Bupa (Asia) Limited

Reference Number (if applicable)
BERIREE):

6/F, Tower 2,
The Quayside,
77 Hoi Bun Road,

Bupa

Policy Holder / Subscriber Name

REFAAN PEAMA:

Kwun Tong, Kowloon, f?m
Hong Kong 1

Proposed Insured Person’s Name
EZRAMAS:

Tel (852) 2517 5175
Fax (852) 2548 1848
www.bupa.com.hk

Please complete the health questionnaires below if you (or proposed Insured Person) have been diagnosed with the diseases or medical conditions other than the
diseases or medical conditions below:

Cancer or carcinoma in situ, Brain tumor, Heart disease, Stroke (including transient ischemic attack (TIA)), Diabetes mellitus or impaired glucose tolerance, Prolapsed
intervertebral disc or degenerative spine conditions, Diseases or medical conditions requiring a medical device or prosthesis to be implanted within the body, Mental
health conditions (such as depression, anxiety, schizophrenia, eating disorders, or bipolar disorders), Multiple sclerosis, Congenital conditions (medical, physical or
mental abnormalities that existed at the time of or before birth), the proposed insured child born before 37th week of pregnancy (for proposed insured children aged 6 or

below only)

2. For Hypertension and hyperlipidemia, only Question 4 in the following health questionnaires is required to be filled
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Question No. 5% (refer to application form Health Questionnaire — Section

Question No. 57 Question No. 5k Question No. 5%
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Disease / medical condition / sign and symptom JZ=fpE/ (&8 IR 5 BRI IR

1. Are you (or proposed Insured Person) currently undergoing
investigation / treatment, or awaiting investigation / treatment for this
disease / medical condition? Hif/R (EEZLRA) EERZERHR/ERF
IRSUEAEBEZ R ELNARE, SUEFHRELGH?

Yes 200 /No &O Yes 200 /No &UO Yes 20 /No &O

2. Have you (or proposed Insured Person) currently been advised by
doctor to undergo treatment / further investigation for this disease /

medical condition? Yes 200 /No &O Yes &0 /No &UO Yes &0 /No &O
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3. Have you (or proposed Insured Person) been advised by doctor to
have any regular or ongoing follow-up investigations or follow-up

consultations for every 9 months or a shorter time interval (such as
monthly, every 2 months, half-yearly) currently for this disease /

medical condition?
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Yes &0 /No &O Yes &0 /No &UO Yes &0 /No &O

4. In the last 3 years, have you (or proposed Insured Person) been
admitted into hospital(s) for more than 3 days for this disease / medical

condition? Yes 200 /No &O Yes 200 /No &UO Yes 20 /No &O
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Declaration EHj

| declare on behalf of myself and the proposed Insured person of this Application, where appropriate, that the answers | have given are, to the best of my knowledge,
true and | have not withheld any material information that may influence the assessment of acceptance of this application, and there has been no change in the health
condition of myself, or if applicable proposed Insured person of this Application, since the Application date. | agree that this form will constitute part of my application and

that failure to disclose any material fact known to me may invalidate the contract.

A copy of this letter shall be considered as effective and valid as the original.
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Signature of Proposed Insured Person #2{& A% E
(Signature of Subscriber / Policy Holder if proposed Insured Person is under the age of 18) IN#Z{& A kil

18 5%, FHEAN/ REBFEARE

Date (DD / MM/ YY)
FEBEH: HIHME

Form version: TM/A&B/Partnership channel 102024




