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

FEHEh R E T 7] Sk EEAE U 9/F., Wing On House, 71 Des Voeux Road Central, Hong Kong. L Tel - 28670888 {HE Fax : 3906 9906

. PRREREFTE- EREAFIOREHFESE
BOC Family Medical Insurance— Hospitalisation & Suigical Claim Form

TH A 35 2 B S Bkl [E A R B TR A - R - (NEE8E ~ 2T CEEER S - TliTEESERIA—OtIE<S - Please complete and sign this claim form and
make sure the original copies of invoices & receipts and copies of histopathology, endoscopic, diagnostic/laboratory tests report, operating theatre summary are attached.

C TR 2 IEASHR S EE AN E] > 55 ABEIASE - C2BIRENEZE - FTA SRR TERE - Note : Original documents submitted would be retained
by our company. You are advised to keep a copy for reference.  All documents would not be retumed for fully reimbursement case. 13g[alf%2 4 Return Certified True Copy

F—Er - REAEE GEFEMER) PARTI| - CLAIMANT'S STATEMENT (IN BLOCK LETTER)

IRELRHS RIS
Policy No. Policyholder Name
DAT &R « DAEIEET  Claimant must complete the following
ENCON T RIENFR
Claimant Name (in full) Claimant’'s Age
RIENE RS )8R EXCUN
Claimant’'s HKID / Passport No. Claimant’s Insured No.
1 RENGERE—SHRRZPE A A RKE?
Has the claimant been treated by other doctor(s) for similar or related illness in the past? 1 74 No
O A 5Fakl - gesaf i BB e R L B AL
Yes, please specify: treatment date Name & address of the doctor(s)/Hospital(s)
2. BEBEEI% /P35 |E; If Hospitalization was due to Accident :
a)  HEHRELESMEEIERT - HEER4GH Please state when, where and how did it happen

b) REANEGHREIRGE? & B, SR ELHE, ik SfEZEEIZA Did the claimant report to the Police?  If “yes”, please advise the
name and address of the police statlon and their reference number and attach a copy of the police report to claims submission.

3. RENEEER R R R A A R A TR R E?
Has the claimant submitted or does the claimant intend to submit this case to any other insurance company(s)?
mi=) Yes 1 f& No

R HIRELORR A E AT R R AR E

If yes, please provide name of insurance company(s) & Policy number.

4. B T RESRR 4 2 ik K2 > #idil: Please provide name and address of family doctor

5. SEERMtEAEARYIRITF TS S R L R R - $50E 2 B EHEIRERT T 5 5 h S EE B I AR HYEHS - 5 515EIbRSb - Please
provide bank account number in Hong Kong and email address for claim settlement purpose. Unless otherwise specify, the designated autopay
account number and email address shall be applied to all future claim settlements.

FORA A AT RITTERSR E IR = C5RES L
Bank Account Holder Bank and Branch Code Bank Autopay Account Number Email Address
ESZIUN - -

Insured

E7
A NIHHECE PR ~ B85 - 27~ PR EI R > $nT1e SRR AR B A SR SE 2 (R ~ BTSSR  (E R ARSI R R 2 ] - A SOE A BLEAH ) -

L]
1~ A NBRH B ARFEOE  ZORHY B EUIT A - A OERII A0 EAEORHE SRECR T Al AR N\ SR\ S B R ER -
2 ~ A ANBFE A NS D SREE R IR A TR A F (P SRAEBICRIR") Y P SREE R IR L CRIB TP - A aTREMARY 51 EAY:
(0] EE&%W:)\E’ (%Fﬁiﬂ?ﬁ?ﬁ;/\yl"rﬁkxﬁ’ PRI ERHS ¢ () BAFTA DRI TECT AR RARBEEA N CRELAHBARIARAS © (i) SYHTGHE ~ PRI (A \GREVARIRIARIE ¢ (v) SEAOZOReR R A \BORERE R G : (v) ERERIRARAT
] Y L bR # AN+ (vii) PERAEERERT TEUE R ¢ (vil)) HEEL AR E BRI R ¢ R (%) REEEAR - BRI BCENSFRIRIES] -

N L Pt (3% @ BRI LRy - Bk H};HET%W-WP? A (s ?M’ ENRIBRES R  BafRHR AR (e B S i B RS Rs )

it 5 IR R SRR 5 (d) PRBRERUIRTS A = RS SRR £ T (e) FORAT] R : Z HH): cP SRR (RBRE YA R SR TR (h)PeRsE
T(u ( Tﬂrﬁ) WH’]@ EORN0] Iﬁﬁ?Tﬂfﬁi\IH’]Tﬂ"Wﬁﬁﬁ ] iy il ey Sl i ) ) ARREAY » SME Tl ) AT EIRAR o S AR (Ef Ty ) & BEIFISTTIR

[SZig=ssity Tﬂrzﬁ} "Gy ) HONRAE ¢ i T ) RSP e ) e R > DUESIER LI sSARIER  (K) fﬂ”JEﬁﬂE’Jﬂﬂ ’ ESZU'_MHftfié$“f‘r‘ﬁxﬂ2#&ﬁﬁxz%f%ﬁﬁﬂﬁ’] NE BB SES AR A SR SR T SO A R R R L

LI AR e () ﬁi’ﬁﬁ EI S| SERERY ¢ F2(m) %W’%TY#TH’JHW&EF}

A NTECFZHE R SRR BRI uT ) T PEORBR PR o 2 B R s AR A RS2 AR N0

BEAh > SANIERE - SRR nTRE & I E 07 (B R B A A R/ B2 R AR E AT

AN HERRE R K IR i o SREE BRI R A A B A A R/ 22 R NRIELA TR, - A 7R

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 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. | 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 insurance application and any future insurance application | 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 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.

| 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).

[ SRR PR A L SR BT R (BT ¢ 2867 0888 4EL : 3906 9939)

EXC NS QUAN I =l YN )
Signatu:e (Claimant/Guardian if patieni aged under 18) H# Date ( H DD/ H MM/ ££YY)

#:4 Name Ik EEEE (1EA) Contact No. (If Applicable)

WFM-CF-2015-V00 @ PTO.




PART Il — ATTENDING PHYSICIAN'S STATEMENT (Fill by attending physician, at the cIl  aimant’s own expenses)
FEG - FT2RAETHE (HELBEEER - fIREAORENKE)

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

A2 Akt HEA(H/RIEE) B HI(HIAEE)

1. Clinical history of this patient _: FI2%RRE

a) Date on which the patient first consulted you related to this medical condition(s) / injury Jp5 A &2k _Faloips s A REBIR e Z 15 2 Sk 22 Hil
Symptoms and complaints for this hospitalization/treatment & A 22k 3 B R a] R A 18 A%

b)  Underlying cause(s) of this hospitalization 5[ #2257 >~ F 22 H [~

c)  According to the medical history given by the patient, how long had he/she been experiencing these symptoms before the 1% consultation 5 A #JZCK 20 » . HIH% 2 2
How long, in your opinion, has the patient been suffering from this illness? 385K N BHEZER S A ?

2.  Hospitalization History of this patient : {EF%E

a) Final Diagnosis §Date of Operation
DEEER i H3

b)  Operational procedure(s) performed
Tl
If you have consulted other doctor during this hospitalization, please provide the following MEFEHARM > 40% #Hm i ME B 4 o SHR T YIERE R
Consulted Doctor’s Name: §Reason :
B4 LN
What treatment had the doctor performed .
JERALTE

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)
IR« GV LA B PO ROm B s B - R~ RERIEE RAER « BRARE - HFEm KRt & - )

d) Has the patient taken any home leave during this hospitalization ? if “yes”, please state the date, time and reason
PMEREHAR - WEA G RN 20 FT o FEYIBHE - EE R

e) Please provide reason(s) for hospitalization if this type of cases can be managed on day care / out-patient basis.
AERAE R IAE HER R AETT, SR ab R

3. Professional comment EH#EER:

a)  Inyour opinion, was the hospitalized iliness a recurrent episode or a chronic iliness or related to previous complaint/diagnosis. If “yes”, please provide date of the first episode and details.
BMETER - BIORLEERESERESISMERE 2 4 2"  SFREIigE e -

b)  Has the patient even had the same symptoms before/has the patient been treated or hospitalized for the same symptoms before? & LIRS A ERERT 2
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 “&" > $:REHEEIREER GEr BT EEE)

c) Was the condition due to or associated with the following ( Please circle the right answers) #5550 & &K T 5 RIERTE 2 G5B ARITEH)
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. BE&EIMZ,HIEEYISCENS e R D ZiE (B2%W) /AR ik =ZmE (HIV) - MRsRM R m 822 - R
BEGEE IARER  EESEEE T AE N SRR REER B EIEEREER i BREE —RS i eE sty Dl 2R EH

d)  |If the condition is due to pregnancy, please advise the date of the LMP :
B A5 (B - SRR AR A HA H A

4. Others : HAfr

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

ATy EAE S - SERAL R RO

| hereby certify that all information given above is accurate and true to the best of my knowledge 7% A% HEEEA » DL FFTEH > &R B E e

Signature of attending doctor/Surgeon with Practice/Hospital Stamp Address and Telephone No.
T2 IR RS B EE ik S

- Date (DD/MM/YY)
Name of attending doctor/Surgeon
SNBSS R (H/R /%)




