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IMPORTANT INFORMATION

Please write clearly in BLOCK capitals using black ink. Once completed, you can scan and email your
form and any supporting documents to:

newbusiness@bupa-intl.com or fax us on +44 (0) 1273 866 583 or post to Bupa Global,
Victory House, Trafalgar Place, Brighton, BN1 4FY, United Kingdom.

Please only use one method, if you scan and email you do not need to fax or post.

The form should be returned along with completed member applications or membership census.
If you have any questions please contact your sales advisor.

Data collected on the group, personal data collected on employees and, where appropriate, their
dependants will be used by Bupa Global to process your claims, administer your policy and may be used
to detect and prevent fraud or improper claims.

We will not be able to process your application if this form is incomplete. Please be sure to check the
entire form.

Company plans are for businesses and their employees and employee’s dependants.

A minimum number of three employees must be covered.

For employees aged 65 and over and companies that consist solely of members of the same family, it must
be fully substantiated that such applicants are working for the same employer/company. Copies of payslips
or employment contracts will need to be provided.

Start date

The start date will generally be the date on which your completed group details form is received and
accepted by Bupa Global. If you require a different start date to take into account the expiry of the current
insurance elsewhere, please complete the start date box in section 1.

Cover cannot start between the 28th & 3ist.

Medical History Disregarded (MHD)

The group secretary must answer the health questions in section 3.

All employees must join as soon as they are eligible. This also applies to new employees that are added
after the start date of the group contract.

Please include a full membership listing of all eligible employees and dependants to be covered.
Employees aged 70 and over are not eligible for MHD cover.

Full Medical Underwriting (FMU)
Please include individual employee applications.

Continued Personal Medical Exclusions (CPME)

Please include the employee’s ‘Company Transfer Application’ along with previous insurer’s certificates.
These must confirm the medical exclusions that are applicable to each person or the commencement date
of the previous moratorium.

Intermediaries

You may have received advice from an intermediary. In certain jurisdictions, Bupa Global require your
consent to payment of your intermediary for their part in introducing you to us as a member. Where,
applicable, we will deduct a fee from each subscription payment received from you and pass this onto
your intermediary on your behalf. For the avoidance of doubt, consent to payment of vour intermediary’s
fees does not affect the amount of any premiums payable by you which would remain the same whether
or not you had approached us directly or not. Upon renewal of your policy, we will continue to pay your
intermediary until otherwise notified by you in writing.

CHECKLIST - PLEASE MAKE SURE:
you have completed section1-7
you have signed the declaration in section 8

you have attached a utility bill or company registration document

OO0 00

you have attached employee application forms if applying for FMU or CPME terms

IF APPLICABLE

Intermediary name:

Intermediary number:




SECTION 1: TO BE COMPLETED BY THE GROUP SECRETARY

1 INSURED COMPANY DETAILS

Company name:

Type of business:

Start date (cannot be between 28th and 31st):

Number of employees to join now. Please tell us in this section the category of employees to be covered. Employees in the same
category must have the same level of cover.

CATEGORY OF EMPLOYEES eg. Director, Management, Staff NUMBER OF EMPLOYEES

2 CHOOSE YOUR COVER OPTIONS

LEVEL(S) OF MEDICAL COVER

MINING AND BUSINESS

COMPANY OIL AND GAS EXPLORATION MARITIME EXPLORER

Essential O Essential O Essential O Shipping O Vital Africa O Essential plus

Classic O Classic O Classic O Yachting O Guernsey O Gold

Gold with

Classic with Dental O Gold O Gold O Dental and
Optical

Gold

Gold with Dental

o O O O

Gold Superior

O Gold Superior with
Dental and Optical

LEVEL(S) OF ASSISTANCE COVER (Not applicable for Vital Africa and Business Explorer)

Please tick the option you would like to be covered with: Evacuation O Repatriation (automatically includes Evacuation cover) O

None O See application forms O

(Available on Company Essential, Classic and Gold level - please tick one box only - Please note that deductibles are not

ANNUAL DEDUCTIBLE

available to those members in the UAE)

GBP: None ) £100 () £250 () £500 () g1000 ()
USD: None O $200 O $500 O $.000 () $2000 ()
EUR: None () €150 () €350 () €750 () es00 ()

ANNUAL DEDUCTIBLE (Business Explorer only)

GBP: £500 ()
UsD: $350 O
EUR: €250 ()



3 DETAILS OF UNDERWRITING

DETAILS OF UNDERWRITING

Medical History Disregarded (MHD) * O Fully underwritten O
. . . * These terms must be agreed by our underwriters prior to acceptance if any of the
Continued personal medical exclusions (CPME) O questions below is answered yes.

If you are applying for MHD terms please answer the following questions:

Are you aware if any employee or dependant to be covered under the plan has a history of any of the following:

Heart conditions or strokes Y O N O If yes, how many of your employees?

Any type of cancer, including benign brain tumours | Y O N O If yes, how many of your employees?

Are you aware of any employee or dependant who
has any ongoing or planned in-patient treatment

4 GROUP SECRETARY CONTACT DETAILS (the below address will be used for all correspondence unless otherwise stated)

Group secretary name:

Y O N O If yes, how many of your employees?

Group secretary position:

Address Line 1:

Address Line 2:

Town/city: Postcode:

Country:

Telephone: Fax:

Email:

Is this the registered company address? | Y O N O If ‘no’ please fill in the registered company address below.

5 COMPANY CONTACT DETAILS (if different from the Group secretary details)

Contact name within the company:

Contact position within the company:

Address Line 1:*

Address Line 2:

Town / city: Postcode:

Country:

Telephone: Fax:

Email:

*If the address is different from the group secretary’s address please provide an explanation for this.




6 OTHER CONTACT DETAILS

CorporateWorld administrator: Group secretary O Other (below) O
Name:
Telephone: Fax:

Email:

Decision maker: Group secretary O Other (below) O

Name:

Telephone: Fax:

Email:

DOCUMENTS (Vital Africa membership certificate will be sent via eDocs via Membersworld)

Please confirm where you would like us to send your documents (note: these will be sent to the correspondence addresses above unless otherwise stated).
Membership certificates eDocs O Group secretary O Members O
Renewal contract eDocs Q Group secretary Q
Invoice eDocs Q Group secretary Q
Credit/debit note eDocs Q Group secretary Q




7 PAYMENT DETAILS

Billing address:

Group secretary O

Other (below)* O

Address Line 1:

Address Line 2:

Town / city:

Postcode:

Country:

Telephone:

Fax:

Email:

*If the address is different to the previous addresses then please provide an explanation for this in the space provided in Section 5.

ADMINISTRATION AND PAYMENT OPTIONS

Select your choice of currency (please tick one only):

Select your method of payment (please tick one only):

How will you make your subscription payments (please tick one only):

If you are paying by Direct Debit you must complete this section

cere) () uso® ()
Direct Debit O Credit card O
Quarterly Q Annually O

DIRECT DEBIT

- for GBP (£) payments only

Instruction to your Bank or Building Society to pay by Direct Debit - this must come out of a UK bank account

Name(s) of account holder(s):

EUR(E)

Cheque/Bank

transfer

O
O

DIRECT
q Jpebit

Bank/Building So

ciety account number:

Swift code:

Name and full postal addres

s of your Bank/Building Society:

Instruction to your Bank or Building Society

Please pay Bupa Global Direct Debits from the account detailed in this
instruction subject to the safeguards assured by the Direct Debit Guarantee.
| understand that this instruction may remain with Bupa Global and, if so,

details will be passed electronically to my Bank/Building Society.

To: The Manager

Address

Postcode

Banks and Building Societies may not accept Direct Debit Instructions for some types of accounts.

To Bupa Global, | authorise you, until further notice in writing, to charge to
my card account, subscriptions and other unspecified amounts, as and when
payments become due. | will advise you immediately if the card becomes

CARD PAYMENT AUTHORITY

lost, stolen or if | wish to close my card account or cancel the authority.

Cardholder’s name as it appears on the card:

Originator’s ID number| 9 |8 O 9 3|9
As Instruction Form
(please tick) MasterCard Q Visa Q American Express Q

Please note that we do not accept Maestro payments.

You will be given 14 days notice of other unspecified amounts to be collected.

Card n

umber:

Valid from date:

Expiry/end

date:

/

The Direct Debit Guarantee

This guarantee should be detached and retained by the payer

DIRECT
Debit

If the amounts to be paid or the payment dates change, Bupa Global
will notify you 7 working days in advance of your account being debited

or as otherwise agreed.

This Guarantee is offered by all banks and building societies that take part
in the Direct Debit Scheme. The efficiency and security of the Scheme is
monitored and protected by your own Bank or Building Society.

your branch of the amount paid.

to us.

If an error is made by Bupa Global or your Bank or Building
Society, you are guaranteed a full and immediate refund from

You can cancel a Direct Debit at any time by writing to your
Bank or Building Society. Please also send a copy of your letter




8 YOUR APPLICATION DECLARATION

IMPORTANT INFORMATION

| hereby apply on behalf of the company named in section 1, for a Company Group plan. | declare that | have the authority to sign this
form on behalf of the company named in section 1, and have the authority to enter the same company into this contract.

| agree that the Rules of the Company Group plan will be binding on the company named in section 1. | declare that all main members
to be included in this plan are employees of the company, who are eligible to join the plan and that they and any eligible dependants
do not contribute to the cost of the plan, which is borne by the employer.

| declare that to the best of my knowledge and belief the information given in this form is true and complete. | understand that
providing false or misleading information may invalidate the insurance and prevent claims from being paid for the group member.
Bupa reserves the right, in such circumstances, to lapse a group member’s policy and/or the Company Group plan (where
appropriate) and to take all and any such action as may be deemed necessary to recover any losses suffered as a result. If any
misrepresentation and/or fraudulent activity is suspected, Bupa also reserves the right to take all and any further action as may
be deemed necessary and to share such information (where appropriate) with other insurers. | have brought these matters to the
individual or group member’s attention.

Where applicable, | hereby consent to your payment of the fees to my intermediary as described in this application.

AUTHORISED SIGNATORY DATE

Print full name
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