Bupa Civil Servants Health Insurance Scheme
Registration Variation Form

RIS B RAIET BB E SRR

Please complete this form in ENGLISH AND BLOCK LETTERS. Please tick as appropriate. sE MBS IEMIAY 4K » SWHEM# A (v 5o

To protect your interest, please return this original form with your signature to Bupa. Z{REE T > EEARRESEBIRETEIRNE o

Membership No. (16 digits)
B85 (161U HF)

Subscriber’s Name (same as HKID Card) &R A% (REB S5 H1ER)

Surname

i3

Given Name

Types of Changes BI{IEHE (Please tick the change(s) and fill in the details as required $HEEEHHATAZFHTELD
I Change of Benefit E&f?pﬁ (Health Declaration and Questionnaire must be completed for plan upgrade or benefit addition (marked with “*”). The new benefit will be

effective on the date of renewal, if approved. JIiEEEF s BISRBIGMERRGER "+ 3) » WERARRERPARME o —EHE  HERRRERBER )
* Please tick the NEW plan :ER st BIZ =AML Tv 57

[] Plan £t&/1 Private AXE [] Option ¥ 1 [[] Option ¥ 2

[J Plan 5812 Semi-Private +FA%E Looi(y;igslir::éjl’ssjgie(:r;tl g?enefit ﬁ?)?pli’fa:na%cl;sseur?;zgIogeneﬁt
[] Plan 5813 Ward A& BEE100% fEBr K iR % 2 A B EBO% BT K F i {RIE E A
Addition / Cancellation of Optional Benefit sk EE B iEREFIER

Supplementary Major Medical Benefit [ I1Z&E(RFE [] *Add 1 [] Cancel BG4

Clinical Benefit P32 1R [ *Add [ Cancel BUH

Bupa Worldwide Assistance Programme R iHEIEIEEN 512 ] Addm ] Cancel BUH

* If you choose to add or upgrade your Benefit (marked with “+”), all eligible medical expenses for the medical conditions that occurred before such change will be reimbursed according

to your previous Benefits. JIREEIZINSRARIZEGEER [+ %) » FAAEENAIERBHZ A ERBREBRIRBERRIZHHE -

Payment Method HfHR&E A%

[] Credit Card 5fA& Please attach a completed Credit Card Authorisation Form
BEREEZ ERARNRIREESRE

H Il. Application for e-Services B E FIRTE

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

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

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

[J &AIREEMERE myBupa 43 ERFEME TR » LB THEA MREBRIOBH N - BERBEET X" 2 ABE myBupa 1kF RN TE=MAREBEMIL - EXHE
E#HF IR myBupa 1RF1%  HEFUEBIGEX o KAPERFEUTE 7 RIS LERESTAFRIENRIZE

TR GEETFHREBI UL BPIFIRIFACSRPH B AL BEBA o AYREBINBEIAL - AU T B = OIREIBBILMAL o

* B/ LER myBupa WEHEFXHEE » 558 % https://www.bupa.com.hk/tc/customer-care/mybupa/ > ILBEE G REFER ©
H Ill. Change of Correspondence Address / Telephone No. / Email Address Epi@thiik | BEIERE | Btk
New Correspondence Address* Ffi@sflitiit* (Please complete in ENGLISH and BLOCK LETTERS 5 M SCIEIEIER)

Flat B / Room = / Floor [E#{
Block [ / Building AJ& / Mansion & / House & / Estate &%

Street #7 / Road &

HK &8 Kin f138 NT #7557
District #i&

New Email Address #rEEERE

New Contact No. #4885 New Fax No. Hi{EEsHH New Mobile No. HnEhEER

* P. 0. Box, hotel address and overseas address are not acceptable. FE{SHE ~ JB/S i @b R4 o

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

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

MEREEMRATEEXAER! HHZELYH2ERNGEER - MHERNBENM L AEE > RRATEAMAERHEEEREIUEPMMRTEEXIAER -

Notes ;& : 1. “Permanent Resident” shall mean a person residing in a country who is a citizen of or who is permitted under applicable laws to live
and work, on a permanent basis, in that country.

PXABR EERNEERIL B S 8ZEARIEBEREREFEZEAXA R RTENIAL
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B V. Change of Account Number for Credit Card Payment EHXfEBEIRE O (G card Authotisation Form must be completed)

[] Yearly by Credit Card please attach a newly completed Credit Card Authorisation Form
LUERRER BERWEZZERRITEEESD

B V. Change of Particulars of existing Subscriber or Member EXIRERFARTEHEE

Subscriber Z{RA Membership No.
BB

New Name of Subscriber (same as HKID Card/Passport) ¥R AR (REE S {55 /ERBHEE)

Surname

e

Given Name

New HKID Card No./Passport No.”™
MEBSNERE / BRI

Place of Residence”

BT
US Permanent Resident? Yes2 NoZE en ) e e )
EENER esE of Please submit the copy of HKID Card / Passport to Bupa. s52EEH515:E / £ BEIALEIRI
Your Spouse {REYEZ B Membership No.
bg=b3
New Name of Spouse (same as HKID Card/Passport) BBt & (5B S8 /ERERE)
Surname
i3
Given Name

New HKID Card No./Passport No.”™*
WMEBSNERSE / EREHS

Place of Residence”
EEH

US Permanent Resident1
EEYNE

Your Child fRFR Membership No.
BB

New Name of Child (same as HKID Card/Birth Certificate) ¥ BRI BB SR/ HERPZIER)
Surname

ez

Yesz NoZ& kK f P SRR S| ARy
Please submit the copy of HKID Card / Passport to Bupa. AEREEHB S5 / EEEIAR ORI

Given Name
New HKID Card No./Birth Certificate No.”
MEBSMERS / LAERBERS

Place of Residence”
B

US Permanent Resident1 = - ) o
E2ENAER Yesz Nod *** Please submit the copy of HKID Card / birth certificate to Bupa. s5iER&E #1545 / B4 ERERIAZ LR

Your Child {fRBIF & Membership No.
bg=b3

New Name of Child (same as HKID Card/Birth Certificate) F&Z BTt (BLE B B D%/ HEEREER)
Surname

jiéa

Given Name

£

New HKID Card No./Birth Certificate No."
WMEASHHRE / LERRSHS

Place of Residence”
EEH

US Permanent Resident1 = - ) o
ZENAER Yesz Nod *** Please submit the copy of HKID Card / birth certificate to Bupa. $5iER&E #5153 / 14 EEE R AL LR

# Unless otherwise specified by Member in writing, Inter Partner Assistance Hong Kong Limited will consider Hong Kong as the Place of Residence of all Members and repatriate relevant Members
to Hong Kong when Medically Necessary. (If you opt for Bupa Worldwide Assistance Programme)
FRIFE BRRILEEEN  ERKE (SN ARADRREDEAMARRZED  NABRTERZRAMEENES - QUEEREERENE)

1. “Permanent Resident” shall mean a person residing in a country who is a citizen of or who is permitted under applicable laws to live and work, on a permanent basis,

in that country.
FrABR) EENREERY BSAZEARWRBER FREFEZEAXANEERIENAL
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H VI. Addition of Dependant(s) &INZHEA

Your Spouse {REYEC B (must be aged 18 to 64. FlENANFI8ZE64HE © )
Spouse’s Name (same as HKID Card/Passport) BofBHES (EEE S 05/ ERIER)

Surname
e
Given Name
e
HKID Card No. / Passport No.”™" M & Fé Date of Birth
EEBN BT / IS HAEBH
DD H MM 5 YYYY i
Place of Residence”
B
US Permanent Resident,2 = - ) . o
EFXARE YeszE No& *** Please submit the copy of HKID Card / Passport to Bupa. 52 REE517E | #REI AR EF1fe
Your Child fRHF L (unmarried children must be aged below 18 years or below 25 years if in full-time education. FEFZFEHHBEA18EU T 25U T2 2 AHIE4E o)
Child’s Name (same as HKID Card/Birth Certificate) ¥ ##% (&R B DH/HEEEEAER)
Surname
a3
Given Name
HKID Card No. / Birth Certificate No.”™" M & Fé Date of Birth
EBSMINS / DAEFAERS HEBH
DD H MM A Yyyy &
Place of Residence”
BT
US Permanent Resident1,2 = = ) .
= E = Please submit the copy of HKID Card / birth certificate to Bupa. FEFE7 58 SBRAZ B AR [ERIE
EENABR ves No / SRS BSOS HEBPLEARERN
Your Child fRRF& (unmarried children must be aged below 18 years or below 25 years if in full-time education. F{EFZ FE N EA18 U TFR25U T 22 BEIEE o)
Child’s Name (same as HKID Card/Birth Certificate) ¥ &% CRAE BB D8/ HEEEEAER)
Surname
i3
Given Name
HKID Card No. / Birth Certificate No.”" M= Fé Date of Birth
EHRSMFHR / HAERAERH HAEHE
DD A MM A YYyy #
Place of Residence”
B
US Permanent Resident1,2 = = R ) . o
EEKAER Yesz No *** Please submit the copy of HKID Card / birth certificate to Bupa. s5 A& B 517 / HEEEERIAZLIRIAC

# Unless otherwise specified by Member in writing, Inter Partner Assistance Hong Kong Limited will consider Hong Kong as the Place of Residence of all Members and repatriate relevant Members
to Hong Kong when Medically Necessary. (If you opt for Bupa Worldwide Assistance Programme)
FRFEERRINEEER  ERHIE ) BRADKREESEAMEEEZRI  NEBRRERXREMEEEEE - CIEERNERENTE)

Notes ¥& :

1. “Permanent Resident” shall mean a person residing in a country who is a citizen of or who is permitted under applicable laws to live and work, on a permanent basis, in that country.
IXABR) ERRERRL B S AZEARIRKER 2B TZEXA BB R T FNAL

2. Application for addition of member is not allowed if the proposed Member’s Place of Residence is USA. This restriction is applicable if the member coverage effective date is on or after 1 Jan 2017.
%S BRI ER - NS SN TR o IR UEAN S BNREEMRB A 2017F18183UE °

B VIIl. Other Changes EfEEX (Please specify the details 3&¥4A51RA)

OP/CSRV/0922



Health Declaration and Questionnaire 2 EARKRIE

Important Note EEEIE

During the insurance application process, it’s important that you act with utmost good faith and disclose all material facts related to the proposed Member / Insured

Person to Bupa. If you are uncertain as to whether a fact is material, then it should be disclosed. If you fail to disclose or misrepresent a material fact and this causes

Bupa to accept the risk, this will raise questions about your entitlement to insurance benefits. Consequences may include termination of your policy or reduction of

entitlement to claims payments in all or part.

TREEREBRRET > BOUESHEORONEEMESE/ZRAMEBEREE - MRMIRERESEEESTEE > AIEFERE c MTRERBNESMIEZRE > MABRARIES

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

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

(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.

EREEA » (MHBEEEMAME » BAMEHERERARMETERERNEL « FRIBRBEMERNER > SRR HRERENEAMBEE2ME—FREEHUFZRZA °

(iii) If there are any changes to or updates of the information provided in this questionnaire after the time of submission of this application and before you receive the Policy, you
are required to notify Bupa in a timely manner. B{RTERZ A RAERE EREREMRER NV AREM AR SPRENER S E RSN B > MEERFEARA

(iv) Even after an insurance policy has been issued upon successful application, the insurance coverage for the proposed Member / Insured Person may be affected or the policy
may be terminated, voided or rescinded, or claims may be repudiated by Bupa, if you have not provided Bupa with complete and accurate information to the best of your
knowledge and belief according to (ii), or if you have not notified Bupa on any changes to or updates of the information in time according to (iii).

BIEE MR EZR ZHRE » BIRAIZ (i) AT E PR AIFTE M RTE T B R R B > SRR (i) Pt S B R I e B S B i R IR AR » EE B /2 RANRERRER A
BXIRE  RIATRAISERIAR L ~ FRESIBIH B RAIRE - SUIEABAEE -

Guidance Note in completing the questionnaire IEER&#535]

If your answer to any of the questions in Section A below is “Yes”, please proceed to answer the relevant follow-up questions in Health Questionnaire - Section B.

EUTRBEA—BEREZERA B & ARERERES - ZHEIZHRIRERRE ©

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.

BRI T RER AR -

1BE/RVE /MR ~ BRE X/ BYPE (BRER) HEFR (@BBRD) « 2E - NRRE (BER)  B0E - SRENRHE / IRRR RRERES) BRFERMRER R (RRERE

B) > BRERRE (BEERER)  BHEHE - TRRMETAR (B - TR ARSBRRERBERESNIRS £ /1518 / Bt/ £IE

You are required to provide Bupa with complete and accurate information requested in this questionnaire to the best of your knowledge and belief, including any and all medical

information which are known or ought to be known by Bupa in any previous insurance application and medical claims.

MBEREMAAGE > BRABSHERARPIZETERERNER » SFTZAINEARRBAENERRERRADHSEZNENEARIEBRER

Health Questionnaire - Section A f#EERI#% - FZp

Name of applicant Name of proposed Member/ | Name of proposed Member/ | Name of proposed Member/
BALEE Insured Person Insured Person Insured Person
EHE/ZRAESZ EHE/ZRAESZ ERE/ZRAEE
i 4 cm EX / cm EX/ cm [EX / cm EX /
Height 85 ) ) ) i
feet IR inches i feet IR inches i feet IR inches i feet IR inches i
kg Afr kg Afr kg Afr kg A
Weight5%§# g A { N f N { CYA {
pounds(lbs) 5% pounds(lbs) pounds(lbs) f# pounds(lbs) f
Do you (or proposed Member/Insured Person) smoke# or
have you (or proposed Member/Insured Person) smoked” in o o o o
the last one year? [JYes@ []No& [JYes® []No& [JYes® []No& [JYes®2 []No&d
R EEE /SR ELERE B E— R EERE"
1. Inthe last 3 years, have you (or proposed Member
/Insured Person) ever had or been advised to have any
regular or ongoing (such as monthly, every 2 months,
half-yearly, annually) follow-up consultations or
medical care with a healthcare professional (such as
specialist doctor, physiotherapist, psychiatrist) for any [JYes2 []No& [JYes® []No& [JYes@ []No& [JYesZ []No&
disease or other medical condition?
EBEZEN  (RRESB/DRA) BT BCTRRE TN
HEE (FINE A ~ BMEAR ~ 84 F - §F) AEERRFH
RER IR THEREE A S (GIUFRIEAE  WIRAREE « 15
R L) NIRIES AT B R IE 7

BEUATZEGR/REARBER o [RE ) FHMENSELEEFRNEE  Bhi -

# Not required for proposed Member/Insured Person below 18 years old. For the purpose of this question, the meaning of “smoking” includes but is not limited to
cigarettes, cigars, tobacco pipes, chewing tobacco and the use of nicotine replacement products (such as e-cigarettes).

B3 BERERELTHANERGINBFE)

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

Name of applicant

B ALS

Name of proposed Member/
Insured Person
EHE/ZRAESZ

Name of proposed Member/
Insured Person
ERE/ZRAESE

Name of proposed Member/
Insured Person
HEEE/ZRAMUR

In the last 3 years, have you (or proposed
Member/Insured Person) ever had or been advised
to undergo investigations (such as blood or urine
test, ECG, X-ray, ultrasound, CT scan, MRI, PET scan,
HIV test, Hepatitis B test, Hepatitis C test)?
FEBE=ZFRN  MREEEE/ZHRA) BEERTRNERES
FEARE (GINER ~ B8R ~ OEBE ~ X~ BEIK - BIE
i~ B~ EE TR B - BRI
ABRFRIE) ?
If the answer is “Yes”, do your (or proposed Member/
Insured Person) investigation result(s) include the followings?
MREZR T2 > MEEEE/ZRANBEEREEE
FETRIIER?
(a) Abnormal test result is advised
RERERER
(b) You (or proposed Member/Insured Person) are
still awaiting test / test result
RS R B/ZRA) ESEIRERoURERE
(c) Medical advice has been sought or treatment is
required for the test result (such as liver cyst /
brain cyst / joint degeneration or calcification /
lung or breast or thyroid calcification discovered
on imaging test, that may not require immediate
treatment)
IRRERESREERE BB EEZAEBIN—LxR
WERBRNE AR BRI IS / fEEEAE / RAENIR1EEY
516/ PRI AR 8 IR AP S0 FL 5 B R AR AR tHERE51E)

[JYes2 []No&

[JYes@ [JNo&

[JYes2 []No&

[JYes@ [JNo&

[JYes2 []No&d

[JYes@ [JNo&

[JYes2 []No&

[JYes@ [JNo&

[JYes []No&

[JYes@® [JNo&

[JYesZ []No&

[JYes@ [JNo&

[JYes2 []No&

[JYesE [ No&

[JYesZ []No&

[JYes@ []No#&

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

once per week / as needed as directed by doctor)
for a continuous period of more than T month?
ERERFA  MEAEGE/ZRAN) EEBREEEETEH
(Bl tisnEH/ 8B—R/ ARER) IREAIBS
—ERBEES &Y ?

[JYes@ [JNo&

[JYes@ [JNo&

[JYes@ [JNo&

[JYes@ []No&

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

ERERERN > MHEGE/ZRA) LB AEER?

[JYes@ [JNo&

[JYes@ [JNo&

[JYes@ [JNo&

[JYes@ []No&

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

EBERFA > (REHEEE/ZRA) BEBEFERERT
B2 (BIERERREDUEEREER) ?

[JYes@ [JNo&

[JYes@ [JNo&

[JYes@ [JNo&

[JYes@ []No&

Apart from anything you (or proposed
Member/Insured Person) have already disclosed in
Questions 1-5, do you (or proposed Member/Insured
Person) have any of the following conditions? &7 1R (
FEGE/ZRA) EE1ESEEETERBNERSI » 1R (
REFE/ZRA) BEAE FIER?
(a) Unintentional weight loss by more than 5 kg
(11 Ibs) over past 1year
ERE—FRN » BEEESCTRLD T 5 A (M) UL
(b) Abnormal bleeding (such as vaginal bleeding,
rectal bleeding, nose bleeding or coughing up of
blood) for at least one month
RESEH M (FlINEELM ~ 6 ~ & meizm) =/
—EA
(c) Other medical conditions or other sign and
symptom (such as lump, headache, persistent
coughing, chest pain or epigastric pain) that you
(or proposed Member/Insured Person) are
seeking or intend to seek medical advice
HMEREIOR SRR (BIG0fELR ~ 355% ~ 158 1%
W~ RSt LAERE) MIETES T B8 REEER
(d) Inthe last 1year, you (or proposed Member/
Insured Person) had or have been required to
have follow-up consultation with a healthcare
professional (such as specialist doctor,
physiotherapist, psychiatrist) for any medical
condition or sign and symptom
EBRE—FRN » MEEEE/Z RN B ERRER T
RHRER BRSNS HHEE A S (flmEH
B~ MIRARAT Rl B A)RES A

[JYes@ [JNo#&

[JYes2 []No&

[JYes@ [JNo&

[JYes® []No&

[JYes@ [JNo#&

[JYes2 []No&d

[JYes@ [JNo#&

[JYes® []No&

[JYes@ [JNo&

[JYes2 []No&

[JYes@ [JNo&

[JYes® []No&

[JYes@ []No&

[JYes2 []No&

[JYes@ []No&

[JYes®Z []No&d

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

Name of applicant Name of proposed Member/ | Name of proposed Member/ | Name of proposed Member/
E‘agﬁ)\ggg Insured Person Insured Person Insured Person
o EHE/ZRAGSZ ERE/ZRAEE ERE/ZRAEE
7. Have you (or proposed Member/Insured Person)
ever been diagnosed with any of the following
diseases or medical conditions?
IREEGE/ZRA) BE G TYIRBRRREMRR ?
(a) Cancer or carcinoma in situ JEESR (i [JYes@ []No#& [JYes@ []No& [JYes@ []No#& [JYesZ []No&
(b) Brain tumor SRR [JYes@ []No#& [JYes2 []No& [JYes@ []No#& [JYesZ []No&
(c) Heart disease D\EESH [JYes@ []No& [JYes2 []No& [JYes@ []No& [JYes@ []No&
(d) Stroke (including transient ischemic attack = - = - = = = =
(TIAY) U (BT MRS » 1478 b, ) [JYes® []No& [JYes® []No& [JYes® []No& [JYesZ []No&
(e) Hypertension &M1& [JYes@ [JNo& [JYes@ [JNo& [JYes@ [JNo& [JYes@ [ No&
(f) Diabetes mellitus or impaired glucose tolerance = - = - = - = =
R P S YT B R [1YesE@ []No& [1Yes@ []No& [1Yes@ [JNo& [1Yes@ []No&
(9) Prolapsed intervertebral disc or degenerative = - = = = < = =
spine conditions MR M IEE IR [yes® [INo& [yes® [INo& [yes® [INo& [ Yes® [INo@&
(h) Diseases or medical conditions requiring a
medical device or prosthesis to be implanted = - = - = - = -
within the body REMEABRERSERM0ERRe | [ YesR [INo& L ves® [INom L ves® [INom L ves®e [INo&
BRI
(i) Mental health conditions (such as depression,
anxiety, schizophrenia, eating disorders, or = - = - = - = =
bipolar disorders) LA R(GIUINE « ik 75 [ Yes® [INo L Yes® [INo% L ves® [INow Lves® [INo%
AR~ RBRBHERITINEE)
(i) Multiple sclerosis %245 EB1LAE [JYes@ []No& [JYes2 []No& [JYes@ []No& [JYes® [INo&
(k) Congenital conditions (medical, physical or
mental abnormalities that existed at the time of = - = = = - = =
or before birth) feFMaE (st R aag | 0 Yese [INo& [Jves® []No@& [Jyes []No@& [Jyes []1No%
TEREE  AIBgiiEw FER)
For proposed insured children aged 6 or below only ERAR/SEEU T Z ESRRE
8. Was the proposed insured child born before 37th
week of pregnancy? [JYes@ [JNo& [JYes@ [JNo& [JYes@ [JNo& [JYes@ []No&
ERRFERENIEREI7EAEE?

Health Questionnaire - Section B {#EERI#E - Z6

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

Name of applicant / proposed Member / Insured Person

BN/ ERE / ZRALESR Question Question Question
No. ZE5E No. 5% No. &5k
Medical condition JHIE Medical condition J&fE Medical condition J&fE

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

2. Date of first occurrence of sign and symptom

ERHBHRERAER B

3a. Treatment / investigations / tests / scans that have
been performed
BETHIAE/ BT/ AR/ FE

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

BaR/ea/ M/ BB R

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

date)
TR (BINREETEEE « BRRE/ RAREEY/
TREZHE)

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

RBED/ AEEH

(P.T.O. ;588 F—HK)
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Health Declaration and Questionnaire (Cont.) f2FESAR%E (&)

Name of proposed Member / Insured Person

HEE / ZIRAHES

Question
No. ZESE

Medical condition J&JE

Question
No. Z&5%

Medical condition J&fE

Question
No. &5k

Medical condition J&fE

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

2. Date of first occurrence of sign and symptom

BERGRHHIER B

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

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

Bas/wa/ M/ RHEB R

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

IR (BN EERE2EE - BLRE/ RAREREY/
TREZHH)

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

REED / AREAH

Name of proposed Member / Insured Person
HEGE / ZRAESE

Question

No. 5%

Medical condition JIE

Question
No. &5k

Medical condition JHJE

Question
No. F&s#

Medical condition J&fE

1. Disease / medical condition / sign and symptom

TR/ BEMOR / IR

2. Date of first occurrence of sign and symptom
ERHIREERERR B H#A

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

CETEAR/RE/ RIS/ R

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

BRaR/wE/ AEl/ BHEH

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

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

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

RBED / ARAH

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

[] with attachment
HEME
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Declaration and Authorisation EEARIZtE

| / We declare that, to the best of my / our knowledge and belief, the statements contained in this Application are true and complete.

| / We understand and agree that, no Hospital and Surgical Benefit nor Supplementary Major Medical Benefit will be paid for newly added dependant(s) for (i) any ilinesses (except
for accidental injury) sustained within 180 days from the Coverage Commencement Date of the Member(s); and (ii) the following conditions that occur during the first 12 months from
the Coverage Commencement Date: cataracts, endometriosis, diseased tonsils requiring surgery, hemorrhoids, hyperthyroidism, pathological abnormalities of nasal septum or
turbinates, sinus conditions requiring surgery and tumours (except skin).

| / We acknowledge that eligible Benefit is payable according to the Benefit level prior to the upgrade of Benefit level (if applicable) under Bupa Civil Servants Health Insurance
Scheme (“Scheme”) for any costs of treatment arising from any illnesses, injuries or other conditions commenced or presented before the Coverage Commencement Date of such
upgrade (if applicable).

| / We acknowledge that Bupa reserves the right to ask for submission of more details of health status or medical reports of me / us and the dependant(s) as listed in this Application
at my / our own costs. | / We also authorise any medical practitioner, hospital, clinic, by whom or where | / we have been observed or treated or any insurance company or
organization that has any records or health information concerning me / us for any reason, to give full particulars thereof including prior medical history to Bupa. A copy of this
authorization shall be considered as effective and valid as the original. | / We have read and agreed to be bound by the terms and conditions of the Contract of this Scheme and | /
we agree that this Health Declaration and Questionnaire and the answers given in this Application shall be the basis of the Contract between me / us and Bupa.

| / We acknowledge that Bupa may terminate the cover of relevant Members with immediate effect if the law of the country in which any of the Members is located, or the Member’s
Place of residence or nationality, including but not limited to USA and Japan, or any other law which applies to Bupa or the Contract, prohibits the provision of healthcare cover by
Bupa to local nationals, residents or citizens. | / We further declare that | / we are not US permanent residents. | / We understand that | / we am/are obliged to immediately notify
Bupa in writing if any of the Members become a permanent resident of USA during the Contract Year. For the above purpose, ‘permanent resident’ shall mean a person residing in a
country who is a citizen of or who is permitted under applicable laws to live and work, on a permanent basis, in that country.

AN/ BEBH SAAN / BEFRAATE  ARAERDERZ —)ER IRETE -

KA | EERATEEMLNZZ2HEAGORRERIGEEREBORNE L2 EEHRRB (BINFIN ; RO RERBBEE12EHEEZ TR | ARE - FENBRGATZREN - RUBEIIRFMN ~ &
&~ BRERTIAE U ~ MRS AR ZRERY  ERHF M2 ERERER (RERIN - SRR R FMT BBt ZRE Z R o

AN [ BERDRE [ROATKHE ) BFREREE (T5t8)) ) BT RIEEINERRE (NER) RERK BRIEBFERHIRGS  HEHEMBRMS I R S ERBRER - —RRBGINERE (@A) 71
BOGRIE S ARER(E ©

TN EEERIRBERERREURELEMAN | EERNEFFRAFMIIE 2 Z2HEAZ BBERTREERS » —IEBEAAN/EEXN - AN/ EZUERBEAAETAN /| EFERIOFNRE B
B~ 82F > BB AN | ESRENEFNERZRBARNEBRAANZ 2ER (BFFE) 22 TR MNEREZBIRBIEARRSENS - KA /| ELEMHELRE BT BIZ SERRME] > BEE
REFRANZBEREAREEREBEARAN /| BERRAZ BTSN ZIRE

AN | BEEDBNEG SRFTERR NS 8 R0E i sl BT B EIR YA 2 ( B BT IR EEM B A) AR EME RIBSNASHERNAER LRAAZMER - ERYARRBHEBRMRE » RIGEJK LR
B BRI IIANAR o AN/ BHILINERAN /| ELNIFEBKRARBR c A | ELHANEAE NN ENFERBRAEEXARR > AN /| ESEEEUUZEBHRE » KABR) 15
BREERY A S HZEARIAREER A PEFTZERA L EB R TEHAL

Applicable to Application through authorised insurance broker #ERRIEBESIERISELDIEIT ZHE

| / We understand, acknowledge and agree that, as a result of me / us 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. | / We further understand that the above agreement is necessary for Bupa to
proceed with the Application.

AN/ EEHB - BAKEE > REENAAN / ESBEREZHBENRE » NMREAXEIN (2GR 0 B2 AMRENERBRRICLZIEE « AN/ ESTHBRASEREEAN / EFU
EMEE » A JUREEERRERE ©

1, as the Subscriber, understand that | declare and sign on behalf of the dependant(s) listed in this Application under this Scheme who is / are under the age of 18.

FAEBREA - BAEFARKILF B PFRATIL 2 18R U T ZHBEAFLBAREE -

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

FAPBBIEERERE (EH) FRAR ( MR ) HERFESERRE - RESRSOZIRE -

Subscriber’s Signature &R1RAEE Signed Date Member’s Signature (Aged 18 or above) Signed Date
BEZHE FWeRAU L2 GEEE BEZHES
X X
(Full Name ) DD A MM A Yyyy & (Full Name ) oD A MM A YYvy
e e
Member’s Signature (Aged 18 or above) Signed Date Member’s Signature (Aged 18 or above) Signed Date
FeRIU L2 GEEE BEZHH FRemIU L2 GEEE HEEZHH
X X
(Full Name ) DD H MM 5 YyYyy # (Full Name ) DD H MM 5 Yyyy #
e "E
Telesales’ Name (if applicable and must be completed by Subscriber) Telesales’ Code
BEAREE WMERRSERRRARR) EEARER
Telesales’ Contact Tel. No.
EEARMAE BN
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Bupa Civil Servants Health Insurance Scheme
Credit Card Authorisation Form

FRIEABEBRAEEIEAFARRES

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

Subscriber’s Name #1R A ##
Surname

e

Given Name

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

information can also be found on our website.

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

If credit card payment is chosen as the payment method, please complete this form, sign where marked “X” and return this form to Bupa by mail or by fax. If you

have faxed this form to Bupa, please do not return it to us by mail again.
EERLDGEARNT SHRZEREREER TX) UE » TREIRE - SMEEELRSGERMN » FRESEILRE o

[] Visa [] MasterCard

Cardholder’'s Name #F£ A&

HKID Card No. &E S/ 555 Credit Card Account No. f5B£F 5k Credit Card

Expiry Date

EREIHE g s
| hereby authorise and direct Bupa (Asia) Limited to debit the subscription and levy due from my credit card account on a yearly basis until further notice.
RN ERE (EW) BRABRAANEARAOSEINRGRERREHNESE > BERTEN
If the Cardholder is not the applicant / Subscriber / Member, please fill in the following information.
EBERAREBALIFREA /RN /G5 FERUTER -
Relationship with the applicant / Subscriber / Member® BEz5 A /18R A / B8 BiA
(Applicable to spouse, parents or children only REARREE - KBHFL)
[ I hereby confirm to pay the subscription and levy due of Bupa Civil Servants Health Insurance Scheme for the Subscriber as listed in this form.

RAREREEFNILRE EORERAZZHEE 2 [RAAHE) BEREFERERREREREE
Cardholder’s Signature fFRAZEZE Contact Phone No. H#& & 555505 Date H#
X
DD A MM A YYYy %

* Please delete if inappropriate AN EHE

Bupa (Asia) Limited &8 (M) BIRASE

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

it EENERIESBIET 75 EE S 2ECIE

Telephone B&E: (852) 2517 5333 Facsimile f#E: (852) 2548 1848 Website #841t: www.bupa.com.hk

ﬁl Bupa Hong Kong |Q|
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Personal Information Collection Statement A A Z ¥kt E2BA

Bupa (Asia) Limited (the “Company”)

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

In compliance with the Ordinance, the Company would like to inform you of the following:

1. From time to time, it is necessary for you, or other members covered under your policy (each a “Member”), to supply the Company with certain personal
information (including where relevant, credit information and claims history) relating to you, or the Member, when you apply for insurance or financial products
and services from the Company, or when you apply to make changes to your policy, or when you renew a policy.

2. Failure to supply personal information requested by the Company may result in the Company being unable to process your Application and/or provide
products, services and other related services to you, or the Member.

3. During the course of your relationship with the Company, further personal information relating to you, or the Member, may also be collected in the ordinary course
of our business, for example, when you lodge insurance claims with the Company in relation to yourself or the Member.

4. The Company may collect, use or disclose personal information relating to you, or the Member, for the following purposes:

a. processing, assessing and determining any Applications for insurance products and services;

b. offering and providing products and services to you, or the Member, and processing requests made by you, or the Member, from time to time, including but
not limited to requests for addition, alteration, deletion, maintenance, management and operation of insurance benefits or insured Members;

c. any purposes in connection with any claims made by or against or otherwise involving you, or the Member, in respect of any products and/or services provided
by the Company including, without limitation, making, defending, analysing, investigating, detecting and preventing fraud (whether or not relating to the
policy issued in respect of any application or claim) processing, assessing, determining, settling or responding to such claims;

d. performing any functions and activities related to the products and/or services provided by the Company including, without limitation, audit, reporting,
market research, general servicing, maintenance of online and other services, identity verification, data matching, research and statistical analysis, and
reinsurance arrangements;

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

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

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

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

the transaction intended to be the subject of the assignment, transfer, participation or sub-participation; and
i making disclosure to satisfy the requirements of any laws, rules and regulations, codes of practice, guidance notes or guidelines binding on the Company.
5. Personal information collected or held by the Company relating to you, or the Member, will be kept confidential but the Company may transfer such personal
information inside or outside the Hong Kong Special Administrative Region, for the purposes specified in paragraph (4) and (6) to the following classes of transferees:

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

b. any insurance adjusters, agents and brokers;

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

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

e. healthcare professionals and hospitals;

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

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

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

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

6. Only with your consent or with your indication of no objection, the Company may use your personal information collected from time to time, including name,
contact details, gender, health and family status, to provide you with marketing communications (including by email, SMS or instant messenger) relating to the
following products and services:

a. insurance, medical, healthcare, wellness, personal development, beauty, lifestyle, entertainment, financial, and related services and products;

b. rewards, benefits, discounts, member activities, loyalty or privileges programmes and related services and products; and

c. donations and contributions for charitable and/or non-profit making purposes.

The Company will not disclose personal information relating to you, to third parties for them to use for their own direct marketing purposes without your consent.

For the avoidance of doubt, whether or not you consent to receive marketing communications of the type described in this paragraph 6, the Company may still
communicate with you regarding the administration, features and renewal of your insurance policy.

7. Under and in accordance with the terms of the Ordinance, you have the following rights:

a. to check whether the Company holds personal information relating to you or the Member and to access such personal information;
b. to require the Company to correct any personal information relating to you or the Member which is inaccurate;
c. to ascertain our policies and practices in relation to personal data and to be informed of the kind of personal data held by the Company, and
d. torequest the Company to cease using your personal information for direct marketing purposes.
Requests can be made in writing to the Company’s Data Protection Officer at the following address:
Data Protection Officer
6/F, Tower 2, The Quayside, 77 Hoi Bun Road, Kwun Tong, Kowloon, Hong Kong

8. In accordance with the terms of the Ordinance, the Company has the right to charge a reasonable fee for the processing of any personal information access or
correction request.

9. For any enquiries about this Statement, please do not hesitate to contact our Customer Care helpdesk at 2517 5333.

10 Nothing in this Statement shall limit the rights of customers under the Ordinance.

In case of discrepancies between the English and Chinese versions of this Statement, the English version shall prevail.
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