
Before you begin
The Group Secretary must complete the Scheme details 
and the main applicant must complete Sections 1 to 7 
using BLOCK CAPITALS and BLACK INK
This application form is for anyone (except professional 
sportspersons) who is applying to join Bupa Select and 
who at the time of applying:

JJ hasJhealthJinsuranceJorJhealthJtrustJcoverJwithJanotherJ
insurerJand

JJ hasJhadJtheirJhealthJinsuranceJorJhealthJtrustJcoverJwithJ
thatJinsurerJforJatJleastJ12Jmonths.

In which case, we may, at our sole discretion, consider your 
application on a no further underwriting basis. Please note: 
any dependants you wish to cover who do not currently have 
health cover with another insurer cannot be considered on a 
no further underwriting basis. They will need to complete a 
separate application form.
If yes is answered to any of the conditions in section 5 
further underwriting may be applied.

JJ IfJweJdoJnotJofferJcoverJonJaJnoJfurtherJunderwritingJbasisJ
weJwillJtellJyouJwhatJadditionalJexclusionsJweJwillJapplyJtoJ
yourJBupaJcoverJthatJareJpersonalJtoJyouJand/orJyourJ
dependantsJ(ifJany)JsoJthatJyouJcanJdecideJifJyouJwantJtoJ
moveJtoJBupaJfromJyourJcurrentJinsurer.

JJ ThisJapplicationJformJisJdesignedJtoJensureJweJhaveJallJtheJ
informationJweJneedJaboutJyouJandJyourJfamilyJinJorderJtoJ
makeJmovingJtoJBupaJfromJyourJcurrentJinsurerJasJ
straightforwardJasJpossible.

JJ YouJmustJensureJtheJdetailsJaboutJyourJfamilyJmembersJareJ
correctJandJyouJshouldJcheckJtheJinformationJwithJthemJ
beforeJsendingJitJtoJus.JYouJmustJtakeJgoodJcareJtoJanswerJ
allJtheJquestionsJhonestlyJandJtoJtheJbestJofJyourJ
knowledge.JIfJyouJdon’t,JyourJpolicyJmayJbeJcancelled,JorJ
treatedJasJifJitJneverJexisted,JorJyourJclaimJmayJbeJrejectedJ
orJnotJfullyJpaid.

JJ IfJyouJhaveJanyJqueriesJwhileJyou’reJcompletingJtheJ
questions,JpleaseJcallJyourJBupaJadviserJorJhealthJ 
careJintermediary.

Where to send your completed form
By post: Bupa, Anchorage Quay, Salford Quays M50 3XL
Or by fax: 0161 254 3713

Bupa Select
Your application form
Applying to join from another insurance company
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1. Your personal details
Please tell us about yourself here. (To see how we use your information, please read our privacy notice on page 10).

Mr  Mrs  Miss  Ms  Other (please tick or list title if other)

First name(s) Surname

Address

Postcode

Home telephone number Mobile telephone number

Email address

Your date of birth D D M M Y Y Y Y Sex at birth    Male        Female   

Occupation and current employer

If you are already a beneficiary of Bupa or insured member, or have been in the past please give us your registration number below.

If you would like any members of your family (partner, children etc) to be included in your registration, please go to 
section 2. If not, go to section 3.

2. Your family’s details
If you would like to cover members of your family, please give us their details below. Remember to check with each family 
member that you have their correct details.

Member 2 Member 3 Member 4 Member 5

First name 
of family 
member

Surname 
of family 
member

Relationship 
to you

Date of birth D D M M Y Y D D M M Y Y D D M M Y Y D D M M Y Y

Sex at birth Male Female Male Female Male Female Male Female

What if I need to add more family members?
If you would like to cover family members additional to those listed above, please give us their details on a separate sheet 
of paper. You will also need to answer both parts of section 5 for them.

Scheme details – to be completed by Group Secretary
Company name

Bupa group number

Please tell us which products should be selected for this application.

Preferred start date   D D M M Y Y Y Y

Are dependants eligible under the scheme?

 Yes  No

Please note: although we will try to start the cover on the date indicated above, this cannot be guaranteed.  
The beneficiary(ies) start date will be confirmed on the registration certificate.
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4. Further details
Please answer each question as it applies to yourself and each person named in section 2. Please tick ‘Yes’ or ‘No’ to every 
question for each person.

Main beneficiary Member 2 Member 3 Member 4 Member 5

Full name of applicant

(Please tick relevant box) Yes No Yes No Yes No Yes No Yes No

Have you been a UK resident 
for more than six months?

Are you registered with a GP 
in the UK?

Have you been registered 
with a UK GP for six months 
or more?

If you are not registered with a 
GP currently or have not been 
for at least six months, do 
you have access to your full 
medical records in English?
(Please note that to continue 
with your application you 
must have been registered 
continuously with a GP for a 
period of at least six months, 
or have access to and be able 
to provide your full medical 
records in English)

If you have answered ‘No’ to 
any questions above please 
provide details

Do you receive payment for 
taking part in sports?

If ‘Yes’, which sport(s)?

3. Previous insurance/health trust details
Please tell us about yourself here.

Name of your current insurer/health trust administrator

Existing scheme name

Date medical cover was first taken with the current provider D D M M Y Y Y Y

Date existing cover expires/expired D D M M Y Y Y Y
Does existing policy cover dependants?  Yes  No

This form must be completed in full and returned with:
1.J EvidenceJofJcurrentJunderwritingJtermsJforJyouJandJyourJdependantsJ(ifJany)J(egJletterJfromJpreviousJhealthJinsurerJshowingJ

datesJofJcoverJandJspecialJconditionsJapplied)Jand
2.J CopyJofJcurrentJregistration/membershipJcertificateJforJyouJandJyourJdependantsJ(ifJany)JheldJwithJpreviousJhealthJinsurer(s)/

healthJtrustJadministrator.
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5. Medical history – part one
This section asks for health and medical details, past and present, for you and for each person named in section 2. Please 
tick ‘Yes or No’ to every question for each person.

For any of the medical conditions or symptoms listed in questions  
1 to 6 please indicate if:

JJ youJorJanyoneJtoJbeJcoveredJonJyourJregistrationJhasJseenJaJGPJ 
orJotherJhealthcareJprofessionalJwithinJtheJlastJtwoJyears

JJ youJorJanyoneJtoJbeJcoveredJonJyourJregistrationJhasJbeenJ
admittedJtoJhospital,JhadJanJoperationJORJanyJinvestigationsJ(forJ
exampleJscan,JX-ray,JbloodJtest,Jbiopsy)JwithinJtheJlastJsevenJyears

Main 
beneficiary

Dependant/beneficiary

Member 2 Member 3 Member 4 Member 5

Yes No Yes No Yes No Yes No Yes No

1. Heart and stroke conditions (including hypertension, angina 
and heart attacks)

2. Any form of cancer

3. Back or joint problems  
(including slipped disc and cartilage problems)

4. Abdominal and stomach or bowel conditions  
(including polyps and ulcers)

5. Organ failure or transplants

6. Psychiatric, mental or nervous conditions 
(including stress and depression)

If you have answered ‘Yes’ to any of the conditions here please give us full details in Medical History Part two on the 
following pages. If you have answered ‘No’ to all of the above conditions, please continue with the form.
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5. Medical history – part two
To help us build a more complete picture of your (and your family’s) health, please use pages 6 and 7 to expand on any of 
the conditions you answered ‘Yes’ to in part one. Please give as much specific detail as possible. Failure to do so will result 
in delays processing your application. You can use the example below for help when filling out the form. 

Definitions
Controlled: Condition/symptom ongoing but controlled by treatment/medication.
Recurrent: Occurring occasionally, often or repeatedly.
Likely to recur: Symptom free for a period of time but likely to recur.
Fully recovered: Condition fully resolved/cured with no symptoms and no medication.

Example one

Name of beneficiary: John Smith
Question number from part one 11

Please describe the illness or medical problem 
If applicable please specify which area of the body 
is affected (eg left, right, upper, lower)

High cholesterol

When did symptoms begin/end? 
If ongoing please leave end date blank

Began   D D M M Y Y Y Y

Ended   D D M M Y Y Y Y

Treatment (prescribed or otherwise) Over counter medication / Diet / Prescribed medication

Current state of condition/symptom (eg controlled, 
recurrent, likely to recur, fully recovered)

Controlled

How many times have you consulted a healthcare 
professional in the past two years about this  
symptom/condition?

2

Example two

Name of beneficiary: John Smith
Question number from part one 9

Please describe the illness or medical problem 
If applicable please specify which area of the body 
is affected (eg left, right, upper, lower)

Knee pain

When did symptoms begin/end? 
If ongoing please leave end date blank

Began   D D M M Y Y Y Y

Ended   D D M M Y Y Y Y

Treatment (prescribed or otherwise) Physiotherapy

Current state of condition/symptom (eg controlled, 
recurrent, likely to recur, fully recovered)

Fully recovered

How many times have you consulted a healthcare 
professional in the past two years about this  
symptom/condition?

0

EXAMPLE

EXAMPLE

0 1 0 1 2 0 1 6

0 5 0 5 2 0 1 3

2 0 0 8 2 0 1 5
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Name of beneficiary:

Question number from part one

Please describe the illness or medical problem 
If applicable please specify which area of the body 
is affected (eg left, right, upper, lower)

When did symptoms begin/end? 
If ongoing please leave end date blank

Began   D D M M Y Y Y Y

Ended   D D M M Y Y Y Y

Treatment (prescribed or otherwise)

Current state of condition/symptom (eg controlled, 
recurrent, likely to recur, fully recovered)

How many times have you consulted a healthcare 
professional in the past two years about this  
symptom/condition?

Name of beneficiary:

Question number from part one

Please describe the illness or medical problem 
If applicable please specify which area of the body 
is affected (eg left, right, upper, lower)

When did symptoms begin/end? 
If ongoing please leave end date blank

Began   D D M M Y Y Y Y

Ended   D D M M Y Y Y Y

Treatment (prescribed or otherwise)

Current state of condition/symptom (eg controlled, 
recurrent, likely to recur, fully recovered)

How many times have you consulted a healthcare 
professional in the past two years about this  
symptom/condition?

Name of beneficiary:

Question number from part one

Please describe the illness or medical problem 
If applicable please specify which area of the body 
is affected (eg left, right, upper, lower)

When did symptoms begin/end? 
If ongoing please leave end date blank

Began   D D M M Y Y Y Y

Ended   D D M M Y Y Y Y

Treatment (prescribed or otherwise)

Current state of condition/symptom (eg controlled, 
recurrent, likely to recur, fully recovered)

How many times have you consulted a healthcare 
professional in the past two years about this  
symptom/condition?

5. Medical history – part two (continued)
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Name of beneficiary:

Question number from part one

Please describe the illness or medical problem 
If applicable please specify which area of the body 
is affected (eg left, right, upper, lower)

When did symptoms begin/end? 
If ongoing please leave end date blank

Began   D D M M Y Y Y Y

Ended   D D M M Y Y Y Y

Treatment (prescribed or otherwise)

Current state of condition/symptom (eg controlled, 
recurrent, likely to recur, fully recovered)

How many times have you consulted a healthcare 
professional in the past two years about this  
symptom/condition?

Name of beneficiary:

Question number from part one

Please describe the illness or medical problem 
If applicable please specify which area of the body 
is affected (eg left, right, upper, lower)

When did symptoms begin/end? 
If ongoing please leave end date blank

Began   D D M M Y Y Y Y

Ended   D D M M Y Y Y Y

Treatment (prescribed or otherwise)

Current state of condition/symptom (eg controlled, 
recurrent, likely to recur, fully recovered)

How many times have you consulted a healthcare 
professional in the past two years about this  
symptom/condition?

Name of beneficiary:

Question number from part one

Please describe the illness or medical problem 
If applicable please specify which area of the body 
is affected (eg left, right, upper, lower)

When did symptoms begin/end? 
If ongoing please leave end date blank

Began   D D M M Y Y Y Y

Ended   D D M M Y Y Y Y

Treatment (prescribed or otherwise)

Current state of condition/symptom (eg controlled, 
recurrent, likely to recur, fully recovered)

How many times have you consulted a healthcare 
professional in the past two years about this  
symptom/condition?

5. Medical history – part two (continued)
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6. Obtaining medical reports from a GP
When you need to request a medical report from your/your family member’s consultant or general practitioner, we can 
do this on your/your family member’s behalf with your or their consent. We will always ask for your/your family member’s 
consent before requesting a report from your consultant or general practitioner on your/your family member’s behalf and we 
will ask for your/your family member’s consent on the telephone when we explain to you the need for the report. 
When we ask you for your consent to obtain a medical report from your consultant or general practitioner, you/your family 
member have certain rights under the Access to Medical Reports Act 1988 or the Access to Personal Files and Medical 
Reports (NI) Order 1991 (the “Acts”). Your rights under the Acts are summarised below: 
Your rights 
1.J YouJcanJauthoriseJtheJdisclosureJofJtheJdoctor’sJreportJwithoutJaskingJtoJseeJit.JTheJreportJwillJthenJbeJsentJdirectlyJtoJusJbyJyourJ

doctor.JShouldJyouJgiveJyourJconsentJtoJtheJdisclosureJofJaJreportJwithoutJindicatingJyourJwishJtoJseeJit,JyouJcanJchangeJyourJ
mindJbyJcontactingJyourJdoctorJbeforeJtheJreportJisJsentJtoJus,JinJwhichJcaseJyouJwillJhaveJtheJopportunityJtoJseeJtheJreportJandJ
askJyourJdoctorJtoJchangeJtheJreportJorJaddJyourJcommentsJbeforeJitJisJsentJtoJus,JorJwithholdJyourJconsentJforJitsJrelease.J

2.J YouJcanJgiveJyourJconsentJbutJaskJtoJseeJtheJreportJbeforeJitJisJsentJtoJus.JIfJyouJdoJthisJyouJshouldJcontactJyourJdoctorJwithinJ
21JdaysJofJsendingJtheJrequestJtoJhim/her.JIfJyouJdoJnotJcontactJyourJdoctorJwithinJtheJ21-dayJperiodJyouJhaveJauthorisedJthemJ
toJdiscloseJtheJreportJtoJusJdirectlyJwithoutJfurtherJnoticeJtoJyou.JIfJyouJdoJcontactJyourJdoctorJwithinJtheJ21-dayJperiodJyouJ
mustJgiveJthemJyourJwrittenJconsentJtoJdiscloseJtheJreport.JYouJmayJaskJyourJdoctorJtoJchangeJtheJreportJifJyouJthinkJitJisJ
misleading.JIfJyourJdoctorJrefuses,JyouJcanJinsistJonJaddingJyourJownJcommentsJtoJtheJreportJbeforeJitJisJsentJtoJus.J

3.J YouJcanJwithholdJyourJconsentJbut,JifJyouJdo,JpleaseJbearJinJmindJthatJweJmayJbeJunableJtoJprocessJyourJrequest.J
Whether or not you indicate that you wish to see the report before it is sent, you have the right to ask your doctor to let you 
see a copy, provided you ask him/her within six months of the report having been supplied to us. 
Your doctor is entitled to withhold some or all of the information contained in the report if, in their opinion, this information:
(a) might cause serious harm to your physical or mental health or that of another person, or
(b)  it would reveal the identity of another person without their consent (other than that provided by a healthcare professional 

in their professional capacity in relation to your care). 
Your doctor may charge a fee for providing a medical report. We may contribute a maximum of £15 (inclusive of VAT) 
towards the cost of the report. If we do make a contribution, you will be responsible for any amount above this.
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7. Your legal declaration
Important: Please read this declaration carefully before signing and dating the completed form.

1.J IJamJapplyingJforJaJBupaJhealthcareJplan.JIJagreeJthatJtheJtermsJofJcoverJsetJoutJinJtheJcurrentJtrustJguideJrelatingJtoJmyJcoverJ
(whichJisJtheJcoverJforJwhichJIJamJnowJapplying)JwillJbeJbindingJonJmeJandJanyJdependantsJcoveredJunderJmyJpolicy,J 
andJacceptJtheyJshallJbeJtheJbasisJuponJwhichJbenefitsJshallJbeJpayableJunderJmyJcover.

2.J IJdeclareJthatJallJtheJinformationJgivenJtoJBupaJonJbehalfJofJmyselfJandJmyJfamilyJmembersJisJandJremainsJtrueJandJcomplete,J 
toJtheJbestJofJmyJknowledgeJandJbelief,JexceptJtoJtheJextentJIJinformJyouJotherwiseJwhenJsendingJyouJthisJapplicationJforJBupaJ
cover.JIJhaveJconfirmedJtheJdetailsJofJmyJfamilyJmembersJwithJtheJrelevantJfamilyJmember.

3.J IJagreeJtoJinformJBupaJifJanyJofJtheJinformationJrelatingJtoJmyselfJorJanyJdependantsJIJhaveJprovided,JorJprovide,JchangesJatJanyJ
timeJbeforeJcoverJstarts.

4.J IJunderstandJthatJifJtheJinformationJIJhaveJprovidedJaboutJmyselfJandJmyJdependantsJinJanswerJtoJtheJquestionsJinJthisJ
applicationJforJBupaJcoverJisJinaccurateJorJmisleading,JBupaJmayJterminateJmyJcoverJorJbenefitsJmightJnotJbeJpayable.

5.J IJunderstandJandJacceptJthereJisJnoJundertakingJtoJcoverJanyJmedicalJconditionsJinJexistenceJbeforeJtheJtimeJI,JorJmyJ
dependants,JareJcoveredJbyJBupa.JBupaJwillJapplyJanyJexclusionsJwhichJapplyJunderJmyJexistingJpolicy,JandJmayJalsoJneedJtoJ
excludeJadditionalJmedicalJconditionsJinJexistenceJbeforeJtheJtimeJI,JorJmyJdependants,JareJcoveredJbyJBupa.

6.J IJunderstandJthatJIJwillJhaveJtheJoptionJofJcancellingJmyJBupaJcover,JasJlongJasJIJdoJsoJinJwritingJwithinJ21JdaysJofJmeJreceivingJ
myJregistrationJcertificateJandJreceiveJaJfullJrefundJprovidingJnoJclaimsJhaveJbeenJpaid.

7.J IJconfirmJthatJIJgiveJexplicitJconsent,JwithinJtheJprovisionsJofJtheJDataJProtectionJAct,JonJbehalfJofJmyselfJandJanyJfamilyJ
membersJspecifiedJinJthisJform,JandJanyJseparateJsheetJforJBupaJtoJprocessJourJpersonalJinformationJwithJrespectJtoJourJcoverJ
andJIJconfirmJthatJIJhaveJbroughtJtheJBupaJprivacyJnoticeJtoJtheJattentionJofJtheseJfamilyJmembers.

8.J IJunderstandJEnglishJLawJappliesJtoJtheJagreementJbetweenJmeJandJBupa,JunlessJotherwiseJagreedJbetweenJusJinJwriting.
You are advised to keep a record of all information you supply to us in connection with your Bupa cover, including this 
application form and any letters. If you would like a copy of this form please ask us.
Obtaining medical reports from your GP

JJ IJunderstandJthatJBupaJmayJneedJmeJtoJprovideJaJmedicalJreportJfromJmyJGPJtoJsupportJmyJapplicationJbeforeJtreatment 
isJauthorisedJorJaJclaimJpaid.

JJ IJconsentJtoJBupaJobtainingJthisJinformationJfromJmyJGPJonJmyJbehalfJandJIJunderstandJthatJBupaJwillJgainJverbalJconfirmationJ
fromJmeJpriorJtoJanyJmedicalJreportJbeingJrequestedJinJthisJway.

JJ IJhaveJread,JunderstandJandJacceptJtheJrightsJIJhaveJinJrelationJtoJsuchJreportsJasJexplainedJinJsectionJ6.
JJ IJhaveJshownJthisJdeclarationJtoJtheJproposedJfamilyJmembersJonJtheJpolicyJandJconfirmJthatJtheyJunderstandJthatJifJtheyJneedJ

toJclaimJtheyJwillJbeJaskedJonJtheJtelephoneJtoJconfirmJtheirJconsentJtoJBupaJrequestingJaJmedicalJreportJonJtheirJbehalf.

Please tick this box if you do NOT wish Bupa to request medical reports on your behalf in this way  .

Please tick this box if you do NOT wish to see the medical report from your doctor before it is supplied to Bupa  .

Signature

Date D D M M Y Y Y Y

We’ll verify your digital signature. If you modify this form after signing it or send us a printed or a scanned copy of this 
form, we won’t be able to verify the signature and will contact you either by phone or in writing to confirm your signature. 
Until we’ve confirmed your signature, we won’t be able to advise exactly what your policy covers you for, meaning your 
claims might take longer for us to process and we might not be able to pay for treatment you need.
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Privacy notice – in brief
We are committed to protecting your privacy when dealing with your personal information. This privacy notice 
provides an overview of the information we collect about you, how we use and protect it. It also provides 
information about your rights. Further details can be found in our Full Privacy Notice available at bupa.co.uk/
privacy. If you do not have access to the internet and would like a paper copy of the Full Privacy Notice, please 
contact the Bupa Privacy team on +44 (0) 1784 893706. Alternatively you can email the team at 
dataprotection@bupa.com or write to Bupa Data Protection, Willow House, 4 Pine Trees, Chertsey Lane, 
Staines-Upon-Thames, Middlesex TW18 3DZ. If you have any questions about how we handle your information, 
please contact us at dataprotection@bupa.com

Information about Bupa

In this privacy notice, references to ‘we’ or ‘us’ or ‘our’ are to Bupa. Bupa is registered with the Information 
Commissioner’s Office, registration number Z6831692. Bupa is comprised of a number of trading companies, 
many of which also have their own data protection registrations. For company contact details,  
visit bupa.co.uk/legal-notices

Scope of our privacy notice

This privacy notice applies to anyone who interacts with us in relation to our products and services (‘you’, ‘your’), 
via any channel (eg email, website, telephone, app etc).

Ways in which we obtain personal information

We obtain personal information from you and from certain third parties (eg those acting on your behalf, like 
brokers, healthcare providers etc). Where you provide us with information about other individuals, you must 
ensure that they have seen a copy of this privacy notice and are comfortable with you doing this.

Categories of personal information

We process two categories of personal information about you and/or, where applicable, your dependants, namely 
standard personal information (eg information we use to contact you, identify you or manage our relationship with 
you); and special categories of information (eg health information, information about race, ethnic origin and 
religion that allows us to tailor your care, and information about crime in connection with screening).

Purposes and lawful grounds of our processing personal information

We process your personal information for the purposes set out in our Full Privacy Notice, including to administer 
our relationship with you (including for claims and complaints handling), for research and analysis, to monitor our 
expectations of performance (including of health providers relevant to you) and in order to protect the rights, 
property, or safety of Bupa, our customers, or others. The legal ground upon which we process personal 
information depends on what category of personal information we process. Standard personal information is 
normally processed by us on the basis that it is necessary for the performance of a contract, our or a third parties’ 
legitimate interests or it is required or permitted by applicable law.

Marketing and preferences

We may use your personal information to send you marketing by post, telephone, social media platforms, email 
and text. We only use your personal information to send you marketing if we have either your consent or a 
legitimate interest. If you don’t want to receive personalised marketing about similar Bupa products and services 
that we think are relevant to you, please contact us at optmeout@bupa.com or write to Bupa Data Protection, 
Willow House, 4 Pine Trees, Chertsey Lane, Staines-Upon-Thames, Middlesex TW18 3DZ

Processing for Profiling and Automated Decision Making

Like many businesses, we sometimes use automation to provide you with a quicker, better, more consistent and 
fair service, as well as with marketing information we think will be of interest (including discounts on our 
products and services). This may involve evaluating information about you and, in some limited cases, using 
technology to provide you with automatic responses or decisions. You can read more about this in our Full 
Privacy Notice. You have the right to object to direct marketing and profiling relating to direct marketing. You 
may also have rights to object to other types of profiling and automated decision-making. Further details are 
available in our Full Privacy Notice.
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Privacy notice – in brief (continued)
Sharing your information

We share your information within the Bupa Group, with relevant policyholders (including your employer if you are 
covered under a group scheme), with funders commissioning services on your behalf, those acting on your 
behalf (eg brokers and other intermediaries) and with others who help us provide services to you (eg healthcare 
providers) or from whom we need information to handle or verify claims or entitlements (eg professional 
associations). We also share your information in accordance with the law. You can read more about what 
information may be shared in what circumstances in our Full Privacy Notice.

Transfers outside of the European Economic Area (EEA)

Bupa deals with many international organisations and uses global information systems. As a result, Bupa transfers 
your personal information to countries outside of the European Economic Area (‘EEA’ ), (the EU member states 
plus Norway, Liechtenstein and Iceland) for the purposes set out in this privacy policy.

How long we retain your personal information

Bupa retains your personal information in accordance with retention periods calculated in accordance with the 
criteria detailed in the Full Privacy Notice available on our website.

Your rights

You have rights to have access to your information and to ask us to rectify, erase and restrict use of your 
information. You also have rights to object to your information being used, to ask for the transfer of 
information you have made available to us, to withdraw consent to the use of your information and not to be 
subject to automated decision-making which produce legal effects concerning you or similarly significantly 
affects you.

Data Protection Contacts

If you have any questions, comments, complaints or suggestions in relation to this notice, or any other concerns 
about the way in which we process information about you, please contact us at dataprotection@bupa.com

You also have a right to make a complaint to your local privacy supervisory authority. Bupa’s main establishment is 
in the UK, where the local supervisory authority is the Information Commissioner, who can be contacted at: 
Information Commissioner’s Office, Wycliffe House, Water Lane, Wilmslow, Cheshire SK9 5AF, United Kingdom.  
Tel: 0303 123 1113 (local rate) or 01625 545 745 (national rate).
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Notes
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Final Checklist
Before you return your form, ensure that you have:

JD includedJevidenceJofJcurrentJunderwritingJterms

JD includedJaJcopyJofJyourJcurrentJregistrationJcertificateJ 
heldJwithJyourJcurrentJhealthJinsuranceJinsurer

JD rememberedJtoJsignJandJdateJyourJform

JD keptJaJcopyJforJyourJownJrecords.

Send your completed form to.

By post: Bupa, Anchorage Quay, Salford Quays M50 3XL

Or by fax: 0161 254 3713

Once we have received and processed your application  
you will receive a welcome pack in the post.
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