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

r%[lrtﬁif’('ﬁqa[]l 71 s B RN ) A 9/F., Wing On House, 71 Des Voeux Road Central, Hong Kong. rﬂ i = Tel : 28670888 {#1d Fax : 3906 9906
CHINA EXPRESS ACCIDENTAL EMERGENCY MEDICAL PLAN CLAIM FORM " [1 [l ;ﬂJ ﬁg’ﬁ W@%au‘;{sﬁfﬂlﬁf?l
Please complete and sign this claim form and make sure the original copies of invoices and receipts are attached Fiffi*s 4 157 » & il [fil | R HTHEC- 4
PART | - CLAIMANT’S STATEMENT (IN BLOCK LETTER) 57— #i{sj - ?H‘é" * "f%F*l (%” LA F)
Policy No. wrg‘rm% Name of Insured 1,
Name of Insured Person “& [l * Occupation

HKID Card No. / Passport No. / China re-entry Card No. e e
G | R [ Date of Birth {114 [

Name of Claimant(if not Insured Person) i * it £, (JpZES | *) Relationship with Insured Person =25 fjl * FTJ[”'

Correspondence Address 3|7\

Insured Person / Claimant Must Complete The Following & / Z{# * :WEJit‘F'JFy‘j'k il
Please choose item(s) you are claiming for and complete the Tollowing o2 = 114 [ i | 2 (BT L-EI |

O Accidental Emergency Medical i 9f sl (O Accidental Death or Permanent Disablement #i9f £)d 5y=< 250 = (HY&
O Death from Sudden Sickness =]k £t O Luggage Loss =% P ffit
Date ['#] : (DD [1y/ (MM 5]y / (YYYY #)

1. Date and Time of Accident #i9f 32 * [/ #][H]
Time [ : AM FT/PM T

Place of Accident #i9f 3 & i*’ﬁE"]t,F

3. a. Brief D’escriptiokn of/Accident and the region of injury a.
I, e

b. Have you reported the incident to police? [kl & =14 b. O No O Yes
If “Yes”, please state the name of Police Statroh gg o||ce rep ;rt
no. and a copy of pollcy report. Y["RL” > SHEF(IPE %& OB~ R
B 8 e i i P

4. Hasthe Insured Person ever sustained similar injury or treated by O No O Yes
other doctor(s) for similar or related accident / iIIness in the past?

ST V| JRZ (1 EY A T IJK
If “Yes”, pleaselprﬁrdeﬁdetarlsﬁé dat? i/[ﬁl”j;"JTE %hﬁqﬂi‘ﬂ?b FIHA

5. Has the claimant submitted or does the claimant ihtend to stbmit thrs O Yes i, O NoZ
case to any other insurance company(s)? ’
b, e 7\ rjffﬂ M= g |50 F e 2 TR R
If yes, ple se provide name of urance com any( ) & Policy
number. ¥, ", FHHE S BUE ] EAL TR

6. Please provide name and address of famrly doctor’
L A e g R i B

7. Llggage Loss =2 Puflifik
Full Description of luggage, including brand name, model Date of Purchase Purchase Price Amount Claimed
and serial no 44}t Ji&m S I G F’ﬂé{ bt FER1L 1] e A ESLES G

=

Please provide relevant original supporting documents to prove the loss, such as Arrlrnes Irregularity Report, Police Report, Purchase Receipt of the luggage claimed.

= P Lo =ze o oz Sk o -

T E R A R A SR PR 2 LR S~ B e
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
Thereby declare that the above statement and answers are true and correct. I understand that any misrepresentation of the above statement and answers will cause my/our claim invalid.
T understand 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 ion and any future i application I may make; (ii) 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

d 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; (1) 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 (Tel: 2867 0888 / Fax: 3906 9939).
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Signature (Patient/Parent if patient aged under 18) Date (DD/MM/YY) [1H#1
R ER R R )

Name 7t ¢, Contact No. (If Applicable) s (I3§"])
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PART Il - ATTENDING PHYSICIAN’S STATEMENT (Complete by attending physician at the claimant’s own cost)

5T ?F [

- 2 PRI EMF (12 2R EH - IR

M~ 1)

Patient Name (in full) T

P EU (PP ) (BUETRZ)

Date of Consultation (DD/MM/YY) (Otitpatient Only)

Date of Admission (DD/MM/YY)
R E ()

Date of Discharge (DD/MM/YY)
LRE F VI P12 )

1. Final Diagnosis 2 %miifl
A. Please complete the following if the incident is caused by accident J[ifL-% |B. Please complete the following if the incident is caused by sickness gL
£ L A i Y %) & 11 e VRl el 1w )
B | = =
A2. Date of accident T jt 141 B2. l?&ierlymg cause(s) of this consultation or hospitalization 3 [k SRR = R
A3. Region of injury and extent of injury '5"[%?“[[5 b % (55 B3. According to the medical history given by the patient, how long had he/she been
experiencing these symptoms before the 1% consultation and the date of the 1
consultation ‘)ﬁ * %’Jﬁﬁ;fzﬂﬁ , FSZ?J@L'HEH 229
A4. Underlying cause(s) of this accident it /Fi+ B4. Date on which the patient first consulted you related to this medical condition(s) /
injury o * iR N € R Y R E
A5. Present condition of injury fﬂ[lﬁ}-{kiw B5. How long, in your opinion, has the patient been suffering from this illness? [
UL RS TR
AB6. If the injury involves teeth damage, please confirm if the injured teeth are sound |B6. Is this hospitalization planned before? % (= [5EfL 1\1;# F?
and natural before damage. [ 9t 9555 #i-T ] - ? EEF HC Al ,%F,”«’[Mf
s
A7. What are the permanent disablements expected as a result of the injury? ?F‘ B7. Date of Death (if applicable) J=¢ F1¥ (4" )
TP s RS y%?qul
8. What treatment had the doctor performed Wﬁ* i
9. Has the patient even had the same symptoms before/has the patient been treated or hospitalized for the same symptoms before? 5t #!'J 'J ,‘E‘J [ﬁJLﬁlﬁiﬁiﬁ‘?[‘dﬁiﬂfﬁlﬁiﬂ

jt

If “yes”, please state, to the best of your knowledge, on a separate sheet when and describe details (including a brief summary describing the onset date, duration of

signs and symptoms,/disease, etiology types and results of major examinations, treatments, complications and follow-up plan.)

A ()

ﬂLI“/ﬁ_ % F[FE!ﬁF?yﬁrF %L}E[

Professional comment ﬁﬁi’ Hil:

Was the condition due to or asSociated with the following ( Please circle the right answers) fi‘[ﬁiﬁiﬂﬁ\,[’d*

U 2 (it L)

- Self-inflicted, fighting FIZS g4 Bt Yes kL No A
- Abuse of drugs or alcohol Pt | B S Yes 4L No A
- Poisoning i Yes fL No IE\,
- Chronic disease P Yes fL No IF‘\,
- Infectious disease fﬂli}\‘*)’fﬁ ‘ Yes fL No IF‘\,
-AIDS/HIV relat.ed illngss, venereal disease or | &= BB CERRE) S TRETIEC Yes fL No '7
sexually transmitted disease # (HIV) -~ 5 wi%»@r—m wsﬁ, fi
- Pregnancy, infertility or sterilization gy - T?m‘?iﬁi‘f’ﬁ ‘ Yes fL No A
- Mental disorder, insanity FEHE ST Yes hL No 'E\,
- Congenital conditioer, hereditary condition, »‘i”«‘l‘i%ﬂ{ﬁ“}h@ﬁ/ A [ O Yes AL No .17
developmental condition il f

- General check up — NSRS AR A AV R S Yes fL No A
- Travel against medical advices SE R ,EL’U‘%[W il f}ﬁif{»‘éﬁ} M}f'ﬂ, Yes fL No :E\,

I hereby certify that all information given above is accurate, complete and true to the best of my knowledge # * Z V] » I'| PRV OvR] - 195k = ~ i & -

Signature of attending doctor/Surgeon with Practice/Hospital Stamp
=R B

Name of attending doctor/Surgeon

=2 NERE

Address and Telephone No.

{]_y,a‘—_ufﬂ‘

i

Date (DD/MM/YY)
P CRLEL 5
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