAZSHHEBCNER UEEBEAE)BNH(90) BNZFEAR » SERRADRIFE « #28%K - BYaRsRsE « i HER
& R B ZAEARRE - EANER AT ERERREHETZRNBER T » L+(90) A BIFE B ERIANE R AR IR « SEATERRERINS BN &

(d) if the Policy is issued after the Policy Effective Date, | am also required to notify Bupa immediately for any change or update on the proposed Insured Person’s health
conditions before the Policy Issuance Date.

MRETEREENA 2185 - AMERRANRERREEFRSNERNEN » FAREEREREH A BENRE
(P.T.O)
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Declaration and Authorisation (Cont.) ZEERIZHE (48)

Policy and Eligibility for Tax Deduction {RE RIRFEINHAIEIE

| 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.
RABEETHEREZ ZFRRAMR > ZRER SN ILRFERBIRBTAA

RABBERIEREIR NG T RENBNFBERIFRBREGETEE > DRREREEFEIER - RALRBRBETERNAAISENRTIRA/GRRUER)INIERE  AA
HRABEUHIRE » AR E 30XRFIUEBEAAM A o

AANBBRBEILFFERRDER > RSB TESNNRELAEEHZERBIA - RABBENBFERBREREEERIER (FIFRER) PIRENRERIHERESTZHER
B EEERIRN AR HEA T/ BE/2HHSEER  UAKEINEABERRENSEER LS -

RANABRTLZ  BEHE (AEHEIERBESNVHESERERBEARRLES » TRFHE - SHURE—RGRNAL > MBRMRERE ARZATIEEMEMALRBERES)
MEFBHENTX/RXEMEENRETARTEMBIRNER

Applicable to Application through authorised insurance broker AR B BESIERIGKLETZHE

| 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 ~ BAKAE RN AABERETHSEMNRE » NREFWHR (SFERE) nasT aMRENERRRIRCLZ (RS
ANATERRIBNEIEEAU EHNEE > A A LRI E RIS o

Personal Information Collection Statement {AAZ kI k& ER

(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. I/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
AACHELPARARRAEREN MEABKERR]  RATESREEZRA GHEEEEA > NER) B2 MEAAERINERR) TEPHARFEEARS c AAREM MEA
ERINEER) AR ETEREHRAANEASHESERANT MEABRWEER] FEEREEA ; &

[] (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.
EARBRFRBEARAZBAER > GIFERANES « BEAE MR~ BREERERR > BARAEXRE MAASKIEREE) Pt aERE (GIIREITI0) ~ #E -~ &8 -
EETHAEEANEREBANERRRBNTSHEBELERN(CEUED - FHROAXNFEN)  UTHARAAEGREEBMEBRONETARFER(BEBE
customercare@bupa.com.hks 82517 5333) » ERFRAEIERAANEAER B EERETISEERR ©

Cancellation Rights and Refund of Premium(s) within Cooling-off Period /42N BUH R E MR RIBIBIFE

| 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.
I 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.

AABAFAGHUETBEHNERRFE (EN) BRAFHRELERBFMAEHFRERRENE - XABPBATEEEEF » ZECHRENBEHMLERFAEELHRR (E
M) BRAREEBNERESEE77EEES2E6IEN CHBANERKT - ZAPRSHRASBREFCFRENERMFAIARTANEERRZ AL H21 KRR
(UBRBERE) - RABBSBHBMEZHRRE (EN) ARAE ERARERRFEASFANEERRN—HBNE > USHH—FENEA -

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.
KANLHRBEHREFBA » BARARRILSHZRERATILE 18U T EZRAFLEAREE -

| 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”).
AABARIEERERRMAIE GEH) BIRAE ( MRE) ) IRRAESERZE » FESRREZ(HRE o

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
REFBEAEE NEBZEEZHH HERRAEE (8RIUL) REBEEZAH

X X

(Full Name Y| oogm MM 5 YYYy &£ (Full Name Y| oA MM g YYYY &£
=S ez

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

RIBA /0L ) EERARUE WERARYSARRERFEANER) REA /4D | EHERRBAEBER

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

REBA /IR ) EERARER RIBA /1D ) ARSIt

Reminder 122 {F

To help us process your Application quickly, please ensure that you have: KPR EIRMBIRTER RS » RULBIRTEIE B3 L

enclosed payment of the correct premium and levy and a copy of your HKID Card or Passport BRIERZ REMRESERMNEESMDER
initialled any amendments on this application form REAERZ EEBER
enclosed a copy of the HKID Card or the birth certificate of the Proposed Insured Person EREZRANSESDERHEZPRIZAR

Bupa (Asia) Limited &8 (M) BIRAS
Address it 6/F, Tower 2, The Quayside, 77 Hoi Bun Road, Kwun Tong, Kowloon, Hong Kong &8N B RIE G BI87 7508 BESE2HE6IE
Telephone E&&: (852) 2517 5175 Facsimile {8E: (852) 2548 1848 Website #8%t: www.bupa.com.hk

ﬁl 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.
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Bupa Hero VHIS Plan Credit Card Authorisation Form
RBIEN BREBFRTEIERAROMIRES

Policy Holder's Name {REEFFA A&
Surname

e

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.

EEBUEARIM BRZILREREER X B > BRERHE o SREMELREARM > BREFEIRE

[] Visa [] Mastercard

Cardholder’s Name #FEA#lZ

HKID Card No. EEEH 5K Credit Card Account No. {5/ O Credit Card
Expiry Date
ERFEME L us s

| 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.

AABABRIFREIR AT RANBHNABERIRARBREGIIRE - DRIRERSESEEHER - FAZRERD (M) BRASDEDHRAANERRFOSF/SRZNEMR
BRREHESH  BEERITIEH

If the Cardholder is not the Policy Holder/Insured Person®, please fill in the following information. ZERAEIFA AL IEREIFTEA /RN FEBLUTER ©

Relationship with the Policy Holder/Insured Person® E2{RE81FH A /R A BilZ
(Applicable to spouse, parents or children only RIERREE « REBHF 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.
RARERAFERIERE ERREFEAZ2BEEZ RN ERERABIRERREYERE -

Cardholder's Signature FEAEE Contact Phone No. Ht#& B %5558 Date A
X
oD H MM B Yyyy &

For Bupa use only Bupa Hero VHIS Plan Insured Person Policy No.
RHAEA RIBIEN BFEBRET B RAREETRES :

Date Authorised Code:

BHEA RIS

poH  MMA YYyy &

*Please delete if inappropriate &M ERE
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Bupa Hero VHIS Plan Direct Debit Authorisation Form

RIBIEN B FEERET B ERITIRES

Policy Holder's Name 1REH A&
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 BENEIR(TT 0 AEHUIEREREEN X 18 WEFREREEARBTRERREZESENSZ ZREIRA

| 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.

FABARIREIF NG T RIBNENFBERIRRERERIGRE » SAIRERESFEER - FALBERE (M) BRABDEBRF AN OSF/EEXNESRERREBESE

HEERTEM ©

Name of party to be credited (The beneficiary)

WRz—7 (@A)
BUPA (ASIA) LIMITED

Bank No. Branch No. Account No.
RITHRE DITHRSE Wik R OEES
0/2/4 7/8/7 6/2[1/7/8|8|0|0]1

I/We hereby authorise my/our above-named bank (the “Bank”) to effect transfer from
my/our above-mentioned account to the above-named beneficiary in accordance
with such instructions as the Bank may receive from the beneficiary from time to time,
provided always that the amount of any one such transfer shall not exceed the limit
indicated above (if applicable).

I/We agree that the Bank shall not be obliged to ascertain whether or not notice of
any such transfer has been given to me/us.

I/We jointly and severally accept full responsibility for any overdraft (or increase in
existing overdraft) on my/our above-mentioned account which may arise as a result
of any such transfer(s).

I/We confirm that my/our signature(s) on this authorisation is/are the same as filed
with the Bank for the operation of my/our above-mentioned account to be debited
for the transfer.

I/We agree that should there be insufficient funds in my/our above-mentioned
account to meet any transfer hereby authorised, the Bank shall be entitled, at its
discretion, not to effect such transfer in which event the Bank may make the usual
service charge to be paid by me/us.

I/We agree that any notice of cancellation or variation of this authorisation which I/we
may give to the Bank shall be given at least two working days prior to the date on
which such cancellation or variation is to take effect.

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

AN (F) Bk L2 R1T ( TR8R1T7) ) > REBEUERA TR TZIRT 26T
BAA (%) LEFOFRTERARA c BERERSVASBBU LIEEZREE
(@A) -

FA (%) ABZRTHEREZSERROEENAA () -

MRZFERMLEAA (F) 2 LRRPOHRES (RLBFHFZBEIEM) > FA
(&) SHARESHIEERSEET -

TN (F) BETAREENZES  BAA (5) LR ORZIRITHEELCHET
£48[ °

FA (%) AEW LA O ERHTIASZ I BMER  ZRITARTTIHEET
WENARZ FEER  ZFBA—MHAAA (%) 2T -

AN (%) AERHSNERAREE ZEMEN > BRI ERENE & MIE
TERZ AR FZIRIT ©

FEBERUEBENEERSTENALNEE FIEHBERILE CMERTRFEZH

date (whichever first occurs). HAA%E) o
My / Our Bank and Branch Name Bank No. My / Our Account No.
RN EEZRITRDTERE SRITARSE KA/ EEZ RO

N ) O I I

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

HKID Card No. /
Passport No.

EERSNETDS /
SRR X

My / Our signature(s) A /| B%2%E

Date of signing ZHHA

DD H MM B Yyyy &

My / Our address as recorded on Statement / Passbook Zx A / BE A E / 1298 L2 it

Debtor's Name (If other than account holder) ¥ AZ R (BIEFOFAEAN)

N N I

If the account holder is not the Policy Holder / Insured Person®, please fill in the following information. &R FA AL IFREBIZE A /RN FEBUTEER ©

Relationship with the Policy Holder/Insured Person® EMREHEA A /RN BEER
(Applicable to spouse, parents or children only SEAREE « KEBHFR)

For bank use only

RITER

Signature Verified

BREE

Notes: 1. The box marked “Insured Person's Policy No.” is to be completed by Bupa.

2. The signature on this authorisation form must be the same as the signature of your Bank Account.

* Please delete if inappropriate
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