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BANK OF CHINA GROUP INSURANCE COMPANY LIMITED Claim No. (for office use)
Fﬁiﬁflt?ﬁi@iﬁiﬁﬂl 71 B B R ] A 9/F., Wing On House, 71 Des Voeux Road Central, Hong Kong. F»—r‘];[ == Tel : 28670888 {ddr Fax : 3906 9906

HOSPITALISATION & SURGICAL CLAIM FORM E[E = = rokp Fl
Please complete and sign this claim form and make sure the original copies of invoices and receipts are attached ?ﬁ;ﬁ 7{: FIVSH2H b 8 gl il e in - HEEL -

Note : ORIGINAL DOCUMENTS submitted would be retained by our company. You are advrsed tg eep a copy for r ference. Only CERTIFIED,
TRUE COPY would be returned upon request.
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PART | - CLAIMANT’S STATEMENT (IN BLOCK LETTER) 51— fitin — " EH (%” LA F)

Individual Policy No. Pollcyholder Name
flst * TSR g s
Claimant Must Complete The Following I')™ ?rp"* - AR
Patient Name (in full) Patient’s Age
A U i
Patrents HKID / Passport NoO. (fi * {pL 15" | for individual only) Patient’s Insured No.
I N )Y ﬂg/ TR A (R~ R
1. ‘ Has the claimant been treated by other doctor(s) for similar or related illness in the past?
n S el N SR ] e [ No /4
[ Yes please specn‘y treatment date Name & address of the doctor(s)/Hospital(s)
? P R T AL S I 1 B RE £7E

2. If Hospitalization was due to Accident #, = [ RVl 9t J [3
a) Please state when, where, and how d|d |t happen %t@ﬂ Bt gLt V] -

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{¥#f * & 7\ BWERORB? F ?F&Hﬂ T EE, B b’r‘érif S

3. Has the claimant submitted or does the claimant intend to submit this case to any other insurance company(s)?
ESLig f\ rr&}t’ﬁ“ LB IR P e S o [Fi=lNES i
[T Yes®
If yes, please provrde name of insurance company(s) & Policy number.
FET R NG 2 ] A R

4. Please pr0\)|de name and address of fam|ty doctor ’ﬁ%ﬁ?ﬁuﬁ P Rt Vi & BT B

5. ﬁ?ﬁ#ﬂaﬂ L I ERR T VSRR - RSP TERIEERERCD 2 - gr eV LT P FRRRBIR T BRI b PSR Rl " e | J*E'EF tjttlit'*t‘f Jt - Please
provrde bank autopay account number and €| a|| address for claim settlement purpose Unless otherwise specify, esignated account
number and email address shall be applied to all future claim settlements.

r’rr Iﬁ?J I8 BT 5T (T R t'rgﬁgﬂi‘t“‘:‘ﬂr I%Iﬁ el Rl
Bank Account Holder Bank and Branch Code Bank Autopay Account Number Emall Address
o~ - =

Insured

Tl rJ - -

Spouse

Authorization

I 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]|
medical 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. lunderstand that the information 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 evaluating my insurance application 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 personal data for the above purposes to the following classes of transferees:
(a) third party agents, contractors and advisors who provide administrative, communications, computer, payment, 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 adjudicators, claims investigators 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 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; (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.
1 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 (Tel: 2867 0888 / Fax: 3906 9939).
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Signature (Patient/Parent if patient aged under 18)

i N ’n | HH
AR | () Date (DD/MM/YY) [ 11]

Name It ¢ Contact No. (If Applicable) Fma& s (Y@= )
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PART Il - ATTENDING PHYSICIAN’S STATEMENT (Fill by attending physician, at the claimant’s own expenses)
12 Hib - = PRt EPE 3' (1= ZRE I - GFTAY Pk * 298)

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

?J*fi;i"ﬁ TR ETA(E/EE) BT

1. Clinical history of this patient : FfZ ]\

a) Date on which the patient first consulted you related to this medical condition(s) / injury ﬂﬁ AR FLJﬁzEJg E Jiﬂﬁ P EY R
Symptoms and complaints for this hospitalization/treatment ‘Jﬁ MR I BT Tl B

b) Underlying cause(s) of this hospitalization 9 [$=hL7 = i 1 = RURA

c) According to the medical history given by the patient, how long had he/she been experiencing these symptoms before the 1% consultation ﬂﬁ * ‘r‘ﬁ‘ﬁ‘*?fiﬂﬁ ’ ﬁﬁ"ﬁ“lﬂm % 2.9
How long, in your opinion, has the patient been suffering from this illness? [2; I?d BV - i‘sjl,:jh@ﬁ %229

2. Hospitalization History of this patient : = Mﬁ’?

a) Fmal Diagnosis {Date of Operation
2N =

b) Operational procedure(s) performed
If you have consulted other doctor during this hospitalization, please provide the following 4% = [ JPfe] » i/[l?‘?}{t’]vﬁﬂﬁi [ENl = R ?}i LN f' R -
Consulted Doctor’s Name: Reason :
What treatment had the doctor performed '
ifr’ﬁt 1

) 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)
LR :(r%?lﬂi“.‘éjEf;&ﬁa"ﬁwﬁf%fﬁﬁﬁE 1 "ﬁ[’d ~ ARERIEETRGER ‘E‘Jf‘éﬁifiﬁt > R PLESHR] <)

d) Has the patient taken any home leave during this hospitalization ? if “yes”, please state the date, time and reason
o= e - ﬁi‘ﬁ‘sj?\,ﬁiﬁ#fﬁ deedgp Em oo ﬁ\”/ﬂﬂ% P~ [T TR

e) Please provide reason(s ) for hospitalization if this type of cases can be managed on day care / out-patient basis.
IR (BRI PR S, SR R

3.  Professional comment EJ?{%‘LE"

a) In your opinion, was the hospitalizéd illness a recurrent eplsode or a chronic illness or related to previous complaint/diagnosis. If “yes”, please provide date of the first episode and details.
SR TpL o LTI R B B A PR “RL %Fé{ﬂrﬁraﬁ I e

b) Has the patient even had the same symptoms before/has the patient been treated or hospitalized for the same symptoms before? Jﬁ?ﬁ! ?“\r ls tp)ﬁﬁd ?
If “yes”, please state, to the best of your knowledge, on a separate sheet when and describe details (including a brief summary descnblng theonset date, duration of signs and
symptoms,/disease, etiology types and results of major examinations, treatments, complications and follow-up plan.) 7j “gL” Eﬁ FH ft[”vﬂr[ﬁ %Mg !:“F'T“ AR ()

c) Was the condition due to or associated with the following ( Please circle the right answers) i [ﬁﬁdft7 ] f A= ? %[g |L|'y“EJF‘EJ'FiF )
Accidental bodily injury, abuse of drugs or alcohol, AIDS/HIV related illness, venereal disease or sexually transmitted disease, pregnancy, infertility or sterilization,
refractive error, cosmetic or plastic surgery, mental or nervous disorder, congenltal condition, heredltary condition, developmental condition, self-inflicted injury, general
check up or none of the above. =} It ],/ [BEPIps IR/ BBl et (W) 2 P JIEE LR (HIV) ~ ﬂlﬂ%"%}’%‘ﬂ“"”ﬂ'a’ﬁ/l% T
PRI/ T AR B R S R #‘ﬁwﬁ SR P15/~ A A IR T 2 T

d) If the condition is due to pregnancy please advise the date of the LMP :

O F e 1 R A1
4. Others : X

If you are referred by another doctor, please provide the referring doctor’s name and address :
YPIFEI N 7o %@ﬂ#?% I ¢ B

| hereby certify that all information given above is accurate and true to the best of my knowledge %+ * ZF=ftfr] » I) ERE Y TRR| o e o
Signature of attending doctor/Surgeon with Practice/Hospital Stamp Address and Telephone No.
2R NEIRE AR Pl raﬁf

Name of attending doctor/Surgeon E[aég ﬁ?ﬂ@fdp)
S NEIRE "

IMD-CF-2014-V07




