HOSPITALIZATION /SURGICAL CLAIM FORM
Efr / FEERBER

PART A- Member Information — (to be completed by the insured employee)
FlE- SEENEZRERER)

Policy No. Policy Holder / Company Name Patient Name (for Dependent) Patient’s HealthCard No. (if
(REBSETS REFBN/ REER B applicable)

A& RIEE SRS (MNER)

Employee/Cert No. Employee Name Patient Name (for Dependent) Patient’s Date of Birth (DD/MM/YY)
BEIRHS BEHA REER mELEBHE (H/A/5F)

Are you also filing any other insurance or compensation claim as a result of this hospitalization/surgery?

IR ER/Fii2EESEMRRENHES

l:l No EIYes Nameofinsurance Company/Type of Compensation:
& =, R AT R/ HEZEA

Has the patient had any prior treatment for this condition?

REGEER—RR FrEsuaE?

EINo DYes,APIeasestatedate:
& 2, FREEHH

If hospitalization was the result of an accident, please give date and a brief description of the accident:

MABINRISMARE, FRAEZEZHE . R KRB

E] Work related EI Non-work related

B TERR B T 1EfRRS
Notes for filing a claim: REEREE RN
1. Part A should be completed by the insured employee/member 1. BRECPEBERERES/SSER, ﬁﬁZ,IEEU%EIE?%iiE%& °
while Part 8 by Attending Physician. 2. WAM EEABERNE ERRNEADEDARNFELE, 2

2. Original bills and receipts must be attached showing the date of

44 |\ IHER 2= =%,
treatment, patient’s name, diagnosis and the Attending BIURE PBREREREE

Physician’s stamp and signature. 3. ERIEEE, WA EENIERE -
3. Referral must be attached for specialist consultation. 4, {EPREEeRE A % 90 BAR BB EES -
4. For hospital claim, claim form must be sent to Claims 5. FIAFASERIIEERGRE(SIEERIE), BaTENEE.

Department within 90 days after discharge.

5. Original bills or receipts will not be returned (unless clearly
stated). Please make copy as required.

6.  If the hospitalization was made outside HKSAR, please specify
the name of country and provide claim supporting document in
English or Chinese

6. WMAEBINER:, BREBEK A RN PRAEZEE G, -

A photocopy of this authorization shall be as valid as the original.

I EEE Z EXABRI AR BB
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E2HE DECLARATION

KN/ EEBR AN/ ESCEKVLENER - BHIERE  TEREWMNRE - A/ ESFHALXA / EFEHNERBRURBERARA
SRMBREESAE  LREERANTIERN ) EULARBIMBEERNERIRY - IRSERVMBNEMTER - &5 - RUHSED ; i) £
URE - ARSRENFES ; i) TETANAE ; ROUEBEFEOEENAT - SR UEMHESRRBRABRBEBBEN LT - A
REBEBBENIN ANRENAEREMRBIEMAE - DUEREQ LA BREM -

| / We declare that the Statements and particulars given in this application are true and that | / We have not withheld any material information. The
information provided by me / ourselves to Taishan Insurance Brokers Ltd. is collected to enable Taishan Insurance Brokers Ltd. to carry on insurance business
and may be used for the purpose of: i) any insurance or financial related product or service or any alterations, variations, cancellation or renewal of such
product or service; ii) any claim or investigation or analysis of such claim; and iii) exercising any right of subrogation; and may be transferred to any related
company or any other company carrying on insurance or reinsurance related business or an intermediary or a claims or investigation or other service
provider providing services relevant to insurance business for any of the above or related purposes.

YK 4 PAYMENT OF BROKER COMMISSION

E%%}{%@EEF&EE/AE (T"&AE ) ERRBATWHNAE - FREFERRBNME - B ITERETRERRRS  ERETEEZAE

Taishan Insurance Brokers Limited is remunerated for its services by the receipt of commission paid by insurers. Your agreement to proceed with this
insurance transaction shall constitute your consent to the receipt of commission by the Company.

KA/ BREATHBRURBRBEEARATLERFEA / REAULNER - ZoMEESA / RIRAZRRSES -

| / Proposed insured further understand that the above agreement is necessary for Taishan Insurance Brokers Limited to proceed with the application.

Signature of Signature of Patient (Age 18 or Datessigned
Employee above) H=EHH
BEEE mE (18 Ml k) %=
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PART B — To be completed by the Attending Physician, for Hospitalization & Surgical Claim

Name of Patient : Date of Admission :

Accommodation Level:

Cward [] semi Private [ private EIHospitaIOutpatient Division

Chief Complaints of the patient relating to this hospitalization /surgery:

Pathology & brief history of disability:

Diagnosis of the Conditions:

Have you recommended for the opinion of a specialist, other than the surgeon?
[ INo DYes, pleasegivethe name of specialistand thereasonfor hisopinionorservices.

If Surgical Operation was involved, please specify the type of the Operation:

Date of the accident occurred or symptom first appeared:

To the best of your knowledge, 1) Isconditioncongenital?

D No DYes,pIeasegivedetails:

2)  Hasthe patient ever had the same or similar conditions or symptoms relating
thereto?

D No EIYes,pleasestatedateofconsultation:

Diagnosis: Treatmenttype:

Is the patient referred by another doctor?

D No EIYes,PIeasestatename&addressofthereferringdoctor:

If the condition is due to pregnancy, please give
approximate date of commencement of pregnancy: (DD/MM/YYYY)

Period of Confinement in Hospital:

Physician’s Name:
From: to

(DD/MM/YYYY) (DD/MM/YYYY)

Physician’s

Name and address of hospital: Signature:

Clinic Address and Tel No.:
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OUTPATIENT CLAIM FORM
FIRZREE A

Policy No. Policy Holder / Company Name Patient’s HealthCard No. (if applicable)
REESRAS REFBA/ATEE T (R IRIE SRS (403E )
Employee/Cert No. Employee Name Patient Name (for Dependent)
EERH REHE REYA
Treatment Date * Claim Type % Receipt Amount > | NOTES
(DD/MM/YY) 1. Claim must be submitted and received by the
N 2o per g g Claims Department within 90 days of treatment.
ZRAEE/B/E) EREAREE LRI WiEEEE 2. ClaimType

EGP Clsp* 1 ab* Clpental GP — Outpatient Doctor’s Consultation

. SP* — Outpatient Specialist Consultation
[Clothers H At $ Lab* — Diagnostic Laboratory Tests Dental

— Dental Services
*Doctor’s Referral is required

Oer [sp* [0 tab*[JD Dental

[IOthers EAth: $ 3. Original bills and receipts must be attached
showing the date of treatment, patient’s name,
Oer Osp* O teb* [JDental diagnosis and the Attending Physician’s stamp and
[} Others E ft: $ signature.
Oep [Jsp* [ Lab* [JDental R ERA
[ Others E ftb: $ 1. BEERFENEEZAHRAE 90 HARME
1E|:|
= " " 2. #EEsEAl
Oep Osp O ab* Cloental . R Spr - mAIE
Dyothers L fi: Lab* - ZEREERAIR Dental - F#}
_ A B HEES
Cee [Cse* [ tab* Clpental 3. WAM L EABRRULE B K KA EIE
[JOthers EAtt: $ DBAEHFENS, REURIDBLES
&Ei
A photocopy of this authorization shall be as valid as the original. WREEZ EREBFRBER.
22 BH DECLARATION
KA/ EBSEE KA/ BSEEAR—INBNER - BHIER  TREERIEE - AN/ BSHAKA / ESRENENBRUER
@ﬁﬁﬂﬁ”\a%d LRIGSETEPRER - ]ﬁﬂ“‘zﬁﬁﬁﬁ/\\—lzﬂgﬂ’\] i) Efored ?FMEEW?QEEEE/]ED‘:I'JEEEW“ . E‘Zui%};—‘ﬁiﬁﬂﬁi‘“ﬂ’ﬂﬁmﬁﬂi -
B BUHSHER ; i) RORE - S RENAEHD ; i) TEERCAE ; BERETEAIARN AT - SE A EMESERR

FER Mﬁi‘“ﬁﬁﬁﬂﬁ’\j FARBREZBRNPN A_E/%1E_EuH§_EEWJHE@Q?E1 % PERMERQ LA B -

I / We declare that the Statements and particulars given in this application are true and that | / We have not withheld any material information.
The information provided by me / ourselves to Taishan Insurance Brokers Ltd. is collected to enable Taishan Insurance Brokers Ltd. to carry on
insurance business and may be used for the purpose of: i) any insurance or financial related product or service or any alterations, variations,
cancellation or renewal of such product or service; ii) any claim or investigation or analysis of such claim; and iii) exercising any right of
subrogation; and may be transferred to any related company or any other company carrying on insurance or reinsurance related business or an
intermediary or a claims or investigation or other service provider providing services relevant to insurance business for any of the above or
related purposes.

ST &R 41 & PAYMENT OF BROKER COMMISSION

;g/\%ﬁﬁgFﬁﬁﬁE’\T ("#ZAE, ) BORRATSWENAE - (FREFFREERBNME - BTERETRERRRS - BIERE TNE
SN YNE

Taishan Insurance Brokers Limited is remunerated for its services by the receipt of commission paid by insurers. Your agreement to proceed
with this insurance transaction shall constitute your consent to the receipt of commission by the Company.

KA/ BRERATBER LRBBEEBARATLRIMBEAN / RIFEAULENER - 7ILUEERA / REAZRRPE -

I / Proposed insured further understand that the above agreement is necessary for Taishan Insurance Brokers Limited to proceed with the application.

Date signed & H Signature of Employee EE%E
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