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BANK OF CHINA GROUP INSURANCE COMPANY LIMITED Claim No. (for office use)

TR PR o 7] Sk 2282 MK S48 9/F., Wing On House, 71 Des Voeux Road Central, Hong Kong. % 75245 Customer Service Hotline : 3187 5100 {#E. Fax : 3906 9906

HOSPITALISATION & SURGICAL CLAIM FORM {:[5E K FirRiEHE =

Please complete and sign this claim form and make sure the original copies of invoices and receipts are attached sEIE 27 Hi 352 K, % 1% i E A R BE I8 IE A — BRIEXS -
|Note : Original documents submitted would be retained by our company. You are advised to keep a copy for reference 35 : AR~ EASU G SEHRNANT] SBE HEIAS S -

PART | - CLAIMANT’S STATEMENT (IN BLOCK LETTER) Z£—&i5 — %\“{Ekﬁﬂ (‘%Fﬁlﬁ%ﬁ%)

Individual Policy No. Policyholder Name
(PN et IR AR
Claimant Must Complete The Following DI « DVEER
Patient Name (in full) Patient’s Age
i AL
Patient's HKID / Passport No. (f# A{s&#FH for individual only) Patient’s Insured No.
AT S )8 IR SZURIRAGRTE
1. Has the claimant been treated by other doctor(s) for similar or related ||Iness in the past?
WA ERE A 2 e E A B A K2 ? [1No &
[1 Yes, please specify: treatment date Name & address of the doctor(s)/Hospital(s)
B e AR HIN AR YA St B R AL

2.  If Hospitalization was due to Accident, Z{EFERE=IN |2,
a) Please state when, where, and how did it happen 352 LB s 4= GRS - HiBE K 480E

b)  Did the claimant report to the Police? If “yes”, please advise the name and address of the police station and their reference number and attach a

copy of the police report to claims submission. Z{E N EEWEZKIGEN? & B, HRMEE0E, ik RigZEgI4

3. Has the claimant submitted or does the claimant intend to submit this case to any other insurance company(s)? If yes, please provide name of
insurance company(s) & Policy number.
RENAESREEREHE U EM R A TRERE? & A, HiRfEREA TR R ERE -
O 4 No [ A VYes,
“v” the box for return of certified true copy (“CTC”) of original receipt(s) after claim processing. [ Please note Certified True Copy will not be
returned if the claims are fully reimbursed.
WAR B A SEAUBIEATERIAR, SEETBAEL T 9t - O 5558 AR TESENHE - BRI A &R -
If you would like to claim the same loss under another policy with us (when applicable), please also provide the policy number or tick the box.
LR R F A HA (R B TR —HFR M, SR R AR s E A [ 2t b "
Please provide name and address of family doctor ;% LR N RS A 2 ik e 2 wihk

5. Please provide bank autopay account number and email address for claim settlement purpose. Unless otherwise specify, the designated account
number and email address shall be applied to all future claim settlements.

eI SR T B ENEIR = 905 S BRSPS T - 480 30T E B = IS0 R S 28 P s DR BRI > SRRk IRRSp

FOfFAA AT By T4RSR [SELL Ly SIm T B
Bank Account Holder Bank and Branch Code Bank Autopay Account Number Email Address
R - =

Policyholder

Authorization

| act on behalf of myself and my dependents hereby authorize any medical practitioner, hospital, clinic, insurance company to disclose to the Bank of China Group Insurance Co., Ltd. all information concerning the above disability and any prior|
dical history for the purpose of proceeding the medical claim. A photostat of this authorization shall be as valid as the original.

Declaration

1. | hereby declare that the above statement and answers are true and correct. | understand that any misrepresentation of the above statement and answers will cause my/our claim invalid.

2. | understand that the mformatlon provided by me to Bank of China Group Insurance Company Limited ("BOCG Insurance") is collected to enable BOCG Insurance to carry on insurance business and may be used for the purpose of:
(i) processing and luating my ion and any future insurance application | may make; (i) administering my insurance policy and providing services in relation to my insurance policy; (iii) analysis or investigating, processing and|
paying claims made under my insurance policy; (iv) invoicing and collecting premiums and outstanding amounts from me; (v) any alterations, variations, cancellation or renewal of any insurance related product or service; (vi) contacting me for any/|
of the above purposes; (vii) exercising any right of subrogation by BOCG Insurance; (viii) other ancillary purposes which are directly related to the above purposes; and (ix) complying with applicable laws, regulations or any industry codes or]|

guidelines.
BOCG Insurance may disclose my and/or the Insured Person(s)’s persona/ data for the above purposes to the following classes of transferees:
(a) third party agents, contractors and advisors who provide , CO. 1y , security or other services which assist BOCG Insurance to carry out the above purposes (including medical service providers,
emergency assistance service providers, telemarketers, mailing houses, IT service providers and data processors) (b) in the event of a claim, loss adjudi , claims i igators and medical advisors; (c) in the event of default, debt collectors and|

recovery agents; (d) insurance reference bureaus or credit reference bureaus; (e) reinsurers and reinsurance brokers; (f) my insurance broker (if any); (g) BOCG Insurance’s legal and professional advisors; (h) BOCG Insurance’s related companies|
(as that term is defined in the Companies Ordinance); (i) any association, federation or similar organization of insurance companies ("Federation") and its members that exists or is formed from time to time for any of the above or related purposes or to|
enable the Federation to carry out its regulatory functions or such other functions that may be assigned to the Federation from time to time and are reasonably required in the interest of the insurance industry or any member(s) of the Federation; (j)
any member(s) of the "Federation” by the "Federation" for any of the above or related purposes; (k) any related company or any other company carrying on il or rei e related busir oran il iary or a claims or investigation or|
other service provider providing services relevant to insurance business for any of the above or related purposes; (I) the Insurance Claims Complaints Bureau and similar industry bodies; and (m) government agencies and authorities as required or|
permitted by law.

BOCG Insurance is hereby authorized to obtain access to and/or to verify any of my and/or the Insured Person(s)’s data with the information collected by the Federation from the insurance industry.

Moreover, BOCG Insurance may also use and disclose my and/or the Insured Person(s)’s personal data otherwise with my consent.

I have the right to obtain access to and to request correction of any personal information concerning myself and/or the Insured Person(s) held by BOCG Insurance. Requests for such access can be made to BOCG Insurance’s Legal and
Compliance Department (Address: 9/F., Wing On House, 71 Des Voeux Road Central, Hong Kong)
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A NI HECEIPERS ~ BT ~ G207 ~ PR ARI R » Fm TP SRREBRBSRTR AT A\ S \ SB[ - (ST TRmIiEiCss - (Rt AR RR At ] « At Z SIS EAA RS -

| k]

1~ A NERH] PP SRR R E A e - A USR] a4 Bl

2~ A ABIAAR NSRS R A R A
(i) SR EAE A A GRS 2R A

EORPE RSN AR NS\ SRR (e e -
PR R ) AT D PR PrRIR B ORBBSE FEFTRR - W ATREME AR T HAY:
FERBRERES ¢ (i) STTAAGREAIITECL AR RAROEILA A CREUAEBIRIIRES ¢ (i) SYTEGHE « B SE AT A \ REEARIHT %
EERSURRIET Y ~ B - HUHE s (vi) ZRLAE FEAA ¢ (vid) PRSI T TR ¢ (vilD) HEHL AR BRI L © R(Gx) 2
o SR BRI T R B AR AN R /B2 R T & T
(a) BEEHUFHER - A SRAEEIOR BRI T - 23R - SR - (K RERETIRBIE =7 R RREH (E4E © SRR UER - RERARIRASHLERY - SEaE(2aNRY - TIF RENRIRAS R - HEaHRH RS GRS R R R A7 )
(b) PRI FERAEE ~ BRI E B R BN ¢ (o) MBS GRS E SR (d) fRlR EEZ‘%’A‘?J&{:Q‘* URFAE] ¢ (o) FHRAFIRFELRELD () RARIREBELD CEH) ¢ (9) TPERYEEIIRIRAY AR R SSEAERRIM ¢ () P3fee
BEREREIBEA T CAFRE) NEYES )+ (i) BLEECR BT (] GRSl i = (T O RHE R DUEEIE LS » SOUE TR ) ST IRAL - S ST RSB "B, @RISR
WHEATIZOR MR TBEr ) AUIRAE : ) B8 e ) BT AR T ) AEr R DUERIER LA EA (k) FERIARIATAE] > SR SRR SR RIS AR A E] - SRR A RN T N ER HsGH E SL R R f
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(iv) FHESCIRTIAR [ NHGREE R G+ (v) AERIELCRIR AR
L RSB ENFRIRAES| -

b
» Al R (R A L SR R (bl B R 71 SR IR 9 1) -

A T HEEERS B TR B R PSSR R A A R SRR A B AR - ARE
Signature (Patient/Parent if patient aged under 18)
FAFB(T LT R A L) Date (DDMM/YY) B
Name #:£4 Contact No. (If Applicable) Bf4&ZE ﬁ (4078 )

HEHH PTO.



PART Il - ATTENDING PHYSICIAN’S STATEMENT (Fill by attending physician, at the claimant’s own expenses)
F_E - TRREDRHE HIZBEER  REAHREARRE)

Patient Name (in full) Date of Admission (DD/MM/YY) |Date of Discharge (DD/MM/YY)

PN E AbeHEA(H/RIAE) ke HII(HIA )

1. Clinical history of this patient : FI2IKRE

a) Date on which the patient first consulted you related to this medical condition(s) / injury J55 A &2k il v st A R e 5 > sk 2 HH#H
Symptoms and complaints for this hospitalization/treatment 7 A 2 2k 3= BRI Al R 20 A 68 A B¢

b)  Underlying cause(s) of this hospitalization 5 | £z 2 5%~ F FH A

c) According to the medical history given by the patient, how long had he/she been experiencing these symptoms before the 1% consultation #j5 A #FJZCK 20 » s, HE 202 2
How long, in your opinion, has the patient been suffering from this iliness? A2 kK AEHZERS A ?

2. Hospitalization History of this patient : {3:F7KE

a) Final Diagnosis §Date of Operation
Pl il 4

b) Operational procedure(s) performed .
ER(E=
If you have consulted other doctor during this hospitalization, please provide the following  FA¥:FeiAR » 408 K& M HAEE 4 - S5 FYIARIE R
Consulted Doctor’'s Name: ‘Reason :
EX
B 7
What treatment had the doctor performed :
JEFALTE

c) Please give brief discharge summary (including onset and duration of signs and symptoms/disease, etiology, types and results of major examinations, treatment, complications and follow up plan)
HBERSE « (GE5 LA BN R B3 B - A - ASaltE RAER - ARDEHE - DFE RIS <)

d) Has the patient taken any home leave during this hospitalization ? if “yes”, please state the date, time and reason
PMEREAR - A G HEERIME 20 AT FEYIBEE - R RER

e) Please provide reason(s) for hospitalization if this type of cases can be managed on day care / out-patient basis.
AR RAERE AL B R AT, SRt AbER

3. Professional comment BHEZH:

a) In your opinion, was the hospitalized illness a recurrent episode or a chronic illness or related to previous complaint/diagnosis. If “yes”, please provide date of the first episode and details.
BMETER - BIORLE S RESMRESIEIERAE 2 0 2" - sHRitEZiE e -

b) Has the patient even had the same symptoms before/has the patient been treated or hospitalized for the same symptoms before? J5& LU & B AERER T ?
If “yes”, please state, to the best of your knowledge, on a separate sheet when and describe details (including a brief summary describing theonset date, duration of signs and
symptoms, /disease, etiology types and results of major examinations, treatments, complications and follow-up plan.) %1 “%" - EsREHHEARSERE (SR EEEIEEIEE)

c)  Was the condition due to or associated with the following ( Please circle the right answers) _[-#lii53 AR T3 RREFTE 2 R ARPER)
Accidental bodily injury, abuse of drugs or alcohol, AIDS/HIV related iliness, venereal disease or sexually transmitted disease, pregnancy, infertility or sterilization, refractive
error, cosmetic or plastic surgery, mental or nervous disorder, congenital condition, hereditary condition, developmental condition, self-inflicted injury, general check up or
none of the above. S#EEINMZIG B HEEYIEGES &R I Z0E (B%R) /SN EREIERZHE (HIV) - MR MR BRI 2 =182 - FEEEE
IARIEE /EEBEEE T A5/ e R REGER B EMEEREER, #EIIRL BREGE —R Sl i sty Pl e R EH

d) If the condition is due to pregnancy, please advise the date of the LMP :
A B AR5 (B SRR AR A A

4. Others : Hfif,

If you are referred by another doctor, please provide the referring doctor’'s name and address :

WET Ty EA S ) - SR A R R

| hereby certify that all information given above is accurate and true to the best of my knowledge #< A% [tEEH » DL FATHEH > &R > B E L -

Signature of attending doctor/Surgeon with Practice/Hospital Stamp Address and Telephone No.
B V@ISl Bt {5 Mok R BB EE

- Date (DD/MM/YY)
Name of attending doctor/Surgeon
SN S R (HH/%)
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