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Please ensure your completed application form is received by Bupa at least 5 working days prior to the end of month so as to effect the cover on m Eﬁ = %E
the Tst day of the following month. Please also make sure you have enclosed your full Subscription and a copy of HKID Card / passport. Ap pl |Cat|0n FO r AR

All Applications are subject to underwriting.

AT T A—SHAEN  FHEZNRFREAERNREREBSDE  EREFN ARNRLBEAITEXTERM

i B AR B BIR AR IARE A 3K For Bupa use only R#HZEH
Any amendments to this form should be endorsed. A copy of the application form will be sent to you together with membership pack for your record
ARFRLMBEMER  FREEARSENTANEBEEER - ARFRAFTB IR EFEFER—HFHRETRE - Contract No. & 455 -

- R RN JL -

Please complete both sides of the form IN ENGLISH AND BLOCK LETTERS and return it to Bupa.
BUEXERAZARER 2 EARSE  XHTERHA - Effective Date ££EZ H HA -

Personal Details of Ap (Applicant must be aged 18 or above BiE A F B4 AR 1857

Surname Given Name (same as HKID Card) Sex | HKID Card No./Passport No. | Date of Birth 445 H HA | Height (cm/ft) | Weight (kg/Ib) | Marital Status
# (ERFEEFHEMER) MR | BBHHEREERREE DD B (MM A Yy F | IR (BAIR) | BE (AF/B) | SRR R
O Single E & O Yes 2
O Married B4& O No &
O With children 5 F%&
Home Address Flat / Room Floor Block Correspondence  Flat / Room Floor Block
FEEHbHE B/ = =0 23 Address BRI/ = =2
Bldg. / Mansion / House SRR Bldg. / Mansion / House
ké /& (if different from A& / 1#
Home Address
Court / Estate / Street meRfESimiRR)  Court / Estate / Street
B/ R/ #E B/ B3/ #1E
District Kin / HK / NT District Kin / HK / NT
R R B R I N BB ) HA

Country of Residence /F{EBIZR # Mobile Phone No. F12E 5585 | Home Phone No. (FEE &5 | Home Fax No. (EEEH RS Home E-mail Address ¥ £ & Eithi-
(if not Hong Kong #A3E& )

Business Nature 75145 Job Position Bz Office Phone No. AR E &SRS | Office Fax No. ‘A Bl{EERHS Office E-mail Address /2 &) & Bt

Please give details if your spouse is a proposed/existing member of Bupa CarePro and/or your child(ren) is a proposed/existing member of Bupa Care Kid

MENREA [REFER] WESE/MBEE - AN TFRA [RAERE] (ESS/EREEE - FREUTER

Spouse's Name Date of Birth HKID No.
RoRA A A B 5 B B BRI
Children’s Name Date of Birth HKID No
FRpE A B HA BEHDERT

# Unless otherwise specified by applicant in writing, Inter Partner Assistance (IPA) will consider Hong Kong as the Country of Residence and repatriate the applicant to Hong Kong when Medically Necessary.

BRIERBARRINEEMAL - BRMER (M) ARAMREEERRFAZERERR  RABRRERXERFALES

Claims Reimbursement Details B {55 ¥

Claims payment will be reimbursed by autopay only. B &8 R LA & Eh88R 5 21T ©
| hereby agree and authorise Bupa (Asia) Limited to reimburse claims payment to the account below. A AFERFERE (M) GRATERBEKXERUTED -

Account Holder's Name F EA#H8 A4 HKID Card No. &% F 17 &5k

Bank Name Bank No. Branch No. | Account No.

RITHIE RITHRIR DITHRIR P RSRES

If the above account holder is not the applicant, please fill in the following information. & it 2 F O#H AW IEEFBA @ BEBATER -
Relationship with the applicant Reason for receiving claims payment on behalf of the applicant

R AR R AMERES TR e R A

Application for e-Statement Service 5 E F & B RRIE

(O Ihereby agree to receive an e-Statement notification to access my electronic claims statement / shortfall invoice. | understand that no printed copy of claims statement / shortfall invoice will be issued thereafter.
AABRRBRBETFEERBAURGAAZETHES / 2RANE - AAPAEKS I eBEREARA 2 BEE / 2RBNE -
e-Statement notification sent to (choose one) LAt BE KB FAEE RBA ((BRE—) O Office E-mail address 2 718 Bt i (O Home E-mail address {x==% st
Choice of Cover ¥R B (please tick as appropriate FEZIZIH [V ] 57)
Core Benefit = Z{R[E Optional Benefit B i&FEIMRIE
() Hospital and Surgical Benefit {£Fz & Filr{RFZ (O Clinical Benefit FI2 R
(O Hospital Cash Benefit {EFt3i € (R

(O Supplementary Major Medical Benefit
it o0 & AR P
(age must be below 60 F e 478 B60BEA T )

Benefit Level fREEZE#L (choose one i —)
(O Plan &1 Private FoiRE

(O Planzt#l 2 Semi-private ¥ FAR 5=

(O Plan 5t#l 3 Ward K5

Total Subscription paid with Application HKS
BREEFRATZRE beticd
Payment Mode #fHREF Payment Method SR & 755% Remarks it
O Yearly 45 O Autopay B BEAE Please attach a cheque made payable to 'Bupa (Asia) Limited for st year Subscription with a

completed Direct Debit Authorisation Form
(FFEZERNHEREE  EREFREZXFEREAARE  XZRBEAR [FRA (M) BRAR] )

O Cheque x= Please attach a cheque made payable to ‘Bupa (Asia) Limited’
Bank Name #7745 #% (BRXFEZEARE  XRRBAR [RA (M) BRAF])
Cheque No. = FZ#15

O Credit Card 5+ Please attach a completed Credit Card Authorisation Form

(BEREZZ EARNREEESE)

(O Monthly A# O Autopay B ENEE Please attach a chque made payable to 'Bupa (Asia) Limited" for first 2 months’ Subscription with
a com‘PIeted Direct Debit Authorisation Form
(FEZEERNFERE  2REMEARBEZXRROARR  XERBEAR [ (EM) BRAR])

If the cheque issuer is not the applicant, please fill in the following information. # 37 3285 ) ASIEERFE A  sEEBIANER ©

Relationship with the applicant Reason for paying Subscription on behalf of the applicant
ELERE ARR REBARENRE

MPO53/4/1108/22.3K @ Printed on recycled paper Ll EE4EENRI



Bupa CarePro Health Insurance Scheme

R0 2 R EERRERTE

Health Declaration &%

Please ensure you have completed all the details in the Members Information section before signing this Health Declaration. Please note that Members will not be eligible for claims
resulting from the non-disclosure of health information.

AE  BEAEERAR  FEZGEERES -
At any time during the past seven years from the time of this Application, has / have the Member(s): (i

AR HAEAREER 2 B M S Bz RIERE -

1. had any chronic or recurrent diseases? & 2745 (E {12 4 sk B3 1R ?

2. had exhibited any of the following symptoms in a repeated / persistent way? & [z 7 /3% 48 35 LA TEE ?
Fever, headache, dizziness, chest pain or discomfort, shortness of breath, blood spitting, hoarseness or cough, night sweating, loss of consciousness, seizure, indigestion,
vomiting, abdominal pain, diarrhea, jaundice, blood in the stool or urine, abnormal vaginal bleeding, dysuria, incontinence, allergy, back and/or leg pain, joint pain /

swelling, etc.?

AT
AT EIRTRRELFA

BERER

Application Form B &

Yes;i2 No&
O O
O O

A BE - R WESEEBNE - FE - ME(TM) - BHSERR - REHT  KEME - HE OBETR B R DR BB - MRSUNE - 2E

BB - PRRNEE - KL - SR - IRBRIE - BAETR/EIRE °

3. received any in-patient treatment / operation / physiotherapy? & 2 {F{a] ARz 2236/ F fit/ 138 6% ° O @)
4. had any medical investigations / examinations? 24 S {E 1] B TR a /25 ? @) O
5. taken any regular medications? & & HA ik FA 244 2 @) O
If your answer is YES to any of the above questions, please give details of the medical condition in the space provided below, and provide a copy of the relevant medical with attachment
report(s): SEME
MREFA HERERNEES [B] - FIIHBHFE - LREEENBRERSEAIE O

Symptom / Diagnosis

I B

Treatment / Operation / Medication

AR/ Fl 1 BEY

Date of Onset / Recovery

I EE  ERAH

Degree of Recovery

ERREE

Name, Address and Tel. No. of Doctor
MRS - b REBER

| enrol as a Member of the Bupa CarePro Health Insurance Scheme ('Scheme’) and acknowledge that Benefit is not payable under this Scheme for any costs of treatment arising from any
existing illnesses, injuries or other conditions presented before the Coverage Commencement Date unless complete current details are fully disclosed by me in this Application and accepted by
Bupa. | declare that, to the best of my knowledge and belief, the statements contained in this Application are true and complete. Bupa reserves the right to ask for submission of more details
of health status or medical reports of me at my own cost. | have read and agreed to be bound by the terms and conditions of the Contract of this Scheme and | agree that this Health Declaration
and the answers given in this Application shall be the basis of the Contract between me and Bupa.
| understand that all my personal information collected or held by Bupa is provided and may be held, used, and disclosed by Bupa or individuals / organisations associated with Bupa, appointed
agent / broker, if applicable, or any selected third party (within or outside of Hong Kong, including reinsurance and claims investigation companies and industry associations / federations) for
the purposes of processing this Application and providing subsequent services and claims analysis for this or providing any other insurance products and services, direct marketing, and data
matching, and to communicate with me for such purposes. | shall have the right to access and correct any of my personal information held by Bupa; and request for such access and correction

can be made to the Personal Data Privacy Officer of Bupa at 18/F, DCH Commercial Centre, 25 Westlands Road, Quarry Bay, Hong Kong.

ANEREBRAEFEBERETE (58 CRERMBRBUBIRTE - VERERGENEE R 2KR  BAEIEMBRMEIBBEER - —ETTHE - BIFAAERS
ERNBFHA W ESRIAER - RAEH - AAFMAE  AREFR LA AN BERE - RIAREREHESEUAAZRERRRERRS - —IEARAAX

o AABAEL R EETUIE 2 S GEREAR - YREARBERAZ @FEAREZEARALRIA LA AHZIRE -

AAHAARMAIRE - ERALBEBBRIOFTEESIBZMERAREAANBAER - RETERIIEBHAL / #E  BZEZRBAREA/ELE (NERA) HEMRRENE=% (E58
C AERBEARBRRESTAGIRHERBBIEMEMRBERRRY  BERERERZHERE  RR
IS AR B ABEAE o A AR AR RE ERIAFSE TABMRAANEAER  BRRMAREEEMTBERIA (M) ARAREE SOBEMKEHASTEESTL18E [EA

EARESN - BEEREBEEEREAR - RAMNITEHELHE)

ERABEE] W

Applicant's Signature 5 A E

Date HHj

/Agent‘s / Broker's / Telesales' Name (if applicable and must be completed by applicant)
RIBA /R EERRESR WEA KR MUARBFANER)

Agent's / Broker's / Telesales' Code RIEA / BER / &R KB

Agent's / Broker's / Telesales' Contact Tel. No. RIEA / BBR / B E R R4 T 5

AIRIAE BARSE -

X

Previous Bupa Membership No.: ‘

For transfer Contract only REEEBEH 2 A

Subject to Bupa's approval of membership transfer, eligible claims related to any sicknesses or injuries that was covered under the previous contract and commenced before the effective
date of coverage under this Contract will be payable up to the Maximum Limit of the contract with the lower Benefit level.

IERRNAHAEEB NS - —IRAIANZRENAAHIRERGBNEBEZRARIBE 2 EREE  HRENAOIAREOAMB 2 &R ER - UBEER%E - (EHEEHE -
Applicant's Signature HFEAZE

Date B}

Bupa (Asia) Limited R4 (M) BRAT
Address #3k: 18/F, DCH Commercial Centre, 25 Westlands Road, Quarry Bay, Hong Kong

BBEEBEWK25RASTEER L1181
Telephone ®3E: (852) 2517 5175 Facsimile {§H: (852) 2548 1848

Website #311: www.bupa.com.hk

Bupa || Trig
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If autopay is chosen as the payment method, please complete this form, sign where marked X" and return the original copy to Bupa with a cheque for the Subscription.

BEEL A BBIRNT - AR KRR EREZERX T EWZFZ R LR

Name of party to be credited (The Beneficiary) Bank No. Branch No. Account No.
Wz =7 (R&@A) RITHRE DITHRE WP A SRS

BUPA (ASIA) LIMITED O 0 4/4 9 921 5 00 2/0 01

| / We hereby authorise my / our below named Bank to effect transfers from my / our account to ~ AAA / BEERIFHEAAN / BE 2 THiRTT » (REZBZATERTAAN/ EERITZ
that offthe abhovi nanfqed befneficiaw in accordance with such instructions as my / our Bank may  #/R) BAAN / BEZFORERT LilisZz5A -

receive from the beneficiary from time to time.

I/ We agree that my / our Bank shall not be obliged to ascertain whether or not notice of any such ~ AA/ BEFRAEAAN / BEEZRITRAFERZSHRANEEERTAAN I EF -
transfer has been given to me / us. o . R . .
|/ We jointly and severally accept full responsibility for any overdraft (or increase in existing overdraft) QDEEZ%§EEE$$/} ;ﬁ%Zﬁ AHRES (RLRKZEZIEM) - AN/ ES
on my / our account which may arise as a result of any such transfer(s). FEER REBRELHELE -

I/ We agree that should there be insufficient funds in my / our account to meet any transfer hereby AA / BEFRABAA / BEE 2 P AW E R HFAX N ZSREER - A/ BESZ
authorised, my / our Bank shall be entitled, in its discretion, not to effect such transfer in which  SRITAREN TR - BIRITAIMEVE S 2 W # - I rIRERs DA — 2 BiE E R AEUE AR
event the Bank may make the usual charge and that it may cancel this authorisation at any time & & °

on one week's written notice.

This authorisation shall have effect until further notice. AEREESEEEREESTRARIL -

|/ We agree that any notice of cancellation or variation of this authorisation which | / we may give = ZAA / BERE - AA / EFEUHS B BURRES 2 EEEH - HREUH / EUER
to my / our Bank shall be given at least two working days prior to the date on which such cancellation B &ARETIERATR FAA / BE 2 8R1T ©

/ variation is to take effect.

My / Our Bank and Branch Names Bank No. Branch No. | My / Our Account No.

KA BEEZ2RITRA1TERE IRITHRSRE DITHRIE KA1 EEZFASE

My / Our name as recorded on Statement / Passbook My / Our Signature(s) HKID Card No. / Passport No.
RN BESEREE | FREZER KRNI BEE2%E BB BIRES / EIRIRS
My / Our address as recorded on Statement / Passbook Date

KA BEEEE | 7B L2t HEA

Debtor's Name (If other than account holder) Membership No. (Debtor's Reference)

BEEAZMER CEIEFPOFEAN) SRR (EHAHT)

If the account holder is not the applicant/Subscriber, please fill in the following information. %7 A8 AWIEHBA/ZRA © BEBATER ©

Relationship with the applicant/Subscriber Reason for paying Subscription on behalf of the applicant / Subscriber
BB A/RIRABER REBAMIRRAZTRENRE
For bank use only R{TE Signature Verified 2B % &
Notes: 1. The box marked '"Membership No.' to be completed by Bupa. Mzt - 1. @EEF —WARIDES -
2. The signature on this authorisation form must be the same as the signature of your Bank Account. 2 EWEBEAN HZEEANARET 2 RITFORN 2 HEEF -

Bupa (Asia) Limited &4 (M) BRA R
Address #4ik: 18/F, DCH Commercial Centre, 25 Westlands Road, Quarry Bay, Hong Kong B / 1?m
BE25FA ST 11812 U a \

> (852) 2517 5175 Facsimile {§5:(852) 2548 1848

Website 481 : www.bupa.com.hk

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.
Note: If you have faxed this form to Bupa, please do not return it to us by mail again. ~ FHiE LU AR5 - FEZMKRIZEERFERX U EWR BRI - BEBEULREREF] - BEAFEWERE

O Visa O MasterCard O Diners Club O American Express

Cardholder's Name HKID Card No. Credit Card Account No. Credit Card Expiry Date {5~ Z|#1H
FRASR BB F BRI ERRP SRS (MM /YY R /%)
| hereby authorise and direct Bupa (Asia) Limited to debit the Subscription due from my credit card account on a yearly Total Annual Subscription 4 & #4858

basis until further notice. X AZZIZAELRIE (M) BRARMAANEAREFOSFINEMRESE EERTHA - (HKS 7##)

If Cardholder is not the applicant/Subscriber, please fill in the following information.

EEAREHAALFRBA/REA - FEBATER -

Relationship with the applicant/ Subscriber Reason for paying Subscription on behalf of the applicant / Subscriber
EERFEA/RRARBIER REFBA/RRAZ R E R RE
O I hereby confirm to pay the Subscription due of Bupa CarePro Health Insurance Scheme for the applicant/ Subscriber, (Mr / Mrs / Ms) with HKID Card No.
RARBRALEATALTZ 2BEZ 2 ROEREEFRREFERESRE (e /AKX &L) BB DB
Cardholder's Signature #-~ A% & Contact Phone No. Date HEJ (DD /MM /YY B/ B / %)
Bt 4% BB SR SRS

For Bupa use only {RiHE A
Bupa CarePro Membership No. {R#1H5 FEfE & 84755 : Authorised Code RS :

Subscription fRE (HKS E#) : Date B :

Bupa (Asia) Limited R4 (ZEM) BRAF

Address #b4t: 18/F, DCH Commercial Centre, 25 Westlands Road, Quarry Bay, Hong Kong Bupa u%m
BEH A 255ERETTRESL 1818

Telephone &3#: (852) 2517 5175 Facsimile {5#: (852) 2548 1848 /J

Website #84t: www.bupa.com.hk
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