Global Prestige VHIS Plan Application Form
IRIX B EHREE R 29

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

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

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

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

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

(Please note: The following questions are to evaluate the suitability of the insurance product(s) under this application based on your needs and circumstances. Application
can be suspended or rejected in case of suitability mismatch. 5= | LU TEESEME IR RRE TORRESNBESNE » LUREE THRERER - MEIRRFREERAE MREREE
BCROIETR o SAREA R IR G ARSUIBAB <)

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

[JOption £ 1: For the expenses of hospitalisation &R EfRRIS
[ JOption 422 : For the financial need when suffer from critical illness ZfE{} & _F B ERILEERES
[JOption #5423 : For the long term care and financial needs in case of permanent total disability ZAXkA T2 EEHNERRERRRCHERS

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

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

[JOption £ 2 : Non-indemnity (a payment based on a sum insured amount by the policy) JESRE AL (BNZ(RE S TBAMREEMEHBL(E)

Personal Details of Policy Holder {fREFHE ABE#l (Policy Holder's Age must be 18 years or above {RE#55 A FE#BHAEAISHERU L)
Title #8538 Name of Policy Holder (same as HKID Card) fREFAAMH EEBEHERRD

[IMrsc4  Surname

[IMrsAK

[IMsZ®  Given Name
OMiss/va &

HKID Card No. / Passport No. Sex Date of Birth
EESERNE / £ gl M3 Fx AR

DD A MM A YYvy &

Contact Details of Policy Holder {fREE#FH A48kl

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

Flat 81 / Room % / Floor B#

Block [ / Building AJ& / Mansion [ / House 1% / Estate 238

Street # / Road &

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

Country EIX
Email Address” BmsiiE?
Contact No. K#&8EE Fax No. {HE5RS Mobile No. JREHEESRIS

Successive Policy Holder (Optional) #{FH{REIFHE A (FIEIEEE)

Please state the successive Policy Holder in case you pass away #&5IBR7EIMEHMBER FEENEEFEA

Surname
a3
Given Name
HKID Card No. / Passport No. Relationship with Proposed Insured Person”
EESERN / £ BIESR ARG
| confirm that | am making this application in Hong Kong**.
FANETBEHIERE -

PAAPP
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* P. 0. Box is not acceptable. EBB{SFEATIEL 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.

# {n] %k myBupa 48 R TR EF RS SRR T HARRBIEMNA DX - EEMISLEETF XM » (1RE5C myBupa iR > WHRHEEMIE - EX(HE EHH R8I myBupa iEF1E » (MES
W EIBTIER o (R E LTS 75 TR E B AR E S RIENRIZS ©
@T%ﬁ%ﬁ@%%ﬁéﬁ@ﬁ@]@h%%ﬁ NETER - BRERHMARERUMHNREREMBENRFEE - B ) MRMFEZRIBEE 5 NREIPTE XTI > SRR IRRYRRER
TR T RRIRAVEEE o

~ 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

~ BRNERS/FR/XE/EENRE/ TR/ B Bk AR S/ BIERE/ AT/ FRHE/ R ENFR/ARHEIIRE

** The insurance sales process and signing of the application form must be conducted in Hong Kong.

* (RIS E R REFFRBVREEBET

Details of Proposed Insured Person FEZ{RAEEl (Age must be from birth - 80 years inclusive FEH%EA 4 BiEE 805 (HIEHREH)

[] Myself Z&x A (Details as page 1 EFIINEFE—H)

Place of Residence!
Bt

Or

[ ] Proposed Insured Person R A

Proposed Insured Person’s Name (same as HKID Card/Passport/Birth Certificate) #2{R A2 (BAEHE 51058 /:E08/H 4 BBAZERE)

Surname

i

Given Name

HKID Card No./Passport No./Birth Certificate No. Sex 4 Date of Birth
BB BRI/ RIS/ LA RRAE R 5 M3 F HAEHEA

DD H MM S Yyyy &

Relationship with Policy Holder”
BREBIFE ARR"

Place of Residence!

Bt

~ 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

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.

~ BRI/ F 2/ E/E BN E/ B ih /B B b/ AR 8/ BHER S/ BT /AR HE/ FEHENFZ/FREHENRE

1 PRRE AR EERENEMMMNRESE - IEAESRACEXBEH  FUUSEENRA

Choice of Cover Z{RIEH
Global Prestige VHIS Plan BB B FEEE(R18) poteseelulon R A

Plan Options 215 Standard Premium
(VHIS certification numbers in brackets) (Choose one plan only) IREGREL
(IERAHFSEEEMRIATERET) (FEIZE—18:18)
Family discount
amount, if any -
[] Signature - HKDO Deductible E - BT08 & Optional Benefit? BiE{RpE2 RENTZE ANA)
(FO0035-05-000-01)
[] Clinical Benefit FIz2 1Rk ;
[] Signature - HKD12,000 Deductible E - #7E12,000& 12 S or it | 4
(FO0035-06-000-01) [] Dental and Optical Benefit FRI&181RME Ep@%@ﬁg
[] Signature - HKD40,000 Deductible 2% - #7540,000 811 &
(FO0035-07-000-01) Levy
_ _ o REBE +
[] Signature - HKD80,000 Deductible £%: - #£7580,000 87 &
(FO0035-08-000-01)
Subtotal _
Net -

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

2 BEGRELAEN BER R RN ER - AEMESN ZRE(@ERIRE - IA)BAZERBIR (EA) -

Other discount
amount, if any -

HtnrinEEs (A

Total premium and
levy paid (HKD)

RE R ARE -
1838 (B

Verified by
Ze:
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Family Discount (if applicable) REITHIEBE cnEm)

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

MEBERKEME S TRNEMEREBRAE 2EZRA (RESIINEZFR) HRBRAZRA > P AMRBIRETINAZRA o FBRAMPIET

Name (same as HKID Card/Birth Certificate) {58 (CRE B S/ HERPEEIEE)
Surname

Given Name

HKID Card No. / Birth Certificate No.
ERBNERE / HEBBERE

Insured Person Policy No.
ZRANREGS

Relationship with Policy Holder ${RE#H ARI%

Name (same as HKID Card/Birth Certificate) {3 (S2E B 51935/ H 4 ERHEERE)
Surname

&3

Given Name

HKID Card No. / Birth Certificate No.

BRI / HEBBERE Relationship with Policy Holder 82{RE3F5 ARHZ
Insured Person Policy No.
ZIRARESRS

Name (same as HKID Card/Birth Certificate) ### (FiE B 51555/ HEEAEER)
Surname

o4

Given Name

HKID Card No. / Birth Certificate No.

BERSNERNS / LEBBERE Relationship with Policy Holder SR 8155 ARH%

Insured Person Policy No.

ZIRARESRES
Premium Payment Method &{HRE&E 7%
Payment Frequency #HREF Payment Method #{J{RE 75 7% Remarks st
[] Yearly 4 [] Credit Card =B Please attach a completed Credit Card Authorisation Form
BEREY 2 ERARARIEEESE
] Autopay from Bank $R1TB8h&EER Please attach a cheque made payable to “Bupa (Asia) Limited” for the
(From renewal payment only &R EiLEA) Ist year’s premium and levy with a completed Direct Debit
Authorisation Form
HEZERIRRES - EREFRERREHE L XEREAAE > ZRI6H
AAMRA (T BRAEN
[] Monthly B# [] Credit Card £+ Please attach a completed Credit Card Authorisation Form
FEFEZ 2 ERRAREEESE
] Autopay from Bank 81T E &R 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
FAZHIEAREEE > EREMERRERRENE Y ZEREARE  ZFE
BAA TRA () BRAEN

Bank Account for Reimbursement Z{JiEZRITAO
Claims payment will be reimbursed by autopay only. BEERIER L EEHE@EAN LT ©

| hereby agree and authorise Bupa (Asia) Limited to reimburse claims payment to the account below. Zs A= RIZHE(FRIE (E5M) BIRAFEIRESESRIENRUTED ©
Account Holder’s Name (Same as recorded on bank account statement/passbook)
FOFAAEE (BIRT4 8 /77 18EE)

HKID Card No.
ERGHERE
Personal Hong Kong savings / current account number (HKD only) BAEHHE / FHRBITEOKE (RPRE#ET)
Bank Name Bank No. Account No.
RITEE SRITHRSE B Ok

If the above account holder is not the Policy Holder/Insured Person®, please fill in the following information. & itz EEAEALIEFRERZEA/SEA - HEEUTER -
Relationship with the Policy Holder/Insured Person® EMRE3EA A /RN B%
(Applicable to spouse, parents or children only RiEEREE « REHFL)

I 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 if | do not
provide my bank account details at this time. &K ABFRINIREENMRHEIRT A OB HRBEERIE GEN) BRABREEMNEBIRTAOER » URIEREE -
Also, | may update the bank account details later on myBupa, our online and mobile platform. tE5h » & AFSETREI A myBupafd L R F 4T A FFHBECHRTAOER o

* Please delete if inappropriate s& iR EAE
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Health Declaration and Questionnaire {2FEEARKE

Important Note EEHIF

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.

EIREFREBET > BUUESHERRORBREMERRAMBEEEE - IRFIRELESEERSEE > AIERHERE - IIFRERBESERMAEEEE - MERRPAESER

RE » BT EBIREERIE - HAARAIAEEIER ILIRAVRE ; SUR/ D2 BB IRFTESHORSE -

(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.
IERI S E B R RARRAM B EHEEAZIRZ AR » MZRBRIAHERBAZ BRERBRATERFERNIET o RIAKANZFREFEAQNTEE » TERREER ERBERFER o

(ii) As the applicant, you are required to provide Bupa with complete and accurate information requested in this questionnaire to the best of your knowledge and belief. Based
on the information provided, Bupa may have follow-up questions or enquiries that require you to provide further information for underwriting purpose.

ERRRBEN » (MBEEREFAIPNE > BARSHRERARARZETERERNER  RBRBRRENER > AR LIRENENSHAMBRIME—FREEUEZRZA ©

(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.

BRI ARFEREERREREF VIR AR SPRENE S A EN - MEERFBHRA

(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 AR R E R EHREE » BIRRIZG)FTR B EPRAIFTE MRIR T B R RN E R > SRR GiDFT AR B R E IR R BT A RBAIRA - EERANRBREREER
R (RNTF I AERILARLE « (FEESUREEARAIRE > SIBRIR(E -

Guidance Note in completing the questionnaire IHER#%55]

If you answer Yes to any of the questions 1-7 in Section A, please provide additional information in Health Questionnaire - Section B.

MRAFFLERBE 1E 78EA—EREZERS (B & ARERMES - 2BRHESER -

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.

IREERR B U MR R SR -

BR/RE/MERERE - BEX/BYHE (BEER) HERR (BRRD) - 2 - INREEER) ~ B0E - BRERRE / KRR MBERER) BRTFEHERER R (RRER
E®) - BREEEE REERER)  BhEE - AR ETAR (BEFEH)  FTEARIRRERBRESNES 1R/ =8/ B0t/ £t

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.

REZREPMAE & ZABSHERARIRHETERERNER » BFEZANEAREPFNBRERERROSHSEZNENTERIEBEER -

Health Questionnaire - Section A fi2EERI% - BER

Height g5 cm EX OR &, feet IR inches i
Weight ggE" kg AFF OR pounds(ibs)
Do you (or proposed Insured Person) smoke® or have you (or proposed Insured Person) smoked® in the last one year#? [JYesE [ ]No&d

MEAESRNERERE REBE—EREERE " ?

3 For the purpose of this ?uestion, 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). [MRIZ | EULRIENSREEBRRREE « St 23} BERFEREL T HAEER (FIBTIE) o
# Not required for proposed Insured Person below 18 years old. 185U T2 ESRAERIES o

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? [JYesE []No&
TERE=ZFRN » REREZRAN) 2D BQAWERTHIFE BINES - SWMER - 84F - §F) AEAFRRIERER RS EXEEAS (BN
FREL - YRaR - B BLE) NRES Asi B REE ?

2. Inthe last 3 years, have you (or proposed Insured Person) ever had or been advised to undergo investigations (such as blood or
urine test, ECG, X-ray, ultrasound, CT scan, MRI, PET scan, HIV test, Hepatitis B test, Hepatitis C test)? [JYes® []No&
ERE=ZFR > REEZRA) BTG EZHGWEREZIRD (FIINsem - BR ~ OBEE ~ Xt - BER - BIREHE - MORE - EEFRH -2
A BRI © AR 7
If the answer is “Yes”, do your (or proposed Insured Person) investigation result(s) include the followings?

MREXE =1 REERRA)NEEERESEETIIER?

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

RFEZRA) [EFBIRRIRTRES
(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) [JYes® []No&
MieRERESREBRERXBEBEZAR(BIN—ERUBERRARNIS RS/ S/ BIENR1EIBE/ F A G IRRI R & RAHER
BRI AR HIRISME)

3. Inthelast 5 years, have you (or proposed Insured Person) been advised by your doctor to take any medications (such as to be taken
daily / once per week / as needed as directed by doctor) for a continuous period of more than 1 month? [lYesE [ ]No&

ERERFER  MEEZRA) EESWBEEETH (INRREIETSH/ 88—/ ARER) RAAABE—EANES Y ?

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

= o=
FERERER  EESEA) BB ALRR? Lves LINo&

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

ERERFRN » REEZRA) B8 BEHERBER TERIINIER (BEANRREEIEAMICER) ?
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Health Declaration and Questionnaire (Cont.) 2FEEARKEE (&)

Health Questionnaire - Section A {#ERI#% - LR

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(B#EZRA) T H 12 SIEBBPRRBENERSL » MREEZRA) BEH FER?

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

RIESHM (FlnREgm ~ i ~ FR&msizm =0 —@EA

(c) Other medical conditions or other sign and symptom (such as lump, headache, persistent coughing, chest pain or epigastric
pain) that you (or proposed Insured Person) are seeking or intend to seek medical advice [JYesZ2 []No&
HAMZERAOR SURBURAE (BIMNAER « 555 ~ FHEZW - MBS LigE) MEESHESRBRER

(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)BEARBERRFRER DL EZ R EHRTEXEE A S (GINERELE « WIRARKE « Hafl B4 HR
E2a

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

(a) Cancer or carcinoma in situ EEESRIEE [JYes2 [JNo&
(b) Brain tumor K&ERIES [JvYes2 [JNo&
(c) Heart disease LViEfFR [JYes2 []No&
(d) Stroke (including transient ischemic attack (TIA)) FJ& (BIFEFEE AT > (AT8 ThFE) ) [1vYes2 [JNo&
(e) Hypertension SI0E [JYes2 []No&
(f) Diabetes mellitus or impaired glucose tolerance #ERFEEEMNEBRE [JYes? []No&
(9) Prolapsed intervertebral disc or degenerative spine conditions 28 H o F R IC 5% []YesZ []No&
(h) Diseases or medical conditions requiring a medical device or prosthesis to be implanted within the body EEEiE A BFEEIE N E [JYesZ@ []No&
I ORI R BRAR R
(i) Mental health conditions (such as depression, anxiety, schizophrenia, eating disorders, or bipolar disorders) & 5 (HIL03m []Yes2 []No&
B FE BRSO - R REIERIINEE)
() Multiple sclerosis ZE4HHE{LIE [JYes@ []No&
(k) Congenital conditions (medical, physical or mental abnormalities that existed at the time of or before birth) 4R MHFE (5FH []vYes2 []NoZ

ERHZAIEFENESE SR LR

For proposed insured children aged 6 or below only ERSEEU T2 ESREE

8. Was the proposed insured child born before 37th week of pregnancy? [JYesE []No&d
ERRFERONEZEI7EAMLE?

Health Questionnaire - Section B {2ER#% - 225

If you answer Yes to any of the questions 1-7 in Section A above, please provide additional information as applicable below.
MRAFFHULEHE 12 7 BEA—BEEZEES TR & FEATEANBEREELER -

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

1. Disease / medical condition / sign and symptom

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

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

been performed

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

scan

BRbaR/mE/ AR/ mHEEE
4. Present condition (such as whether fully recovered,

follow up action / medication / next follow up

date)

TR (BIINREBRaRE - BRRIE/IRFABESREY/

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

treatment

B8/ aREH
If you have any medical reports or reports of investigations, please enclose them and put a tick in the box. ] With attachment
MIFB B ERRE N RRE RS & AREILRIEGERM L WeERZEM TV 58 e BEME
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Declaration and Authorisation EBEARISiE

| declare that | am either the legal representative of the proposed Insured Person(s) named in this application (“proposed Insured Person(s)”), or | have been duly authorised by
each proposed Insured Person(s)(or their guardian, if applicable) to apply for the health insurance plan (the “Plan”) stated in this application form (the “Application”) and make
the following declarations on their behalf. | further declare that | have obtained the full and complete authority from the proposed Insured Person(s) (or their guardian, if
applicable) to disclose the personal information requested in this Application and to deal with and receive or request information concerning such proposed Insured Person(s)
from Bupa (Asia) Limited (“Bupa”) in relation to any matters arising from this Application, including any subsequent amendment.

| declare on my own behalf and on behalf of the proposed Insured Person(s), that:

ANBARARIRFER ( NIERFER) ) AFFINESZRA ( TEZRA ) TEEARA > AEBEUEZRA (RHEGEA > WEA) ERUFHILRERIEHAERRIEE ( T5t8)) ) MPRERUT
BUERER - AAWERREESESMERRA (HEEEA > EA) NE2RkERERRNE (EMNBRAR ( MRiH) ) BRILRAFRMBEASR > WEREREROZERRRIEEZRAMFHILERE
BRNEE > SEEFBRINEN -

RAERARFAREZRARR :

Coverage and Pre-existing Conditions {FlER BB &K

| 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 benefit is not payable to me or any proposed Insured Person(s) under the Plan for any costs of treatment arising from any existing illnesses, 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 (or, if
applicable, the date as referred in the Endorsement Letter if switching from an existing Bupa Health Insurance Plan) unless complete details are fully disclosed by me in this
Application and accepted by Bupa.

In respect of the eligible expenses arising from unknown pre-existing illness, injuries or other conditions that the proposed Insured Person(s) was not aware and would not
reasonably have been aware before the Policy Effective Date of the Plan (or, if applicable, the date as referred in the Endorsement Letter if switching from an existing Bupa Health
Insurance Plan), | acknowledge that the benefits (if payable) under this Plan will be subject to the waiting period and reimbursement percentage as stated in the Policy.

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

A photocopy or fax copy of this Application shall be considered as effective and valid as the original.

The statements and information provided in the Health Declaration of this Application are true and complete and all information disclosed on behalf of the proposed Insured
Person(s) has been verified by me as true and correct. | acknowledge that the knowledge of the proposed Insured Person(s) is imputed to my knowledge.

| acknowledge that Bupa may verify the answers in the Health Declaration of this Application with proposed Insured Person(s) and where there is any discrepancy between:

(a) the content of the telephone calls between proposed Insured Person(s) and Bupa; and

(b) the information provided in the Health Declaration,

the information on the Health Declaration will be deemed as true, accurate and complete declarations made by all proposed Insured Person(s).

If any information collected during the telephone calls between the proposed Insured Person(s) and Bupa has changed or is not reflected accurately in the Health Declaration, |
shall advise Bupa of such change or inaccuracy before submitting this Application. | understand that | am required to notify Bupa immediately if the health condition of any
proposed Insured Person(s) has changed at any time after the submission of this Application and before the issuance of the policy (as according tothe Policy Issuance Date).

| acknowledge that Bupa may terminate the cover for the proposed Insured Person(s) with immediate effect if the law of the country in which the proposed Insured Person(s) 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 Policy,
prohibits the provision of healthcare cover by Bupa to local nationals, residents or citizens. | further declare that the proposed Insured Person(s) is not US permanent residents. |
understand that | am obliged to immediately notify Bupa in writing if the proposed Insured Person(s) becomes a permanent resident of USA during the Policy 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.

| acknowledge that the sales representative has explained to me the benefit coverage and general exclusions under the Plan, and the importance of making full disclosure of
any health conditions and Pre-existing Conditions of all proposed Insured Person(s) listed in this Application. | understand that failure to provide Bupa with full, complete and
accurate information in the Application may result in Bupa having the right to treat my policy as if it has not existed or refusing to pay all or part of a claim. | agree that the
answers given in this Application and the Health Declaration shall be the basis of the Policy between me/proposed Insured Person(s) and Bupa.

AAREETHEREZ BRI » ZREFERULRFERBRETEA o

ARABARIENEIE NG T RN BT BERAFARBREMGIEE > SHRERESTEEHER - FALRERBEERFNENEENRITIRA/EA T WEA) NERE - A NARHRBEH

{RE > ZANERE30KRAT U EEBERIRA
FAERFASEAEZRANZREENE (FRBEEFRBBREESDFSREAFBINMTEGTIRZ A > NEH) FRCETARIUREL AERENERZRFHIERNEEHIE 8

BREMMPIRMS IR BEER » FRIFAANEARBRAC FTI L IES RN - BRER 2T THE -
R ESRACREENE (FURERABFIRESTBIESREAS RO EHPIIBAZ B > WERA) ZARERERERIRENSERE  BEXAEMBERMS N EEEER » AAREIIL
STRIT RIS Z IR RETIANE RIS EEDLE

WEARIEBRRARAKEIERIBRAER - RISRUEITINRELURIEE BERIFER » iSRUREININRERE U EERAA © FIETFZEARERTARMEZEEZRADTRIENEZET
INERBIERITRER ©

IEERFERZ HENREA AR ERARERS

EERSAERARFTA R 2SR E I B AR L - TARREZRABBNENTEEAZEAAEKRIERE A ABREZRAPMAZ FRRBEAMNZE
FABARATOERRAZBILFARNEREBBENESE » MU TMELRER

(a) EZRNBBEZRETFTRENONE 5 &

(b) ILEREERABVEEEAER -

LR RAN ERBAE R A EZRAFLAR « ZHR RSB o

R R AB BB ERME T RO E R BB S RAETE @B PR 2 REC % » AARPNIERILRARATBRREBMER ISR - AAPBUNERIERFRMNAABRERBAMURERRBRE)
BOEEIESRE > EZRABREMRA EREE - AAFERILEBRRA ©

A NFERINAEZRANPIEER S EHNEEMBERNEE (AEERREEEMNEE) SHEAEMBRESAREBERIARREREIDEMNER  ER NARRHEERRE » RIOAJA&LLE
RAZE AR ABYIRIEIZBNAERY o A AILISNBIREZRALIFEZDXARBR - AABANEZRARGEFEREABEEA AR R FABEEILNNUEEENRE © DKABR) EEREEKLA
SBZERARIRBEREREFEREXAMEE R TIEHAL

FAERHERAREEEARE BN REFEENFZREEE - URFDRBAPFRDATIAE EZRANEARERIMNERHENSTEN - ZABBRENSRFREHTTEE ERNELE
A AEE 5 | R B R A AN RERATEFERIBEL 2 PRIBINRME - ZARSRERERNEELRANRHBENSEN/EZRARRIEZ BRENER

Personal Data and Information Disclosure A AEN KREHHKE

| consent, and | have obtained consent from all proposed Insured Person(s), to Bupa using and disclosing the personal data provided in this Application and other personal data

it collects about me and the proposed Insured Person(s), for the purposes set out in and in accordance with the Personal Information Collection Statement on the last page of this

Application.

Further, | have obtained consent from all proposed Insured Person(s) to me providing Bupa, and to Bupa providing me, with health and medical information and other personal

data regarding the proposed Insured Person(s) during the 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 relating to myself and any proposed Insured Person(s) listed

in this Application, at my own cost.

| authorise any medical practitioner, hospital, clinic, by whom or where | / the proposed Insured Person(s) have been observed or treated or any insurance company or organisation

that has any records or health information concerning me and / or the proposed Insured Person(s) 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.

I 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 medical expenses and to do all things and acts incidental to such appointment for me

or the proposed Insured Person(s). | 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 or any proposed Insured Person(s) against any such service provider appointed by Bupa. |

acknowledge and agree to reimburse Bupa in full for any ineligible medical expenses and Deductible (if applicable) under this Plan within fourteen (14) days of receipt of a written

notice from Bupa.

ARABEAEEFAEZRANBE » (R0 AN E IR B RA S EMRCATRERR AAREZSRANEAER > BIERERPEREE SN MEAERERE) APTBRLAAER

BE > AACHMEEZRARGER » AATTARBEURMRHEAIAERARRFRIES (BFERF) LREFRHEMEZRANRRERE AREMEAEE

RARDFROERERIEEELSBMEAREAEZRAZ BRI RBRRS > —IEAHEASZ

RAEREEAEN | EZRNERARENEL « Bt~ 2T dEEAAR /| IEZRARBEREFTER ZREATIBEREANR | HESRAZZHER (GEHE) 2X TR0 AEEEZ

BIZARBRIEARRZENS

RANEBREAINEEEEMEE « Bt « SEREL » BEPO » BEPO - BERFEDL - REPOKREMBEHHERUIRHBRRE - SERRBRERZBIMBEREMZEZERBZRBZTEA

WEZIRA o RARDILFBEMIEEEZ FRRABRREDEFRIAUER RGBSR TMIEL o MAAREFAEZRABARMREMEENRBSHEERFERZ PR > FRIO—EFAEEE - AA
BUFEBARAEEERAE TAEEENBERERARECENER) » LR BERAARAZHE@ENENTE0HERZEEE -

(P.T.O0.)
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Declaration and Authorisation (Cont.) EERIZHE (&)

Eligibility for Tax Deduction IFIIREINEIR

I 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.

s BRI EDAE LA D RIGIEN - A5 Bl TEMTHREL TR BB ARBNH - FABAFABFARBBREAERNER (FRMER) FRENEERHERESTZAMENE 05
BRBIRIBETNZHEA « Fle/5B5/ 2 BHIREER > URSZNEERFRENSTEREE

BANAZRTZ  FREHE (ARHEIERSESNHEHNRREREARREE » WRFHE - SHUURE—NRHENAL > MPABREREARZATILRENEMA LRERES) MRBHEN
FR/RXBFEENREN AT SIRBINRIEL

Offering of Other Insurance Plan 12 E MR E R

| understand and agree that any uptake of other insurance plans is not a prerequisite for accepting this application of Bupa VHIS Certified Plans.
BB K ERR RE MR E R I EE A RIRA RN B R (RD A EmpVARIF G o
Applicable to Application through authorised insurance broker BB IEBERERIGEALEITZ HE

| 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.

AARA - BAKEE  REEMAANBEREZTHEENRE  NREFMNEN (SEAREN) naiwiiERRENERBRBLLCIRE

RATRERASARSE AU LREE » A LR E RIS

Personal Information Collection Statement {8 A Z#} s E0H

By signing this application form, | confirm that | have read and understood the Personal Information Collection Statement (“Statement”) in this application form. | have also brought
the Statement to the attention of all proposed Insured Person(s)/ Member(s) (or their guardians if applicable) and confirmed the understanding and agreement to it. I/We consent
to the transfer of my/our personal data within or outside of Hong Kong for the purposes and to the types of transferees as set out in the Statement. |/We have understood the
Statement’s effect in respect of my/our personal information collected or held by Bupa (Asia) Limited, including the use, storage, processing, transfer, disclosure and/ or sharing
of part of or all of my/our personal information within the Group Companies in accordance with the Statement. The updated version of Statement is available for download from
www.bupa.com.hk or Bupa’s mobile applications.

BBEBERRRL > AAEDCMRMAEARBRAAY MEABEIRESZR) - KATBSREERRA/GE (FHEEEA - WEA) B8 MAABHKRELH) IHPBEAKREBEARMAS « AN/
BMEER MEABCRERR) PrdARRTEREERN/HPINEABSHESBERNT MEABSRIRERR) FREMNERIEEA « AA/RFBEREASRREBRRRIA (Sl) BRABWNE
RFENEN/RFINEABRRO R E  SEZREAENKERRER « #7F B2« 8% - ARADERANBOALBEAENRERNEBAR ZME © ZEABUEBRRTHRAD
PBwww.bupa.com.hksifRIEERIEZN T o

(P.T.O.)
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Declaration and Authorisation (Cont.) EERIZHE (&)

Use of Personal Information in Direct Marketing TEIZESPERBEAZE

With my/our consent, Bupa may use my/our personal data in direct marketing and provide my/our personal data to any member within the Group Companies and selected third

parties, which may contact me/us with promotional material (including by email, SMS, mobile application, social media, instant messenger or other means that become available

from time to time) as referred to in the section entitled "Use of Personal Information in Direct Marketing” in the Statement, including in relation to insurance (such as premium

discounts), wellness, rewards, loyalty or privileges programmes and related products and services. |/we understand that |/we have the right to request Bupa to cease using my/our

personal data for direct marketing purposes by emailing membercare@bupa.com.hk or calling the Bupa Customer Care helpdesk on 2517 5588. Tick the box below if I/we wish to

receive such direct marketing communications.

RBEEFN/BRMNBERT @ REAEAFREAAN/RPWENEAZE » SFEARAN/RPINGS ~ BEE7SE ~ 15 - BRERRERT > WREREABENERASESR [TTERRIEPEREAZR T

it RERN/EANEABER T EAEBABMRE « BT RIER/HMANEZR - AEN/HFRURBREREMNENESSERE BINRERD) ~ @88 - 2 « E8Hs B S8R EEH

WEREBRHNHHHEEN (EBBEI - BN RBEARIEM » 3ENE - BREATA - SiEMBER T BNHESE)  AA/RFBEERBBMEFIENELRBHER (BHE

membercare@bupa.com.hk X E 2517 5588) » ER(FIEFAN/HMNEAELRBEERTSHERRAR  MRAA/RMABEREILAEFEBHRENR » SEUATEREL(V) S

[] By checking this box, I/we wish my/our personal information to be used and disclosed by Bupa related to direct marketing purposes as set out above and in accordance with
the Statement.

IN/BMFEIERIA L (V) 5% > URTRERBEAKKERA/HMIEAEHBFREBEAZMRERRTILU LAt BEEBHEERR

Cancellation Rights and Refund of Premium(s) within Cooling-off Period 45BN H{REMNIEN RIRIB(RE

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

FAAAFAGRUE@BMEREE (EH) ARAFDNHRELERBEFRAEHFRERRENE - XABPBATEEEEF - ZECHRENBEHNHUERFAEELHEE (E
M) BRARESENEBRESEE77RSEES 2EIEN SHINERKT - ZAARSHHAZZRFRENSHBMENERZHFE AR ANIEENRRZ BiELst8921 K940
(AR EAE) - ZAPRSHBPBNEZHAFEE (EHN) ARAR EXHREFRFFASLTANEEARN—HENE - URISHHA—FBHMEA -

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.
RANZLRBEAREFEA » BARARRKRILFH B RFRATIE 185U T EZRAFHEBRREE -

I understand that no cover will be payable under the Policy unless and until all required documents are submitted and processed, this application is approved and the Premium
is received by Bupa.

TANABEREREZELPAERRNOXGFERRZRER » It AILPFEERBARFREECKIIFRERER - ILRETHRESEERX

Policy Holder’s Signature Signed in Hong Kong on Proposed lusured Person’s Signature(Age18yearsoldorabove) | Signed in Hong Kong on
REFAEAES REBEEZAH EZRABEE (18RALLL) REBEEZAH

X X

(Full Name ) DD A MM 5 YYyy & (Full Name ) DD A MM 5 Yyyy &
e i

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 /RIC | BEAREE NEARYSERREREAER) RN /I | EEARRBMEBEIRS

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

RIBA /B4 | EERRER REA /4L ) SERRBIAL

Reminder 2={R

To help us process your Application quickly, please ensure that you have: HAEE IR BN RTEAERSE > R AIRIEIER FRoA R b5
enclosed payment of the correct premium and levy and a copy of your HKID Card or Passport BRI ERZ REMREBERFNEBSHENE
initialled any amendments on this application form PEAERZEEBEE

enclosed a copy of the HKID Card, Passport or the birth certificate of the Proposed Insured Person ERESZRANSBENE BRI AEEEEIE

Bupa (Asia) Limited 1748 (Z2iji) BRAT

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

itk HEN RS BIE 7750 8 BEF 2612

Facsimile f5E: (852) 3973 6948

Haaiiie
Website 484t www.bupa.com.hk 24-hour Customer Care helpdesk 24/)\B5%& 2 RFSEZ4R

@ [Bupa Hong Kong [Q] Global Prestige VHIS Plan IBIkE#l EFERRE]  (852) 2517 5688
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Personal Information Collection Statement B A &g 5580

Bupa (Asia) Limited . . .
Privacy Notice relating to the Personal Data (Privacy) Ordinance (the “Ordinance”)
Introduction

1

11

1.4.

Bupa (Asia) Limited (“Company”, “we” or “us”) is committed to protecting your privacy and security of your personal information. This Notice is provided to
you in connection with your dealings and provision of data or information to the Company. This Notice is prepared in accordance with the Ordinance and also
operates as the Personal Information Collection Statement which we will provide, or make available, to you on or before the collection of your personal
information by the Company.

. This Notice is intended to ensure that you can make informed decisions about providing your personal information to Company in accordance with this Notice.

Please be aware that this Notice replaces any notice or statement of similar nature that may have been provided to you previously. When you click on “|
Agree” or select any options with similar content, or log in, confirm, agree to, use or accept this Notice we provide via registration procedure or any other way,
you consent to your personal information being collected, stored, used, processed, transferred, disclosed or shared in accordance with this Notice.

. For the purposes of this Notice, “Group Company” means the Company and its holding companies, branches, subsidiaries, representative offices and affiliates,

wherever situated, and any one of them. Affiliates include branches, subsidiaries, representative offices and affiliates of the Company’s holding companies,
wherever situated (collectively, the “Group”).

If you provide us with the personal information about other individuals, you must tell those individuals that you have provided us with their details and let them
know where they can find a copy of this Notice.

Personal Information We Collect

2.1

2.2.
2.3.
2.4.

2.5.

2.
2.

NoO

From time to time, it is necessary for you, or other members/ insured persons 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.

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.

Failure to supply personal information requested by the Company may result in the Company being unable to process your application, request for

information or services, enquiries and/or provide services or products to you, or the Member.

The personal information we collect and/ér hold from time to time may include your personal identification information, contact information, transaction

records, financial background, medical and health records, biometric data and your location and activities when you access or browse our website(s) or use

our mobile application(s) or portal(s) (including any diagnostic or health-monitoring tools thereon and the Bluetooth and/or wearable device that are used to

collect data for the purposes of such tools).

We will always try to collect your personal information from you through the course of your relationship with us and in a range of ways. However, there may

be instances where we will need to collect your personal information from third parties or sources in certain circumstances, such as a family member or

gom%one else acting on your behalf, your employers, medical personnel, business/asset acquisition transactions of the Company, business partners, or public
atabases.

If you are under the age of 18, you should obtain consent from your parent or guardian before you provide the Company with your personal information.

Storage of personal information may be in various forms including, physical (paper) form, digital customer systems or applications, data management

software or systems in the usual course of business practices, depending on your engagement with the Company.

Purposes of Collection

3.

Your personal information collected may be used, stored, processed, transferred, disclosed or shared by the Company for the following purposes from time

to time:

(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). registering you, or the Member, as a user or a member of services or information provided or to be provided by us on the website(s), mobile application(s)
or portal(s) managed and/or operated by us;

(d). coordinating your care, or the Members’, within Group Companies to achieve better health management outcomes;

(e). 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;

(f). 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, data analytics, statistical
analysis, and reinsurance arrangements;

(. provifding you with personalised health information and information about our services or products, and personalised website, mobile application or portal
interface;

(h). providing you with appropriate health, insurance administration, wellness or other related services (including, without limitation, e-ticketing, appointment
booking and clinic / medical professional search and service and product redemption functions on the website(s), mobile application(s) or portal(s))
managed and/or operated by us) or products;

(i). communicating with you regarding the administration, features and renewal of the insurance policy that you subscribe to;

(j). operating, maintaining, evaluating, improving, troubleshooting problems, and understanding your preference(s) with our website(s), mobile application(s)
or portal(s);

(k). provision and design of products and services of the Company;

(1. exercising the Company’s rights in connection with provision of any 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;

(m). 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 Notice;

(n). with your consent, marketing services, products and other subjects by us, any member and/or brand of the Group Companies (such as Horizon Health
and Care Limited and/or Quality HealthCare Group, our affiliates) and/or other third parties (please see further details in paragraph 5 below);

(0). managing our relationship with you, our business and organisations who work with us in relation to providing our products or services to you, or the
Member (including, with limitation, futures changes to this Notice);

(p). 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;

(a). making disclosure to satisfy the requirements of any laws, rules and regulations, codes of practice, guidance notes or guidelines binding on the Company;
and

(r). fulfilling any other purposes directly related to (a) to (q) above.

4. Transfer of Personal Information

4.1.

4.2.

4.3.

Use
5.1

5.2.

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 of the People’s Republic of China, for the purposes specified in paragraph 3 to the
following classes of transferees:

(a). any member and/or brand of the Group Companies;

(b). any insurance adjusters, agents and brokers;

(c). any re-insurance companies authorised by the Company;

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

(e). healthcare professionals and hospitals;

(f). any third parties engaged in connection with a member of the Group Company’s business who provides medical, health, insurance, wellness or other
related services or products;

(9). any agent, contractor or third party service providers who provide administrative, telecommunications, computer, payment, data processing, storage of
analytics, printing, research, advertising, distribution 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);

(h). with your consent, third parties (within or outside the Group Companies) in relation to direct marketing (please see further details in paragraph 5 below);

(). third party reward, loyalty, co-branding and privileges programme providers and co-branding partners of a member of the Group Companies;

(). financial institutions engaged by the Company or you for billing and payment purposes;

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

(1. 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.

We will only disclose personal information limited to that which is necessary to the above parties for the relevant purposes, who may process (including,

without limitation, by recording, organising, structuring, storing, adapting, altering, retrieving, using, aligning, combining or erasing) your personal information

for the relevant purposes set out in paragraph 3 above.

In the event that we complete the acquisition of a new business or brand, we shall communicate with you through the communication channels you provided

to us, and any personal information shall be treated in accordance with this Notice if it is practicable and permissible to do so.

of Personal Information in Direct Marketing

Only with your consent (which includes an indication of no objection), the Company, any member and/or brand of the Group Companies and/or the third

parties stated under paragraphs 3.1 (n) and 5.2 (b) to (e) may use your personal information collected from time to time to provide you with marketing

communications (including by email, SMS, mobile application, social media, instant messenger or other means that become available from time to time)
relating to the following products and services:

(a). insurance, medical, dental, healthcare, wellness, personal development, beauty, sporting activities and membership, lifestyle, entertainment, financial, and
related services and products;

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

(c). services and products offered by the Company’s co-branding partners; and

(d). donations and contributions for charitable and/or non-profit making purposes.

The above services, products and subjects may be provided or (in the case of donations and contributions) solicited by the Company and/or:

(a). any member and/or brand of the Group Companies;

(b). third party service providers;

(c). third party reward, loyalty, co-branding or privileges programme providers;

(d). co-branding partners of a member of the Group Companies; and

(e). charitable or non-profit making organisations.
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Personal Information Collection Statement {E A KUK EEZEH

5.3. We may not use your personal information for direct marketing purposes unless we have received your consent. For the avoidance of doubt, the latest
instruction (for example, consent or indication of no objection, or request for opt-out) received from you shall override any previous instruction given to the
Company in this regard in relation to all of your personal information collected or held by the Company from time to time.

5.4.1f you choose to personalise your services where such options are available, we will use personal information that we collect so that we can offer you those
personalised services or communications. If you do not wish to accept those personalised services or communications, you can unsubscribe from those
services at any time and we will cease to offer such services to you.

5.5. For the avoidance of doubt, whether or not you consent to receive marketing communications of the type described in this paragraph 5, the Company may
still communicate with you regarding the administration, features and renewal of your insurance policy.

6. Security and Retention

6.1. The Company retains your personal information for as long as necessary for the purposes set out in this Notice, or otherwise agreed between you and us,
unless otherwise required or permitted under applicable law.

6.2. Where the Company no longer requires your personal information for the purposes under this Notice, or otherwise required under law, we will take appropriate
steps to securely delete or destroy your personal information.

6.3. We will take reasonable steps to securely store your personal information. This includes implementing a range of digital and physical security measures. In
addition, we will restrict access to your personal information to those properly authorised to have access.

6.4.When you use our sites, we and third-party companies collect information by using cookies and other technologies such as pixel tags (for simplicity we refer
to all such technologies as “cookies”). The updated version of the Cookies Policy is available for download from our website: www.bupa.com.hk and is
available upon request.

6.5. Our websites, mobile applications or portals may provide the links to other external websites over which we do not have control. You are advised to refer to
the privacy policies of these websites for more information.

7. Data Access and Correction
7.1. Under and in accordance with the terms of the Ordinance, you have the following rights to:
(a). check whether the Company holds personal information relating to you or the Member and to access such personal information;
(b). require the Company to correct any personal information relating to you or the Member which is inaccurate;
(c). ascertain our policies and practices in relation to personal data and to be informed of the kind of personal data held by the Company;
(d). request the Company to cease using your personal information for direct marketing purposes; and
(e). change your preference in respect of our use of your personal information.
7.2. Requests can be made in writing to the Company’s Data Protection Officer at the following address:
Data Privacy Officer/ Customer Service Manager
6/F, Tower 2, The Quayside, 77 Hoi Bun Road, Kwun Tong, Kowloon, Hong Kong
Or, by email:
membercare@bupa.com.hk
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 Notice, please do not hesitate to contact our Customer Care helpdesk at 2517 5688.
10. Nothing in this Notice shall limit the rights of customers under the Ordinance.
. Ifn case of discrepancies between the English and Chinese versions of this Notice, the English version shall prevail. This Notice maybe amended by the Company
rom time to time.
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Global Prestige VHIS Plan Credit Card Authorisation Form
IRIXEHEERFEEBRAMRES

Policy Holder’'s Name 1R&35H A&

Surname

i3 L | | | | | | | | | | | | | | | | | | | | | | | | | | | | | | | | | | | | |
Given Name

Section | - Credit Card Account for Collection of Premium, Levy and Shortfall (if applicable) YtEXES{RE « (REXNE + ZT(MNER)VEHERA

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. ZEZLEARA  BEZUILREREER TX) U8 WR[OHFRY o BIREFEILREETF » FEESD

LERAE ©
[] Visa Card @ [] Master Card

Cardholder’'s Name #FRAMH

et +r ¢+ e 1|
HKID Card No. &HEE7 5505 Credit Card Account No. {5+ F Ok Credit Card

Expiry Date
AN I I S O | I Y S Sy Sy ERFIME wve s
| acknowledge that the Contract / 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 Contract / 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. Zx ABBRFRIFINEIZR AME FIRIAMNBA A BEGRRARESH / REGIEE - TRIAY / REFSEFEIER - FAZERRFRR EEH) ARAR
BEIRAANERRAOSE /| SASNRHRERREGESE > EERITEM

If the Cardholder is not the Policy Holder or Insured Person, please fill in the following information. Z{E B FEFE AT IHREIFAARZREA » ;FHEBLUTER ©
Relationship with the Policy Holder or Insured Person* E{RE1FH A sl SRA* BZ
(Applicable to spouse, parents or children only RERREE « RBHFL)

¥ | hereby agree and authorise Bupa (Asia) Limited to collect any shortfall under this Contract / Policy from the credit card account provided above for the
purpose as stated in Section Il

FABRRERFRE (TN) BRATERSBISMHAYIZENEBU HERRRFWEASH / RENMFEZERE o
Cardholder’s Signature &A% Contact Phone No. H4& B ESEHE Date B

X L 1 11 1 1 1
DD H MM B YYvy

Section Il - Credit Card Account for Collection of Shortfall UtERZEZERE B KRR

(Please fill in this section only if different from the above credit card information. 18 Lit{EB-REEAFRR » FES UG 0 )

A shortfall may be incurred if the final treatment costs are greater than your plan coverage or if the medical expenses are not covered under your plan. This form
authorises Bupa to collect the shortfall from the credit card account provided below.

BAR  ARERARERBAIRNIREEE » EMRRERTENREEER - ILRESRFEREBEBUTER RIRPUEGES

¥ | hereby agree and authorise Bupa (Asia) Limited to collect any shortfall under this Contract from the credit card account provided below.

AARERERFE (M) BRABSEBU MR RIRRBEASHONMFEER °

Cardholder’s Name (same as HKID Card / Passport No.) #FFA#® (EFBSHE / #RBSEER)

| IS [ (N N I IS [N N N I [ [ N A N N SN (N (NN N AN (N N SN N A N N SN (N SN N S N N N S S S S S S N S N
HKID Card No. / Passport No. & 57 :855HE / EIRSEE Credit Card Account No. {EFFF O5EEE (VISA / Master) Credit Card

Expiry Date L1 1
I I I | I I O O O Y Y B | EA-REIEAR MM B vy

Cardholder’s Signature FEASEE Contact Phone No. 48 BE5805 Date B

X I T T I T I A
Ll 0B A vy £

*Please delete if inappropriate 5T EAE

13 of 16 OP/GP/1/0125




This is a blank page.



Global Prestige VHIS Plan Direct Debit Authorisation Form
IREKBH BB RS HRIRIRES

Policy Holder’'s Name {REEFHE AR
Surname
s L | | | | | | | | | | | | | | | | | | | | | | | | | | | | | | | | | | | | | |
Given Name
L | | | | | | | | | | | | | | | | | | | | | | | | | | | | | | | | | | | | | |

If autopay is chosen as the payment method, please complete this form, sign where marked “X” as to agree and authorise Bupa (Asia) Limited to collect any premium, levy and shortfall under this

Contract / Policy from the bank account provided below for the purpose. Please return the original copy to Bupa with a cheque for the premium and levy.

HEENEHEIRON 0 FEZERERBEZNXIMUE - URERE#ARE G BRAREEU FRAKIASH / RENNFIERE « BEKRER  FEREREERN A REREENZZREIRA o

[] 1 DO NOT AGREE and authorise Bupa (Asia) Limited to collect any shortfall under this Contract / Policy from the bank account provided below for the purpose.
BAFRERIZEERR G BRATBBUTIREWEESH [ RENFIBEELE

| acknowledge that the Contract / 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 Contract
/ Policy. | hereby authorise and direct Bupa (Asia) Limited to automatically debit the premium and levy due from my ac:count on an annual / monthly basis until further notice. 7= A B8
ARIERE R NATFRANBNABERIERESY [ REGIURE » SRIGN/RERESEEDER - AAZKRERE EN) BRADEBINAANAOSE /| SAZNEGRERREHNES
o HESTIEA °

Name of party to be credited (The beneficiary) Bank NoSB{T4R5% | Branch No. 2377485 | Account No liEi A CI5EhS
R2—r (B@

S BUPA (ASIA) LIMITED 0/2]|4|7|8]|7 6|2|
I/We hereby authorise my/our above-named bank (the “Bank”) to effect transfer from my/our Zx A (55) B384 ol 2 $R47 (5Z3R J) > $E}§H§ZT)\)\TE§HD$§Z§EFJZ}E?R =
above-mentioned account to the above-named Beneficiary in accordance with such instructions as 7z A (%) Lk B D@EE%L&E']\ o 1E| KEEESREAEBIALU LIEEZIERE (W
the Bank may receive from the Beneficiary from time to time, provided always that the amount EA) o -
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 KA

/We agree tf 1k shal (F)RARZIRTH AL BEZSERETEBAEA(H) -

ransfer has been given to me/us. iy cgER N PN ¢
1/We jointly and severally accept full responsibility for any overdraft (or increase in existing overdraft) tg%ﬁg?ﬁggg%;ﬁ%% LR QHIRES (ML REZBESIEM) > FA ()
on my/our above-mentioned account which ‘may arise as a result of any such transfer(s). & 7~IRl/XE= FEEANE

I/We confirm that my/our signature(s) on this authorisation is/are the same as filed with the 7 A (5) RSB AISHZ N 5L » A A (%) il B OREIRITEE4052 52218
[EJ o

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 TN (&) BEW LE DID”F\E%TAIES'ZHEEEEEE ZIRTERATIERRIUR
transfer in which event the Bank may make the usual service charge to be paid by me/us. Wﬁ%ﬁzil‘;ﬁﬁﬁ ) ZEEA—WMHAA (B

I/We agree that any notice of cancellation or variation of this authorisation which I/we may give A (L) BIEESY S E A IS = > (@A ’EﬁAHXfﬁZSZEEQﬂExQ A/ RET

to the Bank shall be given at least two working days prior to the date on which such cancellation i
or variation is to take effect. TERZ AT ZIRIT ©

This authorisation shall have effect until further notice or until the above given expiry date Zt%@)iﬁéﬁﬁnaiﬂﬁ EFTENALFEE FHEHBEAALEUMEPREZH

(whichever first occurs).

My / Our Bank and Branch Name Bank No. My / Our Account No.

KA | BEZRITRDITER RITHRSR KA/ BEZLOSEE

My / Our name as recorded on Statement / Passbook ZSA / BE1E4EE / FEEZHE

s ¢ e e e 4414411

My / Our signature(s) &=\ / BE2 % Date of signing %% HHf

HKID Card No. / Passport No.

BB WS | LR X el e pp—
AN N A T I N A A N NN N N 0B A oy =

My / Our address as recorded on Statement / Passbook ZS A / BEE(T45EE / 748 £ ik

Debtor’s Name (If other than account holder) B AZMEZ (EIEEOFEN) Membership No. (Debtor’ s Reference) B E45¢ (&5 A#HE)

If the account holder is not the Policy Holder or Insured Person, please fill in the following information. & FA AL IHREBIEZFE ASZRA > FEBUTER -
Relationship with the Subscriber (Policy Holder) or Member (Insured Person)* BUZ{R A (1RE1FHE A& S (ZREAN)" B
(Applicable to spouse, parents or children only RERREME « REHFL)

For bank use only Signature Verified
RITERA ZREE
Notes: 1. The box marked “Membership No.” is to be completed by Bupa. MizE : 1. BEAER—MBRIDEAR o
2. The signature on this authorisation form must be the same as the signature of your Bank Account. 2. FIERERZ FEEALNBRB T ZRTR AR EEEF o

*Please delete if inappropriate &M iEAE
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